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Author Guidelines

Ethical issues: In cases where approval of the ethical board is needed, a document showing the approval of the board
should also be sent by e —mail. When researching on human or animal subjects, compliance with international and national
ethical guidelines, and approval of ethical boards are essential. That the research complies with the above mentioned ethical
requirements is under the responsibility of the author.

Reseach on human subjects: The journal accepts the compatibility principle, for research articles involving human
components, to the conditions articulated in “Helsinki Declaration”, “Guidelines For Good Clinical Practices”, “Guidelines For
Good Laboratory Practices”, and to the Regulations of the Turkish Ministry of Health. When research is conducted on human
subjects, a letter of permission from the Ethical Board For Clinical Research must be obtained and submitted to the journal.
The author must also mention in “Methods and tools” section of the article that a letter of approval from the Ethical Board
and “informed consent” signed by subjects participating the research have been obtained . The article shall not be published
unless a copy of the approval from the ethical board is submitted to the journal.

In case reports, "informed consent " from the patient or in case of need, from his/her legal representative, must be taken
disregarding the disclosure of patient's identity, and this should be noted in the article under the title of “case report”. The
document showing the informed consent of the patient or his/her legal representative must be sent to the journal .

In case of research on animals, it is mandatory that the approval from the Ethical Board For Laboratory Animals be obtained
and a copy of the document be sent to the journal. It should be mentioned in the tools and method section of the article that all
the animals were treated in humane way in compliance with the Guide for the Care and Use of Laboratory Animals,
(www.nap.edu/catalog/5140.html) and that also the approval report from the Ethical Board For Laboratory Animals has been
obtained. Precautions and measures that have been taken to avoid any kind of pain and discomfort during experiments should
be clearly explained. The article shall not be published unless an approval report from the Ethical Board has been submitted
to the journal.

Conflict of interest:

If there is any conflict of interest related to the article, it must be declared by the author(s). In case of any kind of direct or
indirect commercial ties (employment, direct payment, having stocks,company consulting, setting patent licences, service
payment etc.) or if there is a sponsoring institution, authors should declare that they have no relationship with the products or
medicine that are being used; or if any relationship exists, this should be explained in the report page to the editér, and also be
mentioned in the article in the “Conflict of interest” section that takes place before references.

Contributions of authorship
In multi-authored articles, contributions of co-author(s) to the research (idea generation, study design, experimental
applications , statistics , writing the article, etc. ) should be explained under signature and sent to the editor (within the scope of
the copyright transfer form). Contribution information must be declared before the references section of the article.
Financial support
If there is any financial support, grant, editorial (statistical analysis, English-Turkish evaluation) and/or technical assistance
received for the research they should be clearly noted before the references.
Authors must also declare the roles of the sponsors (if any), in the following areas: (1) study design , (2) data collection,
analysis and interpretation of results , (3) writing process of the report, (4 ) decision process for submission.
Copyright
Following the acceptance of the manuscript for publication by the journal, its final version is sent to the corresponding author(s)
for approval. If the final version is approved by the author(s) a signed copyright transfer form will be sent electronically .
Manuscripts must be submitted by clicking the "Submit your manuscript" link at www.tjfmpc.gen.tr/
Text Format
1) Manuscripts should be written in Microsoft Word (MS Word) document format, in Times New Roman, 10 font, single-
spaced, and each line must be assigned numbers.
2) Prepared within the framework of the features mentioned above, (item 1), it is recommended that the number of
pages do not exceed 6 for research articles, 10 for review articles, 2 for letters to the editor, 3 for short reports, 4 for
case reports .

3) Turkish Dictionary by Turkish Language Association (TDK) or http://tdkterim.gov.tr/bts/ link must be used as points of
reference for manuscripts in Turkish.

All abbreviations/ acronyms should be provided in brackets right after the first occurrence of the related word, and abbreviated
forms should be used throughout the text. For internationally recognized abbreviations/acronyms the following resource may be
used: Scientific Style and Format: The CBE Manuel for Authors, Editors, and Publishers, 6th ed. New York: Cambridge
University Press, 1994.
Manuscripts should include the following sections:
1.Abstracts in Turkish and English, not exceeding 300 words and having Introduction, Method, Findings and Results
sections in research articles. No such structuring is required for other types.
2.Key words between 2-5, should be provided both in Turkish and English. Turkce Bilimsel Terimler (TBT) link at
www.bilimterimleri.com should be addressed for keywords in Turkish.
For key words in English Medical Subject Headings (MeSH) link must be referred to at www.nIm.nih.gov/mesh/MBrowser.html.
Sub Headings
Research papers should be structured in the form of Introduction, Method, Results/Findings , Discussion, Conclusions,
Acknowledgements, References and Figures, Pictures and Tables.




Case reports should be structured in the following way: Introduction, Case , Discussion, Conclusions , References, Figures,
Pictures and Tables.

Review articles, short reports and letters to the editor may contain titles and subtitles, designated by author (s) and
followed by References, Figures, and Tables sections.

It is recommended that the number of charts, pictures, tables and graphs do not exceed 5 for research and review articles, and
2 for others. Charts, pictures, tables and graphs in the article should be numbered according to the order processing .
Abbreviations used in figures, tables and graphs should be defined underneath each . Written permission must be obtained for
previously published figures, pictures, tables and graphs, and this permission should be stated during the description of
figures, pictures, tables and graphs. All charts, pictures, tables and graphs must be placed at appropriate areas in the
manuscript submitted. They should be also provided in separate pages following References section.

Additionally, pictures / photos should be submitted to the system in separate jpg or .gif files ( 500x400 pixel size of about 8 cm.
width, and scanning resolution being 300) .

References

Total number of references are recommended not to exceed 25 in research articles, 50 in review articles , 10 in letters to the
editor, brief reports and case reports. References should be written in the order of appearance in the text , and symbols for
references, should be placed at the end of the sentence immediately after punctuation marks in the form of superscript.

if the number of authors in the article is 6 or less, they should all be listed; if 7 or more, the first six names should be written
and " et al ", should be added in English article or “vd "for Turkish. DOI is the only acceptable on-line reference in on-line
publications;

Examples for References ( please note the punctuation marks ) :
1.Articles:
References must include respectively, last name of the author(s), first letter of their first names, title of the article (only
the first letter of the first word is capitalized), name of the journal, (use the shorter form if it appears in Index Medicus,
otherwise full name), year, month (if applicable),volume, number and pages .

Gold D, Bowden R, Sixbey J, Riggs R, Katon WJ, Ashley R, et al. Chronic fatigue. A prospective clinical and virologic
study. JAMA 1990;264:48-53.

Ozcan S, Bozhiyilk A. Saghgin gelistirilmesi ve aile hekimlerinin rolii. Turkish Journal of Family Medicine &Primary
Care 2013 Sep;7(3):46-51.D0I:10.5455/tjfmpc.42859

Glauser TA. Integrating clinical trial data into clinical practice. Neurology 2002;58(12 Suppl 7):6-12.

2.Books:
Last name(s) of the author(s), first letters of their first names, title of the section, name(s) of the editor(s), title of the book,
edition number, place of publication, publisher’'s name, year of publication and page numbers.

Books published in a foreign language

Curren W. Youth and health. In: Neinstein LS, editor. Adolescent Health Care a Practical Guide. 4th ed.
Philedelphia:Lippincoatt Williams&Wilkins; 2002. p.1417-31.

Books in Turkish:

Akturan U, El'en A. Fenomenoloji. Sahinoglu AH, Tirker B, Akturan U, edittrler. Nitel Arastirma Yoéntemleri. 1. Baski. Ankara:
Seckin Yayincilik; 2008. p.83-98.

When author and editor are the same person: Last name of the author(s)/editor(s), first letter of their first names, title of the
section, title of the book, edition number, place of publication, publisher’'s name, year of publication and the page numbers.

Helmann GC. Cultural aspect of stress and suffering. In: Culture, Health and lliness. 5th ed. Florida: CRC Press Taylor
&Francis Group; 2007. p.288-99.

Translated books:
Carr RJ. idrar inkontinansi. Kut A, Eminsoy MG, cev.editorleri.(trans. Eds.) Current Aile Hekimligi Tani ve Tedavi. 3. baski.
Ankara: Gunes Tip Kitabevleri; 2014.p.461-71.

3.Publications in conference proceedings
Kurdak H. Bedenimiz, neredeyiz, neler yapabiliriz? Mungan NO, editér. Kadinda periyodik saghk muayeneleri. 1. Kadin
Hekimlik ve Kadin Saghgi Sempozyumu Kitabi; 10 Mayis 2013; Adana, Turkiye. Adana: Ergin Yayinevi; 2013. p. 52-5.

4 Dissertations
Yilmaz EE. Adana il merkezindeki lise 6grencilerinin beslenme ve fiziksel aktivite aliskanliklarinin degerlendirilmesi. Uzmanlik
tezi. Cukurova Universitesi Tip Fakiiltesi, Aile Hekimligi Anabilim Dali, 2013.



Yazarlara Bilgi

Yayin Politikasi

Saglik ve birinci basamagin gelismesine ve anlasiimasina katki veren yeni bilgiler iceren yazilara dergimiz agiktir. Bu
yazilar orijinal makale, olgu sunumu, derleme, editére mektup, kisa rapor vb. olabilir.

Basvuru icin ilk sart yazinin baska yerde degerlendirmede olmamasi, bagka yerde basilmamis olmasidir. Yazinin
baska bir yerde yayinlanmadigi ya da yayinlanmak tzere degerlendirmede olmadigi, herhangi bir ¢ikar ¢akismasi igcinde olunup
olunmadigi ile ilgili bilgileri iceren bagvuru mektubu degerlendirilmesi istenen yazi ile birlikte elektronik olarak génderilmelidir.

Etik konular: Etik kurul onayl gereken yazilar gonderilirken ilgili onay belgesi de elektronik olarak génderilmelidir.
insanlarda veya hayvanlarda gerceklestirilen arastirmalarda ulusal ve uluslar arasi etik kilavuzlara uyum ve ilgili etik kurullardan
izin esastir. Makalelerin etik kurallara uygunlugu yazarlarin sorumlulugundadir.

insanlar tizerinde yapilan aragtirmalar: Dergi, "Insan" égesinin icinde bulundugu tiim calismalarda "Helsinki Bildirgesi",
"lyi Klinik Uygulamalar Kilavuzu" ve "lyi Laboratuvar Uygulamalari Kilavuzu"nda belirtilen esaslara ve T.C. Saglik Bakanhgi'nin
ilgili yonetmeliklerine uygunluk ilkesini kabul eder. Insanlar (izerinde yapilan arastirmalarda, "Klinik Arastirmalar Etik
Kurul"undan izin alinmasi ve ilgili belgenin dergiye goénderilmesi zorunludur. Yazarlar, makalenin YONTEM bélimiinde ilgili etik
kuruldan ve ¢alismaya katilmis insanlardan imzal "Bilgilendirilmis gdnillu olur" (informed consent) belgesini aldiklarini belirtmek
zorundadir. Etik Kurul onayinin bir kopyasinin dergiye génderilm emesi durumunda yazi yayinlanmayacaktir.

Olgu sunumlarinda hastanin kimliginin ortaya ¢ikmasina bakilmaksizin hastalardan veya geregi durumunda yasal
temsilcisinden "Bilgilendirilmis gonulli olur” (informed consent) belgesi alinmali ve makalenin olgu sunumu baglig! altinda yazili
olarak ifade edilmelidir. Hastadan veya yasal temsilcisinden alinan "Bilgilendirilmi g gonulli olur " belgesi dergiye
yollanmahdir.

Hayvanlar Uzerinde yapilan arastirmalarda, "Deney Hayvanlari Etik Kurul'undan izin alinmasi ve ilgili belgenin bir
kopyasinin dergiye gonderilmesi zorunludur. Arastirmanin YONTEM bélimiinde, deneysel calismalarda tiim hayvanlarin
"Laboratuar Hayvanlarinin Bakim ve Kullanimi Kilavuzu"na (Guide for the Care and Use of Laboratory Animals,
www.nap.edu/catalog/5140.html) uygun olarak insancil bir muameleye tabi tutuldugu ve Deney Hayvanlari Etik Kurul onay
raporu alindigi belirtiimelidir. Hayvanlar Uzerinde yapilan ¢alismalarda agri, aci ve rahatsizlik veriimemesi igin neler yapildigi
aclk bir sekilde belirtiimelidir. Etik Kurul onayinin bir kopyasinin dergiye godnderilm emesi durumunda yazi
yayinlanmayacaktir.

Cikar cati smalari: Yazarlar, makaleleriyle ilgili cikar ¢atismalarini (varsa) bildirmelidirler. Eger makalede dolayl veya
dolaysiz ticari baglanti (istihdam edilme, dogrudan ddemeler, hisse senedine sahip olma, firma danismanhgi, patent lisans
ayarlamalari, veya hizmet bedeli gibi) veya calisma i¢cin maddi destek veren kurum mevcut ise yazarlar; kullanilan ticari Uriin,
ilag, firma v.b ile ticari higbir iligkisinin olmadigini ve varsa nasil bir iligkisinin oldugunu, editére basvuru mektubunda ve ayrica
makalede kaynaklar bélumunden dnce "Cikar ¢catismasi” baslig altinda bildirmek zorundadir.

Maddi destek: Arastirma icin alinmis finansal destek ve bagis varsa agikga makalenin kaynaklar béluminden dnce
bildirilmek zorundadir. Ayrica yazarlar asagida belirtlen alanlarda, varsa calismaya sponsorluk edenlerin rollerini beyan
etmelidirler: (1) Calismanin tasarimi, (2) Veri toplanmasi, analizi ve sonuglarin yorumlanmasi, (3) Raporun yazilmasi, (4) Yayin
icin gonderilmesine karar verilmesi.

Yayin hakki: Yazi yayina kabul edildikten sonra son haline onay verilmesi igin iletisim yazarina gdnderilir. Kabulu
halinde yazarlarca imzalanan yayin hakki devir formu elektronik olarak gonderilir. Cok yazarli makalelerde yazarlarin
arastirmaya katkilar (fikir olusturma, ¢alisma tasarimi, deneysel uygulamalar, istatistik, makalenin yazimi, v.b) agiklanmali ve
imzal olarak editére (yayin hakki devir formu kapsami icinde) sunulmalidir. Yayin hakki devir formu tffmpc@gmail.com e mail
adresine gonderilmelidir.

Yazilar, www.tjffmpc.gen.tr/ adresindeki, "Submit your manuscript" linki tiklanarak génderilmelidir.

Yazi hazirlama kurallari:
1) Yazilar, Microsoft Word programi ile hazirlanmali, metin "Times New Roman" karakteri ile 10 puntoda ve tek satir
aralikl olarak yazilmalidir. Satir numarasi verilmelidir.
2) Haazirlanan yazilarin bir Ust paragrafta belirtilen dzellikler ¢cercevesinde, arastirma makaleleri igin 6, derleme yazilari igin
10, editére mektup icin 2, kisa raporlar i¢in 3, olgu sunumlari igin 4 sayfayr ge¢gmemesi 6nerilir.
3) Tirkce yazilarda, Tirk Dil Kurumu'nun Tirkce s6zIigi veya http://tdkterim.gov.tr/bts/ adresi esas alinmalidir.
4) Metin iginde gegen kisaltmalar, kelimenin ilk gectigi yerde parantez icinde verilmeli ve tim metin boyunca o kisaltma
kullaniimalidir. Uluslararasi kullanilan kisaltmalar igin "Bilimsel Yazim Kurallar" (Scientific Style and Format: The CBE

Manuel for Authors, Editors, and Publishers, 6th ed. New York: Cambridge University Press, 1994 ) kaynagina

basvurulabilir.

Bir yazi su bélumlerden olu smalidir:

1) Baslik; 12 kelimeyi asmamalidir

2) Turkge ve Iingilizce 6zet; aragtirma yazilari igin girig, yéntem, bulgular, sonug seklinde yapilandirnimig, diger

yazilar i¢in bélumsiz olmali, 300 kelimeyi asmamalidir.

3) Anahtar kelimeler 2-5 arasi, Tiirkge ve ingilizce olmalidir. Tiirkge anahtar kelimeler Tiirkiye Bilim Terimleri

(TBT)'ne (Kaynak igin www.bilimterimleri.com adresine bagvurulmalidir) ve ingilizce anahtar kelimeler "Medical
Subject Headings"e (Kaynak icin www.nlm.nih.gov/mesh/MBrowser.html adresine basvurulmalidir.) uygun olarak
verilmelidir.

4)  Konu ile ilgili baglklar

a) Arastirma yazilari: Girig, yontem, bulgular, tartisma, sonug, tesekkur, kaynaklar, sekil, resim ve tablolar
seklinde yapilandiriimalidir.

b) Olgu sunumlari: Girig, olgu, tartisma, sonug, kaynaklar, sekil ve tablolar seklinde yapilandiriimalidir.

c) Derleme, kisa rapor, editdre mektup: Yazar(lar) tarafindan belirlenen baslik ve alt bagliklar icerebilir.
Kaynaklar, sekil ve tablolar siralamasi ile tamamlanir.

d) Sekil, resim ve tablolarin arastirma ve derleme yazilari igin 5, digerleri icin 2'yi gegmemesi Onerilir. Sekil, resim
ve tablolara makalede islenis sirasina uygun olarak numara verilmelidir. Kullanilan kisaltmalar sekil, tablo ve




grafik altinda aciklanmaldir. Daha 6nce basilmis sekil, resim, tablo ve grafik kullaniimis ise, yazil izin
alinmalidir ve bu izin aciklama olarak, sekil, resim ve tablo aciklamasinda belirtiimelidir. Tum sekil, resim ve
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Why considering “health literacy” level is important
for Family Physicians?

Saglik okuryazarligi seviyesini goz oniinde bulundurmak Aile
Hekimleri i¢cin neden 6nemlidir?

Candan Kendir' *, Isabella V. Vegaz, Mehtap Kartal’

ABSTRACT

Family physicians are challenged with complicated cases every day, on some occasions; these circumstances get more difficult
as a result of lack of compliance or poor communication between the patients and health care providers. Today, it is know that
health literacy level of the individuals affect how patients interact with their care provider and their compliance to the
treatment.Low health literacy levels are not exclusive to a particular region on the globe; reports show that 30% of the European
has inadequate literacy level, and 64.6% in Turkey have low or problematic health literacy. Family physicians have a crucial
role in identifying patients with low health literacy level and improve it to adequate level. Even though the limited time, work
overload are some possible barriers for family physicians, a number of easy-to-use methods are developed to overcome some
of these problems in primary care. Red flags have been identified to help family physicians to quickly identify the patients with
low health literacy level. After that, in order to provide better communication, following strategies can be used are use of plain
language, teach-back, ask me three questions, chunk and check, visual aids & written materials. Increasing health literacy can
improve the health and well-being of the population and can also decrease the necessary time with patients to solve problems
and prevent unnecessary repetitive attendance to primary health care services.

Keywords: health literacy, primary care, family medicine
OZET

Aile hekimleri her giin karmagik olgular ile karsilagmakta olup, bazi durumlarda, hasta uyumsuzlugu veya hasta-hekim iletisim
yetersizligi nedeniyle bu durum daha da zorlagsmaktadir. Bugiin, saglik okuryazarligmin hastalarin hekimleri ile iletigimlerini
ve tedaviye uyumlarini nasil etkiledigi bilinmektedir. Diisiik saglikokuryazarligi herhangi bir bolgeyle sinirli olmamakla
birlikte, raporlar Avrupa halkinin %30’unun yetersiz seviyeye sahip oldugunu, Tiirk halkinin da %64,6’sin1n diisiik veya sinirl
saglik okuryazarlig1 diizeyine sahip oldugunu gostermektedir.

Aile hekimler saglik okuryazarlik diizeyi diisiik hastalar1 belirlemede ve diisiik diizeyleri yeterli saglik okuryazarlik seviyesine
tagimada onemli bir role sahiptir. Kisitl zaman ve yogun is yiikil aile hekimleri i¢gin olas1 engeller olsa da baz1 kullanim1 kolay
teknikler bu sorunlarin iistesinden gelmek iizere birinci basamak i¢in gelistirilmistir. Kirmizi bayrak igaretleri hekimlerin saglik
okuryazarligi diisiik hastalar1 hizlica belirlemeleri i¢in tanimlanmigtir. Bunun ardindan, daha saglikli bir iletisim i¢in, yalin dil
kullanimi, 6grenileni geri anlatma metodu, bana ii¢ soru sor yontemi, bilgiyi ver ve kontrol et metodu ve gorsel ve yazili
materyal kullanimi gibi stratejiler uygulanabilir. Saglik okuryazarlig: toplumun saglik ve iyilik halini gelistirdigi gibi, hastanin
problemini ¢6zmekicgin gereken siireyi kisaltip, gereksiz tekrarlayan birinci basamak basvurularini da 6nleyebilir.

Anahtar kelimeler: saglik okur yazarligi; birinci basamak; aile hekimligi

Received Date: 07.03-2019, Accepted Date: 16.07-2019

*1 Ecole des hautes etudes en sante publique, EHESP, Saint Denis, France

*2Ecole des hautes etudes en sante publique, EHESP, Saint Denis, France

*3Department of Family Medicine, Dokuz Eylul University Faculty of Medicine, Izmir, Turkey

*Address for Correspondence / Yazisma Adresi: Candan Kendir, Ecole des hautes etudes en sante publique, EHESP, Saint Denis, France
E-mail: candankendir@hotmail.com
Kendir C., Vega V.1, Kartal M. Why considering “health literacy” level is important for Family Physicians? TIFMPC, 2019;13 (4): 402-406.

DOI: 10.21763/tjfmpc.651477

402
Kendir et al., TJTFMPC www.tjfmpc.gen.tr 2019; 13(4)



“The case example: A 49-year-old male, working at
the automobile industry. He is obese, smoker and he
was diagnosed with diabetes mellitus type 2 in 2013.
He is under treatment but has not been using his
treatment regularly and not following the
recommendations of his family doctor especially on
lifestyle modification activities. He sometimes
searches on the internet for health information and
sporadically receives brochures at the medical
center or the hospital. Occasionally, his wife insists
to measure the finger-tip blood glucose level and he
complies, she keeps a record of this measurements,
the physician recognizes that they are usually high.
You are planning to meet and talk to him about
healthy eating for better control of his blood
glucose.”

INTRODUCTION

Family physicians (FP) face everyday patients like
this case who are not compliant to treatment or
lifestyle modifications. Even though an extra effort
is made to educate with patient education materials,
usually it doesn’t seem to be working.

In Europe, it was found that 30% of adults
have inadequate health literacy (HL) level and in a
study in Turkey, it was shown that 64.6% of the
Turkish population have inadequate or problematic
HL level.!? Low health literacy level is not only a
barrier to healthy behavior of the individuals, it also
has negative impact on patient compliance to
treatment and disrupts communication between
health care providers and patients.>® It was found
that low HL level results in less participation to
health promotion and disease prevention activities
(e.g. cancer screening participation), more frequent
risky health behaviors such as smoking, poor
management of chronic diseases, more accidents,
increased hospitalization and readmission rates,
increased mortality especially premature death.” It
also follows social gradient and reinforces existing
inequalities in the society.!'”

In the literature, it is reported that people
with low education levels, low income, ethnic
minorities and vulnerable populations such as
migrant groups are at risk of low HL.!'2 Since its
first introduction by Simonds in 1970s, the concept
HL has been defined in many ways.!”> In 2012,
Sorenson et al reviewed the definitions of HL in the
literature and concluded with a definition.'4

“Health  literacy  entails  people’s
knowledge, motivation and competences to access,
understand, appraise and apply health information
in order to make judgments and make decisions in
everyday life concerning health care, disease
prevention and health promotion to maintain or
improve quality of life during the life course”.

The ultimate goal of health care practitioners
including family physicians is to improve health
implementing science, research and technology so
that achieve better health outcomes in the last
century but if the patients are unable to understand
or apply the recommendations evidence has to offer
it won’t matter how much science advances.

With the intention of understanding HL and
possible dimensions Nutbeam described different
groups of HL*:

1) Functional HL; basic reading comprehension and
writing skills to understand basic health information,
health condition, services and systems. The case
patient can read and understand some information
online, with help of his wife he can measure
glycemic levels. Is this enough for him to have a
better health status?

2) Communicative/ interactive HL; in order to be
able to discuss the information with others, higher
level of communicative and social skills. The patient
is receiving information using the hospital brochures
but the information exchange between the health
care professionals and the patient is unilateral. Is
there a space and time for a better health- related
communication for the patient to ask you about his
disease and its management?

3) Critical HL; an advanced level of HL that includes
cognitive and social skills to analyze information
and making informed decisions. In the case example
there seems to be a lack of awareness on the
consequences of hyperglycemia, does the patient
have all the knowledge to make the healthy choices
for his health and manage his disease?

Measures of Health Literacy

Following the evolution of the definitions of HL, the
different measures have been also developed.!!5-2!
Some of them focused on the use in the primary care,
clinical settings, and others focused on public health
and community evaluations.?!??
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The most popular ones are the European
HL Survey, TOFHLA, REALM, NVS and all of
them were translated into Turkish.?***However,
almost all of them take more than 5 minutes of time
to apply and in daily practice, family physicians
usually do not have that much time to spare for
application of the scales. Considering this, in the
USA, some practical tools were developed for
primary care physcians in order to identify the low
HL level of the patients and to intervene them in the
clinical settings (Figure 1. Red flags of low HL
level). 2

Also, single item question is a very common quick
assessment method for the physicians:

“How often do you need to have someone
help you when you read instructions, pamphlets, or
other written material from your doctor or
pharmacy?”

Table 1. Red flags for low health literacy level

Frequently missed appointments

Incomplete patient registration form

Non-compliance with medication

Unable to name medications, explain their purpose or using

Identifies pills by looking at them instead of reading the labels

Unable to give coherent, sequential history

Asks few or no questions

Doesn’t follow on tests or referrals

“The patient who forgets the glasses at home and tells that will read at home”

What can you do as a family physician?

Family physicians have a privileged position, they
are the reference for patients seeking healthcare.
However, if a physician has limited time, attending
trainings to improve HL level might not be on the top
of his or her agenda. In this case, speaking clearly
and limiting the content of the information could be
time-effective both for the patient and the physician.
Additionally, some of the tips to improve health
literacy found in the evidence are easily applicable
during the patient -doctor communication.?6?’

1. Always use a plain language: In the case patient it
will be more effective to explain what to change in
his diet than talking about a reducing calorie intake.

“Instead of recommending lifestyle modifications,
clearly mention healthy eating behavior”

2. Teach back: When indicating treatment or
recommendations as your patient to explain back the
instructions you will identify if the information is
clear for the patient and solve any misunderstanding.

“I reviewed the options to keep your blood glucose
level low today. To make sure that I explained these
options clearly, can you tell me in your own words
the options?”

3. Ask me three questions: This statement
encourages patients to engage during the medical
recommendations clarifies questions and aids with
patient empowerment.

“Can you tell me what the main problem we talked
about, why is it important to eat healthy and what
you plan to do for it?”

404

Kendir et al., TIFMPC www.tjfmpc.gen.tr 2019; 13(4)



4. Chunk and check method: After giving each key
point, the physician asks the patient to repeat it and
encourages to ask questions about it.

“Eating healthy is important for you to keep your
blood glucose level low. What do you understand
from this? Do you have any question about it?”

5. Visual aids & written materials: Using visual
materials while explaining things were also found to
be useful for patient understanding. Additionally,
written information summarizing the key points will
be complementary.

“Showing a 1-2 minutes online video on how to do
physical activity”

Outside consultation, health practitioners
can improve health literacy by creating community
centered strategies: encourage patient screening,
workshops for public education on health promotion
tailored to the community needs, create support
groups, identify community leaders and assign roles
in the protection of the community health and in the
communication of healthy practice.?>?Ensure that
your community is in a healthy environment and that
the healthcare system is accessible and well
understood by the users. Brochures that are prepared
with less written and more visual can be used as a
mean to communicate about the health care systems,
healthy behaviors and pathologies that concert the
member of the community.

Conclusion

Family physicians have continuous relationship with
their patients, and this serves as an opportunity to
educate their patients and increase their health
literacy level. Increasing HL level will eventually
decrease the necessary time with patients to solve the
problems. Additionally, the unnecessary admissions
of patients that result in patient overload will
decrease in time. Eventually, improving HL will
reduce the health inequalities and improve health of
all.
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Examination of Attitudes of Married Women on Domestic Violence
Evli Kadnlarin Aile ici Siddete Iliskin Tutumlarimin incelenmesi

Arzu Yildirim' *, Rabia H. A;llarz, Llknur A. Aver®
ABSTRACT

Objective: This study was conducted to examine the attitudes of married women towards domestic violence. Method: This
descriptive, cross-sectional study was conducted between April and June 2010 with 1,010 women in five Family Healthcare
Centers in the province of Erzincan, Turkey. The data were collected using a descriptive questionnaire and the Attitudes
Towards Domestic Violence Scale. When analyzing the data, numbers, percentages, minimum and maximum values, means
and standard deviations as well as the Mann-Whitney-U, Kruskall Wallis variance and Spearman correlation analyses were
used. Results: The average score of married women's Attitude Towards Domestic Violence Scale was 31,6 £ 7,0 and the
entire women were found to have been exposed to verbal/psychological violence, 31,6% of them to physical violence, 28,3%
to economic violence and 1.4% to sexual violence. Women who themselves were high school graduates and their husbands
were high school and university graduates and had a job, who had no children, who lived in a nuclear family in a city or
town, who perceived their income being more than their expenses, who stated that they made decisions together with their
husbands and who were married at a more advanced age had more negative attitudes towards violence (p<0.001; p<0.01).
Conclusion: The attitude of women against domestic violence was at a moderate level and they all were exposed to some
kind of violence, verbal/psychological violence being at the top of the list. Nurses and other healthcare professionals should
be sensitive about, and take responsibility for, the prevention of domestic violence and strengthening women support
systems.

Key words: Women, gender, domestic violence, attitude, health professionals

OZET

Amag: Bu arastirma, evli kadmlarin aile i¢i siddete iligkin tutumlarinin incelenmesi amaciyla yapilmistir. Yontem:
Tanimlayici-kesitsel tiirde yapilan bu arastirma Nisan-Haziran 2010 tarihleri arasinda, Erzincan il merkezinde bulunan bes
Aile Saghgi Merkezinde 1010 kadin ile yapilmistir. Verilerin toplanmasinda tamimlayic1 soru formu ve Aile I¢i Siddete
Yénelik Tutum Olgegi kullanilmistir. Verilerin analizinde, sayilar, yiizdelikler, en az ve en ¢ok degerler ile ortalama ve
standart sapmalarin yanisira; Mann Whitney-U, Kruskall Wallis varyans ve Spearman korelasyon analizleri kullanilmistir.
Bulgular: Evli kadmlarm Aile I¢i Siddete Yonelik Tutum Olgegi puan ortalamasmin 31,6+7,0 oldugu, kadinlarin tamamimin
sozel/psikolojik, %31,6’smin fiziksel, %28,3"liniin ekonomik ve %1,4'liniin ise cinsel siddete maruz kaldig1 belirlenmistir.
Ayrica, kendisi lise, esleri lise ve iiniversite mezunu olan, kendisi ve esi ¢alisan, cocugu olmayan, ¢ekirdek ailede ve il veya
ilcede yasayan, gelirini giderinden fazla algilayan, kararlar1 esi ile birlikte ortak aldigimni belirten ve evlenme yasi ileri olan
kadinlarin siddete kars1 tutumlarinin olumsuz oldugu saptanmistir (p<0,001; p<0,01). Sonu¢: Kadinlarin, aile i¢i siddete karst
tutumlarinin orta diizeyde oldugu ve sozel/psikolojik siddet basta olmak iizere, siddetin her tiiriine maruz kaldigi
belirlenmistir. Diger saglik profesyonelleri ile birlikte hemsireler, aile i¢i siddeti 6nleme ve kadinlarin destek sistemlerini
giiclendirme konularinda duyarli olmali ve sorumluluk almalidir.

Anahtar kelimeler: Kadin, toplumsal cinsiyet, aile i¢i siddet, tutum, saglik profesyonelleri
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GiRiS

Toplumsal cinsiyet, kadin ve erkegin toplumsal
olarak belirlenen rolleri ve sorumluluklarini ifade
etmektedir. Bu kavram, biyolojik farkliliklardan
ziyade toplumun kadin ve erkegi nasil gordiigiinii,
nasil algiladigini, nasil diigiindiigiinii ve beklenilen
rol ve davranislar1 gostermektedir. Toplumsal
cinsiyet ayrimi ise kadin ve erkegin yasamini
sekillendirmekte ve sonugta bu g¢esitlilik farkli
olmaktan daha fazla anlam tagimaktadir. !

Toplumsal cinsiyet esitsizligi, yoksulluk ve
catisma ortami gibi faktorler siddeti ortaya ¢ikaran
toplumsal etkenlerdendir. Bireyin ve ailenin iyilik
halinin bozulmasina neden olan, toplumlarin daha
iyl bir saglik diizeyine ulasmasini ve siirdiiriilebilir
toplumsal gelismeyi engelleyen siddet, giderek
artan bir halk saglig1 sorunudur.? Aile ici siddet her
yasta, her sosyoekonomik ve demografik grupta
ortaya ¢ikmakla birlikte agirlikli olarak kadmlar1 ve
cocuklar etkilemektedir.? Esler aras siddet fiziksel,
cinsel ve psikolojik zarara neden olan davranig
olarak belirtilmektedir ve esler arasi siddetin en
bliylik boliimiinii erkegin kadma uyguladig: siddet
olgular1 olusturmaktadir.”

Toplumda, aile i¢i siddetin boyutunu dogru
olarak belirlemek gii¢ olabilmektedir. Dogas1 geregi
siddet olaylari, siklikla kapali kapilar ardinda
yasanmakta ve genellikle failleri ve bazen de
magdurlart  tarafindan gizlenmekte ve inkar
edilmektedir.> Diinya Saghk Orgiitii tarafindan
2013 yilinda yayimnlanan raporda, diinyada
kadinlarm %35’inin ya esi veya birlikte yasadigi
kisinin fiziksel ve/veya cinsel siddetine ya da
partneri olmayan bir kisinin cinsel siddetine maruz
kaldig1 ve kadin cinayetlerinin %38’inin kadinlarin
esi veya birlikte yasadigi kisi tarafindan islendigi
bildirilmistir.** Tiirkiye’de, 2013-2014 yillarinda
yiiriitilen Kadma Yoénelik Aile I¢i  Siddet
Arastirmast  sonuglarina gore ise yasaminin
herhangi bir doneminde fiziksel siddete maruz
kaldigini belirten kadinlarin oran1 %36, son 12 ayda
ise %8’dir. Evlenmis kadinlarin %38’i yagamlarinin
herhangi bir doneminde fiziksel ve/veya cinsel,
%44’ psikolojik siddete ve her 10 kadindan
yaklasik 3’1 de en az bir kez 1srarli takibe maruz
kalmistir.>®

Kadma yonelik siddeti doguran etkenler,
toplumsal cinsiyet esitsizligi temelinde coklu ve
karmagik bir yap1 sergilemektedir.’ Bu dogrultuda

aile ici ve es siddetini etkileyen bir ¢ok baglamsal
etken bulunmaktadir. Bunlar: kiiltiirel degerler ve
inanglar (giic ve kabadayilikla iliskilendirilen
erkeklik, kati cinsiyet rolleri); toplumsal etkenler
(issizlik, sosyo-ekonomik durum, toplumsal ve
cografi yalitim); durumsal etkenler (ailede erkek
egemenligi, aile mal varliginin erkek tarafindan
kontrolii, esler arasinda uyumsuzluk ve c¢atisma,
alkol ve madde kullanimi); gocukluk déneminde es
siddetine tanik olmak ve istismara ugramaktir.3

Toplumsal yapi, siddeti engelleyici ya da
tesvik edici ozellik gosterebildigi igin® tutumlar
kadma yonelik siddeti etkileyebilmektedir. Tutum,
birikimli deneyim yoluyla gelistirilen bilingli veya
bilingsiz zihinsel kanilara dayali; belirli bir olgu,
kisi ya da objeye karsi lehinde veya aleyhinde bir
egilimi ifade etmektedir.” Misir’da kirsal bolgede
erkeklerin aile ici siddete yonelik ve siddeti
destekleyen tutumlarimi degerlendirmek amact ile
kesitsel toplum temelli yiiriitilen bir ¢alismada,
erkeklerin %57,3'i bazi durumlarda aile i¢i siddetin
hakli ve gerekli oldugunu, %69°u eslerine karsi
cogunlukla fiziksel siddet uyguladigimni ve %30.9’u
siddetin egitim yetersizliginden kaynaklandigini
belirtmistir. Erkeklerin yalnizca %7’si cinsiyet
esitligine dnemle destek verdigini bildirmistir.®

Es siddetinin, kadin saglig1 {izerinde ciddi
etkileri bulunmaktadir. Avustralya'da 2011'de es
siddetinin, 25-44 vyas grubundaki kadinlarda
herhangi bir risk etkeninden daha fazla hastalik
yiikiine (hastalik etkisi, engellilik ve erken 6liim)
yol actig1, fiziksel ve veya cinsel es siddetine maruz
kalan kadinlarda anksiyete bozukluklari (%35) ve
depresif bozukluklar (%32) basta olmak iizere
ruhsal sorunlarin en fazla hastalik yiikiine neden
oldugu bildirilmistir.> Brezilya'da yapilan bir
aragtirmada, aile i¢i siddetin kadmlarin yasam
kalitesi ile iligkili oldugu belirlenmis ve aile ici
siddet olaylarini etkileyen degiskenlerin toplumsal
iliskiler, kadinlarm tibbi tedavi almas1 ve giivenlik
oldugu tespit edilmistir.’

Istismara ugrayan kadinlar, hekimleri ve
diger saglik profesyonellerini potansiyel destek
kaynaklari olarak tanmimlamaktadir. Ingiltere’de,
272 birinci basamak klinisyenin aile i¢i siddete
iliskin bilgi, tutum ve klinik becerilerini belirlemek
amaciyla yapilan bir ¢aligmada, klinisyenler aile i¢i
siddet konusunda temel bilgilere sahip olduklarini,
istismara ugramis kadimlarla etkilesim konusunda
olumlu bir tutum sergilediklerini, ancak aile ici
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siddet ile ilgili sorular sormaya ya da istismar
bildirildiginde, uygun yodnlendirmeleri yapmaya
hazir olmadiklarin1 ifade etmislerdir. Ayrica
klinisyenlerin %40'min yaralanma ile basvuran bir
kadina, istismar durumunu ya hi¢ sormadig: ya da
nadiren sordugu, %80’inin yerel aile i¢i siddet
kaynaklar1 hakkinda yeterli bilgiye sahip olmadigi,
aile hekimlerinin siddet konusunda daha donaniml
ve daha bilgili ve hemsirelerden daha fazla sayida
aile ici siddet vakasi tespit ettikleri saptanmustir.'
Liibnan’da, birinci basamakta bes yildan fazla
calisan ve haftada 100’den fazla hasta goren
hekimlerin aile ic¢i siddete yonelik tutumlarini,
hekimlik roliine iliskin algilari1 ve tepkilerini
etkileyen faktorleri arastirmak amaci ile yapilan
niteliksel bir ¢alismada da hekimler, aile i¢i siddet
konusunda 6nemli bir rol oynayacaklarim
diisiindiiklerini, ancak kigisel giivenlik, hastalar
kaybetme ve muhafazakar bir toplumun normlarina
karsi olma konusunda endise duyduklarmi ifade
etmiglerdir. Bazi hekimler ise aile i¢i siddeti hakli
bulduklarimni, siddete sebebiyet verdigi icin siddeti
uygulayani degil, magduru suclu gordiiklerini ifade
etmiglerdir.!! Tiirkiye’de, acil tip hizmetlerinde
calisan 370 saglik ¢aligani ile yapilan bir ¢aligmada,
katilimeilarin %48,5’inin  kadina yonelik siddeti
tanima  ve  yoOnetmede  yeterli  oldugunu
diisiindiikleri, bu tiir vakalarla karsilastiklarinda
%18,5’1 magduru siddet uygulayanla uzlastirmaya
calisacaklarin1  belirtmislerdir. Bununla birlikte
erkek katilimcilarim kadina yonelik siddeti ve
cinsiyet¢ci tutumlar1 daha fazla destekledikleri
sonucuna ulagilmstir.'?

Aile i¢i siddete miidahale, disiplinler arasi
isbirligini gerektiren bir durumdur. Bu nedenle,
hemsireler gerekli durumlarda diger disiplinlerle
isbirligi ve esgiidiim icerisinde calismalidir.
Hemsirelerin, kadma yonelik aile i¢i siddete iligkin
rol ve sorumluluklari aile i¢i siddetin saptanmasi,
tibbi tedavi ve bakimin saglanmasi, aile i¢i siddete
maruz kalan kadinla giivenli bir ortamda goriisme,
bilgilendirme ve danigmanlik, gilivenlik plam
olusturma, kayit tutma ve gerekli disiplinlere sevk
etme girisimlerini icermelidir.'?

Bu bilgiler dogrultusunda, bu ¢aligma, evli
kadinlarin aile i¢i siddete iligkin tutumlarinin
incelenmesi amaciyla yapilmistir.

YONTEM
Orneklem

Tanimlayici-kesitsel tiirde yapilan bu arastirma,
Nisan-Haziran 2010 tarihleri arasinda Erzincan il
merkezinde bulunan bes Aile Sagligi Merkezinde
yapilmistir. Arastirmada herhangi bir &rnekleme
yontemi kullanilmamistir. Arastirmaya, belirtilen
tarihler arasinda herhangi bir nedenle merkezlere
bagvuran evli, iletisim kurulabilen, aragtirmaya
katilmay1 kabul eden 1010 kadin alinmustir.

Kullanilan Araglar

Verilerin toplanmasinda, tanimlayici soru formu ve
Aile I¢i Siddete Yonelik Tutum Olgegi
kullanilmistir.

Tanimlayici  Soru Formu: Kadinlarin
sosyodemografik (yas, egitim durumu, c¢alisma
durumu, ¢ocuk sahibi olma durumu, aile tipi, esin
egitim ve calisma durumu, yerlesim yeri, gelir
durumu algisi) ve Dbazi toplumsal cinsiyet
Ozelliklerini (alinan Kkararlarda s6z sahibi olma
durumu, siddete maruz kalma durumu ve maruz
kalinan siddet tiirleri) iceren toplam 12 sorudan
olugmustur.

Aile I¢i Siddete Yoénelik Tutum Olgegi
(AISYTO): Sahin ve Dissiz (2009) tarafindan,
hemsire/ebe ve saglik memurlarinin aile i¢i siddete
yonelik tutumlarint belirlemek tizere gelistirilen ve
Tiirkiye'de gecerlilik-giivenilirlik ¢alismasi yapilan
Olgegin saglik calisanlar1 digindaki gruplara da
uygulanabilecegi gosterilmistir. Olgek, toplam 13
madde ve 4 faktérden olugsmaktadir. Bunlar; siddeti
olaganlagtirma (5 madde: 1,2,3,4,5), siddeti
genellestirme (3 madde:  6,7,8), siddeti
nedensellestirme (3 madde: 9,10,11) ve siddeti
saklama (2 madde: 12,13)dir. Olgek besli Likert
tipi olup, maddeler 1-5 arasinda (1-kesinlikle
katilmiyorum, 2- katilmiyorum, 3-kararsizim, 4-
katiltyorum, 5-kesinlikle katiliyorum)
puanlandirilmaktadir. Olgegin
degerlendirilmesinde, maddeler toplanarak toplam
puan elde edilmektedir. Olcekten alinabilecek en
yiksek puan 65, en diisik puan ise 13’tiir.
Puanlardaki artis siddete yonelik tutumun olumlu,
azalma ise siddete yonelik tutumun olumsuz
oldugunu gostermektedir. Olcegin Cronbach- alfa
giivenirlik katsayis1 0,72 olarak belirlenmis'4, bu
aragtirmada ise 0,71 olarak saptanmistir. Bu
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calismada, istatistiksel analizler, dlgek toplam puani
iizerinden yapilmistir.

Verilerin Toplanmasi

Tanimlayict  soru formunun anlagilabilirligini
belirlemek  i¢in, Orneklem disindaki farkl
sosyockonomik diizeyden 15 kisilik bir gruba on-
uygulama yapilmis ve gerekli diizeltmelerden sonra
soru formunun son sekli aragtirma grubuna
uygulanmistir. Veriler, aile sagligi merkezlerinde
gorligme i¢in uygun bir odada kadinlarla yiiz, yiize
goriigiilerek toplanmistir. Formlarmn doldurulmast
yaklasik 15-20 dakikada tamamlanmistir.

istatistiksel Analiz

Verilerin analizinde, sayilar, yiizdelikler, en az ve
en cok degerler ile ortalama ve standart sapmalar
kullanilmistir. Ayrica verilerin normal dagilima
uygunlugu Shapiro-Wilk testi ile
degerlendirilmigtir.  Veriler, normal dagilima
uygunluk gostermediginden nonparametrik testler
kullanilmistir. Degiskenler ile AISYTO puan
ortalamalar1 arasindaki iligkiyi belirlemede, Mann
Whitney-U, Kruskall Wallis varyans ve Spearman
korelasyon analizi yapilmistir. Verilerin
degerlendirilmesinde SPSS for Windows 22 paket
programi kullanilmig ve p<0,05 anlamlilik diizeyi
olarak kabul edilmistir.

Etik ilkeler

Aragtirmaya baslamadan &nce Erzincan 11 Saglik
Miidiirliigii’'nden  yazili izin ve kadinlardan
yazili/sdzel onam alinmigtir. Arastirma kapsamina
alman kadinlara, arastirmanin amaci, plan1 ve
yararlar1 agiklanip, veri toplama asamasinda
aragtirmadan istedikleri zaman ayrilabilecekleri
ifade edilmig ve goniillii olanlar ¢alismaya dahil
edilmigtir.

BULGULAR

Kadinlarin ~ %51'inin ~ okuryazar,  %92'sinin
caligmadigl, %91,9'unun c¢ocugunun oldugu ve
%79,6'sinin ¢ekirdek ailede yasadigi belirlenmistir.
Ayrica kadinlarinin  %29,4"iniin  eginin  ilkokul
mezunu  oldugu, %82,8'nin esinin  galistigi,
%86,2'sinin il merkezinde yasadigi, %52,5'inin
gelirini  giderine esit olarak algiladigi ve
%45,7'sinin evde kararlar1 esi ile birlikte ortak
aldigini belirttigi bulunmustur (Tablo 1). Kadinlarin
yas ortalamast 37,1+11,2 (min=15, max=77),

eslerinin yas ortalamast 41,3+11,6 (min=18,
max=90) yil; kadinlarin evlenme yas1 ortalamasi
19,9437 yil (min=14, max=50), evlilik yili
ortalamasi ise 16,8+11,8 (min=1, max=60) olarak
belirlenmistir (Tablo 4). Kadmlarm AISYTO
toplam puan ortalamalarinin 31,6£7,0 (min=13,
max=62) oldugu saptanmistir (Tablo 2).

Kadinlarin maruz kaldig1 siddet tiirlerine
bakildiginda, evlilik siiresince kadinlarin tamami
sozel/psikolojik,  %31,6’s1  fiziksel, %2830
ekonomik ve %1,4'Q ise cinsel siddete maruz
kaldigin1 ifade etmistir (Tablo 3).

Bu arasgtirmada kadinlarin egitim diizeyine
gdre AISYTO puan ortalamalar1 arasinda anlamh
bir fark oldugu, yapilan ileri analizde (U) okur-
yazar olmayan ve iniversite mezunu olan grup
arasinda anlamli fark olmadigi, tim gruplar
arasinda anlamli bir fark oldugu belirlenmistir.
Buna gore, okur-yazar olmayan (35,3+6,0) ve
tiniversite mezunu (36,3+6,7) olan kadinlarin
AISYTO puan ortalamalarmin en yiiksek, diger bir
ifade ile siddete karsi tutumlarmin olumlu oldugu
(siddeti  onayladiklar1)  belirlenmistir ~ (x?kw
=146,373; p<0,001).

Calisan kadmlarm (25,18+6,51) AISYTO
puan ortalamasi c¢aligmayan kadinlara (32,2+7,1)
gore anlamli olarak diisiik bulunmus ve siddeti
onaylamadiklari belirlenmistir (U=17491,0;
p<0,001).

Cocugu olmayan kadinlarin (29,9+6,4)
AISYTO puan ortalamasinin  ¢ocugu olanlara
(31,8+7,4) gore anlamli olarak diisiik, siddete karst
tutumlarinin =~ olumsuz  oldugu  belirlenmistir
(U=32724,5; p<0,001).

Bu arastirmada c¢ekirdek ailede yasayan
kadmlarm (31,1+6,8) genis ailede yasayanlara
(33,3£7,3) gore AISYTO puan ortalamasinn
anlamli olarak disiik oldugu, siddeti
onaylamadiklar1 saptanmistir (U=6979,0; p<0,001).

Esin egitim durumuna gére, AISYTO puan
ortalamalar1 arasinda anlamli bir fark oldugu, esi
lise (30,1+6,2) ve iniversite (28,3+6,7) mezunu
olan kadmlarin AISYTO puan ortalamalarinin, esi
diger egitim diizeylerine sahip olanlara gore diisik
ve siddete karst tutumlarinin olumsuz oldugu
saptanmustir (x*cw =106,4; p<0,001).

Yildirim ve ark., TJIFMPC www.tjfmpc.gen.tr 2019; 13(4) 410



Tablo 1. Kadinlarin tanimlayici ézelliklerinin dagilimi (s=1010)

Tanimlayici 6zellikler Say1 Yiizde
Egitim durumu

Okur-yazar degil 62 6,1
Okur-yazar 515 51
[lkokul 117 11,6
Ortaokul 186 18,4
Lise 69 6,9
Universite 61 6
Calisma durumu

Calisan 81 8
Calismayan 929 92
Cocuk sahibi olma durumu

Var 928 91,9
Yok 82 8,1
Aile tipi

Cekirdek 804 79,6
Genis aile 206 20,4
Esin egitim durumu

Okur yazar degil 16 1,6
Okur-yazar 25 2,5
Ilkokul 297 29,4
Ortaokul 190 18,8
Lise 285 28,2
Universite 197 19,5
Esin ¢calisma durumu

Calisan 836 82,8
Calismayan 174 17,2
Yerlesim yeri

il 871 86,3
flce 54 53
Koy 85 8.4
Gelir durumu algisi

Gelir giderden az 431 42,7
Gelir gidere esit 530 52,5
Gelir giderden fazla 49 4,8
Almman Kkararlarda soz sahibi olma

durumu

Kendi sozii gecer 90 8,9
Esinin sozii geger 413 40,9
Her ikisi birlikte karar verir 462 45,7
Aile biiyiiklerinin sézii gecer 45 4,5
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Tablo 2. Kadinlarin AISYTO puan ortalamalarinin dagilimi

Alinabilecek Puan Alinan Puan Ort+SS
AISYTO Aralig Arahig
Siddeti Olaganlagtirma 5-25 5-25 10,5+£3,0
Siddeti Genellestirme 3-15 3-15 6,4+2 .4
Siddeti Nedensellestirme 3-15 3-15 8,0+2,1
Siddeti Saklama 2-10 2-10 6,6+2.5
Toplam 13-65 13-62 31,6+7,0

AISYTO: Aile i¢i Siddete Yonelik Tutum Olgegi, Ort.: Ortalama, SS: Standart Sapma

Tablo 3. Kadinlarin maruz kaldig: siddet tiirlerinin dagilimi (s=1010)
bSiddet tiirleri Say1 Yiizde
*Sozel/Psikolojik siddet
Asagilama, kiiciimseme, alay 267 20,9
Kiskanglik 387 30,4
Stiphecilik 64 5
Bagirma 444 34,9
Sevgi gbstermeme 112 8,8
Toplam 1274 100
Fiziksel siddet
Tokat 158 15,6
Yumruk 62 6,1
Itme 12 1,2
Tekme 42 4.2
Sag ¢cekme 34 3,4
Isirma 11 1,1
Toplam 319 31,6
Ekonomik siddet
Hig para vermeme 90 8,9
Ekonomik olarak ithmal 196 19,4
Toplam 286 28,3
Cinsel siddet 14 1,4
$Kadinlarin tamam siddete maruz kalmistir. *Sorulara birden fazla yanit verilmis, yiizdeler n {izerinden
almmustir,
Esi calisan kadinlarin (31,03+6,96), esi caligmayan koyde (33,7£6,3) yasayan kadinlarin, ilge

kadinlara  (34,246,5) gore AISYTO puan
ortalamasinin anlamli olarak diigiik ve siddete karsi
tutumlarinin olumsuz oldugu belirlenmistir (x*kw
=106,4; p<0,001).

Yasanilan yere gore, kadmlarin AISYTO
puan ortalamalari1 arasinda anlamli bir fark oldugu,
ileri analizde (U) bu farkin kdyde yasayan

kadinlardan kaynaklandig1 bulunmustur. Buna gore

(30,8+6,5) ve ilde (31,4+7,1) yasayan kadinlara
gore AISYTO puan ortalamasmin anlamli olarak
yiiksek ve siddete kars1 tutumlariin olumlu oldugu

belirlenmistir (x*xw =11,0; p<0,005).
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Tablo 4. Kadinlarin tamimlayici dzelliklerine gore AISYTO puan ortalamalarinin

karsilastirilmasi

Tanmimlayici 6zellikler AISYTO

Egitim durumu Ort+SS Test ve Onemlilik
Okur-yazar degil 35,34£6,0

Okur-yazar 32474 p<0,001*
Ilkokul 31,22+6,0

Ortaokul 29,1+6,1

Lise 24,4+6,6

Universite 36,3+6,7

Calisma durumu p<0,001*
Calisan 25,2+6,5

Calismayan 32,247,1

Cocuk sahibi olma durumu p<0,001“
Var 31,81+7.39

Yok 29,87+6.41

Aile tipi p<0,001 ¢
Cekirdek 31,1+6.8

Genis aile 33,3+7.3

Esin egitim durumu p<0,001*
Okur yazar degil 35,946,0

Okur-yazar 35,4+5,6

[lkokul 33,84+6,6

Ortaokul 32,8473

Lise 30,1+6,2

Universite 28,3+6,7

Esin ¢calisma durumu p<0,001°¢
Calisan 31,0+7,0

Calismayan 34.2+6,5

Yerlesim yeri p=0,004+,*
Il 31,447,1

Ilce 30,8+6,5

Koy 33,7463

Gelir diizeyi algisi p<0,001*
Gelir giderden az 32,6+6,7

Gelir gidere esit 31,1+6,9

Gelir giderden fazla 28,0+8.9

Alinan kararlarda s6z sahibi olma durumu p<0,001*
Kendi s6zii geger 32,2+7.5

Esinin sozii geger 33,246,6

Her ikisi birlikte karar verir 29,7+£6,7

Aile biiyiiklerinin sézii gecer 34,747,5

Yas (y1l) 37,1£11,2 p<0,001°
Esin yas1 (y1l) 41,3+11,6 p<0,001°
Evlenme yasi 19,9+3,7 p<0,001°
Evlilik yih 16,8+11,8 p<0,001°

AISYTO: Aile I¢i Siddete Yonelik Tutum Olgegi, Ort.: Ortalama, SS: Standart Sapma, *p<0,005
Kruskall Wallis varyans analizi, ®Mann Whitney-U testi, *Spearman korelasyon analizi.
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Kadinlarin gelir diizeyi algilarina gore, AISYTO
puan ortalamalar1 arasinda anlamli bir fark oldugu,
yapilan ileri analizde (U) farkin tiim gruplardan
kaynaklandigi saptanmistir. En diisik AISYTO
puan ortalamasma geliri giderinden fazla olan
(28,0+8,9) kadmlarin sahip oldugu, bagka bir ifade
ile siddete karsi tutumlarmmin olumsuz oldugu
bulunmustur (x?xw=26,4; p<0,001).

Evde almman kararlarda soz sahibi olma
durumuna gére, kadmlarm AISYTO puan
ortalamasi arasinda anlamli bir fark belirlenmistir.
Yapilan ileri analizde (U) farkin kararlar esi ile
birlikte ortak aldigin1  belirten kadimlardan
kaynaklandigi ve en disik AISYTO puan
ortalamasina (29,7+6,7) bu kadmnlarmn sahip
olduklari, ayrica kararlarda kendi sozii ve aile
biiytiklerinin sdziiniin gectigini belirten kadinlarin
puan ortalamasinin da anlamli fark olusturdugu
saptanmustir (x*kw =64,7; p<0,001).

Bu ¢alismada, kadmlarin yasi ile AISYTO
puan ortalamasi arasinda anlamli bir iliski
saptanmig, yas arttikca siddete karsi tutumun
olumlu oldugu bulunmustur (r.=0,201; p<0,001).

Kadimlarin eslerinin yas1 arttikca, AISYTO
puan ortalamasinin anlamli olarak arttig1 ve siddeti
onayladiklari tespit edilmistir (rs=0,195; p<0,001).

Kadimlarin evlenme yas1 arttikca, AISYTO
puan ortalamasinin anlamli olarak azaldigi, siddete
kargt tutumlarinin olumsuz oldugu belirlenmigtir
(rs=-0,214; p<0,001).

Aragtirmada, kadinlarin evlilik yili arttikga
AISYTO puan ortalamasinin anlamli olarak arttig,
siddete karst tutumlarinin  olumlu  oldugu
bulunmustur (r=0,240; p<0,001) (Tablo 3).

TARTISMA

Kadinlar aile i¢i siddet yoniinden biyiik risk
altindadir. Cok boyutlu bir sorun olan kadma
yonelik siddet, yalmizca kadinlarin saghigini ve
refahin1 etkilemekle kalmamakta, ayni zamanda
toplumu da olumsuz etkilemektedir. Bu ¢aligmada,
evli kadinlarm aile i¢i siddete iliskin tutumlarmin
incelenmesi amaglanmig ve elde edilen sonuglar
literatlir dogrultusunda tartigilmstir.

Toplumun kiiltiirel degerleri, kadin ve
¢ocuklar tizerinde erkegin etkisini belirlemektedir.?
Bir nesneye veya davranisa 6zgii olarak tanimlanan
tutumlar, bireysel 0©znel degerlendirme siireci

yoluyla olusturulmakta, ancak duygusal tepkilerden
ve buna bagl inanglardan da etkilenmektedir.!* Bu
arastirmada, evli kadinlarm  AISYTO puan
ortalamalarinin Ol¢ekten alinabilecek en diisiik ve
en yliksek puanlar dikkate alindiginda orta diizeyde
oldugu, diger bir ifade ile aile i¢i siddete karst
tutumlarinin  orta diizey oldugu sdylenebilir.
Tiirkiye’de 16 yas ve tizerindeki 355 kadmn ile
yapilan bir ¢alismada, kadmlarin %49,9’unun aile
ici siddete maruz kaldigi, %52,1inin aile i¢i siddeti
onayladig1 ve siddet gorenlerin %38,6’smin siddet
gormeleri  konusunda  kendilerini  sucgladig:
bildirilmistir.'® Yine Tiirkiye’de Siddeti Onleme ve
Izleme Merkezi (SONIM) ne esinden/partnerinden
siddet gorerek basvuran 70 kadmnla yapilan bir
calismada da, kadinlarin %91,4’lintin siddetin
bazen gerekli oldugunu, %62,9’unun ise siddet
goren kisinin  karsisindakine benzer sekilde
davranabilecegini  ifade ettigi  bildirilmistir.!”
Etiyopya'da, amaghi 6rnekleme teknigi kullanilarak
evli kadinlar arasinda toplumun cinsiyete dayali
siddete yonelik alg1 ve tutumunu degerlendiren nitel
bir ¢alismada, kadmlarn ¢ogu toplumda cinsiyete
dayali siddetin kabul edilebilir oldugunu, siddet
iceren eylemleri kinamak yerine olduk¢a hosgoriilii
olmak gerektigini, cinsiyete dayali siddetin
sonuglarinin 6nemsiz ve ortadan kaldirilmasinin zor
oldugunu algilamiglardir. Calismada, ayrica aile igi
siddetin yaygin oldugu, bireylerin tutumunun ve
geleneksel normlarin cinsiyet temelli siddetin evli
kadinlar tizerindeki kabul edilebilirligini
belirlemede onemli rol oynadig1 belirlenmistir.'8
Nijerya'da, kirsal kesimdeki 15-49 yas grubunda
3911 kadin ile rastgele orneklem kullanilarak
yapilan arastirmada da, kadmlarmm es siddetine
yonelik tutumlarinda sosyo-ekonomik
dezavantajlarin yani sira; sosyal, ekonomik, dini ve
kiiltiirel faktorlerin etkili oldugu belirtilmistir."”
Coklu  gosterge  kiime  aragtirmasi  verileri
kullanilarak, 15-49 yas araligindaki Vietnaml
kadinlarda aile i¢i siddeti destekleyici tutumlara
katkida  bulunan  sosyoekonomik  faktorleri
tanimlamak amaci ile yapilan bir ¢aligmada, aile igi
siddeti kabul etme yaygmliginin 2006-2011 yillar1
arasinda azaldig1 (%65,1°den %36,1’e diismiistiir)
bildirilmistir.?’ Tiirkiye, Nijerya, Vietnam ve
Etiyopya’da yapilan bu arastirma sonuclarindan da
anlagilacag1r iizere, kadmlarin aile ic¢i siddete
yonelik tutumlarinda cografik, toplumsal, kiiltiirel,
ekonomik, inan¢ ve zaman gibi faktorlerin etkili
olabilecegi sdylenebilir.
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Bu aragtirmada, evli kadinlarin tamaminin
sozel/psikolojik, %31,6’smin fiziksel, %28,3"liniin
ekonomik ve %1,4'inilin ise cinsel siddete maruz
kaldig1 belirlenmistir. Canli ve Ozyurda (2018)
tarafindan yapilan bir ¢aligmada da, evli kadmlarin
%40’ min evliligi siiresinde en az bir kez esi
tarafindan siddet gordiigii ve en fazla duygusal
siddete ugradig1 bildirilmistir.?! Tiirkiye'de, farkl
illerde yapilan diger ¢alismalarda, bu c¢aligma
sonucu ile karsilagtinldiginda, so6zel/psikolojik
siddet disinda kadinlarin diger siddet tiirlerine
maruz kalma oraninin daha yiliksek oldugu
saptanmistir.???> Yapilan bagka bir ¢aligmada da,
kadmlarin biiyiik bir bélimiiniin (%59,7) siddeti
fiziksel siddet olarak tanimladiklari, ekonomik ve
cinsel siddeti tanimlayanlarin olmadig1
belirlenmistir.2®

Brezilya'da yapilan kesitsel toplum temelli
hane halki arastirmasinda, 424 kadinin %54,4'liniin
aile ici siddete’; Avustralya’da ise alt1 kadindan ve
16 erkekten birinin 15 yasindan itibaren 6nceki ya
da suan birlikte yasadigi esi tarafindan fiziksel
ve/veya cinsel siddete maruz kaldig: bildirilmistir.?
Tiirkiye, Brezilya ve Avustralya’da yapilan bu
farkli arastirma sonuglarinda, kadinlarm es
siddetine maruz kalma diizeylerinin yaygin oldugu
ve siddetin her tlirlinii farkli diizeylerde yagadiklar
goriilmektedir. Bu aragtirma ve  bildirilen
caligmalarin  farkli  sonuglarinda,  bolgesel,
toplumsal, kiiltiirel, ekonomik ve zaman gibi
faktorlerin etkili olabilecegi diistiniilebilir.

Bu arastirmada, kendisi lise, esleri lise ve
iiniversite mezunu olan, kendisi ve esi ¢alisan,
¢ocugu olmayan, g¢ekirdek ailede ve il veya ilgede
yasayan, gelirini giderinden fazla algilayan,
kararlart esi ile birlikte ortak aldigimi belirten ve
evlenme yagst ileri olan kadinlarin siddete karsi
tutumlarinin olumsuz oldugu, siddeti
onaylamadiklari; ancak kendisinin ve eginin yasi ve
evlilik yili fazla olan kadinlarin siddete yonelik
tutumlarimin  olumlu oldugu tespit edilmistir.
Yoksulluk, yasanilan sosyal gevre, siddeti tesvik
eden kiiltiirel etkenler, toplumsal yalitilmislik,
igsizlik ve evlilikte uyumsuzluk ve catisma gibi
etkenler siddetin ortaya ¢ctkmasini
kolaylagtirmaktadir.? Tiirkiye'de, kadinlarin egitim
diizeyi ile evlilik yasi, dogurganlik yasi ve sayisi,
isgliciine katihm ve kazancin kullanimi arasinda
iliskiler oldugu ve bu dogrultuda egitimin
kadinlarim giiglenmesinin 6nemli bir dayanagi
oldugu gosterilmektedir.! Tiirkiye'de yapilan bir

calismada da, diisik sosyoekonomik diizeydeki
bolgede yasayan ve egitim diizeyi sekiz yil ve
altinda olan kadimnlarin, kadina yonelik siddeti daha
cok hakli gordiigii  saptanmustir.'®  Ayrica,
Tirkiye'de yapilan diger calismalarda; aile ici
siddete daha ¢ok egitim diizeyi diisiik kadinlarin?*?7
bagka bir ¢alismada en fazla ilkokul mezunu, en az
ise okur-yazar olmayan kadinlarin maruz kaldigi?%;
diger bir g¢alismada ise egitim diizeyi arttikca
fiziksel siddete maruz kalma oranmin arttig:
bildirilmektedir.?> Bunun yani sira, aile igi siddet
gormiis 19 kadin ile yar1 yapilandirilmig sorular
esliginde, yiiz yiize gorlgilerek yapilan bir
calismada da, kadinlarin ilk evliliklerinin 15-26 yas
araliginda oldugu, yoksullugu, gecim sikintisini ve
igsizligi gordiikleri siddetin ilk nedenleri arasinda
belirttigi gosterilmistir. Kiigiik yasta evlenen bu
kadmlarin  tamaminin, kalabalik ve yoksul
ailelerden geldigi, ge¢im sikintist nedeniyle
egitimlerini siirdiirmedikleri ve kadinlarin eslerinin
egitim diizeylerinin de diisiik oldugu bildirilmistir.?
Toku¢ ve arkadaslarinin (2010) calismasinda da,
kalabalik evde yasama, caligmama, diisiik sosyo-
ekonomik diizey, ataerkil yapt ve geleneksel
degerlerin aile ici fiziksel siddet i¢in risk etkenleri
oldugu sonucuna varilmigtir.” Agn ilinde aile ici
siddete maruz kalmig kadinlarin profilini incelemek
amaci ile yapilan betimleyici bir ¢alismada, 20-30
yag arast kadmlarm  daha ¢ok  siddetle
karsilastiklari, aile i¢i siddetten dolayr polise
bagvuran  kadinlarm  ¢ogunun daha  sonra
bosandiklari, ¢cogu kadimin dogustan sahip olduklar
haklarinin neler oldugunu ve siddete maruz
kaldiklarinda ne yapmalar1 gerektigini bilmedikleri
saptanmustir.3°

Vietnam'da yapilan bir c¢alismada da,
kadmlarmn aile i¢i siddeti hos gormeleriyle iliskili
sosyoekonomik faktdrler yas, ekonomik durum,
egitim diizeyi ve yasanilan bolge olarak tespit
edilmistir. Egitim diizeyi diisiik olan kadinlarmn,
siddeti  destekleyici tutum  gosterdikleri ve
kadinlarin egitim diizeyinin aile i¢i siddete karsi
tutumlarimi etkileyen en 6nemli belirleyici oldugu
bildirilmistir.? Benzer sekilde Nijerya'da yapilan
bir calismada, egitim ve gelir diizeyi diisiik
kadmlarin es siddetini daha ¢ok hos gordiigi
sonucuna  ulagilmistir.!”  Avustralya'da  yerel
toplumda aile i¢i siddet riskini artiran etkenlerin
konutun koti ve kalabalik olmasi, maddi zorluklar,
diisiik egitim ve gelir diizeyi, issizlik, aile ve
toplumda uyusmazhigin yiiksek diizeyde olmasi,
merkezden uzak bir yerde yasamak, hizmetlere
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yetersiz erigim, koti fiziksel ve ruhsal saglik,
engellilik, cocuklukta siddet ve istismar deneyimi
oldugu belirtilmigtir. Ayrica lisansiisti mezunu
kadinlarin, lisans mezunu olanlara gore es siddetine
daha ¢ok maruz kaldig1 bildirilmistir.>

Siddete bagvuran kisiler ve siddete maruz
kalanlar, genellikle ergenler ve geng erigkinlerdir.’
Avustralya'da da genglerin, kadina yonelik siddeti
destekleyen tutumlara sahip olma olasiliginin daha
yiiksek  oldugu  bildirilmistir.>  Oyekgin  ve
arkadaglar1 (2012)'nin ¢aligmasinda, esin yast ve
evlilik siiresinin artmast kadmlarin herhangi bir tiir
siddete maruz kalmasinda koruyucu etkenler olarak
bulunmustur.”’ Bu arastirmada ise kendisinin ve
esinin yast ve evlilik yili fazla olan kadmnlarin
siddete yonelik tutumlarinin  olumlu olmast
bolgesel, toplumsal, kiiltiirel, ekonomik ve zaman
gibi etkenlerin yanisira, evlilik yili arttikca esler
arasi ¢atisma ve uyumsuzlugun artma olasiligi ile
agiklanabilir.

SONUC

Bu arastirmada, evli kadinlarin aile ici siddete karsi
tutumlarmin  orta diizeyde oldugu, kadinlarin
tamaminin sozel/psikolojik, %31,6’sinin fiziksel,
%28,3"linlin ekonomik ve %1,4"iniin ise cinsel
siddete maruz kaldigi belirlenmistir. Kendisi lise,
esleri lise ve {iniversite mezunu olan, kendisi ve esi
galisan, gocugu olmayan, gekirdek ailede ve il veya
ilcede yasayan, gelirini giderinden fazla algilayan,
kararlart esi ile birlikte ortak aldigimi belirten ve
evlenme yagt ileri olan kadinlarin siddete karsi
tutumlarinin olumsuz oldugu, siddeti
onaylamadiklari; kendisinin ve esinin yasi ve evlilik
yilit fazla olan kadmnlarin siddete ydnelik
tutumlarmin olumlu oldugu tespit edilmistir. Bu
aragtirmada  da, gorildiigi tlizere kadmlar
sozel/psikolojik siddet basta olmak iizere siddetin
her tiiriinii yasamakta ve egitim ve gelir durumu
basta olmak {iizere toplumsal, ekonomik ve kiiltiirel
yapi siddete kars1 tutumu etkilemektedir. Cesitli ve
kalic1 saglik durumlarina ve toplumsal sorunlara
neden olan kadma yonelik siddetle miicadelede,
egitim ve ekonomi gibi etkenlerle toplumsal
cinsiyet esitsizliklerinin  ortadan  kaldirilmasi
olasidir. Bu baglamda, saglik profesyonellerinin
siddet durumlarini tanimlama ve ¢dziimiine iligkin
duyarl olmas1 ve gerekli miidahalelerde bulunmasi
onemlidir.

Arastirmanin Simirhhg

Bu arastrmada iki sinirlilik  bulunmaktadir.
Birincisi, arastirma kesitsel 6zellikte oldugundan
neden ve sonug arasindaki iliskiyi degerlendirmede
dogru sonuglari elde etmenin gii¢ olmasidir. Ikincisi
ise, aragtirma Orneklemi Erzincan'daki biitiin evli
kadmlar1  kapsamadigindan, sonuglarin  evli
kadmlarin tamamini temsil etmemesidir.
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Birinci Basamak Hekimlerinin Periyodik Saglik Muayenesi Hakkindaki Bilgi, Tutum ve Davranislari:
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ABSTRACT

Aim: Primary care physicians play an important role in providing the services of health counseling, and early disease diagnosis. This
study aims to reveal the practice status of periodic health examinations (PHE), influencing factors and primary care clinicians’
knowledge, attitudes and behavior about PHE in Turkey. Materials-Methods: The study was conducted between December 2014 and
April 2015 with the participation of 629 family medicine specialists and general practitioners, randomly selected through stratified
sampling from all 7 geographical regions in Turkey. Physicians were asked to answer the questionnaire on a face to face manner
(response rate %100). Besides 17 questions on socio-demographic items and specifications of PHE, the questionnaire consists of 12
questions including 4 knowledge, 4 attitudes, 2 behavior, and 2 questions on preferences. Results: Of the respondents 19.4% were
specialists, and 55.3% of all physicians applied PHE periodically. However, 68.4% of respondents stated that PHEs are insufficiently
applied in primary care and %37 think that the rates of PHEs would increase when registered patient population per physician would
decrease. Specialists were significantly more applying PHE and had significantly more correct answers regarding knowledge, attitude
and behavior questions (p<0.05). Physicians working in regions with higher socioeconomic levels had significantly more correct
answers regarding knowledge about PHE (p<0.001). However, attitude and behavior levels on PHE in socioeconomically
compromised regions like South-Eastern Anatolia and Black Sea Region were significantly lower (p<0.001). Our study suggests that
special training on PHE does not play a decisive role in using PHE in daily practice (p>0.05).

Key words: Primary health care, preventive medicine, periodic health examination, family medicine,
family medicine specialist, early diagnosis

OZET

Amag: Aile hekimleri saglik danismanligi, hastaliklarin erken tanisi ve birinci basamak saglik hizmetlerinin etkili sunulmasinda
onemli bir yere sahiptir. Bu caliyjmanin amaci birinci basamak saglik hizmetlerinde Periyodik Saglik Muayenelerinin (PSM)
uygulanma durumu ve etkileyen faktorler ile PSM hakkinda birinci basamak klinisyenlerinin bilgi, tutum ve davraniglarmin
belirlenmesidir. Gere¢-Yontem: Tanimlayici tipteki bu ¢alisma Aralik 2014 ile Nisan 2015 arasinda Tiirkiye Cumhuriyeti’ni temsil
eden 7 cografi bolgeden tabakali 6rneklem yontemi ile belirlenen 629 aile hekimligi uzmani ve aile hekimligi sertifikali pratisyen
hekimin katilimiyla yiiritiilmiistiir. Aile hekimlerinden anketi yiiz yiize cevaplamalart istenmistir (katilim oram %100).
Sosyodemografik 6geler ve PSM'nin 6zellikleri hakkindaki 17 soru disinda, anket 4 bilgi, 4 tutum, 2 davranis ve 2 soru da tercihlerle
ilgili olmak tizere 12 sorudan olusmaktadir. Bulgular: Katilimcilarin %19,4’1 aile hekimligi uzmanidir ve tiim aile hekimlerinin
%55,3’1i periyodik olarak PSM yapmaktadir. Bununla birlikte, katilimcilarin%68,4' birinci basamakta PSM'lerin yetersiz
uygulandigmi ve %37'si de doktor basmna kayith hasta popiilasyonu azaltildiginda PSM oranlarmim artacagini distindiigiini
belirtmistir. Uzmanlar PSM'yi 6nemli dl¢tide daha fazla uyguluyorlard: ve bilgi, tutum ve davranis sorularina 6nemli dlgiide daha
dogru cevap vermislerdir (p <0.05). Sosyoekonomik diizeyi daha yiiksek olan bdlgelerde ¢alisan hekimlerin PSM konusunda bilgi ile
ilgili sorulara daha dogru cevap vermislerdir (p <0.001). Ancak, Giineydogu Anadolu ve Karadeniz Bolgesi gibi sosyoekonomik
acidan diisiik bolgelerde PSM'ye yonelik tutum ve davranis diizeyleri anlamli derecede diisiiktiir (p <0.001). Calismamiz PSM
konusunda dzel egitimlerin gilinliik pratikte PSM uygulamasinda belirleyici bir rol oynamadigini diigiindiirmektedir (p> 0.05).
Anahtar kelimeler: Temel saglik hizmeti, koruyucu hekimlik, periyodik saglik muayenesi, aile hekimligi, aile hekimligi uzmanhgi,
erken tani
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INTRODUCTION

The aim of Periodic health examination (PHE)
is to reduce morbidity and mortality by
identifying risk factors and early symptoms of
curable diseases of asymptomatic people.'-
Today some of the most comprehensive
evidence-based screening guidelines were
designed by The Canadian Task Force on
Preventive Health Care (CTFPHC) in 1976,
and the U.S. Preventive Services Task Force
(USPSTF) in 1984.42 The Turkish Ministry of
Health start working on PHE in 2011 and
finalized its efforts with the publication of the
“Guide for Periodic Health Examinations and
Scanning Tests Recommended in the Primary
Care Practice” in 2015.°

Authorities emphasized, that every
medical discipline should contribute to
determining the format of PHE. However,
primary care physicians should certainly take
place in applying PHE in terms of
comprehensiveness and interdisciplinary form
of the profession in conducting and guiding the
process.? The yearly per capita application to
primary care physicians in Turkey is reported
to be 2.9.%7 Therefore, primary care physicians
are obtaining important opportunities for
health counseling and early diagnosis of
peoples' diseases.®”?

The present study aims to reveal the
practice status of PHE within the practice of
primary healthcare services, and primary
clinicians’ knowledge, attitudes, and behavior
about influencing factors.

MATERIALS and METHODS

The primary care system in Turkey consists of
both general practitioners and family medicine
specialists (FMS). FMSs achieve this title after
completing a three-year residency program
after medical school. The “Nonspecialists”
(NS) are Practitioners who only have taken
short-term orientation training in family
medicine. The NSs are the major providers of
primary care in Turkey.!”

FMSs and NSs from all seven
geographical regions in Turkey participated
voluntarily as subjects in this descriptive study.
Recent figures indicate that there is a universe
of 21000 primary care physicians in Turkey.
The study group was identified through
stratified sampling wusing 50% unknown
frequency, 95% confidence interval and 5%
deviation. Accordingly, we needed 629

physicians, who gave their signed informed
consent to form the study group.

We used a 29-item questionnaire as the
data source, of which 17 questions were about
socio-demographics and PHE specifications,
10 questions were about knowledge, attitudes
and behavior questions, and 2 questions on
preferences. Since to our knowledge, there is
no structured questionnaire about applying
PHE, the researchers created the questionnaire
by preparing 10 questions about PHE practice
in primary care, comprising four knowledge,
four attitude, and two behavior questions. We
used two more questions to demonstrate
preferred PHEs’ and preferred patient
education methods. The questionnaire was
created by the researchers using literature and
presented to the experts in that field for their
opinions.

We trained eleven physicians (4 from
the Marmara Region, 2 from the Central
Anatolia Region, 1 from each of the other
regions) to apply the questionnaire from
22.12.2014 to 20.04.2015 through face-to-face
interviews. We excluded physicians who are
not working in primary care settings, not
accepting to join the study, and incompletely
filled out the questionnaire. For every excluded
physician, another one who was voluntary and
working in the same institution was randomly
entered the study group.

Data from the research were evaluated
with the SPSS program (Statistical Package for
Social Sciences for Windows v.22, 0, SPSS
Inc. Chicago, IL). Descriptive statistics were
presented as mean (£) standard deviation,
median (min-max), frequency distribution and
percentages. Additionally, Chi-square, Yates
Corrected Chi-square and Fisher’s Exact tests
were conducted. The conformance of the
variables with normal distribution was
examined through visual (histograms and
possibility graphs) and analytical (n being >50,
Kolmogorov Smirnov Test; n being <50,
Shapiro-Wilk Test) methods. The effects of
different predictors on PHE application were
assessed by logistic regression analysis. For
variables found not conforming to normal
distribution, the Mann-Whitney U and Kruskal
Wallis tests were performed. The effect of the
different predictors on the PHE application
status was evaluated through logistic
regression analysis by using the possible
factors determined on the previous analyses for
the multi-variable analysis. The relationship
between variables was assessed through
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Spearman’s Correlation test. The statistical
level of significance was regarded as p<0.05.

This study had been formed as a
Medical Doctorate thesis and approved by
Baskent University Institutional Review Board
and Ethics Committee (Project no: KA14/316)
and there was no financial support.

RESULTS
Descriptive Features

The mean age was 41.9+7.8 years (27 min., 66
max.). Of the total 58.2% (n=366) were male
and the male/female ratio was 1.4. Off the total
sample 87.6% (n=551) were married, and
82.5% (n=519) had at least one child. FMSs
composed 19.4% of the study group.

PHE Application and Influencing Factors

Of the participating physicians, 55.3% (n=348)
applied PHE to their patients (78.7% of the
FMSs, 49.7% of the NSs). Among PHE
applying physicians 30.2% (n=105) always
applied PHE to children and 3.4% (n=12) to
adults; 1.7% (n=6) never applied PHE to
children and 1.1% (n=4) to adults. On the other
hand, 10.9% (n=38) stated that they always
applied PHE to elderly persons, while 0.6%
(n=2) did never (Table 1).

Table 1. Distribution of PHE application status

Among the total 68.4% (n=430) think that they
insufficiently provide PHE during their
practice. However, 43.5% (n=187) were
considering this as a problem and suggesting a
solution. They most frequently recommend to
“Reduce the number of population assigned
and increase the number of family physicians
(37.4%, n=70)". The second was to “Provide
PHE training to each physician and update this
training at certain intervals (28.3%, n=53)”,
followed by the third, which was to “Reduce
daily work-load (paperwork and accounting
duties) and number of night shifts (16.1%,
n=30)

When we investigate if physicians apply
PHE according to whether they are experts or
not, we found a significant difference in favor
of FMSs (p<0.001; Table 2). However, 9.4%
(n=59) of the total stated that they never had
lessons on preventive care, screening tests or
PHE during medical training. Besides, 91.8%
(n=112) of 122 specialists received additional
training on preventive care, screening tests and
PHE during their residency program [85.4%
(n=537); 45.6% (n=287); 37.8% (n=238)
respectively]. Physicians were updating their
training using directives and courses of the
ministry of health [57.84% (n=364)], internet
sources [22.9% (n=144)], and
national/international journal articles and
congress sessions [9.9% (n=62)]. (Table 1)

according to gender, specialty and training

status, distribution of years spent in the medical profession in total, and in the specialty of

family medicine

PHE Application Status p
Performing Not Performing
Gender
Man 205 (56.0) 161 (44.0) 0.684
Woman 143 (54.4) 120 (45.6)
Specialty status
Family Medicine Specialist 96 (78.7) 26 (21.3) <0.001
Non-Specialist Physician 252 (49.7) 255 (50.3)
Trained in preventive medicine, screening tests or PHE during residency (n=122)
Trained 88 (78.6) 24 (21.4) 0.997*
Not 2(20.0) 8 (80.0)
Geographical Regions
Mediterranean 45 (73.8) 16 (26.2) <0.001
Eastern Anatolia 10 (31.3) 22 (68.8)
Aegean 49 (55.7) 39 (44.3)
Southeastern Anatolia 52 (80.0) 13 (20.0)
Central Anatolia 89 (74.2) 31(25.8)
Marmara 70 (32.3) 147 (67.7)
Black Sea 33(71.7) 13 (28.3)
Years spent in the profession 17.09+£7.71 16.22+7.63 0.232%*
Years spent in the family medicine practice 4.78+1.68 4.53£1.33 0.073%*

*Fisher’s Correct Test
**Mann-Whitney U Test

Continuous variables were presented as “meantstandart deviation”. Categorical variables were presented as “number (line

percentage)”.
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The distribution of physicians who are
applying PHE in different geographical regions
in Turkey is shown in Table 1. PHE
applications in the Eastern Anatolia and the

Marmara Regions were lower than in other
regions (Table 2).

Table 2. Composition of the study group according to regional distribution. Ankara/Turkey 2015

Geographical Region Family Physicians
Total N Layer Weight N per Layer

Mediterranean 1252 0,097 61

Eastern Anatolian 654 0,050 32

Aegean 1814 0,140 88
Southeastern 1351 0,104 65

Central Anatolian 2471 0,191 120
Marmara 4472 0,345 217
Black-Sea 955 0,074 46

Total 12969 1 629

Level of Knowledge on PHE

Four questions were asked. The first intended
to asses if the subject knows that PHE is
described in the definition of Family Medicine.
Of the respondents, 27.3% (n=172) were aware
of the correct answer, of which 57.4% (n=70)
belong to FMSs.

The second question assessed the
knowledge about the definition of preventive
activity in the application of PHE. Of the
respondents, 71.4% (n=449) answered
correctly and knew that besides primary,
secondary and tertiary prevention; primordial
prevention doesn’t belong to preventive
activity, of which 84.4% (n=103) were FMSs.

The third question assessed the
knowledge about the correct definition of PHE,
where 75.2% (n=473) of the total answered
correctly, of which 82.8% (n=101) where
FMSs.

The fourth question investigated the
knowledge about the specifications of diseases
to be taken into a PHE program. Only 21.6%
(n=136) were aware of the correct answer and
43.4% (n=53) of them were FMSs.

While correct answers to the first three
questions were significantly more frequent
among FMSs (p<0.001, p=0.001, p=0.041
respectively), the fourth question was
significantly more frequent among NSs
(p<0.001). There was also a significant
difference in the distribution of correct
knowledge answers between geographical
regions (p<0.001) (Table 3). The post-hoc
analysis revealed that the significant difference
was between the rates of the South-Eastern
Anatolian region and the Aegean, the Black
Sea and the Marmara regions (p<0.001) (Table
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3). There was no significant difference among
those who were trained to apply PHE and
those who were not (p=0.247) (Table 3).
Correct answers were significantly higher in
those who were newer in the medical
profession (p<0.05).

Attitudes towards PHE

Four questions were asked. The first question
analyzed which attitude does not conform to
the decision of performing PHE in daily
practice. The most frequently chosen incorrect
attitude was to perform PHE upon the request
of the patient him/herself (57.2%, n=360).
Among the correct answers, 68% (n=83) were
FMSs.

The second question assessed the
specifications of PHE. The appropriate attitude
was to plan PHE upon the specifications of the
region of responsibility and clinical
observations. Of all respondents 74.7%
(n=470) answered correctly. Off them 86.9%
(n=106) were FMSs.

The third question was about which
attitude does not conform with PHE in primary
care. The correct attitude was that the primary
care clinician should deal with unresolved
complaints and has to choose to apply PHE in
patients with appropriate medical status. Only
25.3% (n=159) of the respondents were aware
of this correct attitude. Among FMSs 38.5%
(n=47) choose this answer, while 22.1%
(n=112) of the NSs agreed with the same.

The fourth question evaluated attitudes
towards the age groups in which PHE
application is not mandatory. The correct
answer was that PHE application in
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adolescents and elderly people 1is not
mandatory in clinical practice in Turkey,
which was chosen by 60.7% (n=382).

Correct answers to all four questions
were significantly more frequent among FMSs
(p=0.007, p=0.001, p<0.001, p=0.039
respectively). The correct attitude towards
PHE in the Marmara Region was significantly
higher than in other regions (p<0.001).

In addition, the correct attitude in
physicians who had training on preventive
medicine, screening tests, and/or PHE
applications was significantly higher (p=0.047)
(Table 3). Correct answers were significantly
higher in those who were newer in the medical
profession (p<0.05).

Behavior about PHE

Two questions were asked. Firstly, we asked if
the physician provides patient-centered
training regarding diseases included in the
national PHE program. Among the total 61.5%
(n=387) claimed that they do so. However,
there was no statistical significance among
specialties (p=0.100), 68% of the FMSs and
60% of the NSs gave correct answers. Those
who provide patient training had significantly
spent fewer years in the medical profession
than those who did not (16.2+7.7; 17.6+7.6
respectively, p=0.035).

The second question consisted of some
propositions regarding the correct behavior of
providing PHE. The correct behavior was to
perform PHE to every patient whenever it is
possible. This correct behavior was performed
by 89.5% (n=563) of all physicians. However,
specialists were demonstrating significantly
more correct behaviors compared to NSs
[95.1% (n=126), 88.2% (n=447) respectively;
p=0.038].  Also, physicians with correct
behavior in providing PHE in primary care had
significantly spent fewer years in the medical
profession (16.36+7.63, 19.62+7.54
respectively, p=0.001), while the years spend
in family medicine was not significantly
different (4.66+1.56, 4.77+1.38 respectively,
p=0.243).

When analyzing geographical regions;
both the first and second question
demonstrates that physicians in the Marmara

region have more correct behaviors than those
in the South-Eastern Anatolian region (71.0%,
41.5%, p<0.05; 94.9%, 81.5%, p<0.05
respectively) (Table 3).

Comparison of All Given Answers

The number of correct answers to the sum of
questions in the Marmara Region was
significantly higher than in other regions
(p<0.001). FMSs gave more correct answers to
all types of questions than NSs did (p<0.001)
(Table 3). However, while years spent in the
medical profession had a significant but weak
negative correlation in having correct
knowledge, attitudes and behavior towards
PHE, years spent in working as a family
physician had no significant correlation with
given answers (Table 4).

Questions on Patient Training and
Preferred PHEs

The most preferred application of PHE was
questioning the use of alcohol/tobacco (40.9%,
n=257), followed by assessing family risk
factors (32.1%, n=202). Lesser chosen
alternatives were measurement and follow-up
of height/weight (17.0%, n=107), questioning
dietary habits (6.2%, n=39), and questioning
regular exercise status (3.8%, n=24).

Another question assessed which
method of patient training is preferred. We
found that 73.9% (n=465) of all subjects
preferred to use a face-to-face method in
patient education, while 13.0% (n=82) use
posters/flyers, 5.7% (n=36) wuse video
recordings, and 7.3% (n=46) preferred to make
presentations.

There was no statistical difference
among FMSs and NSs regarding the last two
questions (p=0.070, p>0.05 respectively).

Effects of Different Predictors on Applying
PHE

We performed a logistic regression analysis to
evaluate the effects of different predictors on
the ability of family physicians to apply PHE.
Being a family medicine specialist increases
the ability of applying PHE by four times. All
other predictors had little or no effect on
applying PHE (Table 5).
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Table 3. Distribution of scores of knowledge, attitudes, and behaviors according to the regions and specialty, training status of the physicians about PHE

Distribution
answers

Regions

Mediterranean
Eastern A.
Aegean

Souteast A.

Central A.
Black-Sea
Marmara

Med Specialty

Specialist
Non-Specialist

Training status

Trained

Not trained

aKruskall Wallis Test; "Mann-Whitney U Test

Knowledge

MeanSD

1.85+1.10
1.84+1.16
2.04+0.99

1.51£1.06
1.94+0.81

2.34+0.64

2.02+0.86

2.68+0.93

1.78+0.85

1.94+0.93

2.10+0.99

Attitudes
Median P Mean=SD
(min-max)
2 (0-4) <0.001* 1.70+0.90
2(0-4) 1.88+0.91
2 (0-4) 2.25+1.08
1(0-4) 1.45+0.85
2 (0-4) 1.76+0.82
2 (1-3) 1.96+1.12
2 (0-4) 2.83+0.68
3 (0-4) <0.001" 2.47+0.99
2 (0-4) 2.11+0.98
2 (0-4) 0.247° 2.48+1.02
2 (0-4) 2.30+0.68
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Median P
(min-max)

2(0-4) <0.001°

2(0-3)
2(0-4)

1(0-3)
2(0-4)

2 (0-4)

3(1-4)

3(0-4) <0.001°

2 (0-4)

3(0-4) 0.047°

2(1-3)

Behavior

Mean£SD

2.25+0.83

2.19+0.86

2.23+0.74

1.95+0.94
2.18+0.79

2.06+0.64

2.41+0.71

2.42+0.78

2.19+0.77

2.26+0.76

2.06+0.86

Median p
(min-max)

2(0-3) 0.003*

2(0-3)
2(0-3)

2(0-3)
2(0-3)

2(1-3)

3(1-3)

3(0-3) 0.001°

2(0-3)

2(0-3) 0.110°

2(0-3)

Total

Mean+SD

5.80+1.91

5.91+1.44

6.53+1.97

4.91+1.88
5.88+1.43

6.37+1.52

7.25+1.46

7.57£1.97

6.09+1.62

7.58+1.99

7.50+1.84

Median

(min-max)

6 (0-10)
6 (3-8)
6 (2-11)

5(1-9)
6 (3-9)

6 (3-10)

73-11)

8 (2-11)

6 (0-10)

8 (2-11)

7.5 (4-10)
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Table 4. Correlation of years spent in the medical profession and years working as a family
physician in giving correct answers to knowledge attitude and behavior questions

Years spent in the medical profession Years working as a family physician
r* p r* p
Knowledge -0,147 <0,001 -0,009 0,829
Attitude -0,211 <0,001 -0,082 0,054
Behavior -0,095 0,017 0,056 0,162
Total -0,228 <0,001 -0,024 0,543

*Spearman correlation coefficient

Table 5. Logistic regression analysis to evaluate the effects of different predictors on the ability

of family physicians to apply PHE to patients

B (SEM*) sd Exp (B) %95 CI** p
Gender -0.005 (189) 1 0.995 0.688-1.441 0.980
(Female by Male)
Marital Status' 0.091 (0.367) 1 1.095 0.534-2.248 0.804
Child Status® -0.142 (0.327) 1 0.867 0.457-1.645 0.663
Status of Speciality® 1.461 (0.269) 1 4.308 2.545-7.293 <0.001
Years spent in the Medical | -0.016 (0.015) 1 0.985 0.956-1.014 0.304
Profession
Years Working as a Family | 0.056 (0.078) 1 1.057 0.907-1.232 0.476
physician
Status of the physician in getting | 0.353 (0.313) 1 1.423 0.771-2.626 0.259
trained about PHE, screening tests
and preventive medicine*
Eastern Anatolia Region® -1.998 (0.511) 1 0.136 0.050-1.113 0.213
Aegean Region® -0.895 (0.383) 1 0.408 0.193-1.278 0.190
South-Eastern Anatolia Region® 0.156 (0.447) 1 1.168 0.486-2.808 0.728
Central Anatolian Region® 0.053 (0.372) 1 1.054 0.509-2.186 0.887
Marmara Region® -2.086 (0.369) 1 0.124 0.060-1.421 0.109
Black-Sea Region® -0.315 (0.460) 1 0.730 0.296-1.798 0.494

*SEM: Standard Error of Mean **GA: Confidence Interval 'Married compared to single *With child compared to without
3Specialist compared to non-specialist “Trained compared to not-trained *Compared to Mediterranean Region

DISCUSSION

PHE is a new concept for the healthcare
system in Turkey. Although there are
worldwide discussions on the necessity of
PHE, it is still considered a cornerstone of
medical practice. The Guide of USPSTF,
ACPM (American College of Preventive
Medicine), CTFPHC, and the guides of WHO
say that “periodic examination must be applied

to every group of age regularly”.!!-1213-14

The primary healthcare system in
Turkey comprises of 6708 Family Health
Centers and 971 Public Health Centers (21,000
family  physicians). Of these only,
approximately 10% are trained as FMSs. Each
of these physicians is caring for a maximum of
4000 persons (60-70 patients/day). The whole
transition of the primary care system in Turkey

started in 2005 and was gradually completed in
2010.'5 However, it took five more years to
prepare a guide of PHE. In August 2015 the
Public Health Agency of Turkey published the
final version of the PHE guide for primary
care.™'® The results of this study may be
helpful for the health system in Turkey as well
as all other countries that are relatively new in
the transition of primary care services.

Legislations in Turkey state that
applying PHEs are mandatory.!"!® The
stratified sampling method of the present study
includes the views of 629 of 21000 practicing
primary care physicians in all seven regions of
Turkey and allows us to assess the status of the
whole country. While the mean application for
PHE in different countries are about 14-20%,
our results indicate that most of the primary
care physicians in our country are regularly
applying PHE to their patients (78.7% of
specialists and 49.7% of non-specialists).!%-!!
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The following question arises when we
evaluate this result from a different
perspective: Why do 44.7% of the physicians
not apply PHE to their patients, although PHE
is mandatory? Is it their preference, or are
there several other obstacles such as
population density of family health centers,
lack of resources, lack of knowledge, or lack
of patient demand. We believe that all of these
reasons have their parts in the answer to this
question.

Our results showed that physicians in
our study group are mostly applying PHE to
children and elderly persons. This may be
because adults and adolescents are
significantly lesser applying to primary health
services. The number of people over 65 is
increasing in our country. While it was 7% of
the population in 2010, it has risen to 8.2% in
2015.%

A majority of the subjects (68.4%) state
that primary care facilities are lacking
sufficient PHE, scanning and counseling
services. These physicians are thinking that
this problem might be solved by reducing the
number of population assigned to each family
health center and by providing physicians with
appropriate training. While in the US the mean
population per physician is 2000 persons and
14% of the population have a PHE annually,
the mean population assigned to each family
health center in Turkey is about 4000 recently
and there are no reliable data about the
frequency of PHE in primary care.®!?

Due to this huge patient load assigned
to a physician, they might experience a
scarcity of time for taking a detailed patient
history, conducting a physical examination or
applying PHE. We believe that reducing the
size of the assigned population will reduce the
workload, and applications such as patient
education and PHE will be conducted more
widely and regularly.

When the level of knowledge, attitudes,
and behaviors is assessed, it is seen that the
level of FMSs at the point is higher than that of
the NSs. We think that the basic medical
training on preventive care, screening tests and
PHE during medical school does not suffice
and that the difference between specialists and
NS is depending on the additional training
during the residency program, which 91.8% of
all specialists had received.

The distribution of PHE application
demonstrates that there is a significant
difference among the seven geographical
regions in Turkey, which depends on the low
application rates in the Marmara and Eastern
Anatolian regions. However, unfortunately, the
collected data in this study does not explain
why these regions tent to apply lesser PHE.
We believe that further investigation will help
us to understand the reasons behind this
difference.

LIMITATIONS

Because it was not evaluated whether the
physician thought that PSM was a waste of
time. We did not know whether they would
perform the PSM. This should be seen as the
limitation of our study.

CONCLUSION

Institutions such as USPSTF, ACPM,
CTFPHC, and AAFP regard periodic health
examinations as an essential part of modern
medicine practices, support PHEs and
recommend them to be performed under
appropriate guidance. The present study
revealed that most of the family physicians
lacked sufficient knowledge, attitudes, and
behavior about PHE. This results from the fact
that PHE is new and has just been supported
by institutions in our country. Family practice
organizations, especially specialty
associations, in our country should emphasize
the training activities through congresses,
workshops, and courses that they hold so that
family physicians can be trained for PHE
applications and supported through appropriate
guidance.
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The Impact of Engaged Couples' Sexual Knowledge and
Beliefs on Their Beliefs and Attitudes Towards Marriage

Nisanl Ciftlerin Cinsellikle Ilgili Sahip Olduklar: Bilgi ve Inanislarmin Evlilige
Y6nelik Inanc ve Tutumlarina Etkisi
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ABSTRACT

Aim: This research aims to determine the influence of sexual knowledge and beliefs of engaged couples on their marriage beliefs and
attitudes. Methods: This descriptive study was conducted between October 2018 and December 2018 in Family Health Centers (FHCs)
located in Konya city centre. The sample of the study is composed of 402 couples who have agreed to participate in the research. The data
have been collected through the Data Collection Form (DCF), the Form of Beliefs Related to Sexual Information (FBRSI) and the Scale of
Beliefs and Attitudes Towards Marriage - Health Belief Model (SBATM-HBM). The questionnaires have been individually applied to the
couples in separate rooms. Results: The mean scores of the engaged couples on the FBRSI and SBATM-HBM are 24 + 5.1 and 73.7 £ 10.7,
respectively. When the factors affecting the sexual knowledge levels of engaged couples are examined, it is noticed that the mean scores of
FBRSI and SBATM-HBM for those who are over 26 years old, have high school degree or above, work in an income-generating business,
decide to get married with a mutual consent, have a mother with a high school degree or above, and have knowledge of sexual and
reproductive health are higher (p <0.05). Besides, it has been found that one-third of the couples have knowledge related to sexuality and
reproductive health; however, they have received extremely little information from the healthcare workers. Furthermore, it has been
determined that as the mean scores of FBRSI increase, the mean scores of SBATM-HBM increase, as well, and there is a positive
relationship between them. According to the results of Stepwise Multiple Regression Analysis, it has been discovered that those who are 25
years old or below, have no knowledge about sexual and reproductive health, have mothers with primary school degree or below, and have
low FBRSI mean scores have a negative effect on their beliefs and attitudes towards marriage (p <0.05). Conclusion: Factors such as age,
educational background, gaining sexual knowledge, mother’s educational background, and knowledge and beliefs related to sexuality have a
considerable effect on the beliefs and attitudes of the engaged couples towards marriage.

Key words: Marriage beliefs and attitudes, sexual knowledge, sexuality, premarital period, engaged couple
OZET

Amac: Nisanli ¢iftlerin cinsellikle ilgili sahip olduklart bilgi ve inamiglarmmn evlilige yonelik inang ve tutumlarina etkisini
belirlemek.Yontem: Bu arastirma tanimlayict tiptedir. Arastirma Konya il merkezinde bulunan Aile Sagligi Merkez’lerinde Ekim 2018-
Aralik 2018 tarihleri arasinda gergeklestirildi. Arastirmanin 6rnegini arastirmaya katilmay1 kabul eden 402 ¢ift olusturmaktadir. Veriler soru
formu ve Cinsellikle flgili Bilgi ve Inanislar Formu (CIBIF) ve Evlilige Yénelik inang ve Tutumlar Olgegi- Saglik inang Modeli (EYITO-
SiM) kullanilarak toplanmustir. Soru formlar ciftlere ayr1 mekanlarda bireysel olarak uygulandi.Bulgular: Nisanli ciftlerin CIBIF ve
EYITO-SIM Olgegi puan ortalamalar sirastyla 24 + 5.1 ve 73.7 + 10.7°dir. Evlilik hazirlig1 yapan ciftlerin cinsel bilgi diizeylerini etkileyen
faktorler incelendiginde, 26 yasindan biiyiik olanlarin, lise ve iizerinde 6grenime sahip olanlarin, gelir getiren bir iste ¢alisanlarin, tanisip
anlagarak evlenmeye karar verenlerin, annesinin egitim durumunun lise ve {izerinde olanlarin, cinsel ve iireme sagligi konusunda bilgi alan
nisanli ciftlerin EYITO-SIM puan ortalamalarmin daha yiiksek oldugu belirlendi (p<0.05). Arastirmada ¢iftlerin {igte birisinin cinsellik ve
iireme saglig1 konusunda bilgi aldiklari, ancak bu bilgiyi cok diisiik oranda saglik personelinden aldiklar1 belirlendi. CIBIF puan ortalamalari
arttikca, EYITO-SIM puan ortalamalarmin arttig1 ve aralarinda pozitif yonde bir iliski oldugu belirlendi. Stepwise Coklu Regresyon Analizi
sonucuna gore, ¢iftlerin 25 yas ve altinda olanlarin, cinsel ve tireme sagligi konusunda bilgi almamis olanlarin, anne 6grenim durumunun
ilkdgretim ve altinda olanlarin ve CIBIF puan ortalamasi diisiik olanlarmn evlilige yonelik inang ve tutumlarini negatif yonde etkiledigi
bulunmustur (p<0.05). Senug¢: Evlilik hazirhg: yapan ¢iftlerin, evlilige yonelik inang ve tutumlarini; yas, 6grenim durumu, cinsellikle ilgili
bilgi alma durumu, anne 6grenim durumu, cinsellikle ilgili bilgi ve inanislar gibi faktorler etkilemektedir.

Anahtar Kelimeler: Evlilik inang ve tutumu, cinsel bilgi, cinsellik, evlilik 6ncesi donem, nisanl ¢ift
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INTRODUCTION

The premarital period is a developmental stage with
its own dynamics, specific expectations and needs.
In this period, individuals need to know each other,
their relationships before getting married and need
information about sexual and reproductive
problems.1, 2

Individuals' sexual perspectives are
profoundly affected by the culture, religious beliefs,
value judgments, false sexual information and
beliefs of the society.3 Cultural structure of Turkey
prohibits and restricts sexuality and allows only
under certain circumstances. In such cultures,
except reproductive purposes, sexuality is repressed
so that leaving the youth uninformed and
prohibiting premarital sexual intercourse strictly. 4
Within this context, the patterns and judgments
forming the basis of gender in society also affect
flirting, engagement and marriage of to a great
extent. In terms of reproductive and sexual health,
the information needs of couples about to marry are
essentially shaped by perceptions and views on
these issues and by gender roles in the society.5
Gender roles create significant differences and
inequalities between man and women in marriage
and family life as well as in business and social life.
In studies, it has been revealed that women adopt
more egalitarian views about working life and
marital life while men are expected from women to
carry out traditional roles.6,7 Since sexual issues
cannot be talked and discussed in the family, in the
neighbourhood, in the school, and since the
problems cannot be expressed freely, young people
cannot get adequate and qualified information about
sexual life. Therefore, young people generally
obtain their sexual knowledge from their friends.
Since the accuracy of this knowledge is
controversial they may come up with unhealthy
solutions for their problems.8 Sexual ignorance,
more importantly, false information and beliefs
cause the rise of sexual problems in society.
Studies, showed that the married couples
experiencing sexual problems are likely to have
insufficient sexual knowledge9 and that their
marital adjustment is rather low.3, 10 Also, in the
literature, it is obviously stated that happiness in
marital life depends on sexual satisfaction.3 there
are several factors that determine sexual attitudes
and behaviors including family, neighbourhood,
subculture and social structure, traditions, religious
beliefs and moral attitudes. In many cases, only

sociocultural causes play a major role in the
emergence of sexual dysfunction.1,11 Although the
number of studies on sexuality and marital
adjustment in our country and in the world has been
increasing in recent years, studies investigating the
sexual knowledge and beliefs of couples preparing
for marriage and their beliefs and attitudes towards
marriage are limited.11,13,14,16 For this reason,
with this study, we intend to determine the impact
of sexual knowledge and beliefs of engaged
couples, who are getting prepared for marriage, on
their marriage beliefs and attitudes.

Research Questions

In this research, the following issues have been
clarified:

1. Do descriptive characteristics of couples are
related with their sexual knowledge and beliefs, and
their marital beliefs and attitudes?

2. Is there a relationship between couples' mean
scores of sexual knowledge and beliefs, and their
mean scores of marital beliefs and attitudes?

3. Do the sexual knowledge and beliefs of couples
and their sociodemographic characteristics have
any relationship with their marital beliefs and
attitudes?

METHODS
Type of Study

This research is a descriptive and cross-sectional
study.

Characteristics of the Research Setting

The study has been conducted in Family Health
Centers (FHC) in Konya province centre. There are
three municipalities in the centre of Konya, and one
Family Health Center (FHC) has been selected
from each municipality by the method of drawing.
The FHCs, where the research has been conducted
as a result of the draw, are 17 FHC (in Selcuklu
Municipality), 29 FHC (in Meram Municipality),
and 15 FHC (in Karatay Municipality). The
engaged couples, applying to the laboratories in
these FHCs in order to have legally compulsory
blood tests before marriage, have been recruited in
the study.
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Universe and Sample of the Research

The study's universe was 513 couples applying to
selected FHCs between October 2018 and March
2019. Couples who have been eligible and agreed
to participate in the study have been taken into the
study, without creating a particular sample for the
research. A group of couples have not been
included due to not agreeing to participate (n = 62,
12%) and not having sufficient time (n =49, 9.7%).
A total of 402 couples (78.3% of the universe)
participated in the study.

The engaged couples who,

- have been volunteered to participate in the
research,

- could speak and understand Turkish,

- have not had any sight and hearing problems, and
cognitive impairment,

- have given answers to the questions, have been
included in the research are included in the study.

Data Collection

The data have been collected by the researchers via
a (questionnaire by interviewing couples who
applied to the selected FHCs between October 2018
and March 2019 and volunteered to participate in
the study. To ensure privacy of the couples, they
have been gathered in a private rooms at the FHC
and filled forms in separate rooms so that they
could not influence each other.

Data Collection Tools

Research data have been collected through the Data
Collection Form (DCF), the Form of Beliefs
Related to Sexual Information (FBRSI) and the
Scale of Beliefs and Attitudes Towards Marriage -
Health Belief Model (SBATM-HBM). The
questionnaire and scales were filled out in nearly 15
min time by each participant.

General Information Questionnaire

A 17-items questionnaire prepared by the
researchers in accordance with the related
literature.1,2,14,16,17 The questionnaire consisted
of questions about the socio-demographic
characteristics of the couples, how the couples have

met as well as educational background, the
marriage style and the marriage contract style of the
couples' parents and also inquire previous
experiences on the sexualty and reproductive
health. Additionaly, there are questions that address
the concerns about where the couples have learnt
about sexuality and reproductive health firstly,
whether they have received premarital sexual
education, whether they feel under pressure about
sexuality, and lastly, whether or not they agree with
the idea of "giving sexual education to young
people cause early sexual activity".

The Form of Beliefs Related to Sexual
Information (FBRSI)

The Form of Beliefs Related to Sexual Information
(FBRSI), developed by Senturk in 2006 to
determine the knowledge and beliefs of the couples
about sexuality.12 The FBRSI is composed of a list
of expressions covering the false information and
beliefs. It consists of 34 items in total. The answers
to each item are scored as "True" or "False". Each
correct answer is counted as "1" point and each
wrong answer is counted as "0". The total score of
the form varies between 0 and 34 points. As the
score gets closer to zero, the knowledge is
considered to be insufficient, and as the score
approaches 34 points, it indicates that sexual
knowledge is saficient.

The Scale of Beliefs and Attitudes Towards
Marriage - Health Belief Model (SBATM-HBM)

The scale, which was originally developed by
Sullivan et al.13 to evaluate the beliefs and attitudes
of individuals planning to marry in America. It
consists of four sub-dimensions (the perceived
benefits, the perceived severity, the perceived
susceptibility, the perceived barriers) and contains
23 items in total. The number of categories in the
scale is 5 in total, and the items are scored between
1-5 points. The beliefs and attitudes about the
subject involves reaction categories ranging from "I
totally agree" (with "undecided" category in the
middle) to "I do not agree at all". As the number of
points increases, individuals' attitudes and beliefs
increase positively. Vural and Temell4 (2007)
studied validity and reliability of the Turkish
version of SBATM-HBM, and found Cronbach’s
alpha of 0.72.
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Ethical Considerations

At the beginning of the research, research ethics
committee approval has been granted by the
Faculty of Health Sciences of Selguk University
(Ethics permit no: 1679). Moreover, the couples
have been informed about the purpose of the
research clearly, and their verbal approvals for the
participation have been taken. Before the data
collection, the couples have been informed about
the purpose and requirements of the research. While
informing, the couples have been informed in detail
that voluntary participation in the study is a
fundamental requirement and that their sincere
answers will contribute to the investigation and
they will be kept confidential and evaluated only as
scientific data. Moreover, they have also been told
that they may stop filling out the questionnaire
whenever they wish if they find the questions
annoying, and that their names must not be written
on the forms to keep the identity information
confidential.

Data Analysis

Statistical Package for the Social Sciences (SPSS)
20.0 package program has been used for the
evaluation of the data. The normality analysis of the
data has been done with the Kolmogorov Smirnov
Test. The descriptive statistics of the data with
normal distribution have been calculated with
mean, standard deviation and percentage. Mean
differences have been calculated by one-way
analysis of variance (ANOVA) and the significance
test of the difference between the two means
(independent sample t-test). When the group
number was more than two, Post-Hoc Tukey HSD
tests were performed to find out the group from
which the difference is originated. The relationship
between the two continuous variable was assessed
by Pearson correlation analysis. Stepwise multiple
linear regression analysis was used to determine
factors affecting SBATM-HBM scores. Stepwise
multiple regression analysis was performed to
evaluate the independent associations existing
between the potential risk factors and SBATM-
HBM scores. Independent variables that were
significant at the p<0.05 level in bivariate analysis
were included multivariate analysis to control for
confounding factors in regression models.15

RESULTS

It was found that 60.4% of the couples were at the
age of 25 and below, 77.9% had high school or
higher education degree, 51.5% were working and
60.2% of them got engaged with mutual consent.
Examining the mean scores of couples getting
prepared for marriage, they have been found as 22,7
+ 4,9 for females and 25,3 + 5 for males on the
FBRSI, and they have been determined as 72,9 +
9,9 for females and 74,6+11,4 for males on the
SBATM-HBM. In statistical analysis, although
mean scores of FBRSI for males are higher than for
females, there is a statistically significant difference
on the basis of gender (p<0.05). As for the
SBATM-HBM results, there is no statistically
significant difference between the mean scores of
males and females although mean scores for males
are found to be higher (Table 1).

In the study, the mean scores of FBRSI
and SBATM-HBM have been found to be higher
and statistically significant (p <0,05) for those
couples who are older than 26, have high school
and above education degree, working in an income-
generating business, decided to get married with a
mutual consent, have mothers with a high school
degree and above, and have been informed about
sexual and reproductive health before. Furthermore,
the mean scores of FBRSI and SBATM-HBM were
significantly low for couples who have feelings of
oppression and difficulties in speaking about the
sexual issues (p <0,05, Table 1). Mean scores of
FBRSI and SBATM-HBM showed no significat
difference for variables of agreement with "giving
education to young people on sexuality and
reproductive health causes early sexual activity"
idea, father's education level, marriage and
marriage contract type of parents and source and
place of the information about the sexual and
reproductive health is provided (p> 0.05, Table 1).
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Table 1. Comparison of descriptive characteristics of the couples with subdimensions of the form of
Beliefs Related to Sexual Information (FBRSI) and the scale of Beliefs and Attitudes Towards Marriage-

Health Belief Model (SBATM-HBM)

n(%) FBRSI SBATM-HBM

Mean+SD Mean+SD

Gender

Woman 201 (50) | 22,7+4.,9 72,9+9.9

Man 201(50) 25,3+5 74,6£11,4
t=-5,190 t=-1,563
p<0,001 p=0,119

Age

25 and below 243(60,4) | 22,9+£5,6 71,249.9

26 and above 159(39,6) | 25,7+£3,6 77,3+10,8
t=-6,091 t=-5,677
p<0,001 p<0,001

Educational background

Primary school or below 89(22.1) | 22453 70,9+9,9

High School or above 313(77.9) | 24,6+4.9 74,5+10.8
t=-4,086 t=-2,944
p<0,001 p=0,004

Employment

Employed 207(51.5) | 24,9+4,9 75,2+11,6

Not Employed 195(48.5) | 23,145,1 72,1£9.4
t=3,552 t=-2,919
p=0,018 p=0,004

How to meet your fiancee

Arranged 160(39,8) | 23,3+5.2 72+9.6

Mutual Consent 242(60,2) | 24,55 74,9£11,2
t=-2,369 t=-2,747
p=0,01 p=0,006

Mother’s educational background

Primary school or below 307(76,4) | 23,3+5,2 72,3+£10,4

High School or above 95(23,6) | 26,4+3,8 78,2+10,5
t=-6,304 t=-4,764
p<0,001 p<0,001

Father’s educational background

Primary school or below 279(69,4) | 23,74£5,3 73,7+10,4

High School or above 123(30,6) | 24,7+4,6 73,8+11,4
t=-1,794 t=-0,083
p=0,074 p=0,934

Marriage type of mother and father

Arranged marriage 329(81,8) | 24,1+5,2 73,7+£10,6

Mutual consent 73(18,2) | 23,5+4,6 74+11
t=1,047 t=-0,239
p=0,297 p=0,811

Marriage contract type of mother and father

Only religious marriage

Civil marriage and religious marriage 43(10,7) | 23+4.,9 74,4+10,8

359(89,3) | 24,1+5,1 73,6+10,7

t=-1,327 t=-0,411
p=0,190 p=0,682

Obtaining information about sexual and

reproductive health

Received 156(38,8) | 25,6+4,7 76,9+10,7

Not Received 246(61,2) | 2345 71,7£10,2
t=5,149 t=4,730
p<0,001 p<0,001

Persons or places that have provided information
on sexual and reproductive health (n = 156)
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TV/Internet/magazine

Healthcare worker 59 (37,8) | 24,749 74,3£11,5

Friends 27 (17,3) | 24,3£3,7 76,7+11,1

Family 50 (32,1) | 24,6+5,1 76,5+10,8

School 5(3,2) 25,6+3,7 80,2+16,2

15 (9,6) 24,7+3,1 78,8+14,2

F=0,088 F=0,732
p=0,986 p=0,572

Idea of "Giving education to young people about

sexual and reproductive health causes early

sexual activity"

Agree 24,7+5,1 75+12,1

Disagree 99(24,6) | 23,8+5,1 73,3+£10,2

303(75,4) | t=1,666 t=1,200

p=0,097 p=0,232

Feeling under pressure about sexuality

Yes 174(43,3) | 22,7£5,2 71,3494

No 228(56,7) | 25+4,7 75,6£11,3
t=-4,342 t=-4,111
p<0,001 p<0,001

Having difficulties in talking about sexual issues

freely

Yes 242(60,2) | 23,3+£5,2 72,7£10,2

No 160(39,8) | 25,1+4,6 75,2+11,2
t=-3,370 t=-2,216
p<0,001 p=0,024

t=independent sample t test, SD=Standard Deviation

Mean scores and Cronbach's alpha values for
subdimensions of SBATM-HBM were calculated.
The mean score of the perceived benefits is 27,545,
the mean score of the perceived severity is
11,5+6.,6, score of the perceived
susceptibility is 3,0+1,0, the mean score of the
evaluation as a tool is 22,4449 and lastly, the mean
score of the perceived barriers is 12,9422,

the mean

The Cronbach alpha coefficients, which indicate the
reliability of the scale, range from 0.75 to 0.97 in
the subdimensions, confirming that the scale is
highly reliable. The mean score of FBCSI has been
found to be 24 + 5,1 while the Cronbach's alpha
coefficient has been determined as 0.76 (Table 2).

Table 2. The mean scores of Beliefs Related to Sexual Information (FBRSI) and the Scale of Beliefs and
Attitudes Towards Marriage - Health Belief Model (SBATM-HBM) and distribution of Cronbach's alpha

coefficients (n = 402)

Scale Number of | Mean+SD | Cronbach’s
Items Alfa

Coefficient
The Scale of Beliefs and Attitudes Towards Marriage - | 23 74 (10,6) | 0,77

Health Belief Model (SBATM-HBM)

The perceived benefits 8 27,5 (5) 0,75
The perceived severity 5 11,5 (6,6) | 0,80
The perceived susceptibility 6 22,4 (4,9) | 0,84
The perceived barriers 4 12,92,2) | 0,97
The Form of Beliefs Related to Sexual Information (FBRSI) 34 24 (5,1) 0,76
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A weak, positive, statistically significant
relationship has been found between the Form of
Beliefs Related to Sexual Information (FBRSI)
scores and the Scale of Beliefs and Attitudes
Towards Marriage - Health Belief Model (SBATM
- HBM) scores (p<0,001, Table 3).

When the mean score of the Scale of Beliefs and
Attitudes Towards Marriage - Health Belief Model
(SBATM-HBM) and the effects of various factors
are considered, it has been obviously seen that
beliefs and attitudes towards marriage are tend to be
negative in those who are under 25 or below, have
not been informed about sexual and reproductive
health, have mothers with a primary school degree
or below and have low FBRSI scores. The
determinants of these variables have been assessed
by calculating Adjusted R2, which was found to be
19.5% (Table 4).

Table 3. Correlation analysis between the form of Beliefs Related to Sexual Information (FBRSI) scores
and the scale of Beliefs and Attitudes Towards Marriage - Health Belief Model (SBATM-HBM) scores

Mean+SD r P
The Form of Beliefs Related to Sexual Information (FBRSI) 24 £5,1
The Scale of Beliefs and Attitudes Towards Marriage - Health Belief 7374107 0,374 | <0,001
Model (SBATM-HBM) ’ >

r, Pearson correlation coefficient

Table 4. Analysis of the mean scores of the scale of Beliefs and Attitudes Towards Marriage - Health Belief
Model (SBATM-HBM) and the effect of various factors with stepwise multiple linear regression analysis

Model (SBATM-HBM)

The Scale of Beliefs and AttitudesB Std.
Towards Marriage - Health Belief] Error

Std. B |% 95 Cl t p

Low High
'Value Value

Age 3,850 1,022

0,176 |1,840 5,860 3,766 0,000

and reproductive health

Obtaining information on sexual-2,706 1,040

10,123 4,750 0,663 2,603 0,010

Educational background of mother |-2,856 1,198

0113|5210 0,501 2,385 0,018

Sexual Information (FBRSI)

The Form of Beliefs Related t0/0,560 0,102

0,267 10,359 0,761 5,483 0,000

R=0,450 R2=0,203

Adjusted R?>=0,195

*It has been done with Stepwise Multiple Linear
Regression Analysis. The variables with significant
contributions to the model have been taken.

**Statistically significant variables (sex, age,
educational background, employment status, how to
meet with the fiancé, mother's educational
background, source of information about sexual and
reproductive health, feeling under pressure about
sexuality, having difficulty in talking about sexual
issues, and lastly, the mean score of the the Form of
Beliefs Related to Sexual Information (FBRSI) )

have been included in the multiple regression
analysis. As a result of the analysis, variables such
as sex, educational background, employment status,
how to meet with the fiancé, feeling pressure about
sexuality and having difficulty in speaking about
sexuality have been eliminated. Finally, the mean
score of FBRSI has been analyzed as a continuous
variable and other variables have been used as
dummy variables.
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DiSCUSSION

In the study, it has been determined that the mean
score of the women on FBRSI and SBATM-HBM
is lower than that of men. Some studies showed that
the sexual knowledge of women is lower and, their
beliefs and attitudes towards marriage is less
favorable than that of men,14,16 which is precisely
consistent with our results. This suggests that in our
country where sexuality is taboo, especially women
do not have sufficient knowledge about sexuality.

Couples who are 26 years old and above,
have high school degree or above, work in an
income-generating business, have mother with a
high school degree or above and decide to have a
mutual consent for marriage are likely to have
higher mean scores of FBRSI and SBATM-HBM.
In the study of Torun et al., apparent relationship
between believing in sexual myths and educational
background revealed: as the level of education
increases, the level of believing in sexual myths
decrease.17 Some studies investigating the mother's
views on sexual education of children, showed that
both sexes are more informed by mothers.16,17 For
this reason, it is considered that couples whose
mothers are working may be more comfortable in
talking about sexual issues in the family settings
and provide a certain degree of sexual education at
home due to their higher educational and cultural
levels. Last but not least, as the education level of
the individuals increases, they experience less
difficulty in accessing the information they need.

It is asserted in the literature that one of the
most important requirements of engaged couples is
to get accurate information from appropriate
sources on sexuality and reproductive health. In this
respect, it is also important to know the source of
information about sexuality and reproductive
health.18 These findings explain both our first and
third research questions. In the study with this
context, it is seen that one-third of the couples have
been informed about sexuality and reproductive
health. When the sources from which couples have
learnt about sexuality and reproductive health are
examined; 37,8% of them have been informed by
mass media, 32,1% have obtained knowledge from
their friends and 17,3% have learnt from healthcare
workers. When the study findings are compared
with similar studies, it has been reported that
individuals often receive sexual information about
sexual issues mostly from friends, visual media,

and family members.16,19 For this reason, it is
thought that it is important to use mass media
effectively in sexual and reproductive health
education for couples preparing for marriage. In
addition, receiving a low amount of information
from the healthcare workers in this reserach is a
negative result to deal with. This is because one of
the most important tasks of healthcare
professionals, especially mid-wives and nurses who
have the most interaction with couples preparing
for marriage, is to inform and educate the
individuals for the required matters. It is definitely
considered that the accurate and effective informing
of the couples who are in the process of marriage
preparation by the healthcare personnel will
contribute positively to the prevention of the sexual
problems to be experienced in the future.

In the literature, it is stated that sexual
education of individuals will contribute to the
development of skills such as maturity and
sexuality, developing positive values and attitudes,
and making more rational and responsible choices
in sexual behaviors.10 It is noteworthy that one-
fourth of the couples in the study think that sexual
education given to young people will cause early
sexual activity. Studies revealed that individuals
who have received sexual education show more
responsible sexual behaviours and that they start
sexual intercourse at an older age.20 In addition,
education and councelling of couples preparing for
marriage regarding sexuality and reproductive
health may limit the fear and prevent mistakes
decrease sexual reluctance and problems that they
may bring. It is also stated in the literature that
marriage adjustment levels of couples participating
in the premarital sexual education program are
found to be higher.10, 21

These findings explain both our first and
third research questions. In our study, we found a
weak positive correlation between the scores of
sexual knowledge of the couples and their belief
and attitude scores related to marriage.
Furthermore, in the study conducted by Vural and
Temel (2010), it was determined that the level of
sexual knowledge is increased in couples who
participated in a pre-marital sexual counselling
program as well as their scores of beliefs and
attitudes towards marriage. These findings clarify
our second research question.
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Conclusion and Recommendations

When the mean scores of FBRSI and SBATM-
HBM for engaged couples are examined, it is found
that women's marital and sexual information is
significantly deficiencient and inadequate when
compared to that of men. In the study, it has been
determined that those couples who are over 26
years old, have high school degree or above, work
in an income-generating business, decide to have a
mutual consent for marriage, have a mother with a
high school degree or above, and have learnt about
sexual and reproductive health have higher mean
scores of FBRSI and SBATM-HBM. Additionally,
the study has found that one-third of the couples
have received information about sexuality and
reproductive health; however, very few of them
have obtained this information from healthcare
workers. It is a noteworthy result of this study that
one-fourth of the couples think that giving sexual
education to young people will cause early sexual
activity. Morover, the couples who have difficulty
in talking about sexual issues and feeling pressure
about sexuality are found to have significantly
lower mean scores of FBRSI and SBATM-HBM.
As the couples' mean scores of FBRSI increase,
their mean scores of SBATM-HBM increase. Last
but not least, it has been found that those couples
who are 26 years old or above, are informed about
sexual and reproductive health, have a mother with
a high school education degree or above, and have
high mean scores of FBRSI have a positive effect
on their beliefs and attitudes towards marriage.

In the light of these results, the following
suggestions can be made:

When the results of the research are taken into
consideration, in order to organize the sexual
education counselling programs before marriage
effectively, the candidates' beliefs and attitudes
towards marriage and their needs of knowledge in
sexual matters should be taken into consideration.
Future studies that are carried out in different cities,
with different educational levels, on different ethnic
and socioeconomic structures could increase the
generalizability of the information obtained. All in
all, considering the cultural characteristics of the
society, it is believed that sexual counselling to be
given to couples and individuals before marriage
may provide them with a hassle-free, satisfactory
sexual life experience and happy marriage,
renewing their false information and beliefs.
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ABSTRACT

Aim: The aim of this study is to implement a structured stress management program to the family medicine residents and to evaluate the impact of this upon
the residents’ perceived stress, level of burnout, health behaviors and problem solving skills. Methods: The sample of the study which was planned as self-
controlled experimental design constituted the family medicine residents majoring in family medicine (n=26) at our faculty, at the time when the study was
conducted. Residents were given psycho education, related to stress management and social problem solving, one hour per week for eight weeks. They
completed the following scales at the beginning, at the end of the educational program (month two) and the follow-up period (month 6): Perceived Stress
Scale, Maslach Burnout Inventory (emotional exhaustion, depersonalization and personal accomplishment), Healthy Lifestyle Behaviors Scale-II (nutrition,
physical activity, stress management, interpersonal relationships, spirituality, healthy responsibility) and Social Problem Solving Inventory (orientation,
resolution, total). Besides, a questionnaire which was developed by us and which evaluated the training was performed when the training ended. Results: Of
the participants 65.4% were female. The mean age was 29.8 + 3.0 years. There were significant changes in all mean scores (p<0.05) after educational program,
except for the perceived stress, emotional exhaustion and depersonalization score. At month six, it was observed that the significant differences of changes
were continued for nutrition, stress management, interpersonal relationships, spirituality, orientation, healthy lifestyle behaviors total and social problem
solving inventory total scores. The participants found the educational program useful (4.5+£0.5 over 5.00), and stated that it should be more frequent and longer
and should be in the Specialization Training Curriculum (4.8+0.3). Conclusion: A psycho educational program on stress management was observed to
influence the burnout levels, health behaviors and social problem solving skills of the family medicine residents positively and this effect continued in sixth
month.

Key words: Family medicine, stress, burnout, residency, education
OZET

Amag: Bu ¢aligmanin amaci, aile hekimi asistanlarina yapilandirilmis bir stres yonetimi programi uygulanmasi ve bunun asistanlarin algilanan stres,
tikenmislik diizeyleri, saglik davramislari ve sorun ¢ozme becerilerine etkisinin degerlendirilmesidir. Yontem: Kendi kendine kontrollii deneysel tipte
planlanan ¢alismanin 6rneklemini, arastirmanin yapildig: tarihte fakiiltemizde uzmanlik egitimi alan aile hekimligi asistanlar1 olusturmustur (n=26).
Asistanlara sekiz hafta boyunca, haftada bir saat stres yonetimi ve sosyal sorun ¢ézmeyle ilgili psikoegitim verilmistir. Baglangigta, egitimin bitiminde (ikinci
ay) ve izlem doéneminde (altinci ay) olmak iizere toplam ii¢ kez 1) Algilanan Stres Olgegi, 2) Maslach Tiikenmislik Envanteri (duygusal tiikenme,
duyarsizlasma ve kisisel basart), 3) Saglikli Yasam Bigimi Davramslari Olgegi- IT (beslenme, fiziksel aktivite, stres yonetimi, kisilerarast iliskiler, tinsellik,
saglik sorumlulugu) ve 4) Sosyal Sorun Coézme Envanteri (yonelim, ¢6ziim, toplam) uygulanmustir. Ayrica egitim bitiminde, tarafimizca olusturulan ve
egitimin degerlendirildigi bir anket uygulanmistir. Bulgular: Yas ortalamasi 29,8+3,0 olan katilimcilarin %65,4’1i kadindi. Egitim sonrasi algilanan stres,
duygusal tilkenme ve duyarsizlasma dl¢ek puanlari disindaki tiim dlgek puan ortalamalarinin anlamli degisim gosterdigi bulunmustur (p<0,05). Altinci ayda,
beslenme, stres yonetimi, kisilerarast iligkiler, tinsellik, yonelim, saglikli yasam davranislari toplam ve sorun ¢ézme toplam puanlarindaki degisimin anlaml
farkliliginin devam ettigi saptanmustir. Katilimeilar, egitim programinin genel olarak yararl oldugunu (4,5+0,5), bu egitimin asistan egitim programinda yer
almas gerektigini (4,8+0,3) bildirmisler ve egitimin daha sik, daha uzun siireli, 6gle arasi yerine daha genis zaman dilimlerinde yapilmasini énermislerdir.
Sonug: Stres yonetimiyle ilgili bir psikoegitim programinin, aile hekimligi asistanlarinin tikenmislik diizeylerini, saglik davraniglarini ve sosyal sorun ¢ozme
becerilerini olumlu etkiledigi ve bu etkinin alt1 ay sonrasinda da devam ettigi gozlemlenmistir.

Anahtar kelimeler: Aile hekimligi, stres, tiikenmislik, asistanlik, egitim
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GIRiS

Hekimlerin, iste yiiksek diizeyde strese maruz
kaldiklart bilinmektedir. Eger stresle basa ¢ikilamaz
ve uyum saglanamaz ise tliikenme asamasina
gecilmektedir.!> Tiikenmislik, duygusal tiikenme,
duyarsizlasma ve kisisel basarida azalma boyutlari
ile degerlendirilmektedir. Duygusal tiikenme, is
hayatinda asir1 derecede psikolojik ve duygusal
taleplere maruz kalmaktan dolay1, enerjinin bitmesi
durumunu ifade etmektedir. Duyarsizlagma, bireyin
hizmet verdiklerine karst bu kisilerin bir birey
olduklarint dikkate almaksizin duygudan yoksun
tutum ve davraniglar sergilemesidir. Kisisel basarida
azalma ise, kisinin kendisini iginde yeterli ve basarili
hissetmemesi durumunu tanimlamaktadir.> On iki
Avrupa tlkesini kapsayan calismaya gore, genel
olarak tiikenmislik aile hekimlerinin iigte ikisini
etkileyen ortak bir sorundur, ancak iilkelere gore
prevalansi ¢ok genis bir araliga sahiptir (duygusal
tikenme 9%15-68, duyarsizlasma %12-73, kisisel
basarida azalma %12-93). Ulkemiz igin bu oranlar
sirastyla %15,2, %15,2 ve %69,4 seklindedir.!

Aslinda tiikenmisligin tip egitimi yillarinda
basladigi, asistanlik doneminde artarak devam ettigi
ve calisma yasaminda olgunlastig
diisiiniilmektedir.®®  Asistanlarin  tiikkenmislik
yasamalarinda; is stresinin, egitimlerindeki kiiltiirel
dinamiklerin, hasta taleplerinin, klinik olarak
usttekilerin davramiglarinin, kigisel 6zelliklerinin,
yasadig1 olumsuzluklarin, diizensiz ve yetersiz uyku
gibi faktorlerin rol oynadigi gosterilmistir.® Bununla
birlikte, is-aile ¢atigmasimin en yogun yasandig
donemlerden birinin asistanlik doénemi oldugu
saptanmig, hekimligin bu siirecinde asistanlarin
yogun ig yasamlarinin yani sira evlilik, cocuk sahibi
olma gibi birgok 6zel yasam olaymi yonetmek ve
bunlardan kaynaklanan sorunlarla da bas etmek
durumunda kaldiklar vurgulanmustir. '

Asistanlardaki stres ve tiikenmiglik, sadece
kendilerinin yasam kalitelerini degil diger insanlarla
iligkilerini ve verdikleri saglik hizmetini de
etkilemektedir.” Asistanlarin ¢gogunun tiikkenmisligin
farkinda olmadiklari, stres yonetimi egitimi
almadiklar1 ve asistanlik doneminde stres yonetim
programina ihtiyaglari oldugu ortaya konmustur.!!
Tiikenmislikle miicadele igin standardize yontemler,
onaylanmig Ol¢iimler kullanilarak basarili stratejiler
belirlemek, boylece asistan hekimlerin ve hastalarin
iyilik halini arttirmak gerektigi bildirilmistir®. Ancak
yaygin olmasina ve ciddi sonuglarina ragmen, stresle
ve tiikkenmislikle miicadeleye yonelik ¢ok az sayida
girisime rastlanmustir.’ Mc Gray ve arkadaslari
1966-2007 yillar1 arasindaki literatiiric gdzden
gecirerek yayinladiklart derlemede dahil etme
kriterlerini karsilayan (asistan hekim, tip dgrencisi,
randomize kontrollii ¢aligmalar, randomize olmayan
kontrollii ¢aligsmalar, pre-post modeli, miidahaleli

longitidunal kohort ¢aligmalar) altis1 asistanlara
yonelik toplam dokuz c¢alisma bulmuslardir ve
bunlarin  sadece ikisi randomize kontrollii
calismadir. Caligmalarda bahsedilen girisimler,
calistay, asistan destek programi, kendi kendine
miidahale, destek gruplari, didaktik oturumlar ve
stres yOnetimi/bas etme egitimleri seklinde
yapilmistir.® Bu konuda basarili  stratejiler
belirleyebilmek icin standardize yontemlerin, daha
biiyilik 6rneklerin, gegerli-giivenilir ve kabul edilmis
Olgeklerin  kullanildigi daha fazla girisimsel
galismaya gereksinim oldugu bildirilmistir.>®

Stres yOnetimi programlari, gevseme
egzersizlerinden biligsel davraniggt ve hasta odakli
terapiye kadar degisebilmektedir.'> Sosyal sorun
¢ozme terapisi, biligsel davraniggr yontemlerden
biridir ve ayn1 zamanda aile hekimlerinin bir¢ok
psikososyal sorunun yonetiminde kullanabilecekleri
etkili bir yontem olarak dnerilmektedir!3'6, Saglikli
yasam davranislarinin =~ uygulanmasi stres
yonetiminde Onerilen bir diger yontemdir ve aile
hekimlerinin  kendilerinin saglikli  davranislar
uygulamalari durumunda, bu konuda hastalarina
etkin danismanlik vermelerinin daha olast oldugu
bildirilmistir.!”

Ulkemizde, asistanlik donemindeki
sorunlarla ilgili durum tespitine yonelik birgok
calisma olmasma karsin stres veya tiikenmislikle
ilgili girisimsel bir galigmaya rastlanmamigtir.'82
Bu caligmada, sorun ¢O6zme terapisini igeren
yapilandirilmis  bir stres yOnetimi  programi
uygulanmasi ve bunun asistan hekimlerin algilanan
stres, tilkenmiglik diizeyleri, saglik davraniglar: ve
sorun ¢dzme becerilerine etkisinin degerlendirilmesi
amaglanmistir.

YONTEM
Calismanin Tasarimi

Tanimlayic1 ve kendi kendine kontrollii deneysel
tipte planlanan ¢alismanin drneklemini, aragtirmanin
yapildigt tarihlerde (Ekim 2014-Mayis 2015)
Cukurova Universitesi Tip Fakiiltesi’nde uzmanlk
egitimi almakta olan aile hekimligi asistanlari
(n=26) olusturmustur. Aragtirma basladiktan sonra
uzmanlik egitimine baslayan asistanlar calismaya
dahil edilmemistir. Bu c¢alisma ... Universitesi
Bilimsel Arastirma Projeleri tarafindan 77U-2014—
3109 numarasi ile desteklenmistir. Cukurova
Universitesi Tip Fakiiltesi Etik Kurulu (16 Haziran
2014, Karar no: 10) tarafindan onaylanmistir.

Calismaya katilmay1 kabul eden asistanlara
(tamami), stres yoOnetimi, sosyal sorun ¢ézme ve
bilissel davranisci terapi ile ilgili egitim almis aile
hekimligi akademisyeni tarafindan yapilandirilmis
bir egitim modeli (psikoegitim) uygulanmistir.
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Psikoegitim, bireylerin stres yonetimi ve ruh
sagliklarin1 korumalari, bununla ilgili yeterlilik
kazanmalarina yardimci olacak bir midahaledir.
Bireylere bilgi ve beceri aktarilmasi, grup oturumlari
ve ev Odevleri sayesinde saglanmistir. Bu egitim
sirasinda katilimcilara genel bilgiler, temel ipuglart
ve teknikler sunulmaktadir. ikinci fazda bu bilgileri
bagimsiz olarak islemek ve uygulamak gelmektedir.
Ev odevleri sayesinde katilimcilar, genel bilgiyi
kendi durumlarn igin  kisisellestirme  firsati
bulmaktadir. Psikoegitim bilgi ve beceri kazanma
konusunda katilimcilar1 gii¢lendirilmesine ragmen
bireylerin  &grendiklerini  uygulamast  kendi
sorumluluklarmndadir.

Egitim, sekiz ardigik hafta, haftada bir 60
dakikalik oturumlar seklinde planlanmistir. Egitim
programi ve igerigi Tablo 1 ve 2 de goriildiigii gibi
yapilandirilmistir.

Tablo 1. Bir oturumun yapilandirilmasi

Siire icerik
10 Giris
Bir dnceki oturumun 6zetlenmesi
Ev 6devlerinin degerlendirilmesi
45’ Oturum giindemi
5 Sonlandirma

Oturumun degerlendirilmesi
Ev 6devi verilmesi

Tablo 2. Oturumlara gore egitim giindemleri

Oturum Giindem
sayisl
1.0turum Arastirmanin tanitilmasi ve onam

alimmasi

Veri toplama anketlerinin
uygulanmasi (Sosyal sorun ¢6zme
envanterinin doldurulmak {izere
eve verilmesi)

Egitim programinin tanitilmasi
Stres ve etkileri

2. oturum Stresle bas etme yollari
3. oturum Sorun yo6nelimi ve tarzi
4. oturum Akilcr sorun ¢ézme
5. oturum Diisinme hatalari
Biligsel yeniden yapilandirma
6. oturum Duygu odakli bag etme
7. oturum Ben dili ve asertivite
8. oturum Genel tekrar ve ozet

Geribildirimlerin alinmast

Veri toplama anketlerinin yeniden
uygulanmasi (Sosyal sorun ¢6zme
envanterinin eve verilmesi)

Egitim yeri olarak anabilim dali salonu
kullanilmistir. Her oturumdan bir giin Once
katilimeilara hatirlatma mesaji gonderilmistir. Oz
takip araci, ev ddevleri ve devamlilik konularinda

egitim kontrati yapilmis ve her egitimde
vurgulanmistir.  Bir (1) devamsizlhik  hakki
tammnmgtir.  1ki asistana, devamsizlik yaptiklari
haftayla ilgili kisa bilgilendirme yapilarak ev
odevleri verilmistir.

Veri Toplama Aracglari

Aragtirmada, Perceived Stress Scale (Algilanan
Stres Olgegi), Maslach Burnout Inventory (Maslach
Tiikkenmislik  Envanteri), Health  Promotion
Lifestyles Profiles II (Saglkli Yasam Bigimi
Davranislar1 Olgegi 1I), Social Problem Solving
Inventory (Sosyal Sorun Coézme Envanteri)
kullanildi. Egitimin basinda (0.ay), egitim bitiminde
(2.ay) ve 6.ayda ayni olgekler uygulandi. Ayrica
egitim bitiminde (2.ay) tarafimizdan olusturulan ve
egitimin degerlendirildigi bir anket uygulanmaistir.

1. Algilanan Stres Olgegi: Cohen, Kamarck ve
Mermelstein  (1983) tarafindan gelistirilen ve
Tiirkgeye uyarlanan Algilanan Stres  Olgegi
(ASO)’nin 14 maddelik formu kullanilmgtir.’!
Olgek, kisinin hayatindaki birtakim durumlarin ne
derece  stresli  algilandigini  Slgmek  igin
tasarlanmigtir.  Maddelerden  alinan  puanlar
toplanarak, yanitlayicinin algiladigi stres diizeyi
belirlenmekte ve yiiksek puan, algilanan stres
diizeyinin yiiksekligine isaret etmektedir.

2. Maslach Tiikenmislik Envanteri: Maslach
ve Jackson (1981) tarafindan gelistirilen 6l¢egin
Tiirkge uyarlamas1 kullanilmistir.>> Olgek, toplam 22
madde ve 3 alt Olgekten (duygusal tiikenme,
duyarsizlasma ve kisisel basar1) olusmaktadir.
Tiikenmisligin yiiksekligi duygusal tikenme ve
duyarsizlasma alt Ol¢eklerindeki yiiksek puani,
kisisel basari, alt Olgegindeki diisik puan
yansitmaktadir. Ergin’in ilkemizde yaptigi saglik
personeline  yonelik norm ¢aligmasina gore
tikenmiglik diizeyleri: duygusal tilkenme alt
Olceginde 27 ve iizeri yiiksek, 17-26 normal, 0—16
diisiik; duyarsizlagsma alt 6lgeginde 13 ve iizeri
yliksek, 7-12 normal, 0-6 diisiik; kisisel basar1 alt
Olceginde 0-31 yiiksek, 32—-38 normal, 39 ve {izeri
diisiiktiir. 3

3. Saglikli Yasam Big¢imi Davranmislar: Olgegi
II: Walker ve ark., tarafindan gelistirilen (1996)
dlgegin Tiirkgeye uyarlanan formu kullanilmstir.??
Saglikli Yasam Bicimi Davranislart Olgegi’nde
(SYBD) 6 alt dlgek yer almaktadir:

1.Tinsellik; bireyin yasam amagclarini, bireysel
olarak kendini gelistirme yetenegini ve kendini ne
derecede tanidigini ve memnun edebildigini belirler.

2. Beslenme; bireyin ogiinlerini se¢gme ve
diizenleme, yiyecek secimindeki degerlerini belirler.

3. Fiziksel aktivite; saglikli yasamin degismez
bir 0gesi olan egzersiz uygulamalarinin birey
tarafindan ne diizeyde uygulandigini gosterir.
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4. Saglik sorumlulugu; bireyin kendi saglig
tizerindeki sorumluluk diizeyini, saghgma ne
diizeyde katildigini belirler.

5.Kisiler arasi iliski; bireyin yakin ¢evresi ile
iletisimini ve siireklilik diizeyini belirler.

6. Stres yonetimi; bireyin stres kaynaklarini
tanima diizeyini ve stres kontrol mekanizmalarimi
belirler. Olgekten alinan puanlarin  yiikselmesi
bireyin belirtilen saghik davranislarmi yiiksek
diizeyde uyguladigini gostermistir.

4. Sosyal Sorun Cézme Envanteri: D’Zurilla ve
Nezu tarafindan gelistirilen, Duyan ve Gelbal
tarafindan Tiirk¢eye uyarlanan Sosyal Sorun C6zme
Envanterinin (SSCE) uzun formu kullanilmigtir.3*
Sorun Yénelimi Olgegi (SYO; 30 madde) ve Sorun
Co6zme Becerileri Olgegi (SCBO; 40 madde) olmak
iizere iki ana dlgege sahiptir. SYO kapsaminda bilis,
duyus ve davranis; SCBO kapsaminda ise sorunun
tanimlamasi, seceneklerin olusturulmasi, karar
verme, ¢ozimili gerceklestirme ve dogrulama
degerlendirilmektedir. Envanterden alinan puanin
yiiksek olmasi, sosyal sorun ¢dzme durumunun
yiiksekligini gostermektedir.

5. Egitim Degerlendirme Formu: Tarafimizdan
olusturulan egitim degerlendirme formu,
katilimeilarin egitim sonunda kendileri ile ilgili geri
bildirimlerini iceren 10 soru ve egitim programui ile
ilgili olan geribildirimlerini iceren 15 soru olmak
iizere toplam 25 sorudan olusmaktadir. Ayrica
katilimcilar her bir soru basligina yonelik kendileri
ile ilgili ya da egitim programu ile ilgili agik u¢lu
geribildirimlerde bulunmuslardir.

Bunlara ek olarak:

1. Alunct ayda olgekler uygulanirken ‘Stres
yonetimi ve sosyal sorun ¢ézme ile ilgili verilen
egitimden sonra aldiginiz egitim ile ilgili
herhangi bir girisiminiz (kitap alip okuma, kursa
katilim, egitim esnasinda alinan notlarin gézden
gecirilmesi, internet {izerinden arastirma yapma
vs.) oldu mu?’ sorusu,

2. Egitimin basinda “Son bir yil iginde”; izlem
doneminde (6.ayda) ise “Son alt1 ay i¢inde”
yasamlarin1 etkileyen biiylik bir stres (6liim,
hastalik, kaza, ayrilblk vb.)  yasayip
yasamadiklar1 sorulmustur.

Verilerin Degerlendirilmesi

Istatistiksel analizler SPSS 20,0 paket programi
kullanilarak yapilmistir. Egitim o6ncesi 06lgek
puanlarinin, egitim sonrasi ve izlem puanlar ile
karsilastirilmasinda normal dagilim gosteren veriler
icin eslestirilmis t test ve gostermeyenler igin
Wilcoxon testi kullanilmistir. Egitimle ilgili
geribildirimler, ortalama ve niteliksel olarak

degerlendirilmistir. P degerinin 0,05°ten kiigiik
olmasi istatistiksel olarak anlamli kabul edilmistir.

BULGULAR

Caligmaya katilan 26 asistan hekimin yags ortalamasi
29,843,0 (27-40) yil, %654t  kadindir.
Katilimeilarin  9’u  (%34,6) son bir yil icinde
yasamlarini etkileyen biiyiik bir stres yasadiklarini
bildirmislerdir. Egitim siirecinde ise sadece bir
katilimer stres (annesinde hastalik) yasadigim
bildirmistir. Yasanilan stres ile duyarsizlagsma alt
Olcegi disinda galisilan higbir 6lgek arasinda anlamli
bir iligki bulunamamistir. Son bir y1l iginde yagamini
etkileyen biiyiikk bir stres yasamayanlarda
duyarsizlasma alt puant anlamli olarak yiiksek
bulunmustur (p=0,035).

Tablo 3°te katilmecilarin egitim Oncesi
Olcek puan ortalamalar1 goriilmektedir. Ergin’in
saglik personeline yonelik norm g¢alismasina gore;
calisma grubunun duygusal tiikenme puan
ortalamas1 diisiik simirlarda, duyarsizlasma puan
ortalamasi normal sinirlarda ve kisisel basarida
azalma puan ortalamalar1 yliksek sinirlarda
bulunmaktadir. Egitim sonrasi (2.ay)
degerlendirmede, kisisel basari, tinsellik, beslenme,
fiziksel aktivite, saglik sorumlulugu, kisilerarasi
iligki, stres yonetimi, yonelim, ¢6ziim, SYBD, SSCE
Olcek puan ortalamalarinin egitim Oncesine gore
olumlu ydnde anlamli degisim gdsterdigi; izlem
doneminde ise, tinsellik, beslenme, kisilerarast iligki,
stres yonetimi, yonelim, SYBD ve SSCE
puanlarindaki degisimin anlamli farkliliginin devam
ettigi  goOrilmiistiir. Ancak, uygulanan egitim
programi asistanlarin algilanan stres, duygusal
tikenme ve duyarsizlagma puanlarinda herhangi
anlaml bir farkliliga neden olmamistir (Tablo 3).

Izlem déneminde ‘Stres yonetimi ve sosyal
sorun ¢ozme ile ilgili verilen egitimden sonra
aldiginiz egitim ile ilgili herhangi bir girisiminiz
(kitap alip okuma, kursa katilim, egitim esnasinda
alman notlarn  gbézden gegirilmesi, internet
iizerinden aragtirma yapma vs.) oldu mu?’ sorusuna
katilimcilari %80,7’si evet %19,2’°si hayir yanitini
vermislerdir. Herhangi bir girisimde bulunan grubun
SYBD toplam puani (132,1) ve stres yonetimi puani
(19,0) girisimde bulunmayan gruba gore (sirayla
157,0; 23,8) anlamli olarak daha diisliktiir (SYBD
toplam i¢in p=0,044; stres yonetimi i¢in p=0,018).

Katilimecilardan ~ “Oturumlar  sirasinda
kisisel ~ yasantimi  paylasabildim”  ifadesine
katilanlarin ortalamasi en diisiik (3,1+1,2) iken “Bu
egitimin asistan egitim programinda yer almasi
gerektigini diislinliyorum” ifadesine katilanlarin
ortalamasi en yiiksek (4,8+0,3) olarak bulunmustur
(Tablo 4). Katilimcilarin agik uglu geribildirimleri
Tablo 5’de goriilmektedir.
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Tablo 3. Egitim éncesi ASO, MTO, SYBD ve SSCE toplam ve alt 6lcek puan ortalamalarinin egitim sonrasi
ve izlem puan ortalamalari ile karsilastirilmasi

Egitim oncesi Egitim sonrasi iz.lem EO-ES* EO- i*
) (EO) (ES) (i
Olgek Alt élgekler Ortalama+SS Ortalama=SS Ortalama+SS J, J,
ASO 26,3+4,2 27,2+2.6 26,9+3,7 0,251 0,531
MTE Duygusal 12,8+7,5 10,4+5,8 11,6+6,0 0,062 0,341
tilkenme
Duyarsizlasma 10,4+2.9 9,6+2.2 8,6+2.,6 0,203 0,054
Kisisel basari 22,2446 24,4437 24,3451 0,006 0,829
SYBD Tinsellik 25,74 .4 29,0+4,0 27,4+4.9 0,000 0,046
Beslenme 21,043,1 24,0+4,2 23,2449 0,000%* 0,024**
Fiziksel aktivite 16,1+5,8 19,2+6,9 17,4+7,1 0,005%* 0,200%*
Saglik 20,8+3.9 23,0+4.9 21,749 0,010 0,323
sorumlulugu
Kisilerarasi iliski = 25,6+4,1 28,1+4,6 27,1£5.,6 0,001 0,042
Stres yonetimi 17,443,5 21,043,3 19,944,1 0,000 0,001
SYBD toplam 126,9+18.8 144,6£19,8 136,9+24.9 0,000 0,009
SSCE Yonelim 75,3+£21,2 88,6+15,6 89,2+18,0 0,000 0,000
Cozim 107,84£23.3 120,5+£21,5 115,8427.4 0,001 0,134
SSCE toplam 183,1+40,3 209,14+34,5 205,0+41,3 0,000 0,003

EO: 0.ay, ES: 2.ay, I: 6.ay*Eslestirilmis t testi **Wilcoxon test

Tablo 4. Katihmcilarin kendileri ile ilgili geribildirim ortalamalari

Ort£SS Min-Max
(Ortanca)
1. Bu egitimde 6nerilen 6z takip araglarini kullandim 4,1+0,7 3-54)
2. Buegitimde verilen ev 6devlerini yaptim 3,8+0,6 3-54)
3. Bireysel ve grup ¢alismalarina aktif olarak katildim 4,5+0,6 3-5(5)
4. Oturumlar sirasinda kisisel yasantimi paylasabildim 3,1+1,2 1-5(3)
5. Buegitimde 6grendiklerimi giinliik yasamimda uygulayabildim 3,6+0,7 2-5(4)
6. Bu egitim, konuyla bilgi ve beceri gereksinimlerimi belirlememe = 4,4+0,7 3-5(5)
yardimet oldu
7. Bu egitimde kazandigim bilgi ve becerileri kullanabilecegim = 4,3+0,6 3-54)
(kendim igin).
8. Bu egitimde kazandigim bilgi ve becerileri kullanabilecegim = 3,7+0,8 2-5(4)
(hastalarim igin).
9. Bu egitimin asistan egitim programinda yer almasi gerektigini 4,8+0,3 4-5(5)
diistinliyorum.
10. Genel olarak bu egitim programindan yararlandim 4,5+0,5 3-5(5)
Katilimeilarin, egitim programi ile ilgili (4,9+0,1) (Tablo 6). Katilimcilarin egitim programi
geribildirimlerinde egitim programinin uygulanma ile 1ilgili agik uglu geribildirimleri Tablo 7°de
zamani (68le arasi) ile ilgili geribildirim puani en verilmistir.

diisiik (3,0+0,9) iken egiticinin konuyu aktarmadaki
becerisi ile ilgili geribildirim puani en yiksektir
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Tablo S. Katihmcilarin kendileri ile ilgili acik uclu geribildirimleri
Bashklar

1.

10.

Tablo 6.

Sl e IR Pl Pl el o

Pttt | \O
n A WN -~ o

Bu egitimde 6nerilen 6z takip araglarini
kullandim

Bu egitimde verilen ev &devlerini
yaptim

Bireysel ve grup calismalarma aktif
olarak katildim
Oturumlar sirasinda kisisel yasantimi
paylasabildim

Bu egitimde o6grendiklerimi giinlik
yasamimda uygulayabildim

Bu egitim, konuyla bilgi ve beceri
gereksinimlerimi belirlememe
yardimeci1 oldu

Bu egitimde kazandigim bilgi ve
becerileri kullanabilecegimi
diisiiniiyorum (kendim i¢in).

Bu egitimde kazandigim bilgi ve
becerileri kullanabilecegimi
diisiiniiyorum (hastalarim igin).

Bu egitimin asistan egitim programinda
yer almasi gerektigini diisiniiyorum.
Genel olarak bu egitim programindan
yararlandim

Fizik ortam

Organizasyon (Oncesi ve sonras1 bilgilendirme)
Egitim programinin uygulanma zamani (6gle arasi)
Egitim programinin uygulanma giinii (Carsamba)

Bir oturum siiresi (1 saat)

Oturumlarin siklig1 (haftada bir)
Toplam oturum sayisi (8 oturum)
Oturumlarin igerigi ve akisi

Egiticinin konuyu aktarmadaki becerisi

. Egiticinin egitim sirasindaki tutum ve davranislar
. Egitim sirasindaki bireysel ¢aligmalar
. Egitim sirasindaki grup ¢alismalari

. Ev ddevleri

. Oz takip araglar1

. Okuma onerileri
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Bashklara yonelik acik uclu cevaplar (Asistan no)

Kendi yogunlugumdan dolay1 firsat bulamadim (2), Oztakip
aracint boliimde sabitlemek (unutulmasimi engellemek igin)
(13), Kendi hatamd: takip etmeliydim (16)

Kendi yogunlugumdan dolay:1 firsat bulamadim (2), Ev
Odevlerini ayni giin i¢inde yapmam gerekirdi (7), Kendi
hatamd takip etmeliydim (16)

Cok 6zel sorunlar1 paylagsmak istemedim (2)

Kiiciik gruplar ya da bireysel gorismeler yapilabilir (1),
Birebir oturum sansimiz olmadigi i¢in kendimi yansitamadim
(ama zaten vakit sinirliydi) (5), Katilim sayist az olsaydi 6zel
yasantimi paylasabilirdim (13), Oturumlar sirasinda kisisel
yagsantimi sinirli paylastim. Belki calisma arkadaslarimin
olmadig1 bir grup olsa daha rahat paylasilabilirdi (24), Gruplar
daha az olsa 6zel yasantimi ayrintili paylagabilirdim (26)

Bu konuda benim c¢aba gostermem gerekir (1). Benden
kaynakli oldugu igin gelistirilmesi gereken bir durum degil
(7). Kendi hatamdi takip etmeliydim (16). Gerekli becerileri
kazandiktan sonra giinliik yasantima gegirebilirim (26)

Kitap eksigimin oldugunu fark ettim (26)

Hastalara da bu tarz bir egitim verilmeli (13). Hastalar1 egitim
diizeyiyle degismekle birlikte bu tarz yaklagimla herseyi
¢ozebilecegimi diisiinmiiyorum (16). Hastalar igin bu beceriyi
kullanabilmenin ~ ¢ok  fazla  tecriibe  gerektirdigini
disiiniiyorum. Bu seviyede olabilmek igin ¢ok calismam
gerektigini diigiiniiyorum (24)

Bu egitim bize tip fakiiltesinin ilk yillarinda verilmeli (26)

Katilmcilarin egitim program ile ilgili geribildirim ortalamalar:

Ort+SS Min-Maks (Ortanca)
3,9+0,5 2-54)
4,5+0,5 3-5(5)
3,0+0,9 1-5 (3)
3,6+0,8 2-54)
3,7+0,8 2-54)
3,5+0,9 2-54)
3,6%1,0 2-54)
4,7+0,4 4-5(5)
4,9+0,1 4-5(5)
4,8+0,3 4-5(5)
4,1+0,7 3-54)
4,2+0,7 3-54)
3,9+0,6 3-54)
3,8+0,8 2-54)
4,6+0,4 4-5(5)
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Tablo 7. Katihmcilarin egitim programu ile ilgili acik uclu geribildirimleri

Bashklar
1. Fizik ortam
2. Organizasyon (Oncesi  ve

sonras! bilgilendirme)

Bashklara yonelik acik uclu cevaplar (Asistan no)

Daha uzun bir egitim olmas1 gerektigini diisiiniiyorum, daha gok
uygulama yapabilmek icin (1), Ogle aras1 bir kosusturmaca
seklinde olmasi1 zorladi (yogunluk, poliklinik c¢alistigimizdan
dolay1 (2), Konsantrasyon saglamada zorlandim, yemek sonrasi
olmast nedeniyle (5), Sali ve Persembe giinleri seminer giinleri
olmast nedeniyle bagka bir 6gle arasinin da bu ¢alismaya ayrilmis
olmasi, zaman planlama, yetisme ag¢isindan zorlanmama sebep oldu
(6), Egitim saati ¢cok yanlis bir zamandaydi, dinlenme vaktinde ders
iyi olmadi. Hafta sonlar1 daha uygun zaman olabilir (11), Ogle arasi
yerine belirlenen giinde 6gleden sonraki mesai saatlerinde olmali
(16), Ogle aras1 hepimiz miisait olmayabiliyoruz bazen yetismemiz
yemek yememiz zor olabiliyor (23), Bu program 6gle arasi yerine
daha genis bir zamanda yapilabilir (25), Egitim programi 6gle arasi
yerine ayr1 bir giinde olmali (26)

Oturum siiresi daha uzun olmal1 (26)

Daha sik oturumlar daha hatirlatici ve kalici olur diye diisiiniiyorum
(1), Daha sik araliklarla olmasini isterdim (5), Daha sik biraraya
gelinebilirdi (23), Oturum siklig1 3-4 giine bir olmal1 (26)

Oturum sayisinin artmasi igerigin daha ayrintili konusulmasi igin
bir firsat olabilir (1), Oturum sayist daha fazla olabilirdi (6),
Oturum sayis1 yetersiz (11), Oturum sayist arttirtlmali (16)

Bu calismalarin bireysel oturumlarla zenginlestirilmesi gerekiyor

Ev ddevlerini yapmaya kendim firsat bulamadim. Oneri: zaman
olup burada yapilsa daha iyi olabilirdi (2), Ev 6devlerini de bu
zaman i¢inde yaparak hem unutmanm Oniine gegeriz hem de
egitimin hemen ardindan daha faydali bir sekilde yapariz (25)

3. Egitim programinin uygulanma
zamant (6gle arasi)

4. Egitim programinin uygulanma
giinii (Cargsamba)

5. Bir oturum siiresi (1 saat)

6. Oturumlarin sikligi (haftada bir)

7. Toplam oturum sayist (8
oturum)

8. Oturumlarin icerigi ve akisi

9. Egiticinin konuyu aktarmadaki
becerisi

10. Egiticinin egitim sirasindaki
tutum ve davraniglari

11. Egitim swrasindaki  bireysel
caligmalar )

12. Egitim sirasindaki grup
calismalari

13. Ev 6devleri

14. Oz takip araglar

Elimizde kaynak bulunmasini isterdim (5), Kendi not tuttugumuz
araglar yerine basili olabilirdi (6)

15. Okuma Onerileri
TARTISMA

Stres yonetimi ve sorun ¢ézmeyle ilgili sekiz haftalik
bir psikoegitim programimin etkisini sinamak
amaciyla yapilan bu ¢alismada, verilen egitimin aile
hekimligi asistanlarinin saglik davraniglar1 ve sorun
¢ozme puanlarmi olumlu yonde etkiledigi ortaya
konmustur. Bununla birlikte, egitim bitiminde
istatistiksel olarak anlamli olmasa da tiikenmislik
puanlart olumlu yonde degisirken algilanan stres
puaninin artmasi, bunun olumlu stres olarak
algilandigini diisindiirmiistiir. Bir miktar stres ya da
olumlu stres, 6zellikle is ortamlarinda bireyin

becerisine ve is gdrme giiciine yardimci olan bir
cosku, bir enerji seklinde bireye fayda
saglayabilmekte, psikososyal gelisim igin gerekli
olabilmektedir.>®> Caligmamizla uyumlu olarak,
Gunasingam ve arkadaglar1 yaptiklar1 prospektif
randomize kontrollii ¢aligmada (2015), birinci yil
hekimlere, calistiklar1 hastanede iki haftada bir,
mesai sonrasi yaklagik bir saat, dort oturumdan
olusan bir girisimde bulunmugslar ancak tiikenmiglik
puanlarinda anlamli bir iyilesme elde
edememislerdir.3
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Osmipa-Krammer ve arkadaglari (2003), 23
aile hekimligi asistaniyla yaptiklar1 ¢aliymada ROM
(Respiratory-one  method) nefes egzersizinin
duygusal tiikkenme puanlarinda meditasyona benzer
iyilesme gosterdigini saptamiglardir’’. Feld ve
arkadaslar1 (2006), profesyonel gelisim igindeki bir
girisim programinin asistanlarin 6zfarkindaliklarini
ve duygularin1 aragtirma isteklerini arttirdigini
bulmuslardir. Bu program acik tartisma ve sorun
¢ozmeyi iceren 11 oturumdan olugmustur ve
giindem maddelerini grup belirlemistir.® Gardiner
ve arkadaslarinin (2004), 85 Avusturalyali aile
hekimine verilen stres reaksiyonu, psikoegitim,
gevseme teknikleri ve biligsel miidahaleyi iceren 15
saatlik bir stres yonetimi egitiminin etkisini
degerlendirdikleri ¢aligmada, kursun baglangicin
takip eden 12 haftalik siirede katilimcilarin isle ilgili
stres diizeylerinde anlamli azalma, genel iyilik
halleri ve yasam kalitelerinde ise artma
saptamuslardir.®® Krasner ve arkadaslar1 (2010),
iletisim ve kigisel farkindalik konularinda yogun bir
egitim programinin birinci basamak hekimlerin
iyilik hali, psikolojik distresi, tikenmisligi ve
hastalarla iligki kurma kapasitesine etkisini
aragtirmiglardir. Goniilli 70 birinci  basamak
hekimine 8 haftast yogun faz (2,5 saat/hafta, art1 bir
tam giin (7 saat)) ardindan 10 ay siirdiirme faz1 (2,5
saat/ay) olacak sekilde egitim vermisler ve
baslangicta, 2., 12. ve 15.ayda degerlendirme
yapmislardir. Hem kisa, hem de uzun donemde
hekimlerin tiikenmiglik puanlarinda azalma, iyilik
halleri ve hasta merkezli bakim tutumlarinda
iyilesme goriilmiistiir.** Fortney ve arkadaslari ise
(2013), uzun siiren egitimlerde zaman sorunu
nedeniyle ¢alismadan ayrilan ¢ok fazla oldugu ve
kisa siireli egitimlerde de olumlu sonuglar
alinabildigi fikriyle ayni egitimin kisaltilmig (8
hafta) modifiye formunun etkisini aragtirmislardir.
Otuz birinci basamak hekimi ile yaptiklar
calismada, tilkenmiglik, anksiyete, stres, dayaniklilik
ve sevecenlik (merhamet) bagliklarii igeren
kisaltilmig farkindalik egitiminden sonra kursa
katilan birinci basamak klinisyenlerinin duygusal
tikenme, duyarsizlasma ve algilanan stres puan
ortalamalarinda anlamli azalma, kisisel basar1 puan
ortalamalarinda anlamli artma saptamislardir (1.
giin, 8.hafta, 9. ayda).*! Bu ¢alisma ile uyumlu olarak
caligmamizda egitimden sonra duygusal tiikenme ve
duyarsizlasma puan ortalamalarinda azalma, kisisel
basar1 puan ortalamasinda artis bulunmustur. Bu
degisimlerden sadece kisisel basar1 puaninin 2.
aydaki artisi istatistiksel olarak anlamlidur.

Calismamizin, egitim iceriginin daha ¢ok
biligsel diizeyde olmasi, sadece bir oturumun
gevsemeye yonelik uygulamalar icermesi algilanan

stres, duygusal tikenme ve duyarsizlasma
puanlarinda  degisikliklerin ~ anlamli  boyutta
olmamasinin nedeni olabilir. Bir diger nedeni,
Ergin’in  saglik personeline yonelik norm
calismasina gore; c¢aligma grubunun ortalama
duygusal tilkenme ve duyarsizlagsma diizeylerinin
zaten diisiik ve normal smirlarda olmasi olabilir.
Ayrica, calisilan 6lgeklerden sadece duyarsizlasma
Olceginin yasanilan stresle iliskili bulunmasi, stres
(oliim, hastalik, kaza, ayrilik vb.) yasadigini bildiren
grubun duyarsizlasma puaninin anlamli olarak daha
diisiik olmas: dikkat ¢ekicidir. Oliim, hastalik, kaza,
ayrihik vb. gibi olaylarin empati ve merhamet
duygularini arttirarak bu etkiyi yaratmis olabilecegi
diisiiniilebilir.

Katilimeilarin  egitim sonunda verdikleri
geri bildirimler genel olarak olumlu bulunmustur.
Acik uglu geribildirimler incelendiginde grubun
kalabalik ve tanidik olmasimin kigisel yasantilar ile
iligkili paylagimlar1 azalttig1, kisisel yogunluklar
nedeniyle 6ztakip araci kullanma ve ev 6devi yapma
konusunda sikinti yasandigi belirlenmistir. Egitim
programi1 ile ilgili geribildirimlerde egitim
programinin uygulanma zamani (6gle arasi) ve
oturumlarm siklig1 (haftada bir) ifadelerinden alinan
ortalama puanlar en digiiktir. Ac¢ik uglu
geribildirimler incelendiginde, egitimin  6gle
arasinda yapilmasinin bazi rotasyonlarda calisma
saatinin 0gle arasina sarkmasi, yemek ve kisisel
ihtiyaclar i¢in gereken zamanin kisitlanmasi
nedeniyle ayr1 bir stres kaynagi yarattigi
disiiniilmiistiir. Egitim programinin genel olarak
yararli oldugu ancak daha sik, daha uzun, daha ¢ok
olmasi, Ogle arasi yerine daha genis zaman
dilimlerinde yapilmasi yoniinde goriis bildirilmistir.
Ogle arasi planlanmasinin nedeni bu programim
haftada iki giin 6gle arasi yapilan formal egitim
programmna  entegre edilip edilemeyecegini
smamakti. Ancak didaktik egitimlerden farkli
oldugu icin 6gle arasinin uygun olmadifi, mesai
sonrasi veya hafta sonlar1 daha uzun oturumlar
seklinde planlanabilecegi diisiniilmiistiir.

Calismanin 6. ayinda yapilan
degerlendirmede, katilimcilarin %80,7’sinin
egitimden sonraki siiregte egitim ile ilgili
aragtirmaya, Ogrenmeye devam etmesi olumlu
olarak degerlendirilmistir. Ancak herhangi bir
girisimde bulunan grubun stres yonetimi ve saglikli
yasam bicimi davraniglart toplam puanlarinin
bulunmayan gruba gore anlamli olarak daha diisiik
¢tkmast dikkat c¢ekici bulunmustur. Stres yonetimi
ve saglikli yasam bi¢imi konularinda kendini
gelistirme ihtiyac1 hisseden, dolayisiyla puanlar
daha diisiik olan katilimcilarin girisimde bulunmus
olabilecekleri diistiniilmiistiir.
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Bu c¢aligmayla, aile hekimi asistanlariin
stres  algilari, tikenmislik diizeyleri, saglik
davraniglar1 ile sosyal sorun ¢dzme becerileri
degerlendirilmis ve talep edenlere geri bildirim
verilerek farkindalik yaratilmigtir. Asistanlar normal
egitim programinda yer almayan, kendileri ve
hastalar1 icin kullanabilecekleri bir egitim alarak
bilgi ve becerilerini arttirmislardir. Bununla birlikte,
verilen psikoegitimin kisa ve uzun ddnemdeki
olumlu etkileriyle ve asistanlarin geribildirimleriyle
bu konudaki egitim gereksinimi ortaya konulmustur.

Her arastirmada oldugu gibi g¢alismanin
kisitli yonleri de vardir. Bir kismi kullanilan
yontemlerin 6zelliklerine bagli olan kisitliliklar:

1.Egitimi veren kisi ile arastirmacinin ayni
kisi olmasi (egitici ve egitim ortaminin tanidik
olmasimin degisikligin ortaya ¢ikaracagi etkileri ve
karigtirict faktorleri azaltacagi da diistiniilebilir),

2.Kullanilan egitim yonteminin,
asistanlarin aligik olduklarindan farkli bir ders
isleme siirecini gerektirmesi (farkli bir yontem
denenmediginde deneysel calismanin  da
olamayacagi gercegi ve genelde deneysel
¢aligsmalarda durumun boyle olmast),

3.Kontrol grubunun olmamast (bagka
yerlerde egitim alan aile hekimligi asistanlarinin
stres faktorlerinin farkli olabilecegi, c¢alisma
grubunun  ikiye  boliinerek  kontrol  grubu
olugturulmasi durumunda ise siire¢ igerisinde egitim
alan grubun bekleyen grubu etkileyebilecegi 6n
goriilerek c¢alisma kendi kendine kontrollii olarak
yapilmustir),

4 Asistanlarin  deneysel bir ¢aligma
yiriitiildiiginden haberlerinin olmasi, kendilerinden
olumlu ydnde degisim umduklari varsayiminda
olmalar1 ve bu beklentiyi bosa ¢ikarmamak igin 6zel
bir ¢aba i¢ine girme olasiliklart (Hawhortne etkisi),

5.Her ne kadar aydinlatilmig onam alinsa da
ast-iist iliskisi nedeniyle asistanlarin g¢aligmaya
katilim konusunda kendilerini zorunlu hissetmis
olabilecekleri,

6.Bir kism1 eve verilse de asistanlarin ¢ok
fazla anket doldurmak durumunda kalmalarinin
verilen cevaplari etkilemis olabilecegi.

SONUC

Sonug olarak, aile hekimligi asistanlarina verilen
sekiz saatlik stres yonetimi ve sorun ¢ézme igerikli
psikoegitimin, hem kisa (iki ay), hem de uzun (alt1
ay) donemde olumlu etkileri goriilmiistiir. Kisisel
basari, tinsellik, beslenme, fiziksel aktivite, saglik
sorumlulugu, kisileraras: iligki, stres yOnetimi,

yonelim, ¢6ziim, saglikli yasam bigimi davranislari
toplam, sosyal sorun ¢6zme toplam Olgek puan
ortalamalarinin  egitim Oncesine gore anlamh
degisim gosterdigi; izlem doneminde, tinsellik,
beslenme, kisilerarast iligki, stres yonetimi, yonelim,
saglikli yasam bi¢imi davraniglar1 toplam ve sosyal
sorun ¢ozme toplam puanlarindaki degisimin
anlaml farkliliginin devam ettigi gorilmdistiir.
Ancak, uygulanan egitim programi asistanlarin
algilanan stres, duygusal tiikenme ve duyarsizlagsma
puanlarinda olumlu ydnde degisime yol agmasina
karsin bu farklilik istatistiksel olarak anlamli
bulunmamistir.

Asistanlarda stres, tiikkenmiglik, saglikli
yasam davranislari konularinda durum tespitinden
ote daha cok girisimsel caligmalara gereksinim
oldugu goz oOniline alindiginda bulgularimizin
konuyla ilgili yapilmasi planlanan egitim veya
girigimler i¢in umut verici ve yol gosterici olacagi
disiiniilmiistiir. Uygulamaya veya arastirmaya
yonelik oneriler asagida siralanmistir:

1.Uygulanan egitim programi
geribildirimlerle gelistirilip, daha uzun dénem
etkileri kisithiliklar1 en aza indirecek yontemlerle
smanabilir.

2.Bundan sonra yapilacak girisimlerde,
oturumlarm bir kisminin giindeminin katilimcilar
tarafindan  belirlenmesi, gevsemeye  yoOnelik
etkinlikler eklenmesi, pekistirme ve giiclendirme
icin belirli araliklarla ek oturumlar yapilmasi
planlanabilir.

3.Stres yoOnetimi, sosyal sorun ¢Ozme,
saglikli yagsam aliskanliklart ile ilgili etkili egitim
programlar1 gelistirilip, bu egitim programlariin
uzmanlik egitim miifredatina yerlestirilmesi ile ilgili
calismalar yapilabilir.

4 Bireyi giiclendirmeye yonelik
girigimlerin yani sira kurumsal diizeyde girigsimler
yapilabilir.
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The Relationship Between Participation in Mammography Screening
Program and Health Literacy

Mamografi Tarama Programia Katilim ve Saglik Okuryazarlig1 Arasindaki iliski
Osman Ozkan Keskin™, Cigdem Caglayan’
ABSTRACT

Background/Aim: Breast cancer is the most common type of cancer in women around the world. This study aimed to determine the
factors that affect participation in a mammography screening program, and analyze the effect of health literacy on women’s level of
participation in this program.Methods: The study was planned as a case-control study. Women aged 40-69 years were included in the
study. The cases consisted of women who had never participated in the mammography screening program before, and controls
consisted of women who had participated in the mammography screening program in the last two years. The study used Turkey
Health Literacy Scale and a data form that included questions about participants’ sociodemographic characteristics and reasons for not
having participated in the screening program. The data were collected in a family health center and the Cancer Early Diagnosis
Screening and Training Centers (CEDSTC) between April and June 2017 during individual interviews.Results/Findings: A total of
619 individuals (case group: 212; control group: 407) participated in this study. The scores of the women that had not participated in
the mammography screening program on health literacy scale (29.2+6.8) were lower than that of the women that had participated in
this program (33.7+4.8) (p<0.05). In logistic regression analysis, having benign breast diseases (OR: 0.04) and breast cancer history of
their family (OR: 0.36) and friends (OR: 0.22) decrease the risk of avoiding mammography screening. This risk of not participating in
screening was higher among the women that were working in jobs bringing income to them (OR: 1.74). In addition, the numerical
variables, health literacy score (OR: 0.84), age (OR: 0.96) and number of children (OR: 0.62) increased, the risk of not participating in
the screening program was found to decrease.Conclusion: Improving health literacy in women is a factor that positively affects
participation in breast cancer screening program. It is also necessary to plan support for women in working life to increase
participation in the screening programs.

Keywords: Mammography, Screening Program, Health Literacy

OZET

Giris/Amac: Meme kanseri, diinyada kadmlarda en sik goriilen kanser tiiriidiir. Bu galismada, kadinlarin ulusal meme kanseri tarama
programina katilimini etkileyen faktorleri belirlemek ve saglik okuryazarliginin katilim tizerindeki etkisini incelemek amaglanmustir.
Yontem: Calisma, olgu kontrol ¢alismasi olarak plandi. Calismaya, 40-69 yas arasindaki kadmlar dahil edildi. Olgular daha once
tarama programina katilmamis kadinlardan, kontroller ise son iki yil igerisinde meme kanseri tarama programina katilan kadinlardan
olusuyordu. Arastirmada, Tiirkiye Saglik Okuryazarhigi Olgegi ve katilimeilarin sosyodemografik 6zellikleri ve tarama programina
katilmama nedenleri hakkinda sorular igeren bir veri formu kullanilmustir. Veriler Nisan-Haziran 2017 aylan arasinda bir aile saghg:
merkezi ve Kanser Erken Teshis, Tarama ve Egitim Merkezi (KETEM)’nde yiiz yiize goriisme yontemi ile toplanmustir. Bulgular:
Calismaya toplam 619 kisi (olgu grubu: 212; kontrol grubu: 407) katilmigtir. Saglik okuryazarligi 6lgeginde meme kanseri tarama
programina katilmayan kadinlarm skoru (29,2 + 6,8), tarama programa katilanlarin skorundan daha diisiiktii (33,7 + 4,8) (p <0,05).
Lojistik regresyon analizinde, iyi huylu meme hastaliklarina sahip olma (OR: 0.04), ailede (OR: 0.36) veya arkadaslar1 arasinda meme
kanserinin goriilmesi (OR: 0.22) durumunda meme kanseri taramasina katilmama riskinin azaldigi saptandi. Bu risk, gelir getirici
islerde ¢alisan kadinlarda yiiksek saptandi (OR: 1.74). Ek olarak, numerik degiskenler olan saglik okuryazarligi skoru (OR: 0.84), yas
(OR: 0.96) ve gocuk sayismin artis1 (OR: 0.62), tarama programma katilmama riskini azalttig1 saptandi.Sonu¢: Kadinlarda saglik
okuryazarligimm gelistirilmesi meme kanseri tarama programi katilimina olumlu etki yapan bir faktordiir. Ayrica tarama programia
katilimi artirmak i¢in ¢aligma hayatindaki kadinlara y6nelik desteklerin planlanmasi gereklidir.
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1. INTRODUCTION

Breast cancer is the most common cancer type
in women around the world regardless of
countries’ development levels.! Similarly, one
out of every 4 cancer-diagnosed women in
Turkey has breast cancer.? Each year,
approximately 1.7 million breast cancer cases
are reported around the world. The incidence
of breast cancer keeps increasing in developing
countries due to prolonged lifespan, increased
urbanization, and adoption of the western
lifestyle.> The World Health Organization
(WHO) encourages a comprehensive breast
cancer control that includes prevention, early
diagnosis, treatment, rehabilitation and
palliative care in the context of cancer control
programs.*

Breast self-examination (BSE), clinical
breast examination and mammography
screening are used for an early diagnosis of
breast cancer.” Mammography screening is the
most effective method that can be used to
diagnose breast cancer at early stage usually
before any symptom is described by physical
examination.>®  Mammography  screening
programs have been used for 30 years or
longer in developed countries.” In Turkey,
national standards for breast cancer screening
were published in 2004 for the first time.
Within the scope of the National Breast Cancer
Screening Program, women aged between 40
and 69 years are given the opportunity to go
through a free mammography every two years
at the Cancer Early Diagnosis Screening and
Training Centers (CEDSTCs).®

Studies conducted in different countries
found that participation in mammography
screening was affected by variables such as
sociodemographic  characteristics, personal
experiences and health literacy. These studies
also found that women who were married, had
a history of breast cancer, and had adequate
health literacy were more likely to participate
in screenings than women who were not
married and did not have a history of breast
cancer and did not have adequate health
literacy.>!®!!  Therefore, determining the
factors  that  affect participation in
mammography screening can create a basis to
develop strategies to encourage participation.
Health literacy is one of the key determinants
of health.”” Adequate health literacy is
described as the knowledge and the motivation
that will help individuals to access, understand,
assess, and use the knowledge about health.'?
Inadequate health literacy is associated with
more risky health preferences (e.g., smoking),

the management of chronic diseases (e.g.,
diabetes, hypertension, asthma and HIV /
AIDS), more frequent work accidents,
increased morbidity, and premature
death.!*!15:1617 Studies of the use of protective
services have shown that people with
inadequate health literacy use protective health
services such as breast cancer screening less
frequently!%-18:19:20,

This study aims to identify the factors
affecting participation in the National
Mammography Screening Program conducted
by CEDSTCs and to analyze the effect of
health literacy on participation in this program.

2. METHODS
2.1. The Design and Sample of the Study

The population of the study consisted of
women that were aged between 40 and 69
years, and were included in CEDSTC
screening program. This is a case-control
study. Since it is a negative situation not to
participate in screening, the women who had
not undergone mammography before were
included in the case group, and the women
who had mammography in CEDSTC in the
past two years were included in the control

group.

With the purpose of determining the effect
of health literacy on mammography screening
participation, the sufficient sample size was
calculated based on the power and sample size
formula is unmatched case-control studies.?! A
Turkish study that was conducted in 2014
demonstrated that 64.6% of the population had
limited health literacy.?? In a way to ensure
that the ratio of the control group to the case
group would be 2, limited health literacy
exposure was accepted to be 65% and the
Odds Ratio (OR) related to exposure was
accepted to be 2 within a confidence interval
of 95% and a power of 90%. Accordingly, the
study planned to have at least 176 persons in
the case group and at least 351 persons in the
control group. A total of 619 patients
participated in this study: 212 females were in
the case group, and 407 females were in the
control group.

The inclusion criteria for case group were
being aged between 40 and 69 years, having no
breast cancer diagnosis, declaring having never
had mammography before, being literate and
agreeing to participate in the study.

The inclusion criteria for the control group
were being aged between 40 and 69 years,
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having no breast cancer diagnosis, having had
mammography screening in CEDSTC in the
last two years, being literate and agreeing to
participate in the study.

2.2. Variables and Data Collection Tool

The dependent variable of the study was
participation in the mammography screening
program, and the main independent variable of
the study was health literacy. The other
independent variables are as follows: 1)
sociodemographic characteristics (age,
marriage, having children and the number of
children, education level, residence,
employment status, income level, social
security, 2) benign breast symptoms or disease,
3) breast cancer history in family or friends, 4)
breast self-examination, 5) mammography
recommendation, and 6) the reasons for not
participating in screening.

For the assessment of health literacy, the study
used Turkey Health Literacy Scale-32 (THLS-
32) that was adapted from the European Health
Literacy Scale and consisted of 32 Likert-type
questions. General health literacy was grouped
as "insufficient / problematic / sufficient /
excellent" based on the scores obtained on the
scale. The “insufficient” and ‘“problematic”
groups together formed the “limited” group.
The reliability and validity study of the scale
was performed on literate people (Cronbach's
Alpha: 0.927). In addition to the health literacy
scale, the study used the data collection form
that was created by the researchers.

2.3. Data Collection

The researchers selected a family health center
in Izmit city center and the CEDSTC where
the mammography screening was performed to
contact the women in case and control groups.
The distance between two centers was
approximately 250 meters. The data were
collected between April and June 2017. The
women that met the inclusion criteria were
informed about the survey. Then, the data were

collected by the researcher during individuals
interviews with women who agreed to
participate in the survey using the survey form.

2.4. Approvals

Ethical approval required for the study was
obtained from Kocaeli University’s Ethical
Committee. Also, administrative approval was
obtained from Kocaeli Public Health
Directorship.

2.5. Statistical Analysis

All statistical analyses were performed using
SPSS version 20.0 (SPSS Inc, Chicago, IL,
USA). Mann-Whitney U test was used to
determine the relationship between the
dependent variable and age, number of
children, and the score on health literacy since
the wvariables did not have a normal
distribution. The chi-square test was used for
categorical data, and ORs were calculated with
a confidence interval. Variables with a p-value
of < 0.05 on univariate analysis were included
in the model for multivariate analysis, and a
multiple binary logistic regression analysis was
conducted with them. Multiple logistic
regression was conducted using backward
elimination method to assess the predictors of
participation. The significance level was
accepted to be p< 0.05 for all analyses.

3. Results/Findings

A total of 619 participants (212 females in the
case group and 407 females in the control
group) participated in this study. The mean age
of the case group was 47.6 = 8.5 years, and
that of the control group was 50.8 + 7.3 years.
The mean number of children was 2.1+1.2 in
the case group, and 2.5+1.2 in the control
group. The mean age and number of children
were lower in the case group than in the
control group (p< 0.05). Categorical variables
which may affect mammography screening
program are presented in Table 1.
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Table 1. A comparison of the characteristics of case and control groups

Cases Controls Crude OR*
n % n % (95%CI)

Marital Status Married 190 89.6 | 378 92.9 0.66

Not married 22 104 |29 |71 (0.37-1.18)
Children Yes 187 88.2 | 377 |92.6 |0.59

No 25 118 [30 |74 | (0.34-1.04)
Educational Level Iliterate/Primary 81 382 | 189 | 464 | 0.71

school graduate (0.51-1.00)

Higher education 131 61.8 | 218 53.6
Social Security Yes 206 97.2 | 402 98.8 2.34

No 6 28 |5 12 | (0.71-7.76)
Working Status Yes 66 31.1 | 88 21.6 1.64%*

No 146 68.9 | 319 |78.4 | (1.13-2.38)
Income level Less than income 75 354 | 115 28.3 1.39

Equal/More 137 64.6 292 |71.7 | (0.97-1.98)
Residence Province/County 210 99.1 | 395 97.1 3.19

Town/Village 2 09 |12 2.9 (0.71-14.39)
Benign Breast Yes 23 10.8 | 36 8.8 1.25
Symptoms No 189|892 371 912 |(0.72:2.18)
Benign Breast Yes 1 0.5 74 18.2 0.02**
Disease No 201|995 333 | 818 |(0.00-0.15)
Breast Cancer Yes 15 7.1 89 21.9 0.27**
History in Family 197|929 318 |78.1 | (0.15-048)
Breast Cancer Yes 27 12.7 | 163 40.0 0.22%%*
History in Friends '\, 185 | 873 | 244 |60.0 |(0.14-034)
Knowledge of BSE Yes 140 66.0 | 309 75.9 0.62%*

No 72 340 |98 [241 |(0.43-088)
Doing regular BSE Yes 38 179 |73 17.9 0.99

No 174 82.1 | 334 | 821 | (0.65-1.54)
Mammography Yes 139 65.6 | 277 68.1 0.89
Recommendation No 73 344 [ 130 | 319 | (0.63-127)

*Chi-Square Test **Statistical significance: p<0.05

Of the women in the case group (the ones who
did not participate in the mammography
screening program), 89.6% were married and
88.2% had children while 61.8% graduated
from high school or had a higher degree. There
was no statistically significant difference
between the case and control groups (p>0.05).
Of the women in the control group (the ones
who participated in the mammography
program), however, 18.2% had a benign breast
disease and 21.9% had a history of breast

Keskin and Caglayan, TIFMPC www.tjfmpc.gen.tr 2019; 13 (4)

cancer in their family while 40% had a friend
with breast cancer. The score of the women
who participated in screening was significantly
higher than that of those who did not (p<0.05).

BSE knowledge had a statistically significant
difference between the participants in case and
control groups, and the women who underwent
mammography were better informed about
BSE (75.9% and 66.0% for the women that did
and did not participate in mammography,
respectively) (p<0.05). Moreover, the rate of
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working women was significantly higher
among the women that did not participate in
screening than those who did (31.1% and
21.6%) (p<0.05).

Health literacy levels of case and control
groups based on the score obtained from
THLS-32 scale are shown in Table 2.

Table 2. Participant Women’s Health Literacy Level
Health Literacy Cases Controls p Crude OR
n % n % (95%CI)
Insufficient Problematic 59 278 |8 2.0
Sufficient 80 37.7 | 183 459 0.000%*
Excellent 71 335 | 194 47.7
2 0.9 22 54
Limited 139 65.5 | 191 47.9 0.000* | 2.15
(Insufficient+Problematic) (1.53-3.04)
Score (Mean +SD) 29.246.8 33.744.8 0.000**

*Chi-Square Test **Mann-Whitney U

The Health Literacy Scale score of the women
who had participated in the mammography
screening program was higher than those who
had never participated in it (p<0.05). A
categorical analysis of the scores showed that
limited health literacy was 2.15 times higher in
the individuals that had never participated in
mammography program than those who did.

Variables that were statistically significant in
univariate analysis and had an estimated effect
on screening program participation was
included in the model to perform logistic
regression analysis, and the analysis results are
shown in Table 3.

Table 3. Logistic regression analysis of variables that were statistically significant in
univariate analysis

Cases (Non-attenders) Controls (Attenders) n o

n (%) (%) OR (95% CI)

. Yes | 66 (31.1) 88 (21.6) 1.74 (1.05-2.88)*
Working Status No | 131 (61.8) 218 (53.6) 1.000
Benign Breast Yes | 1(0.5) 74 (18.2) 0.04 (0.01-0.32)*
Disease No 211 (99.5) 333 (81.8) 1.000
Breast Cancer Yes | 15(7.1) 89 (21.9) 0.36 (0.18-0.69)*
History in Family No | 197(92.9) 318 (78.1) 1.000
Breast Cancer Yes | 27(12.7) 163 (40.0) 0.22 (0.13-0.37)*
History in Friends No 185 (87.3) 244 (60.0) 1.000
Yes | 140 (66.0) 309 (75.9) 0.67 (0.42-1.06)

BSE Knowledge No | 72 (34.0) 98 (24.1) 1.000

Mean +Sd Mean +Sd
Age (years) 47.648.5 50.8+7.3 0.96 (0.93-0.99)*
Number of children 2.1£1.2 2.5%1.2 0.62 (0.51-0.75)*
Health Literacy 292468 3374438 0.84 (0.80-0.88)*
Score

*»<0.05 Sd: Standard deviation R’: 0.443

The results of logistic regression analysis in
Table 3 show that the risk of not participating
in mammography screening was reduced by
having a history of breast cancer in family
(OR: 0.36) or in friends (OR: 0.22) or having
benign breast disease (OR: 0.04). The risk of
not participating in mammography screening
was increased by being employed (OR: 1.74).

Keskin and Caglayan, TIFMPC www.tjfmpc.gen.tr 2019; 13 (4)

Health literacy score (OR: 0.84), age (OR:
0.96) and the number of children (OR: 0.62),
which are all numerical variables, decreased
the risk of not participating in screening
program.

The reasons that women in the case group did
not participate in the screening program are
presented in Table 4.
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Table 4. The reasons for not participating in screening program

n %
Having No Breast Symptom/Disease 120 56.8
No time 100 47.2
Not caring 96 453
Not knowing that mammography is necessary 22 10.4
A painful procedure 21 9.9
Fear of cancer 17 8.0
Worried that mammography can be harmful 15 7.1
Belief that one is too young for it 8 3.8

* More than one is chosen

The most common reasons stated by the
participants ~ were  having no  breast
symptoms/not having the disease (56.8%),
being unable to find time (47.2%) and not
caring about this issue (45.3%).

4. DISCUSSION

A review of the relevant literature indicated
that this is the first Turkish study that
examines the relationship between community-
based cancer screening program participation
and health literacy in Turkey. The strengths of
the study were collecting data during
individual interviews, the questions being
asked to 619 women, and exceeding the target
number in both groups. Case and control
groups were not matched based on age, and the
women who were aged between 40 and 69
years were included in the study. The aim of
the researcher was to ensure similarity in
education level, and it was observed that the
women with similar literacy levels had
distinctive levels in health literacy. However, it
is probable that more disadvantaged slices of
the society were neglected in the study due to
the fact that case and control groups consisted
of individuals that went to a health institution,
and that both groups had the condition of being
literate to fill out the health literacy scale.

It is important to understand potential
benefits, harms, alternatives, and uncertainties
of being a subject in this practice when
deciding to participate in a screening program.
To this end, health literacy of individuals plays
a major role in health decisions. Our study
showed that adequate health literacy is a
variable that increases participation in
screenings. In literature, similar results are
found by previous studies that examined this
relationship. A study conducted with people
from Hispanic origin on the relationship
between undergoing mammography and health
literacy found that inadequate health literacy
was related to fewer ~mammography
screenings.!® A study by Fernandez et al. found

that the probability of having had
mammography in the last two years was higher
of the women with adequate health literacy.?
A study conducted with women who came to a
breast clinic and were over 40 years old found
that limited health literacy was related to
avoiding a screening.?* A study by Scot et al.
conducted with people who were registered in
Medicare and a study by Guerra et al.
conducted with people from Latin origin both
found that individuals with inadequate health
literacy were at a greater risk of not having a
mammography.?>?

Breast symptoms and diagnosed benign
breast disease may affect women’s motivation
to use services for their problems. According
to Andersen, this variable which is called a
“perceived necessity” affects service users
directly.?® Our study found that having benign
breast disease encouraged individuals to
participate in screenings. Similarly, personal
breast disease history was related to
participation in screenings in a study by
Luengo et al.’” A study by Lagerlund et al.
found that the probability of not participating
screening was three times higher in women
who did not have breast problems than those
who had breast problems.’

Women who have breast cancer in their
family or encounter these problems in their
social circle may tend to participate in this
program more as a result of higher awareness.
Our study showed that having family members
and friends who have been diagnosed with
breast cancer increased participation in
screenings. Similarly, a history of breast
cancer in the family was related to
participation in mammography screening in
other studies as well. 2%

Being employed brings the advantage of
being an individual that is open to social
interactions, but it may also create a
disadvantage of using one’s own spare time,
such as participating in mammography
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screening. There are several studies in the
relevant literature showing that being
employed makes a positive effect on
participation in screenings.”**?® On the other
hand, our study found that working women’s
rate of participation in ~mammography
screening was lower. Approximately half of
the women who did not participate in
screening stated as a reason that they could not
find time, which was a supportive finding for
the result of our study.

In our study, aging and having more
children were variables found to increase
participation in the screening program.
Participation may be affected by the following
reasons: the number of younger women in
professional life is higher than that of the older
women, therefore they cannot find time or they
perceive low risk; women with many children
contact family doctors more than other women
due to child monitoring. A study assessing
community-based mammography screening
participation by McNoe et al. found that age
was not a factor in determining the difference
between the women who did and did not
participate in screening.3! A study by
Lagerlund et al. found a positive relationship
between participation in screening and not
having any children or having five or more
children.’

This study also questioned the reasons for
not participating in screening of the women
who had not participated in screening program
with the purpose of determining women’s
perceptions of barriers before the service as
well as the points that need to be intervened.
The three common reasons stated by women
for not participating in mammography
screening program were not having a breast
problem (56.8%), not having time (47.2%) and
not caring about this issue (45.3%). Similar
findings were found in previous studies, too.
The most frequent reason stated by women in
the study by Yildirim et al. was not knowing
that mammography was necessary (43.6%).3
A study by Leong et al. performed in
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l}alcah Hastanesine Basvuran Hastalarin Bitkisel
Uriun/Ila¢ Kullanma Ahskanhklar:

Herbal Drug Usage Habits of Patients Who Came to Balcal1 Hospital of
Cukurova University

Yusuf Karatas’, Aykut Pelit’, Zemzem Oztiirk’, Neslihan Pinar®

ABSTRACT

Introduction: In recent years, herbal products or drugs have been used consciously or unconsciously in our country as well as all over the
world. These irrational uses can have consequences until death, without threatening human health. Although herbal products or medicines
have beneficial aspects, harmful effects can also arise if not used rationally. The aim of the study to evaluate the herbal drug usage habits of
patients who came to Balcali Hospital of Cukurova University. Material and Method: This study had a descriptive design and face-to-face
survey method was used. The data consisted of questions evaluating herbal product / drug use habits. SPSS software was used for statistical
analysis. Results: Of the survey respondents 66% were female, while 34% were male, and 38% of them were college/university graduates.
In the case of influensa, colds or other illnesses, using rate of herbal remedies was 43% instead of going to a health facility. Reported herbal
remedies include mint, lemon, thyme, herbal teas, fennel, chamomile, garlic, canton, lime and ginger. The most reported sources of
information about herbal products or medicines, was the internet 44%. Conclusion: Many patients do not have enough knowledge about
herbal medicines. When they arrive at the hospital they do not know that their doctor may interact with the drugs they will write recipes. It
may be useful to inform the public about the effective, safe use of herbal products or medicines in order to minimize drug-plant interactions
or potential side effects.

Keywords: Herbal drug, patients, herbal-drug interactions
OZET

Giris: Bitkisel iiriin veya ilaglar son yillarda tiim diinyada oldugu gibi iilkemizde de bilingli veya bilingsizce kullanilmaktadir. Bu akilci
olmayan kullanimlar sonucu insan saglig: tehdit altinda olup dliimle bile sonuglanabilmektedir. Bitkisel {irlin veya ilaglarin faydali yonleri
olmasina ragmen, rasyonel kullanilmadig1 takdirde zararl etkiler ortaya ¢ikabilmektedir. Bu galismada Cukurova Universitesi Balcali
Hastanesi'ne gelen hastalarin bitkisel ilag kullanim aliskanliklarmin degerlendirilmesi amaglanmigtir. Materyal ve Metod: Tanimlayici
tipteki bu ¢alismada, yiiz yiize anket yontemi kullanildi. Veriler, sosyo-demografik 6zellikler ve bitkisel iiriin/ila¢ kullanma aligkanliklarini
degerlendiren sorulardan elde edildi. Verilerin analizinde SPSS paket programi kullanildi. Bulgular: Ankete katilanlarin %66’s1 kadin,
%34’1 erkek olup, %381 oraninda iiniversite mezunu idi. Grip, soguk alginlig1 veya diger hastaliklarda saglik kurulusuna gitmek yerine
bitkisel tedaviyi denerim diyenlerin orant %43 idi. Bitkisel tedavi i¢in, nane, limon, kekik, bitkisel ¢aylar, rezene, papatya, sarimsak,
kantaron, thlamur ve zencefil tercih edilmekteydi. Bitkisel {iriin veya ilaglar hakkinda bilgi edinme kaynaklar1 soruldugunda en fazla %44
oraninda internet olarak yanitlanmisti. Sonug¢: Birgok hasta bitkisel iiriin ve ilaglar konusunda yeterli bilgiye sahip degildir. Hastaneye
geldiklerinde doktorlarinin yazacaklari ilaglarla etkilesme olabilecegini bilmemektedirler. Bitkisel iiriin veya ilaglarin etkin, glivenli
kullanimi hakkinda, ilag-bitki etkilesmelerini veya potansiyel yan etkilerini en aza indirmek amaciyla halkin bilgilendirilmesi yararli olabilir.

Anahtar kelimeler: Bitkisel ilag, hastalar, bitki- ilag etkilesimi
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GIRiS

Diinyada, bitkisel iiriinlerin veya ilaglarin kullanima,
20. yiizyilin ikinci yarisinda dramatik bir sekilde
artmastir. Geleneksel  tedavi  yontemlerine
yonelinmesinin sonucu olarak, bitkisel ilaglara olan
ilginin yeniden canlanmistir. Giiniimiizde de bitkisel
iiriinleri ve/veya ilaglari kullanan insan sayist diinya
capinda hizla artmaya devam etmektedir. Ayrica
cesitli saglik sorunlarinin tedavisinde bu iriinlere
veya ilaglara bagvurulmakta ve bunlarin sonucu
saglik hizmetlerinde sikintilar ortaya
cikabilmektedir.'

Bitkisel tedavilere yogun istek ve ilginin
artmasi, bitkisel ilaglarin gelismis {ilkelerde sadece
eczanelerde  degil, son zamanlarda gida
magazalarinda ve stipermarketlerde de
bulunabilmesini  saglamistir.  Geligmekte olan
ilkelerde yasayan diinya niifusunun = %80'i
geleneksel tibbi uygulamalari, kiiltiiriin ayrilmaz bir
pargasi olarak gormekte ve bu topluluklarda otlar,
bitkisel tibbi irlinler temel bir saglik kaynag: olarak
goriilmekte ve giivenilmektedir.>*

Tiim diinyada oldugu gibi Tirkiye’de de
bitkisel triin veya ilag kullanimlar1 yaygin bir
sekilde yapilmaktadir. Yapilmis bir ¢aligmada, halk
arasinda bitkilerin soguk algmligt gibi basit
rahatsizliklardan, kanser gibi oldukc¢a karmasik
hemen hemen her tiirlii rahatsizliga kars1 kullanildig:
belirtilmektedir.> Bitkisel iiriin kullanimi hastalik
gelismesini 6nlemek, devam eden tedaviye yardimci
olmak ve saglikli yagama katkida bulunmak amagh
kullanildig: gibi direkt hastalik tedavisinde de tercih
edilmektedir. Kronik hastaliklarda; bitkisel {iriin
kullanimma bagvuran hasta sayisi  oldukca
fazladir.®” Ayrica yaygin 6liim sebepleri arasinda yer
alan kardiyovaskiiler hastaliklarda da bitkisel {iriin
kullanildig1 calismalarda belirtilmistir.® Bitkisel
iriinlerle hekimlerin hastalarna yazdiklari ilaglar
arasinda bitkisel {iriin-ilag etkilesmeleri olabilecegi
veya sadece bitkisel {irlinliin kendisinin zararl
etkileri olabilecegi ifade edilmektedir. Yayinlanan
calismalarda belirtildigi gibi bitkisel iiriin veya
ilaglar faydali yonlerinin olmasina karsin akilcl
kullanilmadiginda  zararli etkileri de ortaya
cikabilmektedir.>'® Bu  ¢alisma,  Cukurova
Universitesi Balcali Hastanesine gelen hastalarin

bitkisel ilag kullanma aligkanliklarim
degerlendirmeyi amaglamistir.

MATERYAL VE METOD

Calismamiza Mayis - Temmuz 2018 tarihleri

arasinda Cukurova Universitesi Balcali Hastanesi
polikliniklerine gelen hastalar g¢aligmaya dahil
edildi. Calismanin izni Cukurova Universitesi
Girisimsel Olmayan Klinik Arastirmalar Etik
Kurulundan Temmuz 2017 67 nolu karar alindi.

Tanimlayici tipteki bu ¢aligmada, hastalarla ilgili
veriler anket formu kullanilarak elde edildi. On g
sorudan olusan anket, yiiz yiize anket ydntemi
kullanilarak uygulandi. Sorular sosyo-demografik
ozellikler ~ve  bitkisel {riin/ilag  kullanma
aliskanliklarin degerlendiren sorulardan
olusmaktaydi. Bitkisel iiriin kullanimu ile ilgili anket
sorular1 Tablo 1’de gosterilmistir.

Istatistiksel analizler; Anket verileri SPSS
bilgisayar programi ile degerlendirildi. Tanimlayici
istatistikler, siirekli degiskenlerde aritmetik ortalama
+ standart sapma olarak, kesikli degiskenler ise
ylizde (%) olarak tanimlandi.

BULGULAR

Toplam 419 hasta ile anket yapilmig, ankete
katilanlarin ~ %66°’s1  kadin,  %34’i  erkek
bulunmustur. Katilimeilarin =~ %41°1  {iniversite,
%37’si ortadgretim, %22’si ilkogretim mezunudur
(Tablo 1).

Katilimecilara hastalandiginizda ilk ne
yaparsiniz diye sordugumuzda evde var olan ilaglari
kullanirim diyenlerin oran1 %23, saglik kurulusuna
gitmeyi tercih edenlerin oran1 %68, bitkisel ilag
kullanirim diyenlerin oram1 %7, diger sikkini
secenlerin orant ise %2 bulunmustur (Tablo 1).

Grip, soguk alginlign veya diger
hastaliklarda saglik kurulusuna gitmek yerine
bitkisel tedaviyi denerim diyenlerin orani %43,
Bitkisel tedavi olarak ise nane, limon, kekik, bitkisel
caylar, rezene, papatya, sarimsak, kantaron, thlamur
ve zencefil olarak belirtmislerdir. Hayir diyenlerin
orant %40, bazen diyenlerin oran1 ise %17
bulunmustur (Tablo 1).

Tablo 1. Ankete katilanlarin sosyodemografik o6zellikleri,
bitkisel ila¢ kullanma aligkanliklari

n %

Cinsiyet Kadmn 276 66

Erkek 143 34
Egitim durumu Universite 172 | 41

Ortadgretim 155 37

[lkogretim 92 22
Hastalandiginizda ilk ne | Evdeki ilaglart | 96 23
yaparsiniz kullanirim

Saglik 285 68

kurulusuna

giderim

Bitkisel ilag | 30 7

kullanirim

Diger 8 2
Grip, soguk alginlig Evet 180 43
durumunda bitkisel tedavi
kullanir misiniz Hayr 168 40

Bazen 71 17
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Katilimcilara evde bulunsun diye bitkisel
tirlin alir misiniz diye soruldugunda; katilimcilarin
%357.9’u hayir, %26.8’1 evet, % 14.6’st bazen
yanitin1  vermistir. Erkeklerin  %82.6’s1  hayir,
%15.6’s1 evet, % 1.8’1 bazen yanitin1 vermistir.
Kadinlarin % 74.3’i hayir, %20.5’1 evet, %5.2’si
bazen yanitin1 vermistir (Tablo 2).

Tablo 2. Katilimcilarin evde bulunsun diye bitkisel
iiriin alma oranlari
Bazen Evet Hayirr Toplam

Erkek (%) 1.8 156 82,6 100
Kadin (%) 5.2 205 743 100
Toplam(%) 126 268 57.9 100

Katilimeilara bitkisel {iriin/ilaglarin  yan
etkilerinin olabilecegini biliyor musunuz? Diye
soruldugunda %59.8 oraninda evet, %34 oraninda
hayir, %6.2 gibi ¢ok az bir oranda ise bazen
cevabinin verildigi bulunmustur. Erkeklerin %45.9,
kadinlarmn = %28.1'1 hayr, erkeklerin  %48.6's1,
kadmlarin %66.2'si evet demistir (Tablo 3).

Tablo 3. Bitkisel iiriin ya da ilaglarin yan etkilerinin
olabileceginin bilinmesi durumu

Bazen Evet Haywr Toplam

Erkek (%)

55 48.6 45.9 100

Kadm (%) 57 66.2 28.1 100

Toplam (%) 62 59.8 34.0 100
TARTISMA

Bu bireylerin hastalikta ilk olarak bitkisel tedavi
denemeleri bitkisel iriinlere bagvurmanm o6nceligi
ve Onemini gostermektedir. Yapilan calismalarda,
gectigimiz on yil i¢inde diinyada geleneksel tibbin
kullanimina karsi bir ilgi ve merak canlanmis,
Cin’de geleneksel tibbin, tiim saglik hizmetlerinin
yaklasik %40’in1 olusturdugu, Sili’de niifusun
%71’inin ve Kolombiya’da niifusun %40’ 1nin
benzer  hekimlik  ydntemlerini kullandig1
bildirilmistir. Hindistan’da kirsal alandaki niifusun
%65’1, temel saglik hizmetleri ihtiyaclarini
karsilamak igin geleneksel tip yOntemlerini
kullanmaktadir.!!

Ulkemizde ve diinyada bitkisel iiriin
kullanim1 gilin gectikce artmaktadir. Grip, soguk
alginlig1 veya diger hastaliklarda saglik kuruluguna
gitmek yerine bitkisel tedaviyi denerim diyenlerin
orant %43, hayir diyenlerin orani %40, bazen
diyenlerin orani ise %17 bulunmustur. Yapilan
calismalarda alternatif tedaviler cogunlukla agri, st
solunum yolu enfeksiyonlari, anksiyete ve
depresyon tedavisi igin tercih edilmigtir.'>!3
Calismamiza katilan bireyler ise bitkisel tedavi
olarak nane, limon, kekik, bitkisel ¢aylar, rezene,

papatya, sarimsak, kantaron, thlamur ve zencefil
olarak belirtmislerdir. Ulkemizde bitkisel {iriin
gesitliliginin  olmasi bu {irlinlere ulagimi da
kolaylastirmaktadir.

Katilimcilara evde bulunsun diye bitkisel
iirtin alir misiniz diye soruldugunda %76.6’s1 hayir,
%18.7’si evet , %4.7’si ise bazen cevabi vermistir.
Tibbi bitkilerin aktarlarda ya da marketlerde
bulunmasi1 ve ulagilmasmin kolay olmasi da
almmasmi  kolaylastirir.  Calismamizda evde
bulunsun diye bitkisel {iriin alanlarin orani oldukg¢a
fazladir. Yapilan bir ¢alismada su an igin herhangi
bir hastaligi bulunan bireylerde bitkisel iiriin satin
alma diizeylerinin diger bireylerin satin alma
davranislarina gore daha yiiksek bir seviyede oldugu
ortaya ¢ikmistir. Ayrica herhangi bir kronik hastaligi
bulunan bireyler bitkisel iiriinleri digerlerine gore
daha  fazla oranda satin  alma  niyeti
sergilemektedirler.'* Bu durum bireylerin kronik
hastalikla karsilastiklarinda bitkisel iirlin
kullanimmin da buna bagl olarak arttig1 seklinde
yorumlanabilir.

Katilimeilara bitkisel iriin/ilaglarin  yan
etkilerinin olabilecegini biliyor musunuz? diye
soruldugunda %59.8 oraninda evet, %34 oraninda
haywr, %6.2 gibi ¢ok az bir oranda ise bazen
cevabinin verildigi bulunmustur. Bu durum
bireylerin bitkisel iriinlerin yan etkileri olabilecegi
konusunda yeterli bilgiye sahip olmadigi seklinde
yorumlanabilir. Bitkisel tedavilerde karsilagilan en
onemli sorunlar, bitkilerin farkli aktif maddeler
icermesi nedeniyle diger ilaglarla etkilesimlerinin ve
yan etkilerinin tam olarak bilinmemesidir.!%!
Bitkisel friinlerin, bitkinin dogru  kisminin
toplanmasindan, etkili maddelerinin saptanmasina,
agir metal ve mikroplarin bulas denetimlerinden
irin haline getirilmesine ve kullanimina kadar
gerekli bilgi ve titizlikten yoksun olunmasi halinde
cok sayida saglik riski olusturacagi
belirtilmektedir.!”13

SONUC VE ONERILER

Bitkisel tirtin kullanim1 ve 6zellikle kronik hastalig:
olan bireyler tarafindan ilaglarla birlikte kullanim
siklig1 giderek artmaktadir. Bitkisel {iriinlerin
icerigindeki aktif maddeler, ilaclarla
farmakodinamik ve farmakokinetik asamalarda
etkilesmeye  girerek  ilaclarin  farmakolojik
etkilerinde artma veya azalmaya, istenmeyen yan
etki ve toksik etkiler goriilmesine neden olabilirler.
Bu etkilesmeler 6zellikle terapotik indeksi dar olan
ilaglarda daha 6nemlidir. Hekimler hastalarina ilag
regete ederken bitkisel {riin kullanimini mutlaka
sorgulamali ve olusabilecek bitkisel {iriin-ilag
etkilesmeleri konusunda bilgi vermeli, etkililigi ve
glivenliligi klinik  kontrollii aragtirmalarla
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kanitlanmamis  bitkisel ~ iriinleri  kesinlikle
dnermemelidir. '

Birgok hasta bitkisel ilaglar konusunda
yeterli  bilgiye sahip degildir.  Hastaneye
geldiklerinde doktorlarinin yazacaklar1 ilaclarla
etkilesme olabilecegini bilmemektedirler. Bitkisel
irin veya ilaglarin etkin, giivenli kullanimi
hakkinda, ilag-bitki etkilesmelerini veya potansiyel
yan etkilerini en aza indirmek amaciyla halkin
bilgilendirilmesi yararl olabilir.

Bitkisel iiriinlerin kullaniminin ¢ok hizli bir
sekilde artmasiyla karsilagilan problemler sadece
tilkemize 6zgii degildir. Fakat gelismis iilkeler bu
soruna hizli reaksiyon vererek, mevzuatlarini
hazirlamig ve saglik c¢alisanlarint bu {irtinler
hakkinda egiterek bu problemleri en aza
indirmislerdir. Almanya ve Cin’de tibbi bitkisel
iriinler gerekli egitimi almis doktorlar tarafindan
recete edilebilmekte ve saglik giivencesi sistemi bu
receteleri 6demektedir.

Ulkemizde de bu iiriinleri tavsiye edecek
hekimler fitoterapi dersleri alarak bitkisel iiriinler ile
ilgili yetkinlik kazanmali, bu {rlinlerin dogru
yerlerden temini igin hastalarini
yonlendirebilmelidir. Eczacilar ise bitkisel tiriinlere
karg1 daha ilgili ve bu konudaki sorulara yanit
verebilmeye hazir olmali, eczanelerinde bu iiriinleri
bulunduruyorlarsa hastalarin bu iiriinleri bilgisiz ve
sadece ticari amaglarla satan insanlardan teminini
engellemelidirler. Eczacilik fakdilteleri ve tip
fakiilteleri birlikte c¢alisarak, klinik c¢alismalarla
ozellikle endemik bitkilerin etkinlikleri ve diger
ozellikleri ile ilgili caligmalar1 arttirmalidir.

Bir diger 6nemli husus ise bitkisel iiriinlerin
tireticiden tiiketiciye ulasana kadar her asamada
kalitesinin saglanmasidir. Bu amagla o6ncelikle
iireticiler egitilmeli, dogru tiirlerin uygun sartlarda
iretilmesi saglanmali ve bu bitkilerin istenilen
kisimlarinin dogru zamanda, dogru sekilde toplanip,
hijyen kosullarna uygun big¢imde depolanmasi
saglanmalidir. Analiz laboratuvarlart kurularak
toplanan bitkisel trlinler analiz edilmeli, uygun
olmayan {iriinlerin piyasaya ¢ikmasi engellenmeli ve
gesitli  cezalarla uygun  olmayan  iiretimi
engellenmelidir. 19. ylizyildan beri siiren aktar
sorunu ¢6ziilmeli, hicbir egitim almayan kisilerin bu
iiriinleri satmas1 engellenmeli ve aslinda yasak olan
endikasyon belirterek tibbi amagli bitkisel droglarin
satist Saglik Bakanligi tarafindan ¢ok ciddi bir
sekilde denetlenmelidir.

Son olarak bitkisel {irtin kullaniminin
sadece saglikla alakali bir durum olmadigini ve bu
irinlerin kullanimimin sosyal ve kiiltiirel boyutu
oldugunu  da  unutmayarak, tim = saglik
profesyonelleri tarafindan durum ciddiye alinmali ve

gerekli bilgilendirme yapilarak, hastalarin sagliginin
zarar gormesi engellenmelidir. '
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How Much I Am Aware of Human Papilloma Virus (HPV)?

Human Papilloma Viriisiin (HPV) Ne Kadar Farkindayim?

Derya Kaya Senol*

ABSTRACT

Objective: Cervical cancer which is the third leading cancer among females worldwide is one of the most common cancers with poor
prognosis among females particularly in developing countries. This study was carried out as a descriptive study with the aim of determining
the knowledge, attitudes and opinions of women about cervical cancer and HPV vaccine. Methods: The study was conducted with 186
women who applied to Gynecology and Obstetrics Clinic of Cankiri State Hospital due to gynecological reasons, who had not been previously
diagnosed with cancer and who agreed for participation between October and December 2018. Data collection form included questions about
the women's demographic, obstetric and gynecological histories, knowledge and attitudes toward cervical cancer and HPV vaccine. Results:
Of the women included in the study, 41.4% were between ages 35 and 50, 52.2% were graduates of elementary school, 96.8% had social
security and 74.7% were housewives. 48.9% of the women were detected to have knowledge about cervical cancer and the best-known
protection method against cervical cancer (36.6%) was detected to be regular vaginal examination / pap-smear test. 16.1% of the women
stated that they had heard of Human papilloma virus (HPV), of them, 80% (n:24 knew that HPV causes cervical cancer. Almost all women
(93.0%) reported that they did not accept HPV vaccination for their daughters. The rate of being aware of cervical cancer, prevention methods,
early diagnosis tests increased as the education level of women increased, and being volunteer for cervical smear sampling for screening
purpose was found to be higher among women graduates of elementary school and above 35 years (p <0.05). Conclusion: Educations should
be planned in order to increase the awareness of women about cancer prevention and HPV vaccine by taking the age and educational status
of women into consideration.

Key words: Human papilloma virus(HPV), HPV vaccine, cervical cancer, awareness
OZET

Amag: Diinyada kadin kanserleri arasinda {iglincii sirada yer alan serviks kanseri; 6zellikle gelismekte olan iilkelerde, kadinlarda en sik
goriilen ve prognozu kotii seyreden kanserlerden biridir. Bu ¢alisma kadinlarin rahim agzi kanseri ve HPV agis1 hakkinda bilgi, tutum ve
goriislerini belirlemek amaciyla tanimlayici olarak yapildi. Yontem: Arastirma Ekim -Aralik 2018 tarihleri arasinda Cankir1 Devlet Hastanesi
Kadm Hastaliklar1 ve Dogum poliklinigine jinekolojik nedenlerle basvuran, daha 6nce kanser tanis1 almayan ve arastirmayi kabul eden 186
kadinla yiiriitiildii. Veri toplama formu; kadinlarin demografik, obstetrik, jinekolojik dykiileri ile rahim agzi kanseri ve HPV asisina yonelik
bilgi ve tutumlarini belirlemeye yonelik sorulardan olusmaktadir. Bulgular: Arastirma kapsamina alinan kadmlarin %41,4’iiniin 35-50 yas
araliginda oldugu, %52,2’sinin ilkdgretim mezunu, %96,8’inin sosyal giivencesinin oldugu ve %74,7’sinin ev hanimi oldugu belirlendi.
Kadmlarin %48,9’unun rahim agzi kanseri hakkinda bilgi sahibi oldugu ve rahim agzi kanserinden korunmada en yiiksek oranda (%36,6)
bilinen yontemin diizenli vaginal muayene/pap-smear testi oldugu saptandi. Kadmlarin %16,1’i Human papilloma viriisinii (HPV)
duyduklarmni ifade ettiler. Human papilloma viriisiinii (HPV) duyduklarini ifade eden kadinlari %80°i (24 kadin) HPV’nin rahim agzi
kanserine neden oldugunu bilmekteydi. Kadmnlari tamamima yakint (%93,0) kizlarina HPV agis1 yaptirmay: kabul etmedigini belirtti.
Kadmlarin egitim seviyesi arttik¢a rahim agz1 kanseri, korunma yollari, erken tan1 saglayan testleri bilme oranlarinin arttigi, tarama igin
ornek aldirma davraniglarmin ilkdgretim mezunu ve 35 yas iistii kadilarda daha yiiksek oldugu(p<0.05) saptandi. Sonu¢: Kadinlarin
kanserden korunma ve HPV asis1 konusunda farkindaliginin artmasi ile davranis degisikligi olusmasi i¢in kadinlarin yas ve egitim durumlari
g0z Oniinde bulundurularak egitimler planlanmalidir.

Anahtar kelimeler: Human papilloma viriis (HPV), HPV asisi, rahim agzi kanseri, farkindalik
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GIRiS

Diinyada kadin kanserleri arasinda 3. sirada yer alan
serviks kanseri 6zellikle gelismekte olan iilkelerde
kadinlarda en sik goriilen ve prognozu kotii seyreden
kanserlerden biridir.! Giineydogu Asya, Latin
Amerika ve Sahra alti Afrika gibi az gelismis
iilkelerde Human PapillomaVirus’e (HPV) bagh
hastalik yiikii ve rahim agzi kanserinin yiiksek
olmasi en onemli halk saglifi sorunlarindan biri
olarak belgelendirilmektedir.>** Ulkemizde ise
serviks kanseri, tiim yas grubu kadinlarda goriilen
kanserler arasinda 9. sirada yer alirken, 25-49 yas
grubundaki kadinlarda en sik gériilen 5. kanserdir.’
Birden fazla cinsel partner, cinsel aktivitenin erken
yasta baslamasi, paritenin artmasi, erken yasta
evlilik ve ¢ocuk dogurma, kotii kisisel hijyen, diisiik
sosyo-ekonomik durum, 5 yil veya daha uzun siire
boyunca hormonal kontraseptif kullanimi, mevcut
veya Onceden cinsel yolla bulagan enfeksiyon ve
sigara igmek rahim agz1 kanseri igin risk
faktorleridir.®” Cinsel yolla bulasan yaygin bir
enfeksiyon olan insan papilloma virisii (HPV),
rahim agz1 Kanserinin birincil nedenidir.®insan
papilloma viriisii (HPV) serviks, vulva, vajina,
penis, aniis ve orofarenkste kalic1 infeksiyon ve
kansere neden olmaktadir.! HPV, servikal kanserle
iliskisi kesin olarak saptanmig Parvovirus ailesinden,
¢ift sarmalli, =zarfsiz bir DNA viriisidiir.
Tanimlanmis 200’den fazla tipi olmakla birlikte
HPV tip 16 ve 18 kanserlerin yaklastk % 70-
80'ninden sorumlu tutulmaktadir.??

HPV ve serviks kanseri arasindaki baglanti,
aragtirmacilart serviks kanserinionleyici etkin bir
asmin bulunmasi iizerine yogunlastirmigtir. HPV
asist konak hiicreleri infekte etmeden, HPV’yi
nétralize eden  humoral antikorlar1  agiga
¢ikarmaktadir.'® Amerika Birlesik Devletleri Gida ve
flag 1idaresi (FDA) tarafindan 2006 yilinda
onaylanan HPV asisi, rahim agzi kanserinin primer
Onlenmesi igin en biiyiik firsati sunmaktadir.!!
Kuadrivalen ( tip 6, 11, 16 ve 18’e etkili) ve Bivalen
(tip 16 ve 18’¢ kars1 etkili) olmak iizere iki formu
bulunan HPV asisinin 9-15 yas araligindaki kiz
¢ocuklarina uygulanmasi onerilmektedir. Her iki
HPV asisinin altt aylikk zaman diliminde 3 doz
seklinde uygulanmas: tavsiye edilmektedir.'? Diinya
Saglik Orgiiti'ne (WHO) gore, HPV'ye Kkarsi
asilama, rahim agz1 kanserinin 6nlenmesinde temel
bir stratejidir.!?

Servikal kanser tarama programlart rahim agzi
kanserlerinin erken evrede tanilanmasi ve Olim
oranlarini azaltmak i¢in son derece dnemli olmasina
ragmen’® tarama programlarinin eksikligi, saglik
bakimina sinirli erigim, belirli davranigsal faktorleri
etkileyen kiiltiirel degerler, sosyal ¢evre ve inanglar
diinyanin farkli bdlgelerinde yasayan kadinlarda
prevalans1 etkilemektedir.! Gelismis iilkelerde
kadinlarin % 85'i yagamlarinda en az bir kez Pap
smear testi yaparken, az gelismis iilkelerde bu oran

sadece % S'tir. Kadinlarda rahim agz1 kanseri
taramasinin cinsel aktiviteye baslamasindan ii¢ yil
sonra yapilmasi onerilmektedir. ABD'de 21 yasinda
ve Avrupa'da 25 yasinda baslamasi tavsiye
edilmektedir. Tiirkiye'de Ulusal Rahim Agz1 Kanseri
Taramasi Standartlari, 30 ila 65 yaslar1 arasinda her
bes yilda bir tekrarlayan taramalar yapilmasini, son
iki HPV veya Pap-smear testi negatif olan 65
yasindaki  kadinlarda  taramanin  kesilmesi
onerilmektedir.'*!® Rahim agz1 kanserinin primer
onlenmesi, HPV infeksiyonunun dnlenmesi yoluyla
gerceklestirilir. Riskli cinsel aktiviteden uzak durma,
tek eslilik veya %100 koruma saglayan kondom
kullanimi, tarama programlar1 ve HPV asilama
farkindaligmmm artirlmast HPV  infeksiyonunu
énlemede esastir.'® Bu galigma kadinlarin rahim agz1
kanseri ve HPV asis1 hakkindaki bilgi, tutum ve
goriiglerini belirlemek amacryla yapildi.

GEREC VE YONTEM

Arastirmanin Evreni ve Orneklemi: Tanimlayic
tipte olan arastirmanin evrenini Subat-Nisan 2019
tarihleri arasinda Cankirt Devlet Hastanesi Kadin
Hastaliklar1 ve Dogum poliklinigine jinekolojik
nedenlerle basvuran kadmlar olusturdu. Ornekleme
arastirmanin planlandig: tarih araliginda, jinekolojik
nedenlerle poliklinigine bagvuran, arastirmaya
katilmay1 kabul eden ve daha Once rahim agzi
kanseri tanis1 almayan186 kadin dahil edildi. Veriler
aragtirmaci tarafindan literatiir taranarak
olusturulmus veri toplama formu ile toplandi. Anket
sorularmin anlasilabilirligini saptamak i¢in 6nce 30
kadmna uygulandi. Pilot asamada sorularla ilgili
herhangi bir sorun bildirilmedigi i¢in anket oldugu
sekilde kullanildi. Veri toplama formu; kadinlarin
demografik, obstetrik, jinekolojik dykiileri ile rahim
agz1 kanseri ve HPV agisina yonelik bilgi ve
tutumlarin1 belirlemeye yonelik olup toplam 32
sorudan olusmaktadir. Kadinlar ¢alisma hakkinda
bilgilendirildikten sonra ¢aligmay: kabul edenlere
anket formunda bulunan sorular soruldu ve veriler
arastirmaci tarafindan toplandi.

Arastirmanin Etik Yonii: Aragtirmaya baslamadan
Once caligma amacg, yontem ve veri toplama
araclarin1 igeren bir rapor, Cankir1 Karatekin
Universitesi Etik Kurulu’na sunuldu (Karar
No:2018/53. Tarih: 12.10.2018). Etik kurul onayi
alindiktan sonra arastirmanin yapilacagi Cankirt
Devlet Hastanesi’nden yazili izin alindi. Elde edilen
arastirma  verilerinin, katilimcilarin  isimlerini
kullanmadan bilimsel amagl olarak kullanilacag ve
yaymnlanacagi bireylere agiklandi ve Helsinki
Bildirgesi'ne uygun olarak sozlii onam alind1.

Verilerin Degerlendirilmesi: Istatistiki analizler
SPSS paket programimda yapildl. Istatistik
anlamlilik olarak p<0.05 alindi. Tanimlayici
istatistikler (frekans, yilizdeler, ortalamalar ve
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standart sapmalar) Orneklemde ana degiskenleri
tanimlamak i¢in kullanildi. Kadimnlarin  bazi
ozelliklerine gore rahim agzi kanser bilgi diizeyleri
ve farkindaliklarini karsilagtirmak icin Ki-kare testi
kullanildi.

BULGULAR

Arastirmaya alinan kadmlarin % 45,2’sinin 35 yas
altinda, %41,4’iintin 35-50 yas aralifinda oldugu,
%52,2’sinin ilkdgretim mezunu, %96,8’inin sosyal
giivencesinin oldugu ve %74,7’sinin ev hanimi
oldugu belirlendi. Kadmlara gelir durumlan
soruldugunda biiyiik g¢ogunlugundan (%68,3)
gelirlerinin giderlerine denk oldugu cevabi alinirken,
sigara kullanma orani %16,7 olarak saptandi.

Tablo 1’de kadmlarin obstetrik ve jinekolojik
ozelliklerine  yonelik bulgulara yer verildi.
Kadmlarin  %63,0’lintin  1-3 arasinda gebelik
gecirdigi, %79,6’sinin 1-3 arasinda dogum yaptigi,
%30,8’inin ¢esitli nedenlerle diigiik ve/veya kiiretaj
geecirdigi belirlendi. Kadinlarin ilk adet yasi
13,441,5 (min:9, maks:18) idi. Kadmnlarin ilk gebelik
yaslar1 soruldugunda %34,2’sinin ilk gebeligini 19
yas ve altinda gegirdigi ve %9,6’smin evde dogum
yaptig1 saptandi. Arastirma kapsamima alinan
kadmnlarin  %37,6’sinin  aile planlamasit yontemi
kullanmadigi, %26,9’unun ise etkin olmayan
yontemleri kullandigi belirlendi. Kadinlara daha
onceden oral kontraseptif kullanma durumlarn
soruldugunda  %23,7’sinin  ¢esitli  siirelerde
kullandig: saptandi (Tablo 1).

Tablo 1. Arastirma grubunun jinekolojik ve obstetrik ozellikleri

Ozellikler N %
. Hig gebelik gegirmemis 19 10,2
Gebelik sayis1 13 117 63.0
4 ve lizeri 50 26,8
Hi¢ dogum yapmamis 19 10,2
1-3 148 79,6
Dogum sayisi 4 ve tizeri 19 10,2
Diisiik/Kiiretaj (n:167) Var 37 30.8
Yok 83 69.2
Evde dogum (n:167) Var 16 9,6
Yok 151 90,4
ik gebelik yas1 (n:167) 19 yas ve alt1 57 34,2
20 yas ve lizeri 110 65,8
Kullanmiyor 70 37,6
Kondom 26 14,0
Kullanilan aile planlamasi1 RiA 26 14,0
yontemi Oral kontraseptif 5 2,7
Tiip ligasyonu 9 4,8
Geri ¢ekme 50 26,9
Daha énce oral kontraseptif Var 44 23,7
kullanimi Yok 142 76,3
Toplam 186 100

RIA: Rahim ici arag
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Tablo 2. Arastirma grubunun rahim agz1 kanseri hakkkindakibilgi diizeyine iliskin ézellikleri

Ozellikler N %
Ailede rahim agz1 kanser tamis1 Var 15 8,1
alan Yok 171 91,9
. . . Var 91 48,9
R.ah.lm agz1 kanseri hakkinda Yok 95 511
bilgi
Rahim agz kanserinden Biliyor 81 43,5
korunma yollarini bilme Bilmiyor 105 56,5
HPV asis1 7 3,8
Rahim agzi kanserinden Diizenli pap-smear testi 68 36,6
korunmada bilinen yontem Diizenli doktor muayenesi 52 28,0
(n:81)* Az dogum yapmak 4 2,2
Erken yasta dogum yapmamak 11 5,9
Kanser belirtilerini bilmek 24 12,9
Genital bolgenin temiz tutulmasi 20 10,8
Rahim agz kanserinin Biliyor 36 19,3
belirtilerini bilme durumu Bilmiyor 150 80,7
Rahim agz Kkanserinin bilinen Su gibi, kanla bulasik vaginal akint1 16 444
belirtileri (n:36)* Adetler arasinda kanama 23 63,9
Cinsel iligki sirasinda kanama 20 55,6
Bel ve karim agrisi 8 22,2
Toplam 186 100

*Birden fazla se¢enek isaretlenmistir.

Arastirma kapsamina alinan kadinlarin %8,1’inin
ailesinde (anne, anneanne, babaanne, teyze, hala)
rahim agzi kanseri tanisi alan bireyler oldugu
belirlendi. Kadimnlarin %48,9’u rahim agzi kanseri
hakkinda bilgi sahibi iken, %56,5’i “Rahim agzi
kanserinden korunma yolu var midir?” sorusuna
“Bilmiyorum” cevabin1 verdi. Rahim agzi
kanserinden korunmada en yiiksek oranda (%36,6)

bilinen yontem diizenli vaginal muayene/pap-smear
testi olarak saptandi. Rahim agzi kanserinin
belirtilerini bilenlerin oran1 %19,4 iken en ¢ok
bilinen ilk i¢ belirti sirasi ile adetler arasinda
kanama (%63,9), cinsel iliski sirasinda kanama
(%55,6) ve ince, su gibi, kanla bulasik vaginal akint1
(%44,4) idi (Tablo 2).

Tablo 3. Arastirma grubunun rahim agz1 kanserinden korunma ve HPV agsis1 hakkindaki bilgi

diizeylerine iligkin ozellikleri

Ozellikler N %
Rahim agzinizdan siiriintii/ornek  Aldiran 96 51,6
aldirma durumu Aldirmayan 90 48,4
Yilda bir 29 30,2
X . . _ 3 yildabir 12 12,5
Rahim agzindan 6rnek aldirma sikhgr 4 yilda bir 10 10,4
(n:96) Sadece 1 kez 45 46,9
Human  papilloma viriisi  (HPV) Evet 30 16,1
hakkinda bilgi Hay1r 156 83,9
Rahim agz1 kanseri /HPV asis1 hakkinda Evet 20 10,8
bilgi Hay1r 166 89,2
Evli kadinlar 7 35,0
HPV asis1 uygulanmasi gereken grup Cinsel aktif herkes 12 60,0
(n:20) Adolesan/ergen kizlar 1 5,0
- Evet 13 7,0
Kizina HPV agis1 yaptirmayi diisiinme Hayr 173 93.0
Toplam 186 100
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Arastirmaya dahil edilen kadinlarin rahim
agzinizdan = siiriintii/6rnek  aldirma  durumlar1
incelendiginde %51,6’smmin 6rnek aldirdigi, 6rnek
aldirma sikliklar1 soruldugunda %10,4’{inlin 5 yilda
bir diizenli olarak 6rnek aldirdigi, %46,9’unun ise
tim yasami1 boyunca sadece 1 kez aldirdig
belirlendi. Kadmlarin %16,1’i Human papilloma
viriisiinii (HPV) duyduklarini ifade ettiler. Human
papilloma viriisiinii (HPV) duyduklarimi ifade eden
kadmlart %80’ (24 kadin) HPV’nin rahim agr

kanserine neden oldugunu bilmekteydi. Rahim agz1
kanseri /HPV asisint  duyup duymadiklarn
soruldugunda ise asinin ¢ok az oranda (%10,8)
bilindigi ve cinsel aktif herkese (%60,0) asi
yapilmasi gerektigi ifade edildi. “Kiziniza HPV agisi
yaptirmay1 diislinlir miisiiniiz?” sorusuna ise
kadinlar1 tamamina yakini (%93,0) “Hayir” cevabi
verdi. Bunun nedeni soruldugunda da as1 hakkindaki
bilgi eksikligi sebep gosterildi (Tablo 3).

Tablo 4. Arastirma grubundaki kadinlarin egitim diizeylerine gore rahim agz1 kanserinden korunma ve

HPV’ye iliskin bilgi diizeylerinin karsilastirilmasi

[Ikogretim Lise Universite p
n % n % n %
Rahim agz1 kanseri hakkinda Evet 380 369 24 511 29  80.6 0.001*
bilginiz var mi1? Hay1r 65 63.1 23 48.9 7 19.4 )
Rahim agz1 kanserinden korunma Evet 32 311 23 489 26 727 0.001*
yolu var mi1? 4
Hayir 71 699 24 511 10  28.8
Rahim agz1 kanserine erken tani Evet 31 301 21 447 24 66.7 0.001*
koyan bir test var m1? )
Hayir 72 699 26 55.3 12 333
Rahim agzinizdan hig siiriintii/6rnek Evet 62 60.2 23 48.9 11 30.6 0.008*
aldirdiniz m1? ’
Hay1r 41 39.8 24 51.1 25 69.4
Human papilloma viriisiinii (HPV) Evet 7 6.8 11 23.4 12 333 0.001%
hi¢ duydunuz mu? )
Hayir 96  93.2 36 76.6 24  66.7
*Pearson Ki-kare
alismada {iiniversite dilizeyinde egitim alan aligmada 35-50 yas arasi olan kadinlarin 35 yas alt1
Calig y g $ yas yas

kadmlarin, ilkdgretim ve lise diizeyinde mezun olan
kadinlara gore rahim agzi kanseri, korunma yollari,
erken tani saglayan testler hakkinda istatistiksel
acidan anlamli diizeyde daha yiiksek oranda bilgi
sahibi oldugu saptandi (sirasiyla p=0.001, p=0.001,
p=0.001). Tarama icin 6rnek aldirma davraniglarinin
ilkdgretim diizeyinde egitim alan kadinlarda, lise ve
iniversite diizeyinde egitim alan kadinlara gore daha
yiiksek oldugu goriildii (p=0.008). Human papilloma
virlisii hakkinda ise genel anlamda bilgi diizeyinin
diisik oldugu ancak iiniversite mezunu olan
kadinlarda biraz daha yiiksek oranda oldugu goriildi
(p=0.001) (Tablo 4).

ve 50 yas usti olan kadinlara goére rahim agzi
kanserinde erken tani saglayan testler hakkinda daha
yliksek oranda bilgi sahibi oldugu goriildi
(p=0.026). Kadmlarin 6rnek aldirma davraniglarina
bakildiginda ise genel olarak 35 yas iistii kadmlarda
oranin istatistiksel olarak anlamli diizeyde yiiksek
oldugu goriildii (p=0.000). Katilimcilarin biiyiik
¢ogunlugunun da HPV hakkinda bilgi sahibi
olmadiklar saptandi (p=0.413).

Calismada kadimlarin gelir diizeyi, meslek, sosyal
giivence, sigara kullanimi gibi 6zelliklerine gore
serviks kanserinden korunma ve HPV’ye iligkin
bilgi diizeyleri karsilastirldiginda istatistiksel
acidan anlamli bir farklilhik saptanmadi (p>0.05)
(Tablo 5).
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Tablo S. Arastirma grubundaki kadinlarin yas seviyelerine gore rahim agzi1 kanserinden korunma ve
HPV’ye iliskin bilgi diizeylerinin karsilastirilmasi

35 yag alt1 35-50 yas arasi 50 yas tistii p
n % n % n %
Rahim  agzi  kanseri Evet 38 452 43 55.8 10 40.0 0.255%
hakkinda bilginiz var m1? Hay1r 46  54.8 34 44.2 15 60.0 )
Rahim agz1 kanserinden Evet 42  50.0 30 39.0 9 36.0
0.264*
korunma yolu var mi1?
Hayir 42  50.0 47 61.0 19 64.0
Rahim agz1 kanserine
erken tam1 koyan bir test Evet 26 310 40 >19 10 400 0.026*
var m1?
Hayir 58  69.0 37 48.1 15 60.0
Rahim agzmmizdan hig
stiriintii/6rnek  aldirdiniz Evet A2 33 (At 22 88.0 0.000*
mi? Hayir 65 774 22 28.6 3 12.0
Human papilloma ¢ 16 190 12 15.6 2 8.0
virlisini  (HPV)  hig ’ ’ ’ 0.413*
duydunuz mu?
Hayir 68  81.0 65 88.4 23 92.0

*PearsonKi-kare

TARTISMA

Herhangi bir hastalik hakkindaki toplumun bilgisi,
tutumu ve uygulamasi, hastaligin Onlenmesi ve
kontrol stratejileri i¢in 6nemli bir firsat sunmaktadir.
Rahim agzi kanseri, HPV ve HPV agist ile ilgili aym
cografi bolgedeki kadinlar arasinda bile sosyo-
kiiltiirel 6zelliklerden kaynakli farkl bilgi, tutum ve
engeller goriilebilmektedir. Her ne kadar HPV agis1
ve/veya tarama programlari rahim agzi kanserinin
erken tanisina firsat verse de az gelismis iilkelerde ve

saglik hizmetlerine yeteri kadar ulagamayan
kadmnlarda o6nemli bir saglik sorunu olarak
goriilmektedir.!

Calismada kadinlarin yaklasik yarisinin
rahim agzi kanseri hakkinda bilgi sahibi oldugu
ancak yarisinin da kanserden korunma yollarini
bilmedigi goriildii. Literatiirde kadmlarin servikal
kanser hakkindaki bilgi diizeyleri ile ilgili farkli
oranlar  bildirilmektedir. Ozan ve ark.nmn
caligmasinda kadinlarin %52,4’{iniin serviks kanseri
hakkindaki bilgi durumunun yetersiz oldugunu
belirtmistir.!” EBtyopya’da yapilan bir baska
calismada bu oran %46,3 olarak verilmistir.!® Kasa
ve ark.nin ¢aligmasinda ise kadinlarin % 23,1’inin
rahim agzi kanseri hakkinda bilgili sahibi oldugu
belirtilmistir.® Cin’de yapilan bir baska ¢alismada da
kadinlarin %45 ile %77 gibi degisen oranlarda rahim
agz1 kanseri hakkinda bilgi sahibi olduklar
belirtilmektedir.'** Ulkelerin gelismislik diizeyleri
ve kadinlarin saglik hizmetlerine ulasim

olanaklarina bagli olarak hastalik ile ilgili farkli
bilgi, tutum ve engeller goriilebilmektedir.

Rahim agz1 kanserinin erken ddnemde
tanilanmast i¢in yiiksek riskli lezyonlarin tespitinde
kullanilan Papsmear ve HPV test tabanli tarama
programlari  Onerilmekte ve uygulamaktadir.
Kadmlarin HPV testinin kabul edilebilirligini
etkileyebilecek bilgi ve tutumlarini belirlemek,
taramalarin farkindaligini artirmak ve
yayginlastirmak acisindan énemlidir.?! Arastirmada
kadmnlarin  %36,6’s1 tarafindan rahim agzindan
alman Ornegin kanserin erken tanilanmasini
saglayan bir yontem oldugunu bilinirken, bu amagla
%351,6’s1n1n 6rnek aldirdig, drnek aldirma sikliklar
soruldugunda sadece %10,4’liniin 5 yilda bir diizenli
olarak drnek aldirdigi belirlendi. Ulkemizde yapilan
bir bagka calismada ise kadinlarin %44,1’inin hig
Papsmear testi yaptirmadigi belirtilmektedir.??
Literatiir incelendiginde Aweke ve ark. Etyopya’da
yaptig1 caligmada kadinlarin % 9,9’u rahim agzi
kanseri igin tarama yaptirdigini belirtmektedir.!®
Kasa ve ark.nin ¢alismasinda ise bu oran % 7,3 idi.®
Jradi ve ark.nin calismasinda ise kadinlarin %
63,3'liniin rahim agz1 kanseri i¢in herhangi bir
tarama yontemi uygulamadiklari belirtilmektedir.!
Aragtirma sonuglari iilkelerin geligmiglik
diizeylerine bakilmaksizin kadinlarin rahim agz
kanseri hakkinda yeteri kadar bilgi sahibi olmadigini
gostermektedir.

Rahim agz1 kanseri hakkinda bilgi sahibi
olunmasi ve belirtilerin erken donemde fark edilmesi
hastaligin prognozu agisindan olduk¢a Onemlidir.
Caligmada rahim agzi kanserinin belirtilerini
bilenlerin oran1 %19,3 idi ve en ¢ok bilinen ilk {i¢
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belirti sirasi ile adetler arasinda kanama (%63,9),
cinsel iligki sirasinda kanama (%55,6) ve ince, su
gibi, kanla bulasik vaginal akinti (%44,4) idi.
Acikgdz ve ark.nin ¢aligmasinda serviks kanseri
belirtilerini bilmeyenlerin oran1 %37,5 ile %52,6
arasinda degismektedir.?? Kadinlarin rahim agzi
kanserinin belirti ve bulgulari, risk faktorlerine
yonelik farkindaliklarinin artmasi, kanserin erken
tanisi, tedavisi ve Onlenmesinde biiyiik Onem
tagimaktadir.

Calismada kadinlarin  %16,1’i Human
papilloma viriisii (HPV) hakkinda bilgi sahibi idi.
Human papilloma viriisiinii (HPV) duyduklarm
ifade eden kadinlart %80’i (24 kadin) HPV’nin
rahim agr1 kanserine neden oldugunu bilmekteydi.
Ozan ve arknin ¢alismasinda katilimeilarin
%33,6’sinin HPV’yi bildigi belirtilmektedir.!” Bir
baska calismada ise katilimcilarin sadece %15,9'u
HPV infeksiyonunu duyduklarini bildirmektedir.?
Literatiirde yapilan benzer ¢alismalarda da HPV'nin
rahim agzi kanserine neden olan bir ajan oldugu
bilgisine farkli oranlarda (%22,1-35,0)
rastlanmaktadir.'®?®  Benzer c¢alismalarda da
kadinlarin HPV’nin rahim agzi kanserinin nedensel
bir faktorii oldugunu bildiklerini bildirilmektedir.?*

HPV  infeksiyonu ve  prekanserdz
lezyonlara karsi taramalar giivenli ve oldukea etkili
bir strateji olmakla birlikte birkag faktor hastalik
riskini  artirabilmektedir.?>*  Sosyo-ekonomik
kosullar, kiiltiirel 6zellikler, iletisim engelleri, aginin
diisiik algilanan etkinligi, yan etkiler ve giivenlikle
ilgili endiseler asilanmanin kabul edilebilirligini
etkilemektedir.!! Arastirma kapsamma alman on
kadindan biri (%10,8) HPV asisin1 bildigini ve cinsel
aktif herkese (%60,0) asmin yapilmasi gerektigini
ifade etti. Ozan ve ark.nin ¢aligmasinda HPV agisini
bilen kadinlarin orani %44.,6 olarak
belirtilmektedir.!” Literatiirde katilimcilarin %13,3-
19,4 oraninda HPV agisinin rahim agzi kanserine
kars1 koruyuculugunun bildigini belirtilmektedir. '*2°
Dursun ve ark.nin ¢aligmasinda kadmlarin %45’
HPV’yi duyduklarin1 ve %41°i HPV ile serviks
kanserinin iligkili oldugunu bildiklerini
belirtmektedirler.?’

Ast sonuglart ile ilgili sinirli ebeveyn
bilgisi, saglik hizmeti sunucularinin 6neri eksikligi
ve tibbi bakima sinirli erisim dahil olmak iizere,
HPV asilarina karst sayisiz  engeller tespit
edilmistir.? Kiiresel olarak, 2017 itibariyle, 71 iilke
kiz ¢ocuklarimi ve 11 iilke erkek cocuklarimi HPV
infeksiyonuna kars1 asilamaktadir.?®?° HPV asis1
heniiz Tirkiye wulusal as1 takviminde yer
almamaktadir ve HPV as1 uygulamasi tamamen
ailenin istegine bagh ve tcretlidir. “Kiziniza HPV
asist yaptirmay1 diislinliir miisiiniiz?” sorusuna, ast
hakkindaki bilgi eksikligi sebep gosterilerek
kadinlar1 tamamia yakinm1 (93,0) “Hayir” cevabi
verdi. Dursun ve ark.nin ¢alismasinda anneler hem
kizlar1 (%68) hem deerkek cocuklari (%62) igin asty1
kabul edebileceklerini belirtmektedirler.?” Koreli-

Amerikali katilimcilarla yapilan bir bagka ¢alismada
ise, HPV asilamasmna iligkin olumsuz algi
bildirmistir.>® HPV agisinin 9-15 yas arahigindaki kiz
¢ocuklarina alti aylik zaman diliminde 3 doz
seklinde uygulanmas1 tavsiye edilmektedir.'?
Literatiirde 12 ila 26 yaslari arasinda en az bir
cocugu olan kadinlarin %50,7'si HPV asisim
kendilerine yaptirma konusunda istekli olduklarini
belirtirken?, servikal kanser tanisi alan kadinlarla
yapilan  ¢alismada  katilmcilarin = %78,3'0,
onerildiyse agilacagini belirtmektedir.!!
Ebeveynlerin HPV ve ag1 hakkinda bilgi eksikligi,
¢ocuklart igin as1 yaptirmay1 reddetmelerinin yaygin
bir nedenidir ve ebeveyn izni, yiiksek as1 oranimin
elde edilmesi igin sarttir.’*3! Ebeveynlere HPV
hakkinda yeterli ve dogru bilgi sunulmasi, asilanma
kararinin énemli bir belirleyicisidir.>

Calisma sonuglarina gore rahim agzi
kanseri, korunma yollari, erken tani saglayan testler
hakkinda bilgi sahibi olan kadinlarin orani iiniversite
diizeyinde egitim alanlarda daha fazla idi. Tarama
icin Ornek aldirma davraniglart ise ilkdgretim
diizeyinde egitim alan ve 35 yas Ustii kadinlarda
yliksekti. Pmar ve ark.nin ¢aligmasinda kadinlarmn
egitim durumu ile papsmear testini bilme ve
yaptirma durumlart arasindaki farklar anlamli
bulunurken?®?, Unalan ve ark.nin calismasinda da
egitim seviyesi ylikseldik¢e test hakkinda bilgi
diizeyinin de arttig1 belirtilmektedir.3* Alwahaibi ve
ark.nin c¢aligmasinda da benzer sekilde egitim
ylikseldik¢e kadinlarda servikal kanser ve tarama
davranislarinin artti1 goriilmektedir.’> Napolitano
ve arknin calismasinda da okuma yazma
bilmeyenlere kiyasla 11 yil veya daha fazla egitim
almis kadinlarin servikal kanser ve HPV hakkinda
bilgi sahibi olduklar1 belirtilmektedir.*® Chaka ve
ark.nin c¢aligmasinda egitim seviyesi yiikseldikge
kadinlarin servikal kanseri duyma oranlarmin da
yiikseldigi belirtilmektedir.>’” Gatumo ve ark.nin
calismasinda da egitim seviyesi diistiik¢ce kanser ve
korunma hakkinda bilgi seviyesinin de azaldigi
belirtilmektedir.®

Tiirkiye Niifus ve Saglik Aragtirmasi
(TNSA) 2013 verilerine gore egitim diizeyi ve
ortanca ilk evlenme yasi arasinda pozitif bir iliski
vardir. Lise ve lizeri egitim almis kadmlar igin
ortanca ilk evlilik yas1 24,6 iken, ortaokulu
tamamlamis kadinlarda 20,8, egitimi olmayan veya
ilkokulu bitirmemis kadinlarda ise 18,9’dur. Yas
araliklarina gore bakildiginda ortanca ilk evlenme
yas1 ilkokul mezunu 35-39 yas arasi kadinlarda 18,3,
40-44 yas aras1 kadmlarda 18,3, 45-49 yas arasi
kadinlarda ise 19,1°dir.*° Tiirk toplumunda aktif
cinsel yasamin genellikle evlilikle birlikte baglamas1
obstetrik ya da jinekolojik nedenlerle muayeneye
gitme oranlarinin artirmast ve daha yiiksek oranda
Papsmear yaptirmalar1 sonucunu agiklayabilir.

Human papilloma viriisii hakkinda ise genel
anlamda bilgi diizeyi diisiik iken liniversite mezunu
olan ve 35 yas alt1 kadinlarda oranin daha yiiksekti.
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Pmar ve ark.nin caligmasinda kadinlarin egitim
durumu ile HPV asisin1 duymalari arasindaki farkin
anlamli  oldugu belirtilmektedir.> Teteh ve
arkadaglarinin ¢aligmasinda yas yiikseldikce HPV
ve rahim agz1 kanseri hakkinda bilgi diizeyinin
azaldig1 belirtilmektedir.*® Maness ve Reitzel’in
¢alismasinda ise 18-39 yas grubundaki
katilimcilarin 60 yas ve iistii gruptaki katilimcilara
gore bilgi diizeylerinin daha yiiksek oldugu
belirtilmektedir.*! TNSA 2013 verilerine gore
kadinlarin yas araliklar1 ile egitim seviyeleri
kargilagtirildiginda 20-24 yag arast kadinlarin
%48,5’inin, 25-29 yas arasi kadmlarin %44.4’liniin,
30-34 yas arasi kadmlarin ise %34,7’silise ve
lizerinde egitim aldig1 goriilmektedir.?® Egitim
seviyesinin yiikselmesi ile bireylerin giivenilir bilgi
kaynagina ulasimi da artmaktadir. Bu durum
iiniversite diizeyinde egitim alan kadinlarin Human
papilloma viriisii hakkinda daha yiiksek oranda bilgi
sahibi olmasinin nedeni olarak aciklayabilir.
Sonuglar tarama hizmetlerini kullanimin
farkindaligim1  artirmak ve rahim agz1 kanseri
ile ilgili tutumlar1 iyilestirmek igin farkli egitim
seviyesi ve yas grubundaki kadmlarin egitim ve
danigsmanlik gereksinimlerini vurgulamaktadir.

SONUC

Kadinlarin rahim agzi kanseri hakkinda yeteri kadar
bilgiye sahip olmadigi, rahim agzi kanserinden
korunma yollarimi ve belirtileri bilmedigi, erken tani
ve taramalart konusunda yeterince bilgiye sahip
olmadiklari, taramalarini diizenli yaptirmadiklart ve
Human papilloma viriisiinii (HPV) ve asisini ¢ok az
oranda bildikleri ve asiya yiiksek oranda karsi
¢iktiklar1 belirlendi. Kadinlarin kanserden korunma
ve erken tami yontemlerine uyum ve HPV asist
konusunda farkindaliginin artmasi ile davranig
degisikligi olugmasi igin egitimler planlanmali ve
kadmlarin yas ve egitim durumlari géz Oniinde
bulundurulmalidir.  Kadinlara sunulan  saglik
hizmetlerinde anahtar rol oynayan ebe ve kadin
sagligi hemsirelerine asilama ile ilgili yeterli ve
dogru Dbilginin saglanmasinda biiyiik gorev
diismektedir.
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Sexual Myth Beliefs and Associated Factors in
University Students

Universite Ogrencilerinde Cinsel Mit Inanclari ile Iliskili Faktorler
Servet Aker™', Mustafa Kiirsat Sahin®, Giilay Oguz’

ABSTRACT

Background: Sexual myths are exaggerated, incorrect and unscientific ideas on sexuality that people believe to be true. The purpose
of this study was to examine factors that may be related to belief in sexual myth in university students. Methods: This study was
performed in May 2016 among students from a university in Samsun, Turkey. Five hundred ninety-nine students consenting to
participate were included. A questionnaire containing the Sexual Myths Scale (SMS), Eysenck Personality Questionnaire-
Revised/Abbreviated Form, Rosenberg Self Esteem Scale and The Sexual Self-Schema Scale (SSS), together with a
sociodemographic data form consisting of 15 questions drawn up by the authors, were used in this cross-sectional study. Results:
SMS scores were significantly lower in females than in males. SMS scores were negatively correlated with maternal and paternal
educational levels and positively correlated with religious belief. Students’ scores on the SMS increased as their political beliefs
tended to the right and as their religious faith increased. Statistically significant correlation was also determined between students’
scores on the SSS and SMS.Conclusion: The most effective mean to preclude sexual prejudices is sexual education begins at an early
age and continues throughout psychosexual development. The reasons for dysfunctional sexual beliefs must be revealed for planning a
proper sexual education. These factors can be determined with multifaceted, wide-ranging research.

Keywords: sexuality, sexual myths, Eysenck personality questionnaire revised-abbreviated form, the sexual self-schema scale

OZET

Giris: Cinsel mitler, kisilerin cinsel konularda dogru oldugunu disiindiikleri ancak ¢ogu zaman abartili, yanlis ve bilimsel degeri
bulunmayan inanglardir. Bu ¢aligmanin amaci, tiniversite 6grencilerinde cinsel mit inanglari ile iliskili faktorlerin degerlendirilmesidir.
Yontem: Bu calisma, 2016/May1s ayimnda Samsun’da tiniversite 6grencilerinde yapilmistir. Arastirmaya, ¢alismaya katilmayi kabul
eden 599 tniversite 6grencisi dahil edilmistir. Kesitsel tipteki bu ¢alismada, arastirmacilar tarafindan hazirlanan 15 sorudan olusan
sosyodemografik veri formu ile birlikte Cinsel Mitler Olgegi, Eysenck Kisilik Anketi-Gozden Gegirilmis Kisaltilmig Formu,
Rosenberg Benlik Saygis1 Olgegi ve Cinsel Benlik Semasi1 Olgegi’nin yer aldig1 bir anket formu kullanilnistir. Bulgular: Kadmlarda
erkeklere gére cinsel mitler 6lgegi puanlarinin istatistiksel olarak anlamli diizeyde diisiik oldugu saptanmugtir. Ogrencilerin cinsel
mitler dlgegi puanlari ile anne ve babasinin egitim diizeyi arasinda olumsuz yonde, dindarlik diizeyi ile olumlu yonde istatistiksel
olarak anlamli bir korelasyon saptanmistir. Ogrenciler, siyasi olarak sag diisiinceye yaklastik¢a ve psikotik kisilik 6zellikleri arttik¢a
cinsel mitler lgeginden aldiklar1 puanlarin arttig: saptanmistir. Cinsel Benlik-Semas1 Olgegi puanlari ile cinsel mitler lgegi puanlari
arasinda istatistiksel olarak anlamli bir korelasyon oldugu saptanmustir. Sonug¢: Kisinin cinsel 6nyargilardan kurtulmasinin en etkin
yolu erken yasta baslayan ve psikoseksiiel gelisim boyunca devam eden cinsel egitimdir. Iyi bir egitimin planlanabilmesi igin cinsel
yanlis inanglarin nedenlerinin ortaya konmasi gerekmektedir. Cok yonlii, genis kapsamli yeni aragtirmalar ile bu konunun asilmast
miimkiin olabilir.

Anahtar Kelimeler: cinsellik, cinsel mitler, Eysenck kisilik anketi-gézden gegirilmis kisaltilmis form, cinsel benlik semasi 6lgegi
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INTRODUCTION

Sexuality is a highly complex concept known
to involve biological, psychological, social,
cultural, traditional, moral, religious,
anthropological, political and economic
elements. Although sexuality is not essential
for the survival of the individual, it underpins
several factors responsible for quality of life.!

Sexuality is a basic instinct. Every
individual has thoughts about sexuality and
sexual behavior during his/her childhood,
adolescence and adulthood.”> Individuals’
opinions concerning sexuality can be affected
by the culture, religion, and value judgments
the community.? Societies transfer patterns of
thoughts and ideas as well as judgments
maturing over time to next generations.
Children learn what is considered appropriate
or inappropriate in terms of masculinity or
femininity as they grow to maturity in a
particular culture. However, a significant part
of what they learn and internalize is
dysfunctional.

Turkish education system lacks widespread
sex education of school age children.* In the
absence of formal sources of information on
the subject (in the form of school, teachers,
specialists, textbook materials etc.) deficiency
of accurate understanding is inevitable.* One
study in Turkey reported that, regarding sexual
information, individuals rely heavily on
friends, relatives, newspapers and magazines
and pornographic materials.* Much of the
information obtained from such an informal
sources will inevitably be inaccurate or
overstated. This in turn gives rise to a range of
sexual prejudices. Sexual myths, which may be
defined as inaccurate and overstated beliefs
largely devoid of any supporting evidence and
passed on by word of mouth, is one of the most
common prejudices. These are capable of
totally affect one’s sexual behavior and
attitudes.>?

Together with the traditional approach to
sexuality in society, ignorance of the subject
can result in a range of sexual problems.’
Impairment of sexual health first compromise
psychological health in both men and women,
followed by impairment of family and social
health.  Sexual incompatibility between
husband and wife is a particularly common
reason for divorce in Turkey.?

Several factors are involved in the
development of sexual myths, such as culture,
religion and ethnicity.® Sexual myths are not a

problem only endemic for Turkey. Similar
exaggerated and erroneous sexual beliefs have
also been reported in other countries.!® One
study of Turkish and Polish university students
reported similar levels of belief in sexual
myths in the two countries. However, the
myths upheld differ between Turkish and
Polish students.!!

Little information is available concerning
the origins of sexual myths. Studies about the
relationship between sexual myths and
personality characteristics, sexual self-schemas
and self-esteem of the individual are
insufficient. Determination of the factors
involved in the development of sexual myths
will represent the basis of measures aimed at
eradicating them.

Although the concept of personality has
been investigated in various areas, such as
psychology, anthropology and sociology, no
specific definition has yet emerged. However,
most psychologists have emphasized that
personality refers to human individuality or
individual differences. The dictionary defines
it as all spiritual and cognitive characteristics
that separate one individual from others.!?

Self-schemas have been described as
“cognitive generalizations about the self,
derived from past experiences that organize
and guide the processing of self-related
information”.!3 Everything that an individual
can know or conceptualize about himself
constitutes a basis for the construction of self-
schemas. These help the individual to interpret
and organize incoming information, on the
basis of the particular schemas. In this way,
information concerning the self has been
shown to be processed more quickly than other
information.'® Different self-schemas apply to
different behavioral domains.' Sexual self-
schemas have been defined as cognitive
generalizations concerning the individual’s
own sexual nature. Early childhood and
adolescence is important in the development of
sexual self-schemas. Several variables can
affect the formation of these schemas, such as
sexual information obtained, attachment,
hormonal development, attitudes toward
sexuality and even self-esteem. !’

Self-esteem is defined in terms of a stable
sense of personal worth or worthiness by
Rosenberg.'® Self-esteem is also a process of
self-description and is a positive or negative
orientation toward oneself, an overall
evaluation of one’s worth or value. Yoriikoglu
suggests that being confident in self worth,
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able to display knowledge and skills, achieve
success and acceptance, and having loving
relationships with others, as well as accepting
and being content with one’s physical traits,
are essential factors in the formation and
development of self-esteem.!” An individual
regards himself as positive and worthy while
being aware of his faults when his self-esteem
is high. When self-esteem is low, one regards
himself as deficient in terms of basic
individual and social capabilities.

The aim of the study was to examine
factors that may be related to belief in sexual
myths in university students.

MATERIALS AND METHODS
Participants

This study was performed between 01 and 31
May 2016, among students from a private
university with approximately 1300 students in
four faculties in Samsun, Turkey. We
attempted to contact all departments and
students at the university. Five hundred ninety-
nine university students agreeing to participate
in the study.

Procedure

The survey consisted of the Sexual Myths
Scale (SMS), Eysenck Personality
Questionnaire-Revised/Abbreviated Form,
Rosenberg Self Esteem Scale (RSES) and The
Sexual Self-Schema Scale (SSS), together with
a sociodemographic data form consisting of 15
questions prepared by the authors. After
designing the survey, it was administered to 10
students before the study to identify any
problems. The survey can be completed in
approximately 20 min. The authors entered
classrooms together with instructors before the
classes began, provided information about the
study and themselves. The questionnaires were
applied in the class to all students who gave
verbal consent to participate.

Students’ economic status was evaluated
by using the Family Affluence Scale (FAS) in
light of data obtained from  the
sociodemographic data form. The FAS score
was calculated separately for each student on
the basis of the number of cars in the family,
whether the individual had his/her own room,
the number of vacations taken in the previous
12 months and the number of computers in the
home.'"®!  Students’ opinions concerning
religion and political beliefs were evaluated
using the questions “How religious do you

feel?”, “Where do you regard yourself on the
political spectrum?”, scored on a 9-point
Likert-type scale. (1: T Am Not At All
Religious 9: I Am Very Religious - 1: Left, 9:
Right)

Students in the study came from 66
different provinces of Turkey (81.5% of all
provinces in the country). The regional
classification in the Turkish Demographic Data
and Health Survey was used in regional
geographical classification.?’ Provinces were
divided into five regions based on
socioeconomic and cultural status.

Measures

Sexual Myths Scale (SMS): Developed by
Golbasi et al. The scale has been confirmed as
valid and reliable for university students.?! The
SMS is a 5-point Likert-type scale, consisting
of 28 items in eight sections (sexual
orientation, gender, age and sexuality, sexual
behavior, masturbation, sexual violence, sexual
intercourse, and sexual satisfaction). It has no
cut-off point. A high score indicates that
sexual myths are more prevalent.

Eysenck Personality Questionnaire-
Revised/Abbreviated Form (EPQR-A): Francis
et al. developed the EPQR by reviewing the
Eysenck Personality Questionnaire and the
abbreviated form. 22 Karanci et al. studied the
reliability and validity of the Turkish version
of the scale. The scale consists of 24 items and
evaluates personality under three main factors
(neuroticism, extraversion, and
psychoticism).?*  Eysenck’s  theory  of
personality first contained only two domains:
neuroticism-stability and extraversion-
introversion Psychoticism added afterwards.?*
Extroversion dimension represents sociality
and impulsivity and, individuals in this
dimension are energetic, enjoy social
interactions, and prefer social situations to
loneliness. Neuroticism dimension indicates
emotional instability and reactiveness, and that
individuals who have high scores in this
dimension tend to be anxious, depressive,
overly emotional, shy, and have low self-
esteem. The  psychoticism  dimension
highlights more bizarre personality
characteristics, such as being distant, cold,
insensitive, absurd, and unable to empathize
with others.?

Rosenberg Self Esteem Scale (RSES):
Developed by Rosenberg in 1965 in order to
measure self-esteem in the general sense.'
Cuhadaroglu  showed that the Turkish-
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language adaptation of the scale is a valid and
reliable.”® This 4-point Likert-type scale
consists of 10 items.

The Sexual Self-Schema Scale (SSS):
Developed by Hill, the scale was adapted into
Turkish by Kogak and showed to be valid and
reliable in measuring sexual self-schemas in
adult males and females.'>* The scale
contains various (33) propositions that people
often employ to define themselves in sexual
terms. Participants are asked to state the extent
to which these titles describe themselves. Each
title is evaluated on a 7-point scale from “Does
not describe me at all” to “Describes me very
well.” The Turkish-language version evaluates
individuals’ sexual self-schemas on a single
schema dimension on a range from subjects
with positive self-schemas (scoring high) to
those with negative self-schemas (scoring
low).

Statistical analysis

The data analyzed with Statistical Package for
the Social Sciences (SPSS) software (Version
13.0; SPSS, Inc., Chicago, IL, USA). Data are
expressed as mean =+ standard error and
number (percentage).

Variable distributions were examined for
normality using the Kolmogorov-Smirnov test.
The t test and analysis of variance were used to
compare mean SMS scores in the groups, and
the Pearson correlation and the Spearman
correlation analysis were employed to evaluate
the power of relations between the SMS and

other scale scores. Pearson correlation analysis
was used for the data showed parametric
characteristics, and the Spearman correlation
test was used as its non parametric equivalent.
Correlation is an effect size and so we can
describe the strength of the correlation for the
absolute value of r: 0.00-0.24 weak, 0.25-0.49
moderate, 0.50-0.74 strong, 0.75-1.00 very
strong. The effect of dependent factors on
levels of belief in sexual myths was assessed
using multiple regression analysis (enter
method) and p< 0.05 was accepted as
statistically significant.

Ethics

The study procedures were designed to be fully
compatible with the Declaration of Helsinki.
Ethical approval was granted by the Ondokuz
Mayis University Clinical Research Ethical
Committee before the study began (2016-142).

RESULTS

Five hundred ninety-nine university students
participated in the study; 63.1% were female.
The mean age of the students was 21.4 + 0.1
years. Table 1 shows various student
characteristics. SMS scores of the students
were compared (Table 2) and were
significantly lower in females (p=0,000). SMS
scores did not differ significantly on the basis
of marital status, the geographical region they
live mostly, the nature of their place of
residence or whether they had experienced a
romantic relationship (p>0.05).
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| Table 1. Characteristics of the participating students

No. Percentage
Gender Male 221 36.9
Female 378 63.1
Marital status Single 569 95.0
Married 30 5.0
Regions of North 350 58.4
Turkey South 26 4.3
West 61 10.2
East 58 9.7
Central 104 17.4
Families’ place of Villages 57 9.5
residence Towns 163 27.2
Cities 379 63.3
Mother’s level of  Illiterate 31 5.2
education Literate 24 4.0
Primary school graduate 134 22.4
Middle school graduate 88 14.7
High-school graduate 186 31.0
College graduate 136 22.7
Father’s level of  Illiterate 13 2.2
education Literate 23 3.8
Primary school graduate 78 13.0
Middle school graduate 74 12.4
High-school graduate 221 36.9
College graduate 190 31.7
In a romantic relationship * 2142 37.6*°
Age?® 21.4+0.1

* Among the unmarried subjects (569 individuals)
® Mean + standard error

Table 2. Correlations between mean Sexual Myths Scale scores and student

characteristics
Sexual Myths Scale p

Gender Male 803+14 0.000*
Female 68.7+0.9

Marital status Single 72.6+£0.8 0.198%*
Married 782+2.4

Regions of Turkey North 70.7+1.0 0.052%*
South 79.8+3.7
West 72.8+2.7
East 71.6+2.3
Central 76.1+1.9

Families’ place of Villages 76.5+£2.9 0.309**

residence Towns 737+15
Cities 742 +1.0

In a romantic relationship ~ Yes 71.6+1.4 0.364*
No 732+1.1

* Independent sample t test
** Analysis of variance
The relationship between continuous variables evaluated using correlation analysis (Table 3).
and the SMS scores of the students were SMS scores showed a negative correlation
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with maternal and paternal levels of education
and a positive correlation with the level of
religious belief (Table 3). Students’ SMS
scores significantly increased as their political

opinions tended towards the right and as their
psychotic personality traits increased. The SSS
and SMS scores of the students also showed
positive correlation (r=-0.4; p=0.035)(Table 3).

Table 3. Correlations between the Sexual Myths Scale and other scales and variables ‘

Sexual Myths Scale

Mean + Correlation
standard error Coecfficient p

Age 21.4+0.1 0.1® 0.067
Mother’s level of education 9.1+0.2 -0.2° 0.009
Father’s level of education 10.4+£0.2 -0.3° 0.005
Religious belief © 5.1£0.1 0.5° 0.000
Political opinions ¢ 4.8+0.1 0.4° 0.000
Family Affluence Scale 4.0+£0.1 0.1 0.532
Rosenberg Self-Esteem Scale 1.7+0.1 0.1 0.274
The Sexual Self-Schema Scale 1243+ 1.0 -0.1° 0.035
Eysenck Personality Questionnaire

Extraversion 2.8+0.1 -0.1° 0.489

Neuroticism 3.0+0.1 -0.1° 0.349

Psychoticism 22+0.1 02 °* 0.001

a

b

r (Pearson correlation)

I; (Spearman correlation)

°(1: T Am Not At All Religious, 9: I Am Very Religious)
4(1: Left, 9: Right)

The effect of dependent variables on levels of
belief in sexual myths was assessed using
multiple regression analysis, the results of
which are shown in Table 4. The analysis

revealed that gender, religious belief, political
opinions, SSS scores and the father’s level of
education played significant roles in predicting
SMS scores (p<0.05) (Table 4).

Table 4. Factors Affecting Belief in Sexual Myths — Multiple Regression Analysis

Variable B coefficients B coefficients t p %95 CI
Gender ? 8.7 0.2 9.7 0.000 41.3/62.2
Religious belief® 2.7 0.2 6.2 0.000 1.8/3.5
Political opinions © 1.7 0.2 4.8 0.000 1.0/24
The Sexual Self-Schema Scale 0.5 0.1 2.0 0.044 0.1/1.2
Father’s level of education -1.7 -0.1 -1.9 0.048 -3.3/-0.1
Psychoticism (EPQR-A) 1.2 0.1 1.8 0.061 -0.1/2.6
Mother’s level of education 0.1 0.1 0.2 0.808 -1.31/1.6

Constant = 51.7 Multible R=0.5

Multible R?=0.2

Durbin-Watson=1.8 (p=0.001)

*(0: female, 1: male)
°(1: T Am Not At All Religious, 9: I Am Very Religious)
¢ (1: Left, 9: Right)

DISCUSSION

Although sexuality is a part of the human
nature, it is a  psychophysiological
phenomenon shaped by the structure, culture,
faiths and precepts of the culture, and can
greatly vary between individuals.?’28

SMS scores in this study were significantly
lower in females. The most comprehensive
research concerning sexuality in Turkey was

the Sexual Health and Reproductive Health
Research conducted in 20 different provinces
by the Turkish Association for Sexual
Education, Treatment and Research (CETAD).
This study concluded that women in Turkey
were uninformed on sexual matters, while men
were misinformed.* Similarly to our research,
one previous study observed significantly less
belief in sexual myths among women
compared to men.? Even though, there are
also studies reporting no difference in levels of
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belief in sexual myths between males and
females, but that the myths believed do vary
depending on gender.>® Two different studies
involving students have also reported similar
conservative sexual beliefs among men and
women.>!32 Based on these findings, it may be
concluded that the deficient and erroneous
beliefs upheld in society affect both sexes, but
that belief in sexual myths is more significant
in men compared to women.

This study found no significant difference
in SMS scores based on marital status,
geographical region where students had spent
their childhood, the nature of their place of
residence or whether or not they had
experienced romantic relationships. Similarly
to our findings, one study reported no
difference in levels of belief in sexual myths
depending on where participants live mostly,
the geographical regions where their families
lived or their families’ economic status.’? In
contrast, there are also studies reporting that
living in a village before adolescence
significantly increases the level of belief in
sexual myths compared to living in a
provincial city or district center, and that the
level of belief in sexual myths decreases as
education levels increase.’> One study
observed no significant variation in the
prevalence of belief in sexual myths between
subjects with and without sexual partners.’*
Another study determined a lower level of
belief in sexual myths among subjects with at
least one previous sexual experience compared
to those with none.>> Research also shows a
high level of sexual belief among individuals
with a high level of education, and even among
health workers.>**® It may therefore be
concluded that although results vary depending
on study populations, many demographic
characteristics do not affect the formation of
sexual myths.

Students’ scores on the SMS increased
significantly as their political beliefs tended to
the right, and their religious faith increased.
One study of Muslim students reported that
belief in sexual myths was more prevalent
among those who performed daily religious
rituals compared to those who did not.*
However, sexual myths are not unique to
Muslims. They are also common among
believers in other faiths.!! One example of
other faiths’ attitude toward sexuality is how
the early Christian Church regarded sexual
pleasure as sinful, prohibited sexual relations,
except for procreation, and forbade
masturbation.?’ It may be concluded that belief
in sexual myths increases in line with

conservatism and religious faith in all cultures.

In this study, the level of belief in sexual
myths significantly decreased with the
educational levels of students’ fathers. One
study reported that the mother’s level of
education does not affect belief in sexual
myths.>* Our literature scan revealed no other
study investigating individuals’ beliefs in
sexual myths in terms of parental education
levels. We think that families’ sociocultural
levels may have increased as their educational
levels increase. Growing up in a family with a
high sociocultural level may also be resulted in
reduced belief in sexual myths.

This study determined a significant
correlation between students’ SSS and SMS
scores. However, the relationship is weak.
Students with positive sexual self-schemas had
lower levels of belief in sexual myths. A few
studies have investigated sexual self-schemas
in healthy populations. One such study
reported that young women in a healthy
population with positive sexual self-schemas
had more positive opinions regarding sexuality
compared to those with negative self-
schemas.> Andersen and Cyranowski reported
that women with positive sexual self-schemas
engaged in a broader range of sexual behavior
and experienced more favorable emotions
during this.*® They described such women as
being sexually liberal and less affected by
social constraints such as self-consciousness or
embarrassment. In contrast, women with
negative sexual self-schemas are reported to be
generally sexually and socially conservative.*
In light of these findings, we may conclude
that individuals with negative sexual self-
schemas have greater belief in sexual myths.

We determined a positive correlation
between students’ psychotic personality traits
and SMS scores. However, the individual’s
psychotic personality trait level was not a
significant factor to predict SMS scores at
multiple regression analysis. Insufficient
information is available in the literature on this
subject. More comprehensive studies are
needed in order to reveal this relationship more
explicitly.

CONCLUSION

Although sexuality is a phenomenon that
varies from person to person, and is quite
variably affected by cultural and religious
factors, dysfunctional beliefs and myths are
universal, and are found in many cultures and
involve similar themes. Moreover, better
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educated individuals are not immune to these
false and exaggerated beliefs. Messages with
prejudicial content are ubiquitous, in the
family, school, books and novels, poems,
films, song lyrics, and in the visual and written
media. We all grow up in receipt of these
messages, from the adults around us, our
parents, other family members, neighbors,
teachers and doctors. In other words, none of
us is without prejudice. The most effective
means to preclude these societal prejudices
that can negatively affect individual’s sexual
life is sex education beginning at an early age
and continuing throughout the child’s
psychosexual development.
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One-Year Evaluation of Family Medicine Obesity
Clinic Applications

Aile Hekimligi Obezite Poliklinigi Basvurularimin Bir Yillik
Degerlendirilmesi

Emre Yilmaz", Pemra Cobek Unalan’, Arzu Uzuner', Burcu Basaran Giing(')'rl

ABSTRACT

Aim/Background: Obesity is a public health problem that can affect an individual's quality of life, causing an increase in mortality
and morbidity. The aim of the present study is to evaluate the characteristics of the obese patients who were admitted to Family
Medicine Outpatient Clinic of Marmara University Hospital in order to improve their management. Methods: This is a descriptive
study assessing 297 patients applied to Marmara University Family Medicine Obesity Clinic between 01/01/2014 and 01/01/2015.
Participants were evaluated retrospectively by interview and clinical observation form and a 3-day dietary log. Results: The study
included a total of 297 participants with mean age 33.7 + 14.8 years. Of the participants, 81.2% were >19 years of age and 18.8% of
them were <19 age group; 86.7% of those >19 years of age (n = 209) were women; 65.6% had chronic diseases and education level of
58% was secondary school and under. Females’ education level was lower than males and they had more chronic diseases than men;
and more diet experiences (p<0.002, p<0.027, p<0.001). Those who had diet experience before are willing to lose more weight
(p<0.021). Mean body mass index (BMI) was higher in patients with chronic diseases, who were married and ho had low level of
education (p<0.001, p<0.007, p<0.004). Conclusion: Individuals admitted to the obesity outpatient clinic were mostly women who
had a lower education, who had more chronic illnesses and more attempts to lose weight previously. Obesity management should be
planned according to these characteristics. In addition, all patients who admit to Family Medicine Outpatient Clinics for any reason
and detected to have a high BMI should be referred to Obesity Clinic and supported for losing weight.

Key words: Obesity, family medicine, primary care, obesity management

OZET

Giris ve Amag: Obezite, bireylerin yasam kalitesini etkileyerek mortalite ve morbiditede artisa neden olan bir hastaliktir. Bu
aragtirmanmn amact Marmara Universitesi Aile Hekimligi polikliniklerinde obez hasta ySnetimini gelistirmek i¢in bagvuranlar
degerlendirmektir. Yontem: Bu arastirma, Marmara Universitesi Aile Hekimligi obezite poliklinigine 01.01.2014-01.01.2015 tarihleri
arasinda bagvuran hastalarin 6zelliklerini degerlendiren tanimlayici tipte bir aragtirmadir. Katilimeilar, goriisme ve klinik izlem formu
ile birlikte 3 giinlik yeme giinliigii ile retrospektif olarak degerlendirilmistir. Bulgular: Toplam 297 katilimcmm yas ortalamasi
33.7+14,8 yildir. Katilimcilarm %81,2°si >19 yas, %18,8’1 <19 yas grubundadir. >19 yas olanlarin %86,7’si (n=209) kadin olup;
%65,6’sinin bir kronik hastaligi vardir, %58’inin egitim durumu ortaokul ve alt1 diizeydedir. Kadinlar erkeklere gore daha diigiik
egitim seviyesi ve daha ¢ok kronik hastaliga sahip, daha 6nceden diyet yapma deneyimleri daha goktur (p<0.002, p<0.027, p<0.001).
Daha 6nceden diyet yapmis olanlarin vermek istedikleri kilo daha ¢oktur (p<0.021). BKI ortalamast; diisiik egitim seviyesindekilerde,
evlilerde ve kronik hastalig1 olanlarda daha yiiksek bulunmustur (p<0.001, p<0.007, p<0.004). Sonu¢: Marmara Universitesi Aile
Hekimligi obezite poliklinigine bagvuran kisiler, erkeklere gore egitim diizeyi diisiik, daha ¢ok kronik hastaliga sahip ve kilo vermeyi
daha &nceden de denemis olan kadinlardir. Obezite yonetimi bu 6zelliklere gore planlanmalidir. Ayrica aile hekimligi polikliniklerine
herhangi bir nedenle bagvuran ve BKI’si yiiksek saptanan tiim hastalar obezite poliklinigine yonlendirilmeli, kilo verme konusunda
desteklenmelidir.

Anahtar kelimeler: Obezite, aile hekimligi, birinci basamak, obezite yonetimi
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INTRODUCTION

Obesity is a chronic disease with a gradually
increasing frequency worldwide and has
become one of the most important public
health problems. The prevalence of obesity
worldwide has nearly doubled from 1980 to
2014. The average body mass index (BMI) is
increasing worldwide; BMI is 25 kg/m2 and
over in 38% of females and 36.9% of males.!?
According to the Global Status Report
published by World Health Organization
(WHO) in 2014, 11% of men and 15% of
women in the world are obese which means
their BMI are 30 kg/m2 and over.? Prevalence
of obesity is likewise increasing in our
country.

Obesity causes an increase in mortality
and morbidity besides impairing the quality of
life of individuals. According to WHO data, at
least 2.8 million people die worldwide each
year due to being overweight and obese.
Obesity is known to be associated with an
increase in the risk of many diseases such as
stroke, diabetes mellitus, hypertension,
dyslipidemia, heart disease and sleep apnea;
and comorbidity prevalence is increasing with
obesity prevalence.*In general, to have a high
BMI significantly increases the risk of dying
from the all-causes and cardiovascular
diseases.>¢

In addition, health care expenditures
have been shown to be higher in overweight
and obese individuals compared to normal
weight individuals.”® Due to impairing the
quality of life of individuals, increasing
morbidity and mortality and bringing
economic burden to health care system;
obesity is a health problem that requires
effective fight. Therefore, the identification of
risks that could lead to obesity and planning of

initiatives for these risk factors that can cause
changes in individuals’ lifestyle are necessary.

The aim of this study is to evaluate the
characteristics of the applicants in Family
Medicine Outpatient Clinic in Marmara
University  Hospital to  improve the
management of obese patients.

METHODS

This research is a descriptive study assessing
297 patients applied to Marmara University
Family Medicine Obesity Clinic between
01/01/2014 and 01/01/2015. Data including
identity of the patient, age, gender, height,
weight, income level, education level as socio-
demographic characteristics are collected
retrospectively through an improved interview
and clinical observation forms to question their
knowledge, attitudes and behaviors for obesity
and their chronic diseases. Routine assessment
of an obese patient includes the 3-day eating
diary requested from patients at the first
interview and at regular intervals. In this diary,
all kind of foods and beverages consumed
dursng the day are recorded in detail by the
patients with their amounts. In analyses of
data; Chi-square test was used for categorical
variables and the Student's t test for continuous
variables; and a P level of <0.05 was
considered as statistically significant.

RESULTS

A total of 297 patients were included in the
study. Mean age of all participants was 33.7 +
14.8 years (range 6-68). Mean age of the
participants under 18 years of age was 12.7 +
3.2 and an average of>19 years of age was
38.6 £ 11.8.  Frequency distribution of
patients’ socio-demographic characteristics
who are 19 years old and over are summarized
in Table 1.

Table 1. Frequency distribution of socio-demographic characteristics of the participants >19
years (n=241)
Number (n) Percent (%)
Sex Male 32 13.3
Female 209 86.7
Age (year) 19-28 52 21.6
29-38 75 31.1
>39 114 47.3
Marital Status Married 183 75.9
Single/Widowed 58 24.1
Education Level Intermediate School and below 139 57.7
High school and above 102 42.3
Smoking Yes 38 15.8
No 203 84.2
Accompanying chronic diseases Yes 158 65.6
No 83 344
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While the mean BMI of age >19 is 36.08 +
7.92; BMIs is >95 percentile in 75% (n=42)
and between 90 to 95 percentiles in 25%
(n=14) in the subjects between 6-18 age group
(n=56). The median weight they want to lose
and median time they want to lose the target
weight were 15 kg/3.5 months for 6-18 age
group and 22kg/7 months for >19 age group.

Significant differences in BMI according to
education level, marital status, chronic diseases
are summarized in Table 2. In the analysis
made under 18 age group, there are No
statistically  significant differences were
detected in these variables in the age group 18
years and below; so Table 2 presents only the
findings of >19 age group.

Table 2. Differences in BMI according to education level, marital status and accompanying
chronic diseases (n=241)
BMI
Number (n) Mean=SD P
Education level Intermediate school and below 139 37.64+7.75 p<0.001
High school and above 102 33.97+7.69
Marital status Single/Widowed 58 33.67+7.90 p<0.007
Married 183 36.85+7.79
Accompanying chronic | Yes 158 37.14+7.61 p<0.004
diseases No 8 340748 15
Diabetes Yes 27 44.00+9.33 p<0.001
No 214 35.08+7.15

Student’s t test
BMI: Body mass index, SD: standard deviation

The subjects who tried to lose weight before
were detected to want to lose greater amounts

between them with regard to the duration that
they want to lose weight. The analysis of

of weight compared to the individuals trying to independent  variables by gender s
lose weight for the first time (p<0,021) summarized in Table 3.
however no significant difference was detected
Table 3. Differences in independent variables by gender
Gender Total P
Female Male
Number (n) Percent (%) Number(n) | Percent (%)

Education level (Intermediate 129 92.8 10 7.2 139 p<0.002
school and below)

143 90.5 15 9.5 158 p<0.027
Accompanying chronic diseases
Considering obesity as a disease 196 88.3 26 11.7 222 p<0.026
Being on a diet to lose weight 155 923 13 7.7 168 p<0.001
before

Chi-square test

DISCUSSION

The results of this descriptive study that has
evaluated the characteristics of obese patients
show that our patients have a low educational
level, are married, have at least one chronic
disorder and are mostly female.

The main objective to fight against
obesity in family medicine should be
prevention and adapting healthy eating
behavior. According to WHO data, prevalence

Yilmaz et al., TJTFMPC www.tjfmpc.gen.tr 2019; 13 (4)

of obesity is gradually increasing and obesity
has become a major threat affecting all age
groups. In our country, the rate of adult obesity
was 22.3% in the TURDEP-I study in 1998
and the TURDEP-II study published in 2010
showed that this ratio reached 31.2%. In the
same study, prevalence of obesity was 44% in
women and 27% in men. ° Results of the
present study show that 87% of the participants
are female. Compared with men, obesity is
seen as a disease by a higher proportion of
women and they have more experience about
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weight losing diet before their admission.
Patients’ admitting to obesity clinic by their
own deicison shows that they are committed to
lose weight. Achieving behavioral changes is
essential in obesity management. According to
this; patients who are committed to change
behavior facilitates the intervention.

Obesity leads to chronic diseases.!*!?
Some studies have reported that the prevalence
of obesity is increasing with aging."’In this
research, about 60% of all participants have
one or more comorbid chronic disease. The
mean BMI was significantly higher in patients
with one or more chronic disorder and only
diabetes. In scope of preventive medicine of
family medicine, the development of obesity-
related chronic diseases can be prevented with
regular control for BMI, patient education
about a healthy and balanced diet, regular
exercises and close monitoring of patients with
higher BMI.

The educational status of 58% of the
participants is below high school level and
women have a lower level of education. The
mean BMI of the participants whose
educational status was intermediate school or
below was higher than those graduates of high
school or above. In the studies of Bakhshi,
Alvarez, Fouad and Maskarinec, the level of
education was reported to increase as the value
of the BMI decreased significantly.'*!"The
high level of education indicates a high
knowledge level about healthy diet, regular
exercise and a high level of awareness in terms
of the fight against obesity, as a result BMI is
affected in a positive way.

Approximately 76% of the participants
are married. Body mass index them were
significantly higher than those of single or
divorced, similarly with the studies of Fouad,
Maskarinec and Hosseinpour.!®!® Constantly
preparing meals at home, the collective eating
habits, watching television with the family
after dinner and meanwhile consumption of
carbohydrate-containing foods, nuts and fruits
with tea and adopting it as a lifestyle can
explain high level of BMI in the married.

Considering that the people usually who
cook and prepare food at home are women, a
lower educational level of women constitute a
risk for the whole family to prepare a balanced
meal and prevention of obesity. Accordingly,
women should be educated for a balanced
nutrition and preparing healthy meals, family
physicians advising their patients on this issue,

provide information and training opportunities
are important in terms of preventive medicine.

In this study, the median value of
participants stated they want to lose weight in
the first meeting and the targeted duration was
15 kg/3.5 months; this was found to be 22 kg/7
months for >19 years of age Similarly, in a
study by Foster, it has been shown that
patients’ target was 32% loss of their current
weight."”Accordingly, it is above the
recommended value which weight they want to
lose and the time they were aiming for this. To
reduce the health risk of the obese or
overweight individuals in the treatment
process, 10% loss of body weight is
recommended. Intervention process is planned
in six months. For a healthy weight loss
process, target is Y%-1 kg per week and for this
goal, reducing 500-1000 kcal of daily calorie
intake is recommended.??! An individual's
body image, goals and decisions are important
for accession of the treatment process, for his
reason individuals should be informed about
the need for a healthy weight loss.

The study has some limitations. First is
not having a prospective design, data were
collected retrospectively from the files of the
obesity clinic patients. There were missed data
in patient files. For this reason, some analysis
was completed with missing data. Finally, the
sample size of our study is small.

As a result, patients admitted to the
obesity clinic with their own decision creates a
group that is ready to make changes in their
lives and who will benefit most from the
services to be provided. According to the
findings, the possible risks for obesity can be
summarized as female gender, being married,
having a low level of education and having one
or more chronic disorder. For this reason,
patients admitted to the other family medicine
clinics that have these characteristics and with
high BMI should be referred to the obesity
clinic. Male patients admitted for any reason to
family medicine clinic with a high BMI may
also be referred to the obesity clinic and should
be encouraged to lose weight. Waist
circumference, height and weight
measurements should be part of the routine
physical examination. In the context of
ongoing maintenance, BMI monitoring will
allow necessary intervention on time.

As well as the dietary habits acquired in
the family, modifiable factors such as lifestyle,
education and non-modifiable factors such as
age and gender are effective in the
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development of obesity. Therefore, organizing
prevention and intervention programs for high-
risk individuals and raising awareness on this
subject by planning and implementation of
educational programs targeting all age groups
would be effective in prevention and control of
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Investigation of Delay in The Diagnosis of Ankylosing
Spondylitis and Associated Factors on The Diagnosis

Process
Ankilozan Spondilit Tani1 Siirecindeki Gecikme ve Tani Siireci ile Iliskili
Faktorlerin Incelenmesi

Erkan Berke', Umit Aydogan®, Yusuf C. Doganer’", Sedat Yilmaz’

ABSTRACT

Aim: Since Ankylosing Spondylitis (AS) is an insidious disease, delays may occur in the diagnosis and treatment. This study aims to reveal
the initial symptoms, determine the duration between initial symptoms and the time of diagnosis and associated socio-demographic factors.
Methods: This cross-sectional study was conducted in the Department of Rheumatology, University of Health Sciences Gulhane Medical
Faculty in April 2015 — June 2016. A survey with 25 questions prepared by the researchers was applied to 269 participants by face-to-face
interview method. Results: The median duration of the delay time in diagnosis was 2 (0.08-16) years (mean; 3.28 + 3.32) years. The current
median age was 27 (19-70) years, the median age at onset of symptoms was 21 (4-64) years, and the median age at diagnosis was 24 (11-66)
years. Statistically significant positive correlations were found between the delay time in diagnosis and the current age (r=0.195, p=0.001)
and the age at diagnosis (r=0.247, p<0.001). However, the delay time in diagnosis was inversely correlated with the onset age of symptoms
(r=-0.186, p=0.002). There was a significant association between the delay time in diagnosis and application to state hospitals (r=0.222,
p<0.001), private hospitals (r=0.166, p=0.008). A significant correlation was detected between the delay time in diagnosis and applying to all
the specialties except rheumatology. Conclusions: The delay in the diagnosis causes impairment in quality of life and labor loss. It also leads
to unnecessary health expenditures and loss of time in diagnosis. The laboratory tests are not sufficient alone. Shortening the diagnostic
process is important by carefully evaluating the information obtained from history and physical examination.

Keywords: Ankylosing spondylitis, diagnosis, delayed diagnosis.

OZET

Amag: Ankilozan Spondilit (AS) sinsi seyirli bir hastalik oldugundan, tan1 ve tedavide gecikmeler olabilmektedir. Bu ¢alismanin amact,
AS’li hastalarin baslangi¢c semptomlari, semptomlarin baglamasindan tan1 konulana kadar gegen siirenin saptanmasi, ge¢ tan1 konulmasini ile
iliskili sosyodemogrofik &zelliklerin ortaya konmasidir. Yontem: Bu kesitsel ¢alisma Nisan 2015 — Haziran 2016 tarihleri arasinda Giilhane
Tip Fakiiltesi Romatoloji Bilim Dali’'nda gergeklestirilmistir. Yiiz yilize goriisme yontemiyle uygulanan 25 soruluk anket formu 269
katilimciya uygulanmigtir. Bulgular: Tani gecikme siiresi ortancast 2 (0,08-16) (ortalamasi; 3,28+3,32) yil bulunmustur. Simdiki yas
ortancasi 27 (19-70) (ortalamasi; 30+8,5) yas, semptom baslama yasi ortancast 21 (4-64) (ortalamasi; 22,5+7,6) yas, tan1 konma yasi
ortancasi 24 (11-66) (ortalamasi; 25,6+7,7) yas olarak saptanmustir. Tan1 gecikme siiresi ile simdiki yas (r=0,195, p=0,001) ve tan1 yas1
(r=0,247, p<0,001) arasinda pozitif yonde istatistiksel olarak anlamli bir korelasyon bulunmustur. Tan1 gecikme siiresi ile semptom baglama
yasi(r= -0,186, p=0,002) ise ters iliski bulunmustur. Calismamizda tan1 gecikme siiresi ile devlet hastanesi (r=0,222, p<0,001) ve 6zel
hastaneye (1=0,166, p=0,008) basvuru siklig1 arasinda anlamli iligki tespit edilmistir. Romatoloji disinda diger uzmanlik dallarina bagvuru ile
tan1 gecikme siireleri arasinda anlamli korelasyon saptanmistir. Sonu¢: Tani koymada gecikme nedeni ile 6zellikle hastalarin yasam
kalitesinde azalma ve is giiciinde kayiplar ortaya ¢ikmaktadir. Ayn1 zamanda bu durum saglik hizmetlerinde gereksiz harcamalara ve tani
konulma siirecinde zaman kaybina yol agmaktadir. Yapilan tetkikler tek basina yeterli olmamaktadir. Oykii ve fizik muayeneden elde edilen
bilgilerin dikkatli sekilde degerlendirilerek tani siirecini kisaltmak 6nem arz etmektedir.
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INTRODUCTION

Ankylosing spondylitis (AS) is a chronic, systemic,
inflammatory disease with uncertain etiology. It
belongs to the group of diseases named as
spondyloarthritis which is characterized by the
involvement of the axial skeleton (spinal and
sacroiliac joints), peripheral joints and enthesis. !
Since AS is usually insidious, patients often cannot
determine the exact time when their complaints
begin.® Back and joint pains, the most common
symptoms of AS, may not be cared enough by the
patient considering it as “common muscle pain” or
“unimportant.” Most of the patients, even health
care professionals may not be able to distinguish
between nonspecific and inflammatory back pain.
Morning stiffness, which is the most remarkable
feature of inflammatory back pain, can last up to 3
hours. Both stiffness and pain tend to decrease with
a warm shower and physical activity. Therefore,
patients may be delayed in investigating the cause
of this complaint, which does not disturb much later
in the day.?

There is usually no significant change in
routine blood tests. ANA (anti-nuclear antibody)
and rheumatoid factor (RF) positivity are not
different from the healthy population. Increased
erythrocyte sedimentation rate (ESR) or C-reactive
protein (CRP) levels are within normal limits in
most of the patients, although this finding does not
exclude the presence of active disease.** Therefore,
information obtained from history and physical
examination is more important in the diagnosis
process. Due to the delay in diagnosis, the quality
of life of the patients could decrease, and the loss of
the labor force may occur. At the same time, this
condition leads to unnecessary use of resources in
health services and loss of time in the diagnosis
process.’

This study aimed to determine initial
symptoms in patients with AS, the period from
onset of symptoms to diagnosis, and predictors
associated with the delayed diagnosis.

MATERIAL and METHODS
Study sample

The study sample included 269 volunteer patients
with AS fulfilling the modified New York
classification criteria who were followed in the
tertiary inpatient/outpatient clinic of Rheumatology

in Gulhane Medical Faculty at 2015 April-2016
June. Inclusion criteria were being older than 18
years of age, willing to participate in the study and
giving consent, not to have cognitive dysfunctions,
diagnosed with AS or being followed up due to AS.
The sample of the study consisted of the employees
and their family members together.

Data collection

After sharing the study information, the data were
collected through face-to-face interviews. A 25-
question survey based on a literature review was
used to collect data. Survey form queries socio-
demographic characteristics of the patients, first
initial symptoms related to AS, health institutions
types applied with these symptoms, whether there
are other individuals affected in the family, and the
duration of the diagnosis process.

Statistical analysis

Statistical analyses were conducted using the
software Statistical Package for the Social Sciences
(SPSS for Windows, version 22.0, SPSS Inc.,
Chicago, IL, USA) program. Mean, standard
deviation, median, minimum-maximum variables
were used for determining continuous variables
and; percentage and numbers were used for
determining  discrete Normality
distribution was analyzed by the Kolmogorov-
Smirnov test. Mann-Whitney U test and Kruskal-
Wallis H test were implemented to compare the
groups due to unequal variances. Differences with p
< 0.05 were considered as statistically significant.
Spearman correlation analysis was used to detect
correlations between variables.

variables.

Variables

Diagnostic process parameters (how long before the
first complaints about the disease started, how
many applications were made to health centers
about these complaints until the diagnosis of AS,
specialties of the physicians they applied, health
facilities’ features.) , imaging modalities (sacroiliac
joint graphy-SIJG, magnetic resonance imaging-
MRI), specific laboratory findings (HLA-B27,
ESH, CRP) were the dependent variables; whilst
socio-demographic features (age, marital status,
education, occupation, height, weight, income level,
place of residence, exercise status, habits, drugs),
any disease other than AS, AS or other
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rheumatologic diseases in family —members
constitutes the independent variables.

Ethical considerations

In addition to scientific principles, universal ethical
principles were followed in conducting the
research. Individuals who participated in the study
were informed that they were free to participate in
the research, they could drop from the study at any
time and the informed consent condition in the
research was fulfilled as an ethical principle.
Regarding the study protocol, approval was
obtained from the Gulhane Medical Faculty Non-
Interventional Clinical Research Ethics Committee.

RESULTS

The mean age of 269 (261 male, 8 female) patients
was 30 + 8.5 years, and mean body mass index
(BMI) was 24.9 + 3.9 kg/m2. Of the participants,
51.7% (138) were in normal BMI, 68.3% (183)
were graduates of university, 44.6% (119) were
married, 76.7% (204) were employed, 58,9% (155)
were in balanced financial income-expenditure
situation, 73.2% (197) were living in provinces,
39.2% (103) were doing regular exercise, 54.3%
(146) were smoking, 18.9% (49) were drinking
alcohol (Table 1).

Table 1. Distribution of demographic variables of the participants
Variables %(n)
Gender Male 97 (261)
Female 3(8)
BMI Normal (<24,9 kg/m?) 51.7 (138)
Overweight (25-29,9 kg/m?) 39.7 (106)
Obesity (>30 kg/m?) 8.6 (23)
Education level Primary school 14.9 (40)
High school 16.8 (45)
University 68.3 (183)
Balance of income and | Income<Expenses 27 (71)
expenses
Income = Expenses 58.9 (155)
Income>Expenses 14.1 (37)
MaritalStatus Married 44.6 (119)
Single 55.4 (148)
Employment status Employed 76.7 (204)
Non-employed 23.3 (62)
Location Province 73.2 (197)
Non-province 26.8 (72)
Regular exercise Yes 39.2 (103)
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No 60.8 (160)
Smoking Yes 54.3 (146)
No 45.7 (123)
Alcohol Yes 18.9 (49)
No 81.1(210)

BMI: Body Mass Index

Table 2. Health institutions where the patients admit

and admission frequencies

Health facility Mean £ SD | Median(Min-
Max)

Primary care 1.19+£4.011 0(0-30)
(family health
center)
Secondary care 8.14 + 13.68 4(0-150)
(state hospital +
private hospital)
University hospital 424 +10.84 1 (0-100)

SD: Standard deviation, Min: Minimum, Max: Maximum

The median value of delay time in diagnosis which
was calculated by asking the s time of diagnosis
and the onset time of complaints was 2 (0.08-16)
years. The mean age at the diagnosis was 25.6 + 7.7
(11- 66) years; the mean age of symptom onset was
22.5 + 7.6 (4-64) years. The delay time in diagnosis
was positively correlated with current age (r=0.119,
p =0.001) and the age of diagnosis (r = 0.247, p
<0.001), whilst symptom onset age was negatively
correlated (r = -0,186, p=0.002). Distribution of
accompanying diseases was as follows; 5(1.9%)
diabetes, 8(3%) hypertension, 7(2.6%)
hyperlipidemia, 6 (2.2%) thyroid disease, 14 (5.2%)
Crohn's disease, 12(4.4%) LDH, 10 (3.7%) asthma,
and 5 (1.8%) hepatitis.

According to initial complaints of the
patients related to AS; ratio of morning stiffness

was 85.3% (227), limitation of waist movements
was 77.1% (205), low back pain lasting longer than
3 months was 59.8% (159), increased muscle aches
was 53.8% (143) and shoulder pain was 51.9%
(138).

It was determined that the participants
most frequently applied to state hospitals and least
frequently to private hospitals until the diagnosis of
the disease (Table 2). Physical therapy-
rehabilitation  specialists and  rheumatology
specialists were the most frequently visited
physicians during the diagnosis process (Table 3).

The most common disease was lumbar
disc herniation (LDH) in the rate of 44% (87)
among the first diagnoses of the participants (n=
197) during the first application to health
institutions (Figure 1). Ratio of family members
followed up due to AS history was 30% (81).

490

Berke et al., TIFMPC www.tjfmpc.gen.tr 2019; 13(4)



Table 3. Application frequency to specialists
Division Mean = SD | Median (Min-
Max)

Family Medicine 1,16 £4,35 0 (0-40)
Internal Medicine | 1,76 +4,54 0 (0-50)
Physical therapy- | 4,48 +7,09 2(0-50)
rehabilitation
Orthopedics and 2,02 £5,08 1(0 - 70)
traumatology
Neuro-surgery 1,12+2,67 0(0-20)
Rheumatology 3,24+ 8,6 0 (0 -100)

SD: Standard deviation, Min: Minimum, Max: Maximum

Table 4.The relationship between the demographics of the participants and the delay time in

diagnosis
Diagnostic delay time
Variables %(n) Mean = SD p*
Med(min-max)
Gender Male 97 (261) 3.246 £3.233
2(0.08 - 16) 0,952
Female 3(8) 4.302 +5.68
1,75 (0.08 - 14.75)
Marital status Married 44.6 (119) 3.63+3.26
2,17 (0.08 - 14) 0,026
Others 55.4 (148) 2.98 +3.37
2(0.08 - 16)
Employmentstatus | Employed 76.7 (204) 3.44+£3.45
2 (0.08 - 15.08) 0,476
Nonemployed 23.3(62) 2.83+2.84
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Berke et al., TIFMPC www.tjfmpc.gen.tr 2019; 13(4)




2(0.08 - 16)

Location Province 73.2 (197) 3.51+3.46
2.08 (0.08 - 16) 0,041
Rural 26.8 (72) 2.64+£2.82
1.25 (0,08 - 14)
Physical activity Yes 39.2 (103) 3.55+3.61
2(0.08 - 15.08) 0,57
No 60.8 (160) 2.98 +2.88
2 (0.08 - 16)
Smoking Yes 54.3 (146) 3.25+3.28
2 (0.08 - 15.08) 0,841
No 45.7 (123) 3,31 +3,37
2(0.08 - 16)
Alcohol drinking Yes 18.9 (49) 2.96 +2.57
2.08 (0.08 - 12) 0,845
No 81.1(210) 3.40+3.51
2 (0.08 - 16)
Normal (<24.9 kg/m?) 51.7 (138) 3.04+3.28
2(0.08 - 16)
BMI Overweight (25-29.9 kg/m?) 39.7 (1006) 3.55+3.44 0,339**
2(0.08 - 14.17)
Obesity (>30 kg/m?) 8.6 (23) 302+ 1.8
3(0.08 -7)
Primary 14.9 (40) 2.83£3.32
2(0.08 - 15)
Education High school 16.8 (45) 3.58+3.37 0,414**
2.25(0.08 - 15.08)
University 68.3 (183) 3.29+3.32
2(0.08 - 16)
Income<expense 27 (71) 2.85+3.38
2(0.08 - 16)
Socioeconomic Income = expense 58.9 (155) 3.54 +3.37 0,191%*%*
status
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2.25 (0.08 - 15.08)

Income>expense

14.1 (37)

2.82+£2.52

2(0.08-9)

SD: Standard deviation, Med: Median, Min: Minimum, Max.: Maximum

* Mann-Whitney U test

** Kruskal-Wallis H Test

Table 5. The relationship between the diagnostic delay time and other chronic diseases

Heart DM HT Hypercholesterolemia | Thyroid disease
Diseases
+ - + - + - + - + -
Diagnostic
delay time
364 + | 326+ |58 +|323 +|371 +|326 +|571+£539 321+3.24 560 =+ | 3.22+
Mean=SD | 2,50 335 2,98 3.31 2.55 3.34 5.57 3.25
6(0.08-15) | 2(0.08 - 16)
Med(min- | 4(0.17- | 2 6  (3- | 2(0.08- 2.7(1.67- | 2 (0.08- 3(1.08- 2(0.08-
max) 7) (0.08- | 10.08) 16) 9.17) 16) 14.75) 16)
16)
p* 0.366 0.039 0.257 0.271 0.192
DM: Diabetes mellitus, HT: Hypertension, SD: Standard deviation, Med: Median, Min: Minimum, Max: Maximum.
Table 6. The relationship between the application to different specialties and
the diagnostic delay time
Specialty r* p
Family Medicine 0.122 0.048
Physical therapy and 0.158 0.01
rehabilitation
Orthopedics and traumatology 0.206 0.001
Neuro-surgery 0.204 0.001
Rheumatology -0.055 0.381
Internal Medicine 0.265 <0.001
*Spearman correlation
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When the patients were questioned about
the family history regarding the rheumatologic
diseases, AS was the leading one (30%). The
frequencies of the other diseases were as follows:
18.3% (49) for rheumatoid arthritis (RA), 3% (8)
for inflammatory bowel disease (IBD), 1.5% (4) for
psoriasis, 1.5% (4) for Familial Mediterranean
Fever (FMF), 0.74% (2) for fibromyalgia and
0.74% (2) for Sjogren’s syndrome.

The most used two drugs in the treatment
of AS were Anti-TNF drugs [46.1% (124) ] and
NSAIDs [45.7% (123) ] (Figure 2). Of the patients,
77.2% (207) had undergone magnetic resonance
imaging (MRI) including the results of active
inflammation (44.4%), chronic changes (17.5%)
and normal (15.3%). Human leukocyte antigen
(HLA) was positive in 30.6% (82) of the
participants (Figure 3)

LDH, Lumbar disc herniation; AS, Ankylosing Spondylitis.

Evaluation of the relationship between the
demographic data and the diagnostic delay time of
the participants demonstrated that married patients
than single ones (p=0.026), patients living in the
province than rural (p=0.041) more likely have
greater delay time in diagnosis. No statistically
significant difference was found between the
diagnostic delay time and the variables of gender,
educational status, socio-economic status, working
status, exercise, BMI, smoking, alcohol drinking
(p>0.05) (Table 4).

When chronic diseases other than AS
were evaluated, no statistically significant
difference was found between chronic diseases and
diagnostic delay time (p>0.05) except those with
and without diabetes (p = 0.039) (Table 5).

H LDH

HAS

B Mechanical pain
Rheumatic pain

H Heel spur

Figure 1. Distribution of first diagnoses in health institutions during the application process associated

complaints with AS.
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Anti-TNF, Anti-tumor necrosis factor; NSAIDs, Non-steroidal anti-inflammatory drugs; Mtx, Methotrexate.

Figure 2. Drugs used in the treatment of AS (%)

Pozitive

None None

Negative

HLA-B27

Normal

HLA, human leukocyte antigen; MRI, Magnetic resonance imaging.

Figure 3.Distribution of MRI and HLA status of the patients (%)

A statistically significant positive correlation was
detected between the delay time of diagnosis and
frequency of admittance to a state hospital
(r=0.222, p< 0.001), and private hospital (r = 0.166,
p = 0.008) when the type of health care institutions
that the patients applied were evaluated.
Furthermore, a significant correlation was found
out between the diagnostic delay time and all the
applied by the
rheumatology (Table 6).

specialties patients  except

Chronic Active
changes inflammation
MRI
DISCUSSION

In our study, the socio-demographic characteristics,
initial symptoms and diagnosis process of AS
patients were evaluated. Delay in diagnosis both in
Turkey and in the world varies from 4.5 to 8 years.
In our study, the median time of diagnosis delay of
AS which was determined by asking the time of
diagnosis and onset of initial symptoms was 2 years
(min:0,08-max:16) (Mean+SD; 3.28+3.32). The
current median age was 27 (19-70) (30 + 8.5) years,
the median age at onset of symptoms was 21 (4-64)
(22.5 + 7.6) years, the median age at diagnosis was
24 (11-66) (25.6 £ 7.7) years. A statistically
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significant positive correlation was found between
the diagnosis delay time and the current age, the
age of diagnosis, but a negative correlation with the
symptom onset age. Current age and age at
diagnosis was positively correlated with delay time
in diagnosis, whilst age at onset of initial symptoms
was negatively correlated. In other words, the older
patient's current age and age at diagnosis caused
longer delay time in diagnosis, but the earlier time
at the onset of initial symptoms prolonged the delay
time in diagnosis.

It is important to preserve the quality of
life of the patient as much as possible during the
treatment and follow-up of chronic diseases. One of
the main tasks of the physician is to provide early
diagnosis of insidious diseases such as AS, as well
as to stop the pathological progression of the
disease. Strict follow-up of the disease with early
diagnosis and treatment may allow for the
prevention of problems that could lead to
worsening of the quality of life. * Since AS is
usually insidious, patients often cannot determine
the exact time and location of the body part where
their complaints begin.> Most of the patients may
not be able to distinguish nonspecific back pain
from inflammatory causes. Early diagnosis,
treatment, and follow-up are important for such a
disease which impairs the quality of life with
functional and structural limitations.>®

In the studies from Turkey, the delay time
in diagnosis was 8.1 = 8.6 years in the study of
Gerdan et al 7 and 4.6 + 6 years in the study of
Aytekin et al. ® Studies conducted abroad
demonstrated that the delay time in diagnosis was
6.2 + 3.5 years in Iran °, 8 years in Korea '°, and 6.7
+ 5.6 years in Japan. !! In our study, the mean delay
time in diagnosis was found to be 3.28 + 3.32 years
which was calculated by asking the duration
between initial symptoms and the time of diagnosis
of AS. The average delay time of diagnosis in our
study was lower than the studies in our own
country, while mean of the delay time of diagnosis
in other studies conducted in Turkey were similar to
average values in other countries. The current study
was conducted in a hospital that provides health
service mainly to military personal. The military
personals are being asked and examined regularly
about their health status. This might explain a
relatively short diagnostic delay observed in our
patients.

The main reason for the delay in diagnosis
is that the results of conventional laboratory and
imaging methods are usually normal in patients
with AS. It takes several years to develop bone
abnormalities in the sacroiliac joints when assessed
by conventional radiography. At this point, MRI
has taken an increasing role in detecting sacroiliitis.
The use of MRI is thought to be effective in the
absence of “apparent” sacroiliitis with conventional
radiography. Since our study sample is composed
of younger patients, MRI was used in most of the
patients for either making or confirming the
diagnosis.

Low back pain is one of the leading causes
of primary care health service admissions. This
symptom should be evaluated more carefully in
terms of inflammatory diseases, the information
obtained from the history, and physical examination
should be considered even if no signs are detected
in conventional radiographs. The presence of the
features of inflammatory back pain should always
be queried in detail in young patients with low back
pain. Patients with low back pain at onset had a
higher delay time. Physicians probably had the
strategies for identification of AS more focusing on
arthritis than on low back pain.'> Based on real-
world experience, the most commonly reported
misdiagnoses were back problems (44.3%),
psychosomatic disorders (36.2%) on the process of
the diagnosis of AS."* The leading diagnose (most
likely misdiagnose) in our patients was lumbar disc
herniation which demonstrates the insufficient
evaluation of the patients and unnecessary ordering
lumbar spine MRI tests. The first step of a correct
diagnosise is to remember the disease, this golden
rule is also the case for AS. Expanding the
awareness about spondylo-arthritis is essential to
decrease the diagnostic delay in these young
patients.

The mean diagnosis age in the present
study was 25.6 + 7.7 years, whilst 33.9 + 10.8 years
in the study of Gerdan et al. ” The age of diagnosis
in our study was found earlier than the other studies
on this subject. Therefore, the diagnostic delay time
was shorter in our results than in the other studies.
Characteristics of patients who had easy access to
health services and regular health checks could be
effective in this condition. It is also believed that
military personnel is obliged to engage in sportive
activities and because of the pain caused by AS,
these limited activities could be responsible from

496

Berke et al., TIFMPC www.tjfmpc.gen.tr 2019; 13(4)



the earlier hospital admission about the low back
pain.

When the patients were asked about the
diseases other than AS, there was a significant
difference between the delay time in diagnosis in
patients with DM compared to the ones who had
not DM. We found out limited literature on chronic
diseases and late diagnosis of AS. To our
knowledge, only Deodhar A. et al reported that the
patients with AS who had diabetes mellitus (5.1%)
were less likely referred to rheumatologists than
those without diabetes mellitus (9.8%).'* One of the
reasons for longer diagnostic delay times in diabetic
patients than non-diabetic patients may be due to
sensory neuropathies that cause the feeling in the
later stages of the disease. Another reason for the
difference in diabetic patients may be that
physicians who follow the patients care more about
diabetes-related problems and overlook the
symptoms that they think might be simpler.

The relationship between the health
institution type and the delay-time in diagnosis
demonstrated that there was a mild significant
association between the delay time and the
frequency of admission to public and private
hospitals. It was considered that the patients who
apply to these health-care facilities are late-
diagnosed, and those who cannot get appropriate
diagnosis and treatment apply to health institutions
with the same competence repeatedly. The quality
of life of the patient is adversely affected by the
delay in treatment. Functional and structural
limitations may occur in patients with progression
of the disease.

In the current study, the most preferred
specialists consulted for the symptoms were
physical therapy and rehabilitation specialists and
rheumatologists. In the study of Gerdan et al.’, the
physical therapy and rehabilitation specialistswere
the most popular consultant physicians (30%),
whilst rheumatologists were the least one (4%).
This result is normal considering that there are a
few rheumatologists in our country and that it is
more difficult for patients to reach the
rheumatologist than the other specialists. In the
study of Gerdan et al.’, the minimum average
diagnosis delay (2.9 + 5.3 years) was found by the
rheumatology specialist. The branch with the
longest diagnostic delay was the orthopedics
specialists with 9.6 + 9.1 years and 25% (n = 99) of

consulted patients. In our study, a positive moderate
correlation was found between the frequency of
referral to the internists and the diagnosis delay
period.

In our study, there was a positive and
moderate relationship between the frequency of
referral to internal medicine specialists and the
diagnosis delay period. There was a mild significant
relationship between the frequency of admission to
the other specialists and the diagnostic delay period
except for rheumatologists. Since AS is not often
treated by the internists and is relatively rare, it may
not be among the first diagnoses. Considering the
occupational intensities of internists during daily
practice, it is more likely to overlook non-specific
and rare AS-related symptoms and cannot be
considered in preliminary diagnoses.

In our study, 44% (87) of the participants
were diagnosed with LDH and, 13.7% (27) was
diagnosed as AS at the first admission to health
institutions. Gerdan et al.” reported that 33% of the
patients were diagnosed with LDH and 13.7% with
AS.7 Our results are consistent with literature.
Based on these results in the current study, patients
were diagnosed with false LDH about three times
more than the correct diagnosis. Therefore, patients
should be questioned carefully and should not be
wasted time with misdiagnosis during the
diagnostic process.

Study limitations

In our study, 269 (261 male, 8 female) patients with
AS were interviewed. In other studies, the number
of female patients was relatively higher. Although
the total number of participants in the current study
is highenough, the low number of women was the
most important limitation of the study. The patient
sample consisted mostly of males because the
hospital where we conducted our study was a
reference center where whether applicants were
suitable for military service is evaluated and well-
known health-care facility preferred by an
employee or retired military personnel. Secondly,
the mean age of the participants in our study was
lower than the other studies. Because the group
consisted mostly of participants under military
service, the average age was younger than the other
studies. Thirdly, we could not measure the quality
of life objectively in patients with AS in the current
study. Finally, since our study was based on the
information obtained from the participants, patients
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with an insidious onset disease such as AS could
not remember the dates when their complaints
started.

Conclusion

As a result, the information obtained from medical
history and physical examination is important in the
diagnosis process of AS. The laboratory and
imaging methods are not sufficient alone. Low back
pain is the most significant symptoms for family
physicians which should be carefully considered
among other confounding factors for the differential
diagnosis. Due to the delay in diagnosis, the quality
of life of the patients decreases and the loss of the
labor force occur. Mismanagement of the
diagnostic process also leads to unnecessary use of
resources in health services. Physicians with high
awareness and knowledge level about AS
symptoms, the more careful evaluation of the
information obtained from the medical history and
physical examination will shorten the diagnosis
process and prevent unnecessary losses.
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ABSTRACT

Objective: The objective of this study is to examine the relationship between childhood trauma, emotion regulation difficulties and marital
satisfaction in pregnant adolescents. Methods: The model of this study, which is planned as quantitative research, is a relational screening
model that aims to determine the presence of change between two or more variables. The universe of the study consisted of pregnant
adolescents. The sample of the study consisted of pregnant adolescents (n: 350) who are citizens of The Republic of Turkey and applied to
Konya Dr. Faruk Siikan Hospital for Obstetrics and Pediatrics between April 2016-2017. The following forms and scales were used in the
study: "Personal Demographic Information Form" developed by the researcher, "Childhood Trauma Scale (CTQ-28)" to determine childhood
trauma scores of pregnant adolescents, " Difficulties in Emotion Regulation Scale (DERS)" to determine emotion regulation difficulties
scores and “Marriage Life Scale” to determine marital satisfaction scores. The obtained data were analyzed by SPSS 23.0 program. Results:
The average age of pregnant adolescents was 17.2 + 1, the marriage age was 16.7 + 1 and the age at first pregnancy was 17.9 £ 2.0. It has
been found that there is a strong positive relationship between childhood traumas and emotion regulation difficulties in pregnant adolescents.
In addition, it has also been concluded that childhood traumas in pregnant adolescents statistically and significantly explains emotional
regulation difficulties at a level of 44% and marital satisfaction at a level of 53%. Conclusion: It can be concluded that as the neglect and
abuse experienced during childhood increases, the emotion regulation difficulties increases and marital satisfaction decreases.

Key words: Adolescent pregnancy, childhood trauma, emotion regulation difficulties, marital satisfaction
OZET

Amag: Bu caligmanin amaci, addlesan gebelerde ¢ocukluk ¢agi travmalari, duygu diizenleme giigliigii ve evlilik doyumu arasindaki iliskinin
incelenmesidir. Yontem: Nicel arastirma olarak planlanan bu ¢alismanin modeli, iki ya da daha ¢ok sayidaki degisken arasindaki degisim
varligimi belirlemeyi amaglayan iligkisel tarama modelidir. Arastirmanin evrenini adélesan gebeler, 6rneklemini Nisan 2016-2017 tarihleri
arasinda Konya Dr. Faruk Siikan Kadin Dogum ve Cocuk Hastaliklar1 Hastanesine basvuran T.C. vatandasi addlesan gebeler (n: 350)
olusturmustur. Arastirmaci tarafindan gelistirilen “Kisisel Demografik Bilgi Formu”, addlesan gebelerin ¢ocukluk ¢agi travma puanlarmni
belirlemek icin “Cocukluk Cag1 Travma Olgegi (CTQ-28)”, duygu diizenleme giicliigii puanlarmi belirlemek icin “Duygu Diizenleme
Giigliigii Olgegi”ve evlilik doyum puanlarim belirlemek igin “Evlilik Yasam Olgegi” kullamlnustir. Elde edilen verilen SPSS 23.0 paket
programu ile analiz edilmistir. Bulgular: Adélesan gebelerin ortalama yaglarmin 17.2+1, evlilik yaslarmm 16.7+1, ilk gebelik yaslarinin
17.9£2.0 oldugu goriilmiistiir. Addlesan gebelerde ¢ocukluk ¢agi travmalari ile duygu diizenleme giicliigii arasinda pozitif yonli giigli bir
iliskinin var oldugu goriilmiistiir. Ayrica adolesan gebelerde gocukluk ¢agi travmalarmm duygu diizenleme giigliigiini %44 diizeyinde,
evlilik doyumunu ise %53 diizeyinde istatistiksel olarak anlamli bir sekilde agikladigi sonucuna varilmistir. Sonu¢: Cocuk doneminde
maruz kalman ihmal ve istismar arttikca, ilerleyen donemlerde duygu diizenleme giigliigiiniin artacagi ve evlilik doyumunun azalacagi
sOylenebilir.

Anahtar kelimeler: Adolesan gebeligi, ¢ocukluk ¢agi travmasi, duygu diizenleme giigliigii, evlilik doyumu
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INTRODUCTION

Every child has the right to a healthy life free from
violence. However, millions of children around the
world are exposed to or witness physical, sexual or
emotional abuse every year. Childhood abuse is a
universal problem that causes serious effects on the
physical and mental health and well-being of the
victims and their development.!* Although child
abuse is the same age as humanity, its acceptance as
a problem and studies focused on this problem is
based on a recent history.* Abuse may be physical,
emotional, sexual. While marriages before the age
of 18 1is also considered sexual abuse, this is
common in Turkey. They can marry under the age
of 18 and can have children.’

Pregnancy is a challenging process in
many cases where different women experience
different emotional processes. This situation can be
seen more in adolescent pregnancies.® The
adaptation of the young pregnant woman to the
adolescent period, to marriage and to the
motherhood role are important and difficult
processes. Therefore, it should be kept in mind that
the psychological risks of adolescent pregnancy are
greater than the medical risks.>”

Adult individuals who have experience and
story of neglect and abuse in childhood are
involved in a psychological risk group. In addition,
these individuals show cowardly, timid, antisocial
behavior in their social relations with others.!® In
previous studies, it has been asserted that children
develop specific behavioral patterns such as
avoidance, rapid response, destructive behaviors,
desperation as a result of traumatic experiences and
these behaviors are carried to adult life through
cognitive schemas.’ Empirical studies in the
literature on developmental psychology show that
childhood abuse affects the acquisition of
appropriate emotion regulation strategies and
interpersonal skills. !

Emotion regulation is the ability of an
individual to follow his / her own emotional
reactions, to control, evaluate and change these
reactions for a purpose and in order to meet this
purpose. Emotion regulation involves the initiation
of a new emotional response, ie the ability to
change the reactions of the existing emotional state
under control. It can also reflect a person's own and
interpersonal regulation.!'"!* Repeated traumas such
as abuse can cause difficulty in emotion regulation

by preventing the child from developing successful
emotion regulation and interpersonal skills and by
lowering satisfaction in relationships. '3

Gilford and Bengston (1979) describe
marital satisfaction as an evaluation of marriage
process in general terms, together with positive
interactions and negative sentiment of spouses
related to marriage.!® Neglect and abuse
experienced in childhood and difficulty in emotion
regulation may cause married couples to experience
adaptation and satisfaction problems in their
marriages. There are several variables that
determine and affect marital satisfaction, and
childhood traumas and emotion regulation skills are
some of these variables.!”!

In this study, we aimed to determine the
relationship between childhood trauma and the
emotion regulation difficulty and marital
satisfaction in pregnant adolescents. According to
the facts detailed in the prior paragraphs, we
assume that (1) there is a positive correlation
between childhood abuse and emotion regulation
difficulties in pregnant adolescents; (2) there is a
negative correlation between childhood abuse and
marital satisfaction in pregnant adolescents; (3)
there is a negative correlation between emotion
regulation difficulties and marital satisfaction in
pregnant adolescents; (4) childhood traumas in
pregnant adolescents explain emotion regulation
difficulties and marital satisfaction.

METHODS

The model of this study, which is quantitative
research, is the general screening model. In this
study, relational screening model was used to
determine the relationship between dependent and
independent variables. The relational screening
model is aimed at determining the presence or
degree of interchange between two or more
variables. The universe of the study consisted of
pregnant adolescents. The sample of the study
consisted of pregnant adolescents (n: 350) who are
citizens of The Republic of Turkey and applied to
Konya Dr. Faruk Siikan Gynecology and Obstetrics
Hospital between April 2016-2017. The study
continued for one year between April 2016 and
April 2017. Criteria for inclusion in the study were
“being under 19 years of age, being pregnant, being
able to speak and understand Turkish because of the
high number of Syrian refugee pregnant women,
and being a volunteer”.
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Ethical considerations

The study conformed to scientific and -ethical
principles outlined in the Declaration of Helsinki.
The study was approved by the Local ethics
committee. In order to carry out the study, ethics
committee approval dated 08.12.2015 and
numbered 2015/19 was obtained from Konya-
Selguk University Faculty of Medicine, Non-
Invasive Clinical Researches Ethics Committee,
and application permission was obtained from
General Secretary of Konya Public Hospitals
Association on 04.04.2016. Verbal information was
given to the patients who accepted to participate in
the study and their verbal consent was obtained.

Data Collection

After obtaining the necessary permissions for the
research, data was obtained by face-to-face
interviews with pregnant adolescents who applied
to Konya Dr. Faruk Siikan Gynecology and
Obstetrics Hospital. Data was collected via
“Personal Demographic Information Form”,
“Childhood Traumas Questionnaire CTQ-287,
Difficulties in Emotion Regulation Scale (DERS)”
and “Marital Life Scale (MLC)”.

Personal Demographic Information Form:
In the personal demographic information form
prepared by the researcher, there are questions
aiming to gather information about the
demographic characteristics of  pregnant
adolescents.

Childhood Traumas Questionnaire CTQ-
28: The scale, which was developed by Bernstein in
1994, was adapted to Turkish in 1996 and its
validity and reliability study was conducted by Sar
in 201212 It is an easy-to-implement
measurement tool that is useful in evaluating abuse
and neglect before 20 years of age, retrospectively
and quantitatively.

Difficulties in Emotion Regulation Scale
(DERS): The scale was developed by Gratz and
Roemer in 2004. Based on a personal statement,
DERS consists of 6 sub-dimensions, such as
“Awareness” explaining the lack of awareness for
emotional reactions, “Openness” referring the lack
of understanding emotional reactions, “Rejection”
indicating the refusal of emotional reactions,
“Strategies” pointing to limited access to emotion
regulation strategies, “Impulse” expressing having

difficulties in the control of impulses while
experiencing negative emotions and “Objectives”
implying having difficulties in goal-oriented
behavior while experiencing negative emotions.
Turkish adaptation and the validity-reliability study
was conducted by Ruganci in 2008.21

Marital Life Scale (MLC): The scale,
which was developed by Tezer (1996) in order to
determine the general satisfaction levels of spouses
from the marital relationship, takes values ranging
from 1 = strongly disagree and 5 = absolutely agree.
The scale consists of 10 items and the expressions
2, 4 and 5 are scored in reserve. The test-retest
reliability coefficient of the scale is .85; it is .88 for
the Cronbach Alpha male group and .91 for the
female group. The results support the reliability of
the scale. The highest score that can be taken from
the scale is 50 and the lowest score is 10 and the
scale does not have a cut-off score. These findings
also indicate that the scale is reliable.22

Statistical Analysis

20 of the data sets were excluded from the
evaluation since they were considered unsuitable
for evaluation. The remaining 350 data sets were
evaluated with SPSS 23.0 package program. The
frequency test was used to determine the means and
standard deviations. Pearson product-moment
correlation test, in order to test the strength of the
linear relationship between two variables and
Multiple Regression test were used to predict the
value of a variable based on the value of two or
more other variables.

RESULTS

The average age of the pregnant
adolescents was 17.2 £ 1, the average age of the
spouses was 21.2 + 2.5, the average age of marriage
was 16.7 = 1, and the age at first pregnancy was
17.9 £ 2.0. It was determined that 66.3% of the
pregnant adolescents had official marriage and
33.7% of them had imam marriage; 30.3% of the
pregnant adolescents married “with prearranged
marriage with their own decision”, 27.4% “by
making acquaintance, with their own consent”,
26.3% “by eloping”, 16% “with prearranged
marriage, with the decision of the family”; 79.6%
of spouses were not relatives, 23.1% were relatives
to each other. According to the educational status of
pregnant adolescents, 50.6% were graduated from
primary school, 25.1% were literate, and 24.3%
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were high school graduates. When the family types
of the adolescents are examined, 57.4% were found
to have extended family, and 42.6% had a core
family.

In our study, while there was a high level
of a positive correlation between childhood traumas

and emotion regulation difficulties (r = .66, p
<0.05), there was a high level of negative
correlation with marital satisfaction (r = -.61, p

<0.05). In addition, there was a moderately
significant negative correlation between emotion
regulation difficulties and marital satisfaction (r = -
.55, p <0.05).

While childhood traumas explained
emotion regulation difficulties significantly at 44%
level (R = .66, R2 = .44, p <0.05). it explained
marital satisfaction significantly at 53% level (R =
73, R2 = .53, p <0,05).

Table 1. Socio-demographic characteristics of participants

n: 350 X Standard Deviation
Age 17.2 1.0
Age of Marriage 16.7 1.0
Age at first pregnancy 17.9 2.0
Age of Spouse 21.2 2.5
Educational Background N %
Literate 88 25.1
Primary Education 177 50.6
High School 85 24.3
Family Type of Adolescent
Core Family 149 42.6
Extended Family 201 57.4
Wedding Type
Official Marriage 232 66.3
Imam Marriage 118 33.7
Marriage Type
With His Consent 96 27.4
Prearranged marriage, own decision 106 30.3
Prearranged marriage , family decision 56 16
Eloping 92 26.3
Affinity with Spouse
Yes 81 23.1
No 269 79.6
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Table 2. Statistical analysis of the relationship between childhood trauma and emotion regulation

difficulties and marital satisfaction

Correlation Childhood Emotion Marital
Traumas Regulation Satisfaction
Difficulties
Childhood Pearson Correlation (r) | 1 .66 -.61
Traumas Sig. (2-tailed) 350 p<.001* p<.001*
N 350 350
Emotion Pearson Correlation (r) .66 1 -55
Regulation Sig. (2-tailed) p<,001* 350 p<.001*
Difficulties N 350 350
Marital Pearson Correlation (r) -.61 -55 1
Satisfaction Sig. (2-tailed) p<.001* p<.001* 350
N 350 350

*0<0.05; p<.001=0.000, (Pearson correlation test)

Table 3. Statistical analysis of the relationship between childhood trauma and emotion regulation

difficulties and marriage satisfaction

Model R R? R? (Adjust) B F P
Emotion

Regulation 66 44 44 47 277.6 p<.001*
Difficulties

Marital

Satisfaction 73 53 53 -36 198.3 p<.001*

*0<0.05; p<.001=0.000; (Regression test)

DISCUSSION

The aim of this study was to investigate the
relationship between childhood traumas and
emotion regulation difficulties and marital
satisfaction in pregnant adolescents. For this
purpose, childhood traumas, emotion regulation
difficulties status and marital satisfaction in
pregnant adolescents were evaluated with
appropriate measurement tools and their current
conditions were revealed with the findings. Our
results confirmed the hypotheses established at the
beginning of the study.

Studies have supported a  strong
relationship between the traumas experienced in
childhood and the emotion regulation difficulties in
later stages of life.”*?® Young and Widom (2014),
in their study investigating the long-term effects of
childhood neglect and abuse found that there was a
correlation between childhood abuse and emotion
regulation process, and that childhood abuse
negatively affected the emotion regulation
process.?® Secrist et al. (2019), in their study, found

that childhood trauma, anxiety, dissociation and
baseline vagal tone are able to predict 39% of the
variance in nightmare distress and explores the
relationship between external emotion Regulation.?’
Chang et al. (2018) found that survivors who had
experienced childhood abuse reported significantly
higher scores of emotion regulation difficulties.?®
Hebert et al. (2018) found that cumulative
childhood trauma was associated with higher levels
of emotional dysregulation. These results highlight
that emotion regulation appears to play a major role
in the relations between childhood Trauma.?® Dvir
et al. (2014) found a complex and bidirectional
relationship between childhood trauma exposure
and emotional dysregulation. Trauma exposure in
childhood is associated with a reduced ability to
understand and regulate emotions.3°

Sexual abuse during childhood may
adversely affect the relationships of spouses in the
future. In particular, female victims may experience
problems such as divorce, separation, conflict and
sexual incompatibility later in their lives. '®

Individuals exposed to emotional abuse may
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experience a decrease in marital quality, excessive
attachment to spouses, exposure to spousal
violence, decrease in marital satisfaction and
harmony in adulthood.'”*!  Women's emotion
regulation skills are effective in ensuring the
balance in marriage, and women with this skill can
be said to have smoother marriages.>> Whisman
(2006) found that individuals exposed to childhood
trauma experience low marital satisfaction. In the
same study, individuals who had been exposed to
sexual abuse and rape before the age of 16 had very
low marital satisfaction scores.'® Nguyen et al.
(2017) reveal that there is a strong correlation
between child abuse history of couples and present
marital satisfaction. Victims of childhood abuse
couples’ marital satisfaction points are lower than
unabused couples.>* Nelson and Wampler (2000)
found in their study that there was a relationship
between exposure to trauma in childhood and low
marital satisfaction and the high rate of family
break up.!” Liu et al. (2018) found that severity of
paternal childhood emotional maltreatment was
meaningfully associated with paternal marital
dissatisfaction, whereas maternal childhood
emotional maltreatment was only marginally
associated with maternal marital dissatisfaction.>*

Bloch et al. (2014) found a strong
relationship between
dysregulation and marital satisfaction and asserted
that a decrease in the ability to regulate emotions
negatively affected the marital relationship.’*
Mirgain and Cordova (2007) reveal that there is a
strong association with emotion regulation and
marital satisfaction.’® According to Aldao's study

women's emotion

(2013) whether the relationship between couples is
positive or negative is related to their emotion
regulation skills.3” Also, Shaid and Kazmi’s (2016)
studies results indicate that there is a positive
correlation between emotional regulation and
marital satisfaction. Besides emotional regulation is
the predictor of marital satisfaction.’® According to
the findings of Maneta et al. (2015), it has been
observed that childhood traumas in both men and
women have a statistically significant negative
relationship with the empathic approach and marital
satisfaction during adulthood.?® The findings and
the information in the literature are consistent with
the findings of our study.

CONCLUSION

In the light of the findings of our study, we found
that childhood traumas adversely affect emotion
regulation skills during adolescence and that there
is a positive relationship between these two
concepts. We can say that as the traumas
experienced during the child period increase, the
emotion regulation difficulties will increase.

We also found that childhood traumas had
a negative impact on marital experiences and that
there is a strong negative relationship between
childhood trauma and marital satisfaction.
Similarly, we found that there was a strong negative
relationship between emotion regulation difficulties
and marital satisfaction. We can claim that
individuals who have experienced trauma in
childhood and who have difficulty in emotion
regulation will have problems with marriage life
and their marital satisfaction will be lower.

We think that considering the possibility of
childhood traumas in young people who have
difficulty in emotion regulation, will contribute
positively to the treatment process. In addition, we
believe that for couples, especially young ones,
who have marital satisfaction problems, exposure to
childhood trauma and difficulty in emotion
regulation should be taken into consideration. As a
result, it is very important for children and public
health to be aware of possible childhood trauma
cases in time and to take preventive interventions
besides to intervene in cases that are at risk for
adolescent pregnancy. At this point, health
professionals, especially family physicians and the
ministry of family, work and social services should
take responsibility.
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Syrian Refugees in a Container City in Turkey:

Retrospective Evaluation of Primary Care Admissions
Tiirkiyede Bir Konteyner Kentteki Suriyeli Miilteciler: Birinci Basamak

Bagvurularinin Retrospektif Degerlendirilmesi

Pinar Déner' *, Rabia Kahveci®, Irfan Sencan®, Duygu A. Baser’, Adem Ozkara’

ABSTRACT

Objective: The aim of this study was to collect and share information about primary care (PC) services provided to the Syrian refugees in Kilis
container city and to evaluate their situation excluding preventive services. We also tried to determine further needs.

Methods: This is a retrospective type descriptive study. Data about PC services provided to Syrian refugees in Onciipmar was collected by
personal contacts and observation besides summarizing our own experience. The container cities have a manual system. For the take of the
analysis, information from the paper files was transferred to an electronic database. The study covered the period between April 2012- where
settling of Syrians started- and 20th December 2012 when admissions were recorded. Total number of admissions to the PC center was 17399
during this period.

Results: Health care services are provided through a PC center, 112 medical emergency service stations and a tent hospital. Most of the
admissions were in 12-59 month age group (20.2%), followed by 20-29 years age group (16.6%),46% of all admissions were acute problems
including respiratory tract infections, gastrointestinal system problems, soft tissue infections and pain. Hypertension was the most common
diagnosis among chronic conditions. Of all admissions, 10.8 % ended up with referral, 17.5 % of the patients were referred to the emergency
service where the remaining were referred to different specialty services.

Conclusion: This is the first study of the PC services provided to the Syrian refugees in Turkey and identifies main causes of admissions and
referrals. Day by day living in the host country, all requirements are increasing and changing occasionally. Therefore the situation should be
reviewed constantly and plan should be done for the current and future needs.

Key words: Container City, Primary Care Services, Syrian Refugees

OZET

Amag: Bu ¢aligmanin amaci, Suriyeli miiltecilere sunulan 6nleyici hizmetler hari¢ olmak {izere birinci basamak saglik hizmetleri hakkinda
Kilis konteyner kentindeki miiltecilerin durumunu paylagmak, bilgi toplamak ve durumu degerlendirmektir. Ayrica gelecekteki ihtiyaglar
belirlemeye calistik.

Yontem: Calisma retrospektif tipte tanimlayici bir caligmadir. Onciipiar'daki Suriyeli miiltecilere birinci basamak hizmetleri hakkindaki kendi
tecriibelerimizi 6zetlemenin yam sira kisisel goriismeler ve gézlemler yaparak veri toplandi. Konteyner sehirlerin manuel bir sistemi
bulunmaktadir. Analizler igin, kagit dosyalardan gelen bilgiler elektronik bir veri-tabanina aktarildi. Calisma Suriyelilerin yerlesiminin
bagladig1 Nisan 2012’den itibaren 20 Aralik 2012 tarihine kadar kayitlarin kaydedildigi siireyi kapsamaktadir. Bu donemde birinci basamak
saglik merkezine basvurularin toplam sayis1 17399 idi.

Bulgular: Saglik hizmetleri birinci basamak hizmetleri, 112 acil tibbi servis istasyonu ve bir ¢adir hastane araciligiyla saglanmaktadir.
Basvurularin ¢ogu 12-59 aylik grupta (% 20,2), 20-29 yas grubunda (% 16,6) yapilmusti. Bagvurularin bityiik ¢ogunlugu solunum yolu
enfeksiyonlari, gastrointestinal sistem sorunlari, yumusak doku enfeksiyonlar1 ve agr gibi akut problemlerdi. Kronik durumlar arasinda
hipertansiyon en sik goriilen taniydi. Tiim bagvurularin % 10,8'i sevk ile sonuglandi. Hastalarin% 17,5'1 acil servise, geri kalan hastalar ise
farklt uzmanlik servislerine sevk edildi.

Sonug: Bu ¢alisma, Tiirkiye'deki Suriyeli miiltecilere sunulan birinci basamak hizmetleriyle ilgili ilk ¢alisma olup, basvurularin temel nedenleri
belirlenmistir. Giinden giine miiltecilerin gereksinimleri artmakta ve degismektedir. Bu nedenle durum siirekli gozden gegirilmeli ve mevcut
ve gelecekteki ihtiyaglar i¢in planlamalar yapilmahdir.

Anahtar kelimeler: Birinci Basamak Hizmetleri, Konteyner Kent, Suriyeli Miilteciler
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INTRODUCTION

Full two and half years have passed since the start of
the conflict which have cost thousands of lives; as
well as injured and displaced many in Syria.
According to the Disaster and Emergency
Management Agency of Government of Turkey -
AFAD - the total number of Syrians registered and
assisted in 21 camps in 10 provinces is 200.034 by
26th September 2013.! While the total number of
Syrians registered in Turkey increased to almost
539,761 by 12th December and the total number of
Syrians in Turkey is estimated to be over 700.000
people by the Turkish government.? According to the
Foreign Minister; humanitarian assistance until
today contributed over 1,311,150,000 which is
almost 601.177.204 USD.3 Also according to the
Humanitarian Assistance Report 2013, Turkey was
the fourth largest government donor of humanitarian
assistance in 2012.* More than 45.696 children
inhabit in camps and 6.051 of them were born in
Turkey.!

Kilis is one of the host cities for refugees.
Syrians started to reside in “Onciipinar” container
town of Kilis in March 2012 Onciipinar container
town was built on 315.000 m? with 2.053 containers
in 2012. Second container town, "Elbeyli" was
established and new settlers have settled since May
2013. Elbeyli container town has 3.592 containers.
Kilis itself has a population of 88000, which almost
doubles with the newcomers. Furthermore, this
number is increasing every day. 13.570 are settled in
Onciipnar and 17.210 are settled in Elbeyli, whereas
fifty-five thousand are estimated to be settled in the
city centre.!

The aim of this study was to evaluate the
refugee situation in Kilis container city in Turkey,
collect and evaluate the information about primary
care services provided to the Syrian refugees and
evaluate first 9 months of services (in 2012) in
immigrant PC centers (PCC) in Kilis province,
excluding preventive services. We also explored
situation of services and tried to determine further
needs.

METHOD

Data about health care services provided to Syrian
refugees in Onciipinar was collected by personal
contacts and observation besides summarizing our
own experience. Following setting up a basis about
the general services, we planned a retrospective

study where we went through all the files of Syrian
admissions in Onciipinar manually. Different from
the general electronic medical recording system in
Turkey, the container cities have a manual system,
where all information from the admissions are
recorded to paper files. The total numbers of services
are reported to the Ministry of Health at certain
intervals.

For the sake of the analysis, information
from the paper files was transferred to an electronic
database. As manual recordings and their transfer
from paper to electronic format may be subject to
error, two independent researchers from our study
checked all the information transferred to electronic
database. This electronic database contained
demographic data of the admissions besides
admission numbers and causes, as well as referral
numbers and causes. The study covered the period
between April 2012- where settling of Syrians
started- and 20th December 2012 when admissions
were recorded. At this period, the total number of
admissions to the primary care center were 17399.
The data analyzed did not cover the admissions or
services for preventive services. The PCC has a
separate room for preventive services including
family planning and vaccinations where they had
separate manual filing system. The data from those
files need to be further analyzed for a separate
publication.

Local permissions for the study were taken
from the local government of Kilis, besides ethical
approval from ethics committee.

SPSS (version 17.0) package program was
used for data analysis. Qualitative variables are
given as number (S) and percentage (%). Continuous
variables obtained by measurement (quantitative
variables); arithmetic mean, standard deviation,
minimum, maximum values are given. Chi-square
and Fisher’s exact tests were used to assess
qualitative data. Pearson test was used for the normal
distribution and the correlation coefficients and
statistical significance were calculated by using the
Spearman test. A p value of <0.05 was considered to
be significant in all statistical analyzes. The results
were evaluated in a confidence interval of 95% and
a significance level of p <0.05.
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RESULTS

Health care services in this region are provided
through a primary health care center, 112 medical
emergency service stations and a tent hospital.
Primary care center requirements such as staff, drugs
and equipment are provided by Provincial Public
Health Directorate. Tent Hospital and 112 medical
emergency services are coordinated by Provincial
Health Directorate and tent hospital's health services
are provided by a joint effort of public hospitals. The
Syrians that are not registered in the container cities
are allowed to take free health services from local
family physicians.

The 112 medical emergency service
stations are deployed in accommodation facilities
and Onciipmar Border Gate. In its first year
emergency aid teams transferred 6,500 Syrians to
Kilis State Hospital, and 1125 Syrians to the
neighboring cities. In addition there is a tent hospital
in the container city where specialists including
pediatricians, gynecologists, internal medicine
specialists work. Patients who are examined at
primary care center and require further examination
and treatment by specialists were referred to the
specialist at the tent hospital in the container city. If
a surgery or further examination is needed, the
patient is transferred to the hospital 2 km far from
the containers. The expenses related to the treatment
of such patients are covered in coordination with the
Turkish government. All services are provided by
the local health care staff in day and night shifts.

The admissions to the PCC, when
preventive purposes are excluded, were divided into
two subheadings. In April, over a thousand
admissions were accepted for wound control or
dressings while there was no admission for other
causes. Starting from May, admissions for other
purposes were also accepted and recorded. No
admission for wound control or dressing has been
observed after October. The majority of the patients
for dressings were males. The details of admissions
according to gender and distribution according to
months are given in Table 1.

Table-1. Distribution of admissions by
months, gender and admission types.

Over the first nine months of the
admissions, most of them were in 12-59 month age
group (20.2%), followed by 20-29 years age group
(16.6%).

All 1118 admissions in April were for
dressing and wound control. Starting from May
2012, PCCs received admissions for several
different causes. In the following months, 46% of all
the admissions during May-December were acute
problems such as respiratory tract infections
(n=5221, 30.0%), gastrointestinal system problems
(n=1099, 6.3%), soft tissue infections (n=463,
2.7%), and pain (n=1224, 7.0%). Respiratory
problems include acute tonsillitis, acute pharyngitis,
acute rhinitis and acute bronchitis, Gastrointestinal
problems observed were acute gastroenteritis and
acute gastritis. Pain is another frequent cause of
admission for Syrian refugees. Pain includes
myalgia, headache, lumbago and arthralgia.
Conjunctivitis is an acute infection diagnosis which
is observed most frequently in May (n=69), August
(n=79) and September (n=57). In October,
November and December, varicella was observed at
higher frequency than the other months (n=35, n:0=
103 and n=35 respectively). During the study period
chronic problems have been a rare cause of
admission. Among the admissions of chronic
conditions hypertension was the most common
diagnosis (n=238, 1.3%).

In all age groups respiratory tract infections
rank as the most common diagnosis. Respiratory
tract infections were more frequent in 15-19 age
group than over 60 years age group (Z=-5.792,
p<0.0001).

Of all admissions, 10.8 % (n=1877) ended
up with referral, 17.5 % (n=329) of the patients were
referred to the emergency service where the rest of
the patients were referred to different specialty
services; 13.4 % (n=252) of the patients were
referred to ortopedics followed by gynecology (13.2
%; n=248) , pediatrics (8 %; n=152) , general
surgery (6.1 % ;n=116) and dermatology (4.4 %
;n=84) . Referral rates did not differ by months
(x?=3, df=3, p=0.392). Females seemed to have
more referrals; 12. 3%  (n=938) of female
admissions were resulted as referrals whereas 9.7%
(n=939) of male admissions ended up with a referral.
There was no statistical difference between men and
women (Z=-1.162, p=0.245).

DISCUSSION
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This is the first study of the primary care services
provided to the Syrian refugees in Turkey, and
identifies the main causes of admissions and
referrals. It adds to the limited amount of knowledge
that is currently available from other countries on the
services provided to this vulnerable group. The
present study has a number of possible limitations.
First is its being a retrospective study on the paper
files of the refugees where a very rapid service is
provided in a resource-limited setting. There is
always a possibility in such studies that all
interventions or causes of admissions might not have
been recorded. Second isit being conducted in PCC
of one town and may not necessarily reflect the
situation in other container towns in Turkey or other
neighboring countries which was mentioned as
correspondence in Lancet.>’ Third, the research was
conducted in a container city that contains almost
15000 Syrians. Another 55000 inhabitants lived in
the city center and in another container city. Causes
of admissions to the health centers in city center may
differ from the ones of a container city. Fourth, the
study covers the first nine months of services, but the
services might have been changed further in time.
On the other hand, strengths of this study are that the
total sample was relatively large and we were able to
obtain medical records of all the admissions to the
PCC available. In considering the generalizability of
our findings, we can compare it with the studies in
other countries. The world has witnessed examples
of refugee camps several times in the history, due to
several reasons —one common being wars. Health
services in these camps have been a subject of
discussion and there is a good literature regarding
these.®?* In the following section, we discuss our
findings using the structure we used in our Results
section.

In April; the first month when Syrians
started to settle the container city, acute conditions
and wounds were the priorities and dressing was the
most common cause for admission. Related health
services were accordingly planned and run.

In May, we observed a much higher number
of admissions to PCC. This could be attributed to
increasing number of refugees to container city
during that time. But it may as well be the result of
an interruption to having health care services for a
while and the need was much higher after it.

The causes of admissions were similar
among months. In June, October and December, soft

tissue infection rates were higher. This can be
attributed to increased number of wounded Syrians
because of increased crushes during these months.

A publication in Lancet gives some
information about the Syrian patients in Lebanon.®
According to this report, 47% of the patients had skin
diseases  (leishmaniosis, scabies, lice, and
staphylococcal skin infection); 27% had digestive
system diseases; 19% had respiratory diseases; 7%,
especially children, suffered from malnutrition; 2%
had infectious diseases (measles, jaundice, and
typhoid); and 13% were diagnosed with mental
illness as a result of trauma and displacement.®
According to a study which was about the utilization
of primary health care services among Syrian
refugee and Lebanese women, the most common
reasons for seeking care were non-communicable
diseases (40.6%) and sexual and reproductive health
issues (28.6%).% According to another report from
Jordan, there was a huge increase in surgical care
demand. Surgical and trauma care needs included
amputations, burn care, acute surgical conditions
(e.g., accidents, falls)” and in Zaatari camp in Jordan,
urgent care needs could be assessed by physicians.
Some routine tests (e.g. thyroid stimulating
hormone, routine blood tests) and some medications
could not be provided (e.g. asthma inhalers).?

From what Lebanon, Jordan and Turkey
provide we could see that most causes of admissions
are similar and shows that the causes related to the
trauma they are having are added to the causes of
admissions in daily life. The causes of primary care
admissions in the container town were also similar to
the causes recorded in standard primary care services
provided to the local population.?’

The referral rate was 10.8%. The referral
need is either for specialty care or emergency care.
The hospital is not far from the container PCC and
the transport has not been a major issue. Although
there have to be specialists in the container city as
well, sometimes due to the lack of staff and increased
need in the hospital, specialty care was limited to the
hospital setting. In the literature, several referrals
rates related to refugees were reported. A publication
about Afghan refugees in Iran showed that the most
common health referral for females and males (0-14)
was perinatal diseases (15.1%, 15.2%, respectively).
In the females (15-59) it was ophthalmic diseases
(13.6%), and for males it was nephropathies
(21.4%).24In another publication, Iraqi refugees'
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referral numbers in Jordan were givenaas follows: 31
747 referrals or consultations to a specialty service,
18 432 drug dispensations, 2307 laboratory studies
and 1090 X-rays. The specialties most commonly
required were ophthalmology, dentistry, gynecology
and orthopedics surgery.?® These causes for referrals
are similar to our referrals.

Refugees come from countries and regions
with their own unique sets of health risks and
exposures, but there are certain presenting problems
that commonly occur in the primary care settings. In
addition, follow-up of the patient who has irregular
follow-up in primary care, the inability to obtain
regular records and problems in access to the patients
are the problems that make the follow-up of the
refugees difficult in the primary health care systems.

CONCLUSION

Situation of immigrants is not stable, such as their
requirements. Day by day living in the host country,
all requirements are increasing and changing
occasionally. Therefore the situation should be
reviewed constantly and plan should be done for the
current and future needs. Also the information
provided from the field is expected to be useful for
practitioners and researchers working on refugee
health care. Cultural differences, origin country's
common diseases and genetic disorders affect the
content of health services. Learning these
differences will be helpful to serve more efficient
health services for refugees.
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Effects of Salt Restriction Counseling on Primary Hypertension Patients
Already Receiving Pharmacotherapy; A Randomized Controlled Trial

Tedavi Altindaki Primer Hipertansiyon Hastalarinda Tuz Kisitlamasi Danigmanliginin
Kan Basinci Kontroliine Etkisi; Randomize Kontrollii Calisma

Hasret Agaoglu* Erkan Melih Sahin® Selen GiingorAydin® Ayse Akay™

ABSTRACT

Background and aim: Providing a healthy lifestyle is the first stage of controlling hypertension, which is an important public health problem.
However, lifestyle modification targets can only be achieved among limited patients. As a result, expected benefits from those modifications
remain limited. In this research, we aimed to verify the additional gains from salt restriction counseling on blood pressure control among
primary hypertensive patients already receiving pharmacotherapy.Materials and methods: Primary hypertension patients under a stable
medical treatment were randomly assigned to a salt restriction group and a control group. All participants completed a questionnaire of
demographic data, medical history, and diet. Twenty-four-hours ambulatory blood pressure measurements were recorded at the beginning and
at the end of 3 months. Personalized education and counseling were performed only to the salt restriction group. Patients were followed up with
phone calls. Effects of salt restriction were evaluated with sodium excretion on 24-hour urine.Results: Total 172 patients enrolled in the study;
86 patients were in salt restriction group and 86 patients were in control group. The patients’ 71,5% (123) were women, 28,5% (49) were men.
The mean age of participants was 56,8+5,9 years. Urinary sodium excretion increased 1.8+5.2 g/day in the control group (Z=3,120; p=0,002)
but decreased 1,0+4,9 g/day in the study group (Z=1,983; p=0,047). Ambulatory systolic and diastolic blood pressures increased
3.249.3/2.3+6.9 mm Hg in the control group (Z=3,165; p=0,002/Z=2,956; p=0,003), whereas they decreased 6.1£9.4/4.7+7.8 mm Hg in the salt
restriction group (Z=5,137; p<0,001/Z=4,993; p<0,001).Conclusion: Our study indicates that salt restriction counseling significantly
contributed to blood pressure control also in primary hypertension patients already receiving pharmacotherapy. Lifestyle modification proves to
be an effective treatment in patients who receive regular medical treatment.

Keywords: Ambulatory blood pressure measurements, hypertension, primary care settings, lifestyle change, salt restriction, randomized
controlled study

OZET

Amag: Onemli bir toplum saglig sorunu olan hipertansiyonun kontroliinde birinci asama, hastalarda saglikli yasam tarzinin saglanmasidir.
Uygulamada tedavi hedeflerine kisitht bir hasta grubunda ulagilabilmekte, yagam tarzi degisiklikleri ve bunlardan beklenen yarar eksik
kalmaktadir. Bu aragtirmada tibbi tedavi altindaki primer hipertansiyon hastalarinda mevcut tedavilerine eklenecek tuz kisitlamasi danigmanligi
ile elde edilecek ek yarart belirlemek amaglanmistir. Gereg-yontem: Randomize, kontrollii desendeki ¢aliymaya sabit tedavi altindaki primer
hipertansiyon hastalar1 déhil edildiler. Hastalar tuz kisitlamasi ve kontrol gruplarma ayrildilar. Tim katilimeilara demografik bilgileri, tibbi
Oykii ayrintilari, beslenme ahigkanliklarini sorgulayan bir anket uygulandi. Calisma baslangicinda ve 3 aylik ¢aligma siiresi sonunda Holter ile
24 saatlik ambulatuar kan basinci olgtimii yapildi. Tuz kisitlamasi konusunda bireysellestirilmis danigmanlik goriismesi yapildi. Kontrol
grubuna goriisme plani verildi. Caligma grubu hastalarinin onerilere uyumu telefon goriigmeleri ile izlendi. Tuz kisitlamasi danigmanliginin
etkisi 24 saatlik idrarda hesaplanan sodyum atilimu ile izlendi.Bulgular: Arastirmaya dahil olan toplam 172 katihmcimin %71,5°i (123) kadin,
%28,5’1 (49) erkek, yas ortalamalart 56,8+5,9 yil idi.Calisma, tuz kisitlamasi grubunda 86 ve kontrol grubunda 86 hipertansiyon hastasi ile
sonuglandirildi. Caligmamizin sonuglarina gore iiriner sodyum atihmi kontrol grubunda 1,8+5,2 gr/giin artarken (Z=3,120; p=0,002), tuz
kisitlamasi grubunda 1,0+4,9 gr/giin azaldi (Z=1,983; p=0,047). Ambulatuar sistolik ve diyastolik kan basinci 6lgiimleri kontrol grubunda
3,249,3 mm Hg (Z=3,165; p=0,002) /2,3£6,9 mm Hg artarken (Z=2,956; p=0,003), tuz kisitlamas1 grubunda 6,1+9,4 mm Hg (Z=5,137,
p<0,001) /4,7+7,8 mm Hg diistii (Z=4,993; p<0,001).Sonuclar: Caligma sonuglarimiz, halen tedavi altinda olan hipertansiyon hastalarinda da
tuz kisitlamasi danigmanligt verilmesinin daha iyi kan basinci kontrolii saglanmasma katki yapmakta oldugunu gosterdi. Yasam tarzi
degisiklikleri hipertansiyon hastalarinin sabit ilag tedavi protokollerine gegildikten sonra da etkin tedavi 6zelligini stirdiirmektedir.

Anahtar kelimeler: Ambulatuar kan basinci 6l¢iimii, hipertansiyon, yasam tarzi degisikligi, tuz kisitlamasi, randomize kontrollii ¢alisma
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1. INTRODUCTION

Hypertension (HT) is an important healthcare
problem which globally affected 31.1% (1.39
billion people) of adult population.t
Uncontrolled HT is associated with both all-
cause and cardiovascular mortality as an
important risk factor.? Although treatments
which are effective in lowering blood pressure
(BP) have been available, awareness,
treatment, and control rates of HT are low.

All guidelines recommended healthy lifestyle
changes primarily in the treatment of
hypertensive patients. These changes may slow
disease progression and may decrease or delay
the requirement for pharmacotherapy. In most
of the patients with HT, two or more drugs are
needed to achieve effective BP
control.’Adequate BP control may not be
achieved even with appropriate
antihypertensive drugs or drug combinations
until proper lifestyle  changes  are
performed.*Regular physical exercise,
reducing salt intake, healthy diet, smoking
cessation and restricting alcohol intake are
defined as effective lifestyle changes in
controlling BP.°Daily salt consumption can
contribute to increase in BP and the
development of essential hypertension with
advancing age.® Studies showed a relationship
between the average dietary sodium intake and
the prevalence of HT in population.” The mean
decrease in systolic BP was found to be about
6.7 mmHg between the groups with strict and
small  salt restrictions.°World Health
Organisation (WHO) and HT guidelines
recommend that adults should limit their daily
dietary salt intake by 5-6 grams at most.” *°

In practice, targets for HT treatment are
achieved only in a limited group of patients.
The establishment of lifestyle changes and the
benefit expected from these changes usually
remain in complete. The aim of the present
study is to investigate additional BP benefit of
salt  restriction  counseling added to
antihypertensive pharmacotherapy of patients
with primary hypertension.

2. MATERIAL and METHODS

2.1 Design

This is a randomized, controlled, non-blinded
trial of lifestyle intervention on hypertensive
patients already taking a stable
pharmacotherapy.

2.2 Setting

This study is conducted at Family Medicine
Clinic of Canakkale Onsekiz Mart University
Medical School Hospital, Turkey, between
June-December 2013.

Primary HT patients aged 40-65 years, had
been receiving a fixed treatment protocol for at
least 3 months with the systolic BP of 120-160
mm-Hg measured in policlinic conditions with
cuffed manometers, were invited to participate
in the study and evaluated for
inclusion/exclusion criteria (Table 1) of the
study. All the patients were followed by their
physicians with no treatment modification. The
patients, whose treatment had been modified
during the study period, were excluded.

This study included one intervention and
one control groups by 1:1 ratio. Inclusion
criteria (Table 1) and randomization was
performed by two  researchers. The
intervention was carried out by one researcher,
no blinding performed because of the nature of
the interventions did not allow it.

2.3 Sample Size

In the power analysis of the study, considering
that significant target systolic BP difference
was 5 mmHg and standard deviation for
systolic BP was 10 mmHg in the groups, it was
calculated that each group has to include
minimum 85individuals when a error level and
the power of the test were accepted as 0.05 and
90% (B=0.10).

2.4 Participants

Total of 193 hypertensive patients was invited
to study. Twenty-one patients were excluded
from study because 12 patients didn’t keep
their appointment, 1 patient doesn’t tolerate
ambulatory device, 1 patient refused the
second measurement because there was an
error in his first measurement, 1 patient
became pregnant, 1 patient got cancer
diagnosis and 5 patients’ second measurements
couldn’t be performed because we failed to
reach them. Finally, the study was completed
with 172 participants. Among these, 86
patients were in salt restriction group and
control group included 86 patients.
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Table 1. Inclusion and exclusion criteria of the study

Inclusion criteria of the study
1- Age between 40-65 years

2- The diagnosis of HT made according to JNC 7

criteria

3- Receiving antihypertensive treatment with a

regular treatment plan

4- The mean daily policlinic systolic BP value

between 120 — 160 mmHg

2.5 Ethical considerations

The ethics committee approvals of the study
were obtained from Canakkale Onsekiz Mart
University Ethics Committee; number/date
050.99-183/30.11.2012. Informed consent was
signed by all patients included in the study.

2.6 Data collection tools

The primary outcome of the study was
collected with measurements of 24-hour
ambulatory BP. The effects of salt restriction
counseling were evaluated with daily salt
consumption calculated from Na® excretion in
24-hour urine.

A questionnaire paper prepared by the
investigators  including  questions  about
demographical information, details of medical
history, dietary and exercise habits, addictions,
treatment status, and previous treatment
protocols were applied to the participants. The
anthropometric measurements were also done.

Exclusion criteria of the study
1- Alteration of treatment plan in the last 2
months

2- The mean daily systolic BP value <120 or
>160 mmHg

3- Presence of a disease or disability
preventing compliance to study method
(being bedridden, presence of a psychiatric
disorder preventing the assessment of reality,
dementia)

4- Patients with Type 1 diabetes
5- Patients with secondary HT

6- Receiving steroid or any other
pharmacological agents directly affecting BP

7- Patients with heart failure, arrhythmia,
coronary artery disease, peripheral vascular
disease, recent myocardial infarction or
detection of high risk for heart disease after
history and physical examination

7- Patients rejecting to follow the
recommendations for life style changes

8- Pregnancy

24-hour ambulatory blood pressure monitoring
was performed using a Holter device
(Microlife Watch-BP Analyzer O3). Average
daily BP values were used as study data.

Na" measurement in 24-hour urine performed
by ISE (ion-selective electrode) method after
sodium concentration of the separated sample.
The volume of urine collected for 24 hours
was measured; daily salt (NaCl) consumption
was calculated from the amount of urine
sodium.

2.7 Intervention

In this study implemented intervention was the
patient counseling interview organized in a
semi-structured fashion. The interviews were
carried out by the same researcher, had trained
before, to all patients in the study arm.
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The researcher gave information about the
interview and asked the patients about the time
of hypertension diagnosis, the importance of
dietary compliance especially the salt
restriction in the treatment of hypertension.
Potential sources of salt consumption were
revised. Reducing the salt consumption plan
has been developed with patients. Written and
visual training materials were given to the
patients and the interview was terminated after
the preparation of a follow-up interview plan.

The compliance of intervention groups’
patients to recommendations were followed by
telephone calls. The patients in the intervention
group were called-up 3 times, the first was
within 7-10 days, the second call was in 30-40
days and the third call was made in 60-70 days
after the first meeting, in which dietary salt
restriction recommendations were revised and
reminded.

2.8 Implementation

The patients who were chosen for this study,
were informed and their consent were
requested.  After receiving their contact
information, they filled the prepared
questionnaire with the researchers’ help. The
patients were equipped with a Holter device
for ambulatory BP monitoring and they were
asked to collect urine for a period of 24 hours.
Later patients were given an appointment for
the next day.

After receiving the collected urines and
ambulatory measurements, the patients were
randomly assigned to control and study groups.
No blinding was performed. The patients who
were assigned into the control group were
given a meeting schedule for the future. The
patients in the study group received
individualized counseling about salt restriction
and related changes in lifestyle. Later they
were also given a different meeting schedule.
As mentioned in detail above the patients in
the intervention group received following
phone calls.

All the patients were requested to maintain
their current treatment regimens followed by
the physicians they preferred and they were
asked to inform in case of any changes.

According to the meeting schedule, after 90-
110 days from the beginning of the study,
patients in both groups came to the final
meeting. In this final meeting, the patients

were equipped with a Holter device for
ambulatory BP monitoring and they were
asked to collect urine for a period of 24 hours
again. They were invited for the next day in
order to collect the final results; ambulatory
measurements were recorded into data and
urine results were sent to biochemical
evaluation.

2.9 Statistics

The SPSS 19.0 (NY: IBM Corporation) was
used for statistical evaluation. Wilcoxon test
was used for the repeated measures within
each of groups. Mann-Whittney U test was
used for analysis between intervention and
control groups and p<0.05 is accepted as the
statistical significance.

RESULTS

A flow diagram of the study participants was
reported in Figure 1. Among 172 patients
enrolled in the study, 123 (71.5%) were
females and 49 (28.5%) were males. The mean
age of the participants was 56.8+5.9 (41-65)
years. The mean duration of antihypertensive
treatment protocols of the patients was 40.6 +
45.4 (1-240) months.The most commonly used
HT drugs were ARB and diuretic combination
(26.1%), ACEI (11.6%), ACEIl and diuretic
combination (11.6%). Table 2 shows the
distribution of demographical and disease
history features of the participants in the
groups. There was no significant difference
between initial policlinic systolic (U=3553.5;
p=0.657) and diastolic blood pressure
measurements between groups (U=3269.0;
p=0.187).

Although initial ambulatory SBP and DBP
measurements of the salt restriction group
patients were higher than the control group
patients”  (U=2474,5; p<0.001/U=2357,5;
p<0.001), there is no significant difference
between  the  outcome  measurements
(U=3157,5; p=0,125/U=3233,0; p=0,154).
While both SBP and DBP measurements were
significantly decreasing in the salt restriction
group patients (z= 5,137; p<0,001/z=4,993;
p<0,001), they were increased in the control
group patients (z=3,165, p=0,002;z=2,956,
p=0,003). 1 g decrease of daily salt
consumption accompanied by 6.1 mmHg SBP
and 4.7 mmHg DBP decrease in salt restriction
group whereas 1.8 g increase of daily salt
consumption accompanied by 3.2 mmHg SBP
and 2.3 mmHg DBP increase in control group.
The measurements of salt restriction and
control group were shown in Table 3.
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' |
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-Pregnancy (n=1) -not tolerate Holter device (n=1)
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Figure 1.Distribution of participants
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Table 2. The demographic and medical history characteristics of the patients

Salt restriction group

Control group (n=86)

(n=86)
Mean age in year 57.1£5.6 56.54+6.3
Gender (Female) 60 (69.8%) 63(73.3%)
Marital status (married) 75 (87.2%) 76 (88.4%)
Education (total successful year in 63435 6.945.2
school)
Active workers 20 (23.3%) 22 (25.6%)
Smoker 13 (15.1%) 15 (17.4%)
Alcohol user 15 (17.4%) 16 (18.6%)
Rggular physical exercise (3 day/30 30 (34.9%) 26 (30.2%)
minute/week)
Duration of HT (years) 8.54£6.4 6.9+5.6
Duration of HT treatment protocol 49 0452 3 3204358
(months)
Total number of hypertensive drugs 1.3+£0.6 1.2+0.5

HT; hypertension

Table 3.Blood pressure measurements in salt restriction and control group

Salt restriction
group

Control Group

Statistical
evaluation*

Ambulatory SBP (mmHg)

Initial measure

123.7 +10.1

117.4+10,9

U=2474,5p<0,001

Outcome measure

117.6 £ 9.7

120.6 + 10.6

U=3157,5p=0,125

Differencemean+SD(95%CI)

-6.1 +9.4(4.1-8.1)

3.2+9.3(1.2-5.2)

Statistical evaluation**

2= 5,137p<0,001

2=3,165p=0,002

Ambulatory DBP(mmHQ)

Initial measure

76.6 £8.3

71.4+7.7

U=2357,5p<0,001

Qutcome measure

719+74

73.7+7.0

U=3233,0p=0,154

Difference mean+SD(95%CI)

-4.7+7.8(3.0-6.4)

2.3 +6.9(0.8-3.8)

Statistical evaluation**

z=4,993p<0,001

z=2,956p=0,003

Salt (NaCl) (gr/day

)

Initial measure

10.1+4.4

95+43

U=3385,0p=0,338

Qutcome measure

9.1 +4.1

11.3+5.1

U=2728,0p=0,003

Differencemean+SD(95%CI)

-1.0+4.9(0.04-2.07)

1.8+5.2(2.9-0.7)

Statistical evaluation**

z=1,983p=0,047

2=3,120p=0,002

*Mann-Whitney U test ** Wilcoxon Signed Ranks test
SD; standard deviation, Cl; confidence interval

DISCUSSION

This study showed that an additional benefit in
BP control might be achieved with salt
restriction counseling in hypertensive patients
who already receive pharmacotherapy. Daily
salt consumption decreased by salt restriction
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and provided a decrease of 6.1 mmHg in SBP
and 4.7 mmHg in DBP.

The salt restriction is one of the major lifestyle
changes which was recommended for first-line
treatment of primary HT and reducing
cardiovascular risk factors in the guidelines.
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Decreasing salt intake underlies prevention of
primary hypertension, also.® *°

It is proven that the blood pressure reduced
with salt restriction in the literature.™ A
significant correlation was detected between
cardiovascular disease risk and sodium intake
equal to or more than 2.3 g/dl.™> ** It has also
been suggested in the studies that decreasing
daily sodium intake below 1.5 g was very
effective in preventing cardiovascular diseases
and treating the diseases that already exist.
SALTurk study revealed that each 6 g/day salt
intake caused 8.2 mmHg and 4.9 mmHg
increases in SBP and DBP values,
respectively.® According to the data of DASH-
sodium study, 1.8 g/day decrease in the salt
content of diet in hypertensive patients
lowered SBP/DBP by 5.3/2.9 mm Hg, while it
was 10.5/5.7 mmHg for 2.4 g/day decrease and
15.8/8.6 mmHg for 3.6 g/day decrease.™ In our
study, 6.1/3.8 mmHg decrease in BP was
achieved with 1 g decrease in salt intake at the
end of 3 months in the patients who received
salt restriction counseling. These values of BP
control  obtained after salt restriction
counseling in hypertensive patients receiving
pharmacotherapy that controlling effect of salt
restriction continued as strong as at the
beginning of HT treatment. Considering that
the average salt consumption is higher, salt
restriction counseling should be the first topic
of physicians’ at any time of the treatment
processes of their hypertensive patients.

While the follow up of HT patients is focused
on the medical treatments, the lifestyle changes
which are difficult to maintain are usually
ignored. There is limited evidence for the
maintenance of initially recommended lifestyle
changes for the HT patients who started
receiving  pharmacotherapy.  Furthermore
studies to show the effect of lifestyle changes
started for HT patients who already on a
regular pharmacotherapy regime is totally
missing.

We think that this study proved the
continuation of treating the effect of salt
restriction as one of the healthy lifestyle
changes, which constitute the baseline of HT
treatment, in the patients who are on
pharmacotherapy. This effect may show the
increase in efficacy achieved by individual
counseling, while it may also show that there
may be some missed opportunities for
behavioral changes in the follow-up of HT.
Unique nature of behavioral change forces it to
be constantly on the interview and an area in
which physician and patient exert effort.

Physicians mostly consider reaching targeted
BP values by a current antihypertensive drug,
while the patient considers the
recommendations on the use of the drug.
However, healthy lifestyle behaviors applied in
every stage of treatment increase the efficacy
of antihypertensive treatment and even
termination of pharmacological treatment may
be possible under some clinical conditions.*®It
is important that patients and healthcare
professionals providing health service should
be careful on this subject and take advantage
of every encounter.

Patient follow-up mechanisms are used to
adopt lifestyle changes. Better BP values were
achieved in primary care studies with
personalized treatment for a hypertensive
individual.*"*® But it is ot clear that how
physicians should make optimal behavioural
interventions and provide recommendations
about reducing salt intake.’*Some studies
reported better blood pressure control was
obtained from tailored and repetitive lifestyle
interventions than regular education programes
and telephone calls could be an effective
counseling way.”* %

The method of this study was evaluated with
regard to applicability in primary care settings
which provide service with the principle of
continuity in time and individual aspects. The
applicability of study method, including
patient interviews, periodical telephone
callings in primary care settings for individual
behavioral counseling was also confirmed.

For the future studies on the topic, the
possibility of replacing the pharmacotherapy
with the life style changes might be tried. The
effect of possible life style interventions in
patients with different disease and treatment
characteristics would be also another area of
future research.

Study Limitation

The main limitation of this study is the follow-
up time. The changes beyond 3 months of
follow up time would be important. The power
of the interventions to decrease the blood
pressures with strong and lose control options
should also be checked. With further available
funds for the study, a high number of
participants would be possible and subgroup
analysis  according to  antihypertensive
treatment would be carried out.

In our study, clinical features of the groups are
not all equal. The effects of the intervention
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on various patients such as varying duration of 1.

HT, the differences in the duration of last
treatment protocols, the rate of the patients
who follow the suggested physical exercises
couldn’t be determined. The effects of such
characteristics on the results can be examined
in the following studies. Because the patients
are chosen from the primary care patient

population, it has been difficult to compare 2.

groups’ similarities. Furthermore, it was
prioritized to study real primary care patients
instead of equal groups. In this regard,
performing blinding couldn’t be possible with
the applied study method. Although the
method of the study has theoretical limitations,

the results are fully compatible with primary 3.

care settings.
CONCLUSION

Although lifestyle changes constitute the first
and main stage of primary hypertension
treatment, patients are usually not successful in
performing these changes permanently.

Despite the fact that lifestyle changes are 4.

always kept on the interview in newly
diagnosed patients, the benefit of these
changes still persists even in the advanced
stages of the disease and after medical
treatment modalities are commenced to be
used permanently. Our study showed that salt
restriction significantly contributed to BP

control also in hypertensive patients already 5.

receiving pharmacotherapy. Keeping healthy
lifestyle changes constantly on the interview
and providing help and counseling to patients
during follow-up of hypertensive patients will
be necessary and helpful to achieve treatment
success.

Acknowledgments

This study was supported by Canakkale
Onsekiz Mart University Scientific Research
Project Coordination Unit (TTU-2013-38).

This research project won the first prize in
2013 TAHUD Association of Turkish Family
Physicians, Scientific Project Contest.

Conflict of interest 7.

There is no conflict of interest of authors to
declare.

REFERENCES

Agaoglu et al., TIFMPC www.tjfmpc.gen.tr 2019; 13 (4)

Mills KT, Bundy JD, Kelly TN, Reed JE,
Kearney PM, Reynolds K, et al. Global
disparities of hypertension prevalence and
control. A Systematic Analysis of
Population-based  Studies  from 90
Countries.Circulation 2016; 134(6): 441—
450.

Gu Q, Dillon CF, Burt VL, Gillum, RF.
Association of hypertension treatment and
control withall-cause and cardiovascular
disease mortality among US adults with
hypertension.  American  Journal  of
Hypertension 2010; 23(1): 38-45.

Cushman WC, Ford CE, Cutler JA,
Margolis KL, Davis BR, Grimm RH,et al.
Success and predictors of blood pressure
control in diverse North American
settings: The Antihypertensive and Lipid-
Lowering Treatment to Prevent Heart
Attack Trial (ALLHAT). J Clin Hypertens
2002; 4:393-404.

Chobanian AV, Bakris GL, Black HR,
Cushman WC, Green LA, 1zzo JL Jr, et al.
The Seventh report of the Joint National
Committee on Prevention, Detection,
Evaluation, and Treatment of High Blood
Pressure: the JNC 7 report. JAMA2003;
289:2560-2572.

Lloyd-Jones DM, Hong Y, Labarthe D,
Mozaffarian D, Appel LJ, et al. Defining
and  setting  national goals  for
cardiovascular health promotion and
disease reduction. The American Heart
Association’s  Strategic Impact Goal
through 2020 and beyond. Circulation
2010; 121: 586-613.

James PA, Oparil S, Carter LB, Cushman
WC,Dennison-Himmelfarb C, Handler J,
et al. Evidence-Based Guideline for the
Management of High Blood Pressure in
Adults Report From the Panel Members
Appointed to the Eighth Joint National
Committee (JNC 8). JAMA 2014;
311(5):507-520.

Lewington S, Clarke R, Qizilbash N, et al.
Age-specific relevance of usual blood
pressure to vascular mortality: a meta-
analysis of individual data for one million
adults in 61 prospective studies. Lancet
2002; 360:1903-1913.

Karanja NM, Obarzanek E, Lin PH,

McCullough ML, Phillips KM, Swain
JF.et al. Descriptive characteristics of the

521


http://www.tjfmpc.gen.tr/

dietary patterns used in the Dietary
Approaches to Stop Hypertension Trial.
DASH Collaborative Research Group. J
Am Diet Assoc 1999; 99:19-27.

9. Erdem Y, Arici M, Altun B, Turgan C,
Sindel S, Erbay B, et al. The relationship
between hypertension and salt intake in
Turkish population: SALTURK study.
Blood Press 2010; 19: 313-318.

10. Mancia G, Fagard R, Narkiewicz K, Redon
J, Zanchetti A, Bohm M, et al. Task Force
for the Management of Arterial
Hypertension of the European Society of
Hypertension and the European Society of
Cardiology.2013  ESH/ESC  Practice
Guidelines for the Management of Arterial
Hypertension. Blood Press 2013; 23: 3-16.

11.Subramanian H, Soudarssanane MB,
Jayalakshmy R, Thiruselvakumar D,
Navasakthi D, Sahai A, et al. Non-
pharmacological interventions in
hypertension: a community-based cross-
over randomized controlled trial. Indian J
Community Med 2011; 36(3):191-196.

12. Naseem S, Ghazanfar H, Assad S,
Ghazanfar A. Role of sodium-restricted
dietary approaches to control blood
pressure in  Pakistani  hypertensive
population. J Pak Med Assoc 2016;
66(7):837-842.

13. Strom BL, Yaktine AL, Oria M. Editors
Committee on the Consequences of
Sodium Reduction in Populations; Food
and Nutrition Board; Board on Population
Health and Public Health Practice;
Institute of Medicine; Brief Report, 2013.

14. Whelton PK, Appel LJ, Sacco
RL,Anderson CA, Antman EM, Campbell
N, et al. Sodium, blood pressure, and
cardiovascular disease: further evidence
supporting the American Heart
Association sodium reduction
recommendations.  Circulation  2012;
11:2880-2889.

15. Vollmer WM, Sacks FM, Ard J, Appel LJ,
Bray GA, Simons-Morton DG, et al.

16.

17.

18.

19.

20.

21.

Agaoglu et al., TIFMPC www.tjfmpc.gen.tr 2019; 13 (4)

Effects on blood pressure of reduced
dietary sodium and the Dietary
Approaches to Stop Hypertension (DASH)
diet. DASH-Sodium Collaborative
Research Group. N Engl J Med 2001;
344:3-10.

Ambrosius WT, Sink KM, Foy CG,
Berlowitz DR, Cheung AK, Cushman
WC, et al. The design and rationale of a
multi-center clinical trial comparing two
strategies for control of systolic blood
pressure: The Systolic Blood Pressure
Intervention Trial (SPRINT). Clinical
Trials 2014; 11(5): 532-546.

Shima R, Farizah MH, Majid HA. A
qualitative study on hypertensive care
behaviour in primary health care settings
in Malaysia. Patient Prefer Adherence
2014; 17: 1597-1609.

Ruzicka M, Ramsay T, Bugeja A,
Edwards C, Fodor G, Kirby A, et al. Does
pragmatically structured outpatient dietary
counselling reduce sodium intake in
hypertensive patients? Study protocol for
a randomized controlled trial. Trials 2015;
16: 273.

Trieu K, McMahon E, Santos JA, Bauman
A, Jolly KA, Bolam B,et al.Review of
behaviour change interventions to reduce
population salt intake. International
Journal of Behavioral Nutrition and
Physical Activity 2017; 14(1): 17.

Friedberg JP, Rodriguez MA, Watsula
ME, Lin |, Wylie-Rosett J, Allegrante
JP.et al. Effectiveness of a tailored
behavioural intervention to improve
hypertension  control  novelty and
significance: primary outcomes of a
randomized controlled trial. Hypertension
2015;65(2): 440-446.

Appel LJ, Champagne CM, Harsha DW,
Cooper LS, Obarzanek E, Elmer PJ,et al.
Effects of comprehensive lifestyle
modification on blood pressure control:
main results of the PREMIER clinical
trial. JAMA2003; 289(16): 2083-2093.

522


http://www.tjfmpc.gen.tr/

T & urkish Journal of
| FM t 1m|\ M ui cineand

o rimary Care

Original Research / Ozgiin Arastirma

Prevalence of Metabolic Syndrome Among Healthy Personnel at
Cukurova University

Cukurova Universitesinde Calisan Saglikli Personelde Metabolik Sendrom Siklig
Ayse Nur Topuz™, Nafiz Bozdemir °

ABSTRACT

Objective: The aim of this study was to evaluate the frequency of Metabolic Syndrome (MetS) among healthy personal working for
Cukurova University. Also, we aimed to evaluate the Framingham risk score and Cardiovascular Disease Risk Factors Knowledge
Level (CARRF-KL) scale of participants and investigate the relationship with each other. Methods: Total of 155 healthy volunteers
working for Cukurova University at academic and administrative staff was included. All participants’ socio-demographic
characteristics, anthropometric measurements were collected, and blood pressure and serum parameters were measured. MetS was
diagnosed using the criteria of the International Diabetes Federation (IDF). All participants’ Framingham risk score and CARRF-KL
score were also determined. Results: The mean age of the subjects was 45.6+7.8 years. We identified 29 (18.7%) subjects with MetS
according to IDF criteria. MetS group and control group had similar mean value of CARRIF-KL score (21.2 £2.7 vs 20.743.9,
p=0.50). On the other hand, MetS group had a higher Framingham score than the control group. Also, MetS group had mildly elevated
Pulse Wave Velocity of Aorta (PWVAo0) value than control group (8.4+1.36 vs 7.8+1.57, p=0.063). In linear regression analyses,
gender, TG and HDL-C level, BMI and Framingham score were found associated parameters for the presence of MetS in all
participants. Conclusions: Although there is an acceptable awareness in terms of cardiovascular disease knowledge, it was founded
almost a fifth of the studied personnel has MetS. So, the components of MetS should be implied more effectively as well as its
importance to the healthy persons in primary care.

Keywords: Metabolic syndrome, Framingham score, CARRIF-KL

OZET

Amagc: Bu galismanin amac1 Cukurova Universitesi'nde ¢alisan saglikli personelde MetS sikligim arastirmakti. Ayrica katilimeilarin
KV risk faktorleri bilgi diizeyini (KARRIF-BD) ve Framingham risk skorunu hesaplayarak bu degiskenlerin birbiriyle olan iligkilerini
incelemeyi amagladik. Yéntem: Cukurova Universitesi akademik ve idari kadroda calisan toplam 155 saghkli géniillii katilimer
¢aligmaya dahil edilmistir. Tim katilimcilarin sosyo-demografik 6zellikleri, antropometrik dlgiimleri, kan basinc1 degerleri ve serum
parametreleri kaydedildi. Katilimcilarda MetS tanisi i¢in IDF (International Diabetes Foundation) kriterleri kullanildi. Ayrica tiim
katilimcilarin Framingham risk skoru ve KARRIF-BD skoru hesaplandi. Bulgular: Tiim katilimcilarin ortalama yas1 45,6 + 7,8 yil idi.
IDF kriterlerine toplam 29 hastada (% 18,7) MetS tanis1 konuldu. MetS grubu ve kontrol grubu KARRIF-KL skoru ortalamasi
birbirine benzer bulundu (21,2 + 2,7 ve 20,7 + 3,9, p = 0,50). Framingham skoru ortalamasi ise MetS grubunda kontrol grubuna gore
daha yiiksekti. Ayrica MetS grubunda kontrol grubuna gore aortik doku dopler hizi (PWVAo) hafif yiiksek saptandi (8,4 + 1,36 ve 7,8
+1,57, p=0,063). Dogrusal regresyon analizinde cinsiyet, TG ve HDL-Kolesterol diizeyi, Viicut Kitle indeksi (VKI) ve Framingham
skoru tiim katilimeilarda MetS varligi ile iliskili parametreler olarak saptandi. Sonuglar: Mevcut ¢alisma sonuglarina gore, calisilan
personelin yaklagik beste birinde MetS bulunmaktadir. Calismada kardiyovaskiiler hastaliklar bilgisi konusunda kabul edilebilir bir
farkindalik bulunmasina ragmen, calisilan personelin yaklasik beste birinde MetS saptanmustir. Bu sebeple MetS onemi kadar
bilesenleri de birinci basamakta saglikli kisiler igin yeterince vurgulanmalidir.

Anahtar kelimeler: Metabolik sendrom, Framingham skoru, CARRIF-KL
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INTRODUCTION

Metabolic syndrome (MetS) is an important
health problem which is described as
clustering of cardiovascular disease (CVD)
risk factors such as hypertension, dyslipidemia
(high triglycerides, low levels of high-density
lipoprotein [HDL], and increased small dense
low-density lipoprotein [LDL], obesity (central
or abdominal obesity), insulin resistance, and
impaired glucose tolerance or diabetes
mellitus. (V) The syndrome was first described
by the World Health Organization (WHO) @,
followed by the European Group for the Study
of Insulin Resistance (EGIR) @), National
Cholesterol Education Program (NCEP) Adult
Treatment Panel III @, American College of
Endocrinology (ACE) ©, and International
Diabetes Federation (IDF).©®

It is important to identify the individuals
who are at high risk for CVD. Thus, MetS
affects approximately 20-25% of the total
population and is associated with a twofold
increase in cardiovascular mortality, a
threefold increase in myocardial infarction and
stroke and accounts for 49% of all deaths in
Europe.

The morbidity and mortality related to CVD
can be decreased by 80-90% by reducing risk
factors. Multivariate statistical models have
been developed to estimate the risk of CVD as
the majority of cardiac events occur in a non-
clinically ill patient population. For this
purpose Framingham Heart Study was
developed. ” This multivariate model includes
age, sex, blood pressure, cholesterol-T, HDL-C
levels and risk factors such as smoking and
diabetes. For a defined process, for example,
the risk of coronary heart disease for 10 years
can be determined when the individual risk
factor profile is entered into the model.

The most important stage in the control of
CVD is an increase of knowledge of the
individuals’ awareness of CVD. ® The
Cardiovascular  Disease  Risk  Factors
Knowledge Level (CARRF-KL), which can be
used to asses the level of knowledge of the
Turkish populations about CVD risk factors, is
a reliable and validited for this purpose.

In the current study, first, we want to
investigate the frequency of MetS among
Cukurova University personnel in healthy
population without risk of the factor for CVD.
Second, we want to evaluate their Framingham
risk score and awareness for CVD using
CARRF-KL score and finally we want to show

how they transferred this awareness to their
real lives.

METHODS

This prospective case-control study was
performed in the Department of Family
Medicine at Cukurova University between
October 2016 and February 2017. Total of
1055 person working for Cukurova University
at academic and administrative staff was
scanned. Among these, 155 healthy volunteers
(>30 years old) were enrolled in the current
study.

The clinical and demographic
characteristics of the patients were evaluated.
Age and gender were recorded. All patients’
weight and height were measured and body
mass index (BMI) was calculated by the
formula: weight (kg)/ height (m2). Waist
circumference was measured between the
center distance of the last rib and iliac crest as
World Health Organization’s  proposed.
Patients fasting blood glucose, cholesterol,
triglycerides, LDL and HDL values were
measured. According to the NCEP ATP-III
criteria, we defined MetS in 29 participants. ¥
A total of 29 participants with MetS served as
MetS group and 126 participants without MetS
criteria served as a control group.

Patients with coronary artery disease,
peripheral artery disease, acute or chronic renal
and liver disease, chronic autoimmune
diseases, acute or chronic infective diseases,
chronic obstructive lung disease,
chemotherapy or radiotherapy, cancer disease,
family hypercholesterolemia, diabetes mellitus,
and hypertension were excluded from the
study. The Ethics Committee of Cukurova
University assessed and approved the study
(Approval No:55, Date: 15/07/2016) and
written informed consent for participation in
the study was obtained from all individuals.

Cardiovascular Disease Risk Factors
Knowledge Level (CARRF-KL) scale: All
participants’ knowledge was determined by
CARRF-KL scale. While the first four items in
this scale were related to the characteristics of
the properties, preventability and age factor of
CVD, 15 items were related to CVD risk
factors (5, 6, 9-12, 14, 18-20, 23-25, 27, 28)
and 9 items (7, 8, 13, 15, 16, 17, 21, 22, 26)
were questioning the outcomes of the changing
in risk behaviors. ©®
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Framingham Risk Score: All volunteers’ 10-
year risk for the development of CVD was
determined by Framingham risk score. (%!
For this purpose, 9 clinical factors including
gender, age, total cholesterol, HDL cholesterol,
systolic blood pressure, smoking, hypertension
with medication, diabetes mellitus, and any
known vascular disease were determined and
individual's risk for 10 years for developing of
CVD was calculated. All calculations were
performed online using by Q calculate
program(https://www.mdcalc.com/framingham
-risk-score-hard-coronary-heart-disease)

Pulse Wave Velocity Measurements: Finally,
PWYV was determined non-invasively using an
arteriography device (Medexpert
Arteriograph). After blood pressure was
measured, arteriography cuff was inflated on at
least 35 mmHg of patients systolic pressure
and measurements were recorded for 8-20
seconds. These values were first amplified and
evaluated with the pressure sensor, and all
signals received by tonometry were transferred
to the computer with TensioMedT Software
and documented and reported as systolic blood
pressure (SBP), diastolic blood pressure
(DBP), mean arterial pressure (MAP), Pulse
wave velocity (PWV), aortic systolic blood
pressure (SBPao), and heart rate (HR). (1?

Statistical Analyses: Continuous variables
were expressed as mean £+ SD or interquartile
range (median and minimum—maximum) in the
presence of abnormal distribution, and
categorical  variables as number and
percentages. Comparisons between groups of
patients were performed by use of a y2 test for
categorical variables, an independent-samples t
test for normally distributed continuous
variables, and a Mann-Whitney U test when
the distribution was skewed. The Kruskal-
Wallis test was used for general comparison
between the two groups. Linear regression
analyses were used to determine the MetS
associated study parameters. SPSS statistical
software (version 20.0, SPSS, USA) was used.

RESULTS

The study was completed with 155 participants
who were selected in 1055 healthy population
working in administrative and academic staff
of Cukurova University. Total of 78 (50.3%)
participants was male and 77 (49.7%) were
female.

The baseline, sociodemographic and laboratory
characteristics of all participants are
summarized in Table 1. The mean age of all
participants was 45.6+7.8-year-old. A total of
54.2% of participants had higher waist
circumference (=94 cm in male and >80 cm in
female). Total of 13% of them had impaired
fasting glucose (=100 mg/dl), 15.5% had
elevated systolic blood pressure (=135mmHg),
29% had elevated diastolic blood pressure
(=85 mmHg), 23.1% had high triglyceride
levels (>150mg/dl) and 43.5% had low high-
density lipoprotein cholesterol levels (<40
mg/dl in male and <50 mg/dl in female). All
participants had graduated from high school or
university moreover majority of them (89,
57.4%) had graduated a master-doctorate level
(Table 1).

Table 1. Baseline clinical characteristics of
all population

Parameters Values

45.6+7.8
Age, years, Mean + SD

Male, % 50.3
Smoking, % 21.3

Body mass index, kg/m*, Mean+SD | 25.9+3.3

Systolic BP, mmHg 120.8+£12.6
Diastolic BP, mmHg 76.9+11.2
Heart rate, bpm 68.8+£9.5
Fasting glucose, mg/dl 90.3+9.8
HDL-C, mg/dl 48.7£13.5
Triglyceride, mg/dl 115.7£71.7
Total-C, mg/dl 216.3+45.5
LDL-C, mg/dl 143.44+41.5

BP, Blood Pressure; HDL-C, High Density Lipoprotein
Cholesterol; Total-C, Total Cholesterol; LDL-C, Low
Density Lipoprotein Cholesterol; SD, Standard deviation.
P<0.05 was significant.

We identified 29 (18.7%) subjects with MetS
according to International Diabetes Foundation
(IDF) criteria and served as a MetS group.
Participants without MetS served as control
group (n=126). The baseline,
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sociodemographic and laboratory
characteristics of the groups are summarized in
Table 2. The groups were similar according to
mean age (47.6£6.0 vs 45.1£8.0, p=0.11).
There were similar number of participants who
graduated from high school or university
(p=0.33). , groups were similar according to
family history for chronic diseases (p=0.41).
We evaluated serum Gama Glutamil
Transferase (GGT), Vitamin D3 and C-
reactive protein as novel cardiovascular risk
factors. All of them were similar in both
groups (p=0.30, p=0.89 and p=0.62,
respectively). As we expected, serum HDL,
fasting glucose, and TG level were higher in
MetS group than the control group (p<0.001
for all).

Participants frequently answered questions
2,6,7,8,10, 13, 14, 15,18, 19, 20, 21 as "Yes"
and the questions 1, 11, 12, 16, 24 and 26 as
"No”. When analyses the groups according to
CARRIF-KL, Framingham and PWV, both of
MetS group and control group had similar
mean value of CARRIF-KL score (21.2 £2.7
vs 20.743.9, p=0.50). MetS group had mildly
elevated PWVAo value than control group
(8.4%1.36 vs 7.8£1.57, p=0.063). On the other,
MetS group had higher Framingham score than
control group (10.3£5.8 vs 6.1£5.20, p<0.001)
(Table 2).

Table 2. Baseline demographic, clinical and laboratory characteristics of the study groups
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MetS group Control group p value

(n=29) (n=126)

45.6+7.8 45.1+8.1 0.11
Age, years, Mean + SD
Male, n 18 60 0.21
Smoking, n 7 26 0.8
Family history of CAD, n 10 46 0.8
HT, n 8 46 0.58
DM, n 6 39 0.69
Menapose, n 4 20 0.53
Educational statue, n 15 74 0.33
Body mass index, kg/m? 28.4+3.9 25.3£2.9 <0.001
Systolic BP, mmHg 127.7£12.5 119.2+12.1 <0.001
Diastolic BP, mmHg 84.0+11.5 75.3+10.6 <0.001
Heart rate, bpm 70.1£8.6 68.4+9.7 0.40
Fasting glucose, mg/dl 94.1£13.5 89.3+8.6 0.01
HDL-C, mg/dl 37.8+6.8 51.2+13.4 <0.001
Triglyceride, mg/dl 164.3£85.1 104.4+62.9 <0.001
Total-C, mg/dl 213.7+47.8 217.1+45.1 0.68
LDL-C, mg/dl 138.1+46.9 144.5+40.2 0.45
Vit D3, mg/dl 21.6£13.7 21.9+13.8 0.89
GGT, mg/dl 20.5+8.2 17.6+£14.9 0.30

21.242.7 20.7+4.0 0.50
CARRIF-KL score
Framingham score 10.3£5.9 6.0+5.2 <0.001
PWVAo, m/s 8.4+1.3 7.8+1.5 0.065

MetS, Metabolic syndrome; CAD, Coronary Artery Disease; HT, Hypertension; DM, Diabetes Mellitus; BP, Blood Pressure;
HDL-C, High Density Lipoprotein Cholesterol; Total-C, Total Cholesterol; LDL-C, Low Density Lipoprotein Cholesterol;
GGT, Gama Glutamil Transpherase; CARRIF-KL, Cardiovascular Disease Risk Factors Knowledge Level; PWV Ao, Pulse
Wave Velocity of Aorta; SD, Standard deviation. P<0.05 was significant.

In linear regression analyses, gender, TG and were found associated parameters for presence
HDL-C level, BMI and Framingham score of MetS in all participants (Table 3).
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Table 3. The correlation analyses results of study parameters with the presence of MetS

B
Age 0.02
Gender 0.29
Glucose -0.01
Triglyceride -0.25
HDL-C 0.20
LDL-C 0.14
BMI -0.26
Smoking -0.06
Educational statue 0.05
Marital statue 0.02
Family history -0.10
PWVAo -0.06
CARRIF-KL 0.05
Framingham -0.34

t P
0.18 0.57
2.90 0.004
-0.15 0.87
-2.90 0.004
1.98 0.049
1.78 0.077
-3.44 0.001
-0.81 0.41
0.78 0.43
0.32 0.74
-0.42 0.15
-0.80 0.42
0.73 0.46
245 0.015

MetS, Metabolic syndrome; HDL-C, High Density Lipoprotein Cholesterol; LDL-C, Low Density Lipoprotein Cholesterol;
BMI, Body Mass Index; PWVAo, Pulse Wave Velocity of Aorta; CARRIF-KL, Cardiovascular Disease Risk Factors

Knowledge Level; SD, Standard deviation. P<0.05 was significant.

DISCUSSION

The current study is a unique report of MetS
ever conducted, in which the prevalence of
MetS and associated risk factors were analyzed
for the first time in Cukurova University
healthy personal.

Metabolic Syndrome has become an important
health problem of the increasing 21st century.
Three large-scale meta-analyzes have reported

a two-fold increase in cardiovascular mortality,
myocardial infarction and stroke risk in MS
patients and a 1.5-fold increase in all-cause.
According to TEKHARF study which was
conducted in Turkey, there were over 9.2
million MetS persons aged over 30 years. (I3
In METSAR study, the prevalence of MetS
was reported as 35%. ¥ Ozsahin et al. found
that the prevalence of MetS in a Turkish adult
population of 1,637 inhabitants was 33.4%
(39.1 for women and 23.7% for men) in
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Adana. (¥ In the current study, the prevalence
of MetS was found to be 18.7% by using the
IDF criteria. The lower prevalence of MetS
can be explained in our study by some possible
reasons. First of all, our pilot study has limited
number of participants. Also, IDF criteria were
used to determine MetS presence in current
reports which have lower waist circumference
limits than NCEP ATPIII or WHO criteria. In
addition, educational level of our study
population was high when compared to a
normal population. The lower frequency of
Met in current study may also be due to MetS
knowledge level of studied population. Also,
our study population had lower mean age than
previously reported studies. It is well known
that MetS prevalence increases with age. On
the other hand, Oguz et al found that MetS
prevalence was 7.9% among healthcare
workers in 2008. 9 Similarly, Celepkolu et al.
found that MetS prevalence was 19.5% among
primary health care professionals in the
Southeastern Anatolia. (”Above mentioned
studies support our lower frequency of Mets
results. It was also previously demonstrated
that the incidence of MetS is higher in women
than men. In our study, we found no
differences according to MetS prevalence in
both genders.

In the current study, we investigated also
the population’s cardiovascular knowledge
level using CARRIF-KL score which can be
used to assess the level of knowledge of the
Turkish populations about CVD risk factors, is
reliable and validated for this purpose. Arikan
I. et al found mean CARRIF-KL score as
19.3+3.2 in their study ©. We found the mean
CARRIF-KL score of all populations was
found 20.743.7. The participants with MetS
and without MetS didn’t differ according to
mean CARRIF-KL score. As we have known
all MetS components are also a major risk
factor for CVD development. Thus, it would
be expected that MetS group had lower
CARRIF- KL score than control subjects. The
result showed us that participants didn’t reflect
enough their CVD knowledge in their real life.
In our study, the atherosclerotic statue of
participants was  evaluated by PWV.
According to our results, MetS group had
mildly elevated PWV than the control group
(p=0.063). PWV measurement is a technique
of non-invasive imaging of subclinical
atherosclerosis. It was previously demonstrated
that PWV is an independent parameter that
increases the risk of cardiovascular disease. ¥
Thus, in a meta-analysis of 17,635 patients,
PWV is an additional risk factor in
determining the risk of CAD. Previously, it

was demonstrated that the association of
increased PWV with the risk of developing
CVD and increased mortality in the general
population. ¥ In another meta-analysis of 17
studies involving a total of 15877 cases and
showed that a Im / sec increase in PWV or 1
standard deviation increase caused a 10% and
40% increase in CVD-related deaths,
respectively. @9 We want to investigate PWV
because PWYV has been validated especially in
middle-risk and young individuals such as our
population. @Y Thus, PWV can provide more
objective information to clinicians for this

purpose.

In our study, we investigated the classical
risk factors for atherosclerosis via questioned
in the Framingham score. As previously
demonstrated, Framingham score was well
correlated with coronary calcium score and
coronary  plaque load evaluated by
intravascular ultrasonography, o)
atherosclerosis. ?*?Y We found that MetS
group had higher Framingham score than the
control group (p<0.001). In addition, the mean
Framingham score was well correlated with
the presence of MetS in current study
(p=0.015). We want to evaluate the
Framingham score due to mean age of our
study population which only 30% of the study
participants were 40 years of age or older.
Thus, Framingham score can reveal the 10-
year risk of CVD in patients younger than 40
years.

Finally, in our study, we evaluated GGT
and Vitamin D3 levels are complementary risk
factors for CAD. The mean values of both
GGT and Vitamin D3 were determined in the
normal range and found similar in both groups.
The possible reason to explain these results; all
three variables were affected by acute
conditions and no participants had a history of
acute or chronic disease.

CONCLUSION

Although there is an acceptable awareness in
terms of cardiovascular diseases knowledge,
the current study results showed us that the
awareness for primary prevention against
chronic diseases is not adequately transferred
to daily practice. So, further efforts are needed
to apply it into clinical practice in terms of
effective primary care as well to increase the
knowledge level for chronic disease among
healthy individuals without known
cardiovascular disease or risk factors.
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Limitations: Small sample size is the major
limitation of this study. Also, the studied

population does
population. In
logarithms

not reflect the general
addition, although the
of PWYV, KARRIF-KL and

Framingham score were obtained, none of
them had a normal distribution. Therefore, the
regression analysis was not performed.
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Kadin Saglik Calisanlarinin Meme Kanseri Konusunda Bilgi, Tutum ve
Davranislari
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ABSTRACT

Objective: This study was planned to determine the level of knowledge about breast cancer (BC) and attitudes and practices towards BC in
female healthcare providers. Thereby, it was aimed to identify the level of awareness, which is intended to be improved in the community,
among female healthcare providers; the topics of failure; attitudes and practices towards screening programs; and factors involved in these
areas. Method: The study sample consisted of 266 female healthcare providers. In all participants, a 29-item questionnaire was completed by
the face-to-face interview method. The questionnaire included items about sociodemographic characteristics, and level of knowledge,
attitudes and practices in BC. Each correct answer was rated as one point while no score was assigned to incorrect answers which were
excluded. Data were analyzed by SPSS version 22.0 (SPSS Inc., Chicago, IL, USA). Results: The mean age was 30.29 + 0.55 years. Of
subjects, 47.7% (n=127) were physicians, 48.1% (n=128) were nurses while 4.2% (n=11) were other healthcare providers. Significant
differences were found in the level of knowledge according to marital status, educational level and age. Of the factors affecting participation
in screening programs, marital status, educational level, age, and duration of a professional career. It was found that the level of knowledge
regarding BC was high while the participation rate for screening programs was low among subjects.Conclusion: It was found that knowledge
level was high while the participation rate for screening programs were rather low among female healthcare providers. This shows that there
should be studies in order to increase the participation of female healthcare providers in screening programs.

Keywords: Healthcare providers, breast cancer, knowledge, attitude, practice
OZET

Amag: Bu ¢alisma, kadin saglik ¢alisanlarmim meme kanseri ile ilgili bilgi diizeyi, meme kanserine karsi tutum ve davranislarini belirlemek
amactyla planlanmistir. Boylece toplumda olusturulmak istenen meme kanseri konusundaki bilincin 6ncelikle ne kadarnin kadin saglik
calisanlarinda mevcut oldugu, hangi konularda eksikliklerin bulundugu, tarama programlarina karsi tutum ve davranislarin ne diizeyde
oldugu ve bunlar etkileyen faktorlerin neler oldugu tespit edilmeye calisildi. Gereg ve Yontem: Calismaya 266 kadin saglik calisan1 katildi.
Tim katilmeilara yiiz yiize gériisme yontemi ile 29 soruluk, arastirmacilar tarafindan hazirlanan bir anket uygulandi. Anket formu;
sosyodemografik bilgileri ve meme kanseri bilgi, tutum ve davraniglarini belirlemeye yonelik sorulardan olusuyordu. Her bir dogru cevaba
bir puan verilirken, yanlig cevaplar puanlandirilmadi. Veriler SPSS version 22.0 (SPSS Inc., Chicago, IL, USA) ile analiz edildi.Bulgular:
Yas ortalamasi 30,29 + 0,55 yil idi. Katilimeilarin %47,7 (n=127)’sini hekimler, %48,1 (n=128)’ini hemsireler, %4,2 (n=11)’sini diger saghk
personelleri olusturmaktaydi. Calismaya katilan kadin saglik ¢alisanlariin meme kanseri ile ilgili bilgi diizeyleri ile medeni durum, egitim
seviyesi ve yas arasinda istatistiksel olarak anlamli fark bulundu. Tarama programlarina katilim etkileyen faktorler ise medeni durum, egitim
seviyesi, yas ve meslekte gegen siire idi. Katilimcilarin meme kanseri hakkinda bilgi diizeyleri yiiksek saptanirken, tarama programlarina
uyumlar1 oldukga diisiik olarak tespit edilmistir. Sonug: Yaptigimiz ¢alismada kadin saglik calisanlarimin genel olarak meme kanseri
hakkinda bilgi diizeyleri yiiksek iken tarama programlarina katilimlari oldukca diisiik olarak tespit edildi. Bu durum kadmn saglik
¢alisanlarinin tarama programlarma katilimini arttirmak igin ¢alismalarin olmasi gerektigini gostermektedir.

Anahtar Kelimeler: Saglik calisanlari, meme kanseri, bilgi, tutum, davranis
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INTRODUCTION

Breast cancer is the most common type of cancer
seen in women. It accounts for 23% of all cancers
and 14% of cancer-related deaths among women. It
is the second most common cause of cancer-related
deaths following lung cancer; however, it is the
primary cause of cancer-related deaths in women at
fifth and sixth decades.' It is estimated that invasive
BC will develop in one of eight women in a
lifetime.?

Given that BC is significant morbidity and
mortality according to epidemiological data,
Turkish Health Ministry recommends implementing
a screening program for breast cancer.® In order to
implement such a program, all healthcare providers
should have sufficient knowledge and be equipped
with early recognition and screening of BC and
must inform all potential patients by accurate
knowledge. The healthcare providers should
support efforts for improving awareness in the
community and implementing screening programs
and be involved in attempts for reducing morbidity
and mortality by early diagnosis and timely
treatment.

Haji Mahmodi et al. conducted a similar
study on 410 female healthcare providers in Iran.
The authors found that the breast self-exam (BSE)
rate was significantly correlated to age, educational
level and history of breast disease. It was also found
that 63% of participants had sufficient knowledge
about how to perform BSE but only 6% regularly
performed BSE monthly.* In another study,
Cigeklioglu et al. measured level of knowledge,
attitudes and practices among healthcare providers
in 23 primary care facilities and attempted to
identify changes in attitudes, and behaviors
regarding BC after the one-day training program.
Authors observed significant improvements in
scores on level of knowledge, skills of BSE and
practice of BSE in nurses and midwives after a
training program.’

In our study, we attempted to determine
the level of knowledge about BC and attitudes and
practices against BC among female healthcare
providers. Thereby, we attempted to identify the
level of awareness, which is intended to be
improved in the community, among female
healthcare providers; the topics of failure; attitudes
and practices towards screening programs; and
factors involved in these areas.

MATERIAL AND METHOD

In this descriptive, cross-sectional study, the study
sample included female healthcare providers
working in the medical and surgical departments of
Istanbul Haydarpasa Numune Teaching and
Research Hospital in October 2016.

The study was approved by Institutional
Ethics Committee of Haydarpasa Numune
Teaching and Research Hospital (approval #:
HNEAH KAEK 2016/KK/86).

In this study, the target population
consisted of 430 female healthcare providers
including 220 female clinicians, 210 nurses and
other healthcare providers (technicians,
psychologists, and dieticians). The sample size was
calculated as 251 within confidence interval of 95%
and confidence level of 4%. Thus, the study
included 266 female healthcare providers aged >18
years who voluntarily completed the questionnaire.
The questionnaire included 2 domains: first domain
has 6 items on demographic data and the second
domain has 23 items on level of knowledge,
attitudes, and practices regarding BC. Of items, 6
were close-ended questions while remaining were
open-ended questions rated by 3-points Likert
scale. The correct answers regarding the level of
knowledge were defined according to data at
www.kanser.gov.tr. Each correct answer was rated
by one point while no score was assigned to
incorrect answers. Data were compared according
to demographics.

Data were analyzed by using SPSS version
22.0 (SPSS Inc., Chicago, IL, USA). Quantitative
data are presented as mean =+ standard deviation
while categorical data are presented as count
(percent). The distribution of quantitative data was
assessed by the Kolmogorov-Smirnov test.
Logarithmic transformation was performed to
continuous data with skewed distribution. The
Student's t-test was used for comparisons between 2
groups while one-way ANOVA was used to
compare more than 2 groups. When a significant
difference was found in one-way ANOVA,
Bonferroni corrected t-test was used for binary
comparisons. Pearson's correlation analysis was
used to assess associations between quantitative
data. Chi-square test was used to compare
categorical data. A p value<0.05 was considered as
statistically significant.
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RESULTS

Mean age was 30.29 + 0.55 years. Of 266 female
healthcare providers, 48.5% (n=129) were married
whereas 51.5% (n=137) were single (unmarried or
widow). Of subjects, 12.4% (n=33) were senior
physicians; 35.3% (n=94) were residents; and
48.1% (n=128) were nurses. The minority of
participants were technicians (1.9%; n=5) and other
healthcare =~ providers  including  dieticians,
psychologists, and physiotherapists (2.3%; n=6).

When duration of a professional career
was assessed, it was found to be 0-9 years in 72.6%
(n=193), 10-19 years in 15.8% (n=42), 20-29 years
in 8.3% (n=22) and >30 years in 3.4% (n=9). The
educational level was assessed, 72.9% (n=194) had
a bachelor's degree; 10.5% (n=28) had associate
degree, and 16.5% had a high school degree. Of
subjects, 169 (63.5%) were working in medical
departments while 97 (36.5%) were working in
surgical departments.

There was a family history of BC in first-
degree relatives in 9.8% (n=26) and in second- or
third-degree relatives or surroundings in 39.1%
(n=104) of subjects. The history of a breast disease
was assessed, 75.6% (n=201) of subjects reported
that they did never experience breast-related
problem while 24.4% (n=65) reported history of
benign breast disease. None of the subjects reported
history of BC.

When subjects were compared regarding
correct answers in questions about general
information, symptoms and risk factors of breast
cancer, it was found that knowledge level was
significantly higher in married than single subjects
((p<0.01; p<0.01; and p<0.001, respectively);
however, no significant difference was found
regarding screening methods. The subjects were
stratified as physicians, nurses and other healthcare
providers; however, other female healthcare
providers were not included in the comparison
according to their profession due to smaller sample
size (n=11). When knowledge level was compared,
it was found to be significantly higher among
physicians than nurses (p<0.001, p<0.001, p<0.001
and p<0.001, respectively). When the knowledge
level was compared according to duration of
professional career, no significant difference was
found among groups. When knowledge level was
compared according to education level, significant

difference was found between those with bachelor's
degree and those with associate degree or high
school degree while no significant difference was
found between those associate degree and high
school degree (p<0.001, p<0.001, p<0.001 and
p<0.001, respectively). The knowledge level
regarding symptoms of BC and screening methods
was found to be significantly higher in female
healthcare = providers working in  medical
departments than those working in surgical
departments (p<0.001 and p<0.001, respectively)
but no significant difference was detected regarding
general information and risk factors for BC
between these groups. No significant difference
was found in knowledge level according to a family
history of BC in first- and/or second-degree
relatives of subjects. The knowledge level about
general information and risk factors for BC was
increased by advancing age (p<0.001) but there was
no such relationship regarding knowledge level
about symptoms of BC and screening methods
(Table 1).

When the proportion of correct answers in
questions regarding BSE and mammography was
compared according to demographic data, it was
found that the proportion of correct answers were
significantly higher in married than single subjects
(t/p=2.85/0.005 and 4.66/0.000, respectively); in
physicians than nurses (t/p=3.01/0.000 and
5.07/0.000, respectively); and in those with
bachelor's degree than those with associate degree
or high school degree (f/p=12.29/0.000 and
15.69/0.000,  respectively). No  significant
difference was found in knowledge level between
subjects with or without a history of breast disease.

Of subjects, 93.2% reported that they
know how to perform BSE while only 9.4%
reported that they regularly perform BSE every
month. When we asked most common cause for not
performing regular BSE, the most frequent answer
was "I neglect" by 74.3% (Figure 1).
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Table 1: Comparison of demographic data and history of breast cancer with level of knowledge

Level of knowledge regarding breast cancer

General Symptoms Risk factors Screening
Knowledge methods
Marital status
Married (n=129) 9.9740.16 6.26+2.11 5.62+0.08 3.84+0.08
Single (n=137) 9.40+0.16 5.62+0.17 5.12+0.11 3.70+0.08
p* <0.01 <0.01 <0.01 0.22
Profession
Physician (n=127) 10.23+£0.14 5.87+0.04 7.18+0.14 4.46+0.07
Nurse (n=128) 9.18+0.17 4.92+0.12 4.76+0.18 3.17+0.04
p* <0.01 <0.01 <0.01 <0.01
Duration of professional career
0-9 years (n=193) 9.55+0.14 5.96+0.16 5.30+0.09 3.82+0.07
10-19 years (n=42) 9.78+0.26 5.76+0.33 5.52+0.14 3.78+0.16
20-29 years (n=22) 10.22+0.38 5.68+0.50 5.59+0.21 3.45+0.15
=30 years (n=9) 10.55+0.70 5.44+0.70 5.44+0.33 3.22+0.14
p ** 0.20 0.82 0.54 0.11
Educational status
High school (n=44) 8.36+0.28 4.00£0.26 4.45+0.22 3.15+0.08
Associate degree (n=28) 9.28+0.42 4.57+0.39 5.10+0.23 3.1740.08
Bachelor degree (n=194) 10.04+0.12 6.51+0.14 5.60+0.06 3.99+0.07
p ** <0.01* <0.01* <0.01? <0.01*
Department employed
Medical departments (n=169) 9.80+0.13 6.33+0.15 5.43+0.08 3.94+0.07
Surgical departments (n=97) 9.47+0.21 5.12+0.24 5.23+0.12 3.47+0.08
p* 0.17 <0.01 0.18 <0.01
Family history of breast cancer (first-degree relatives)
No (n=240 9.68+0.12 5.87+0.14 5.37+0.76 3.77+0.06
( )
Yes (n=26) 9.65+0.41 6.07+0.47 5.30+0.24 3.76+0.19
p* 0.93 0.66 0.79 0.99
Family history of breast cancer (second- or third-degree relatives)
No (n=162) 9.64+0.14 5.80+0.18 5.35+0.09 3.76+0.07
Yes (n=104) 9.7540.20 6.02+0.21 5.38+0.11 3.77+0.09
p* 0.65 0.44 0.82 0.91
History of breast disease
No (n=201) 9.58+0.13 5.86+0.16 5.36+0.08 3.72+0.06
Yes (n=65) 10.00+0.23 6.00+0.27 5.35+0.13 3.92+0.12
p* 0.12 0.66 0.93 0.14

“binary comparison:
school/associate degree p>0.05
** yariance analysis

* student t test
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Figure 1: The distribution of frequency in BSE practice
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When all subjects performing BSE were
assessed, it was found that the rate of BSE was
significantly higher in married than single subjects;
in those with a bachelor's degree or associate degree
than those with high school degrees. There was no
significant difference in performing BSE according
to the history of breast disease (Table 2).

The clinical breast examination (CBE) rate
was assessed, it was found that married subjects
had significantly higher CBE rate than single
subjects. The CBE rate was increased by increasing
the duration of professional career and educational
level. It was found that family history of BC did not
increase CBE rate while CBE rate was significantly
higher in patients with a history of BC (Table 2).

Table 2: Comparison of participation rate for screening programs and demographic data
BSE status CBE status | Mammography status
Regular BSE ¢ All Subjects aged
BSE (regularly or <40 years
monthly * | irregularly) ®
Marital status
Married (n=129) % 9.3 % 90.7 % 40.3 % 18.6 % 73.3
Single (n=137) % 9.5 % 73.0 % 16.8 % 5.1 % 50.0
p* 0.95 <0.01 <0.01 <0.01 0.17
Profession
Physician (n=127) %79 % 85.0 % 33.1 % 7.1 % 53.3
Nurse (n=128) % 11.7 % 81.3 % 24.2 % 15.6 % 75.0
p* 0.59 0.52 0.15 0.05 0.29
Duration of professional career
0-9 years (n=193) % 7.3 % 78.8 % 20.2 % 1.0 % 0.0
10-19 years (n=42) %9.5 % 85.7 % 38.1 %9.5 % 30.0
20-29 years (n=22) % 22.7 % 95.5 % 59.1 % 72.7 %714
=30 years (n=9) % 3.4 % 88.9 % 77.8 100.0 % 100.0
p* 0.06 0.20 <0.01 <0.01 <0.01
Education status
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High school (n=44) % 10.8 % 65.9 % 11.4 % 6.8 % 59.1

Associate degree (n=28) % 0.0 % 82.1 %214 % 39.3 % 78.6

Bachelor's degree (n=194) % 9.1 % 85.1 % 33.0 % 8.8 % 75.0

p* 0.18 <0.01 <0.01 <0.01 0.45
Department employed

Medical departments (n=169) % 8.3 % 83.4 % 27.8 % 10.7 % 66.7

Surgical departments (n=97) %11.3 % 78.4 % 28.9 % 13.4 %68.8

p* 0.41 0.38 0.96 0.50 0.89
Family history of breast cancer (first-degree relatives)

No (n=240) % 8.8 % 82.9 % 27.9 %11.3 % 66.7

Yes (n=26) % 15.4 % 69.2 % 30.8 % 15.4 % 75.0

p* 0.27 0.08 0.75 0.53 0.73
Family history of breast cancer (second- or third-degree relatives, surroundings)

No (n=162) % 7.4 % 79.6 % 22.8 % 9.9 % 75.0

Yes (104) % 12.5 % 84.6 % 36.5 % 14.4 %62.5

p* 0.16 0.30 <0.01 0.259 0.40
History of breast disease

No (n=201) % 9.0 % 79.6 % 16.4 % 8.0 % 60.0

Yes (n=65) %10.8 % 87.7 % 64.6 % 23.1 % 80.0

p* 0.66 0.14 <0.01 <0.01 0.19

aPercent CBE indicates those performing CBE regularly (monthly)

b Percent CBE indicates those performing CBE (regularly or irregularly)
At least once

* Chi-square test

The clinical breast examination (CBE) rate mammography within the prior 2 years. Of subjects

was assessed, it was found that married subjects
had significantly higher CBE rate than single
subjects. The CBE rate was increased by increasing
the duration of professional career and educational
level. It was found that family history of BC did not
increase CBE rate while CBE rate was significantly
higher in patients with a history of BC (Table 2).

In questions regarding mammography,
71.1% of subjects correctly answered the question
regarding age of first mammography. Of the
subjects (mean age: 30.29+0.55 years), 88.3%
never had mammography while 7.1% (n=19)
underwent

aged >40 years (n=40), 32.5% (n=13) never had a
mammography. The causes of not undergoing
mammography were questioned, the most frequent
answer was "I neglect" by 46.2%.

A significant correlation was not found
between mammography rates and education level,
occupation, history and family history in subjects
aged>40 years (Table 2).

Age was positively correlated with both
BSE and mammography knowledge levels (Table
3).

Table 3: Correlation analysis of participation rate for screening programs and
age
Age
r p
BSE knowledge 0.14 0.022
Mammography knowledge 0.32 0.000

BSE, Breast self-exam
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DISCUSSION

Although BC is more commonly seen in developed
countries, the mortality rate is higher in developing
countries where BC incidence is lower.! In patients
with BC, it has been reported that 5-years overall
survival rate is 83% in developed countries whereas
53% in developing countries.® This significant
difference can be explained by higher education
level and awareness of community, and early
diagnosis and timely treatment options due to
mammography screening as a result of placing
emphasis to screening programs on health policies.

The subjects were asked to complete a
questionnaire about general information, symptoms,
risk factors and screening methods in BC. Majority
of female subjects (82.3%) had knowledge that
breast cancer is the most common cancer type
among women; however, only 59% was aware that
breast cancer can be seen in one of §-10 women in
a lifetime.

Symptoms of BC were better known than
risk factors. However, symptoms develop after the
onset of disease while some risk factors can be
modified before the onset of disease, resulting in
decreased likelihood of disease development. Thus,
the community should be informed better, and
warned about modifiable risk factors such as
obesity, hormone replacement therapy, lactation
and regular exercise. Only 51.5% of subjects had
knowledge that obesity, one of the most important
problems in this era, is a risk factor for BC. In
addition, 65% of subjects were aware that regular
exercises are protective against BC. In a study by
Nunez et al., it was shown that obesity is not only a
risk factor for BC but also comprises risk for
endometrial cancer in women and colon and
prostate cancer in men.” On the other hand, physical
activity is a protective factor against risk of several
cancers.® Obesity is an important issue in all fields
of preventive medicine in primary healthcare
services.

In our study, it was found that knowledge
level was significantly higher in subjects with a
bachelor's degree than those with an associate or
high school degree. No significant difference was
detected in the knowledge level between subjects
with associate degree and those with a high school
degree. In a Polish study by Bogusz et al,
knowledge level and education status were
compared in perimenopausal women aged 50-69

years. The authors found significant difference
between education level and the knowledge level.’
In a cross-sectional study from Pakistan, Ahmed et
al. investigated knowledge level in nurses working
at training hospitals at Karachi distinct. Authors
found that knowledge level was high in 35% of
subjects and these had a higher educational level
than other subjects included.!” In a study on 215
nurses working in 23 primary care facilities at Izmir
province, Cigceklioglu et al. determined knowledge
level in subjects by a questionnaire about BC,
imaging modalities and BSE and then all
participants received one-day training program. In
the re-assessment following training program, the
authors found that the knowledge level was
significantly improved whereas BSE rate was
increased by improving level of awareness in
subjects.’> All these data indicate importance of
education in improving knowledge level. It is
apparent that we should preferably improve our
knowledge level in order to enhance awareness in
the community where education is one of the most
important ways for this purpose.

When knowledge level was compared
according to the profession, it was found that
knowledge level was significantly higher in
physicians than nurses and other healthcare
providers. In a study from Bangui, Balekouzo et al.
found that knowledge level regarding risk factors,
diagnostic and therapeutic modalities of BC was
significantly higher in physicians than other
healthcare providers.!! In a study at Erzurum
province in Turkey, Canbulat et al. found similar
findings.'? This may be due to a longer duration and
higher level of education in physicians when
compared to nurses and other healthcare providers.

In our study, we attempted to determine
whether knowledge level and attitudes and practices
against screening methods differ in patients with
history/family history of BC. It was found that
knowledge level did not differ in patients with a
history of breast disease, family history of BC in
first-degree relatives or surroundings when
compared to others. This may be due to a smaller
rate of subjects with a history of BC. In these
subjects, BSE rate showed no difference when
compared to other subjects. Only subjects with the
history of breast disease had significantly higher
rates of CBE and mammography when compared to
those without. This difference may represent that
CBE and mammography were performed for
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diagnostic purposes rather than screening. In a
study on healthcare providers in Tehran, Haji-
Mahmoodi et al. found that BSE frequency was
significantly higher in patients with history of
breast disease while there was no significant
difference in those with positive family history.4
On the other hand, in a study on female healthcare
providers in Ordu province, Avci et al. found that
BSE frequency was significantly higher in subjects
with family history of BC."> In a study by Chan et
al, cervical screening test rate was significantly
higher in subjects with family history of cervix
cancer."* Based on these data, it may be suggested
that presence of history/family history of cancer
leads to increased awareness; in fact, it is important
to increase treatment probability by early
recognition of these diseases. The screening
methods should be explained and supported before
experiencing the disease itself. In some individuals,
insufficient knowledge about disease and screening
procedures may be the cause for not undergoing
screening tests despite the presence of positive
family history for cancer. The healthcare providers
have important roles in raising awareness in such
high-risk individuals.

Screening programs and awareness are
improved by advancing age and increasing
education level but not reach sufficient levels. In a
study on female healthcare providers in Tehran,
Haji-Mahmood et al. found that 63% of subjects
had sufficient knowledge about how to perform
BSE but only 6% performed BSE regularly
(monthly). Authors also found that 44% of subjects
never performed BSE and that BSE rate was
associated with age, educational level and history of
breast disease but not marital status or positive
family history.*

In a study, Nahgivan et al. stratified
subjects according to BSE performance (those
performing or not performing BSE) and compared
demographic  characteristics between  groups.
Authors found significant differences in age,
marital status, and level of knowledge about BC."
These data emphasize the importance of education
in improving awareness. However, BSE frequency
was still below standard although it was greater in
subjects with higher knowledge level than other
subjects. Many female healthcare providers do not
perform BSE although they know how to perform.
Presumably, BSE rate is increased due to emerging
concerns about the development of disease by

advancing age. However, individuals should be
informed that BC can be seen in women from all
ages and that screening programs must be started at
earlier ages; thus, women should be encouraged for
regular BSE and participation to screening
programs.

Of subjects aged>40 years (n=40), never
having mammography was found to be associated
with age and duration of professional career as
expected. No association was found with other
demographic data. This may be due to a smaller
number of subjects aged>40 years who never
underwent mammography. In a Turkish study on
1342 women aged 18 years, Gilirsoy et al. found
that mammography rate was associated with age,
marital status and history/family history of cancer.'®
In a study on 363 women by Discigil et al., 40.6%
previously had mammography; however, only half
of these patients had regular mammography testing.
Authors found that mammography rate was
significantly associated to age and family history of
BC but not education level.'” In a study by Tilaki et
al, only 12.1% of participants previously
underwent mammography. Authors found that
mammography rate was significantly associated
with age and risk factors for breast cancer but not
education level.'® Given these data, concerns about
the disease are enhanced by advancing age,
resulting in increased participation in screening
programs. However, the participation rate for
screening programs is still low.

Vast majority of participants were aware
of the negligence while most participants were
unaware that these methods should be employed for
early diagnosis before the onset of symptoms.
Similarly, in a study on female healthcare
providers, Nilaweera et al. investigated knowledge
level and attitudes about breast and cervix cancer."”
Based on these data, it is apparent that the
knowledge level in healthcare providers is
sufficient by school education and in-service pieces
of training but there are failures in behaviors and
attitudes towards use of knowledge in real-life
conditions. This may be due to place emphasis on
the above-mentioned diseases and an insufficient
level of awareness. On the other hand, it is also
possible that many female healthcare providers
have the problem to keep time on themselves due to
substantial workload involving day and night.
Given the fact that healthcare providers, who work
devotedly for health of individuals, neglect their
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own health, family practitioners have important
responsibilities in this issue.

There are some limitations and weaknesses
of our study. The study was a single-center study,
resulting in limited data; thus, it could not represent
the general population. Further studies with more
participants are needed to reflect the results of all
health care providers.

It is thought that lack of history of breast
cancer and limited number of participants with
positive family history for breast cancer can
compromise reliability of our data in this issue. In
addition, the study design including healthcare
providers from a single-center resulted in limited
data and limitations in representing the general
population. Thus, it is thought that it will more
appropriate to include both healthcare providers and
those not working in healthcare services in future
studies.

CONCLUSION

In our study, it was seen that education level and
age are the most important factors affecting
knowledge level about BC. In general, it was found
that knowledge level was higher among subjects
but the participation rate for screening programs
was low. It is thought that increased concerns about
disease development by advancing age or increased
awareness after the onset of disease are factors that
determine participation in screening programs. Vast
majority of participants were aware of the
negligence while most participants reported that
they have no complaint. Thus, our primary goals
are to improve knowledge level by training
programs and to explain that screening programs
mainly aim to detect the disease at early stages
before the onset of symptoms. This awareness
should be created in healthcare providers first; then,
in the community via healthcare providers. In
conclusion, family practitioners have important
responsibilities in protection against and early
diagnosis of BC which is an important public health
issue in this era. Preferentially, individuals should
be informed about risk factors and lifestyle changes
regarding modifiable risk factors. Women of all
ages should be informed about screening programs
for early diagnosis and should be encouraged for
screening programs.
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Basic Behavioural Characteristics of Tobacco Use in
Patirnts Who Plan Quitting

Tiitiin Kullanimini1 Birakmay1 Diisiinen Hastalarin Tiitiin Kullanimma Iliskin
Temel Davranis Ozellikleri
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ABSTRACT

Aim/Background. Most smokers try to stop smoking without professional support and soon begin to smoke again. In our country, the number
of admissions to smoking cessation outpatient clinics are gradually increasing due to the anti-smoking campaigns and increasing smoking-
related diseases. The aim of the present study was to investigate the basic behavioural characteristics of tobacco use in patients who plan to
quitting. Methods.Patients who applied to Outpatient Clinics of Family Medicine Department of Adnan Menderes University Hospital
between September 1%, 2017 and August 31%, 2018 with the aim of smoking cessation were included in this prospective descriptive
study.Data collection was done through the follow-up protocol form of smoking cessation outpatient clinic. Data analysis was done by using
SPSS 18.0 program. Besides comparative statistical methods, t test and Mann Whitney-U test were used for quantitative variables, and chi-
square test was used for categorical variables. Results.The mean age of 146 patients who were mostly male was 41.8 years. The most
common reason for quitting smoking was fear of being ill or the present disease (69.9%). The mean age of starting to smoke was 16.4 years
and the smoking-load was 28.6 packs/year. The age of starting smoking was similar in males and females however males had smoked more
heavily(smoking load was 212 package/year and 32.9 package year in females and males, respectively, p=0.08).Approximately one third of
smokers were nicotine-dependent at very high levels and started to smoke with social impact (59.6%). Stress was the most common factor of
desire to smoke (60.3%). Approximately 74% of the cigarette addicts were at the stage of preparing to quit smoking and the most common
medical treatment used was nicotine replacement treatment (69.9%). Conclusions.Smokers who want to quit smoking generally start
smoking due to social impact at an early age and use cigarettes as a tool of coping with stress and want to quit smoking due to diseases or
fear to be ill. It is important to focus on the basic characteristics of the patients” smoking behaviour in smoking cessation process.

Key words: smoking quitting, counselling, basic behavioural characteristics of the smokers

OZET

Amag. Sigara icenlerin gogu sigara birakmay1 yardimsiz olarak denemekte ve kisa siire sonra tekrar sigara igmeye baslamaktadir. Ulkemizde
sigara karsiti kampanyalar ve sigara kullanimina bagli giderek artan hastaliklar nedeniyle sigara kullanan kisilerin sigara birakma
polikliniklerine bagvuru sayisi giinden giine artmaktadir. Caligmamizin amaci, titiin kullanimini birakmay1 diisiinen hastalarin tiitiin
kullanimma iligkin temel davrams 6zelliklerinin arastirilmasiydi. Yéntem.ileriye déniik tanimlayici tipteki aragtirmaya Adnan Menderes
Universitesi (ADU) Aile Hekimligi Poliklinigine 1 Eyliil 2017 - 31 Agustos 2018 tarihleri arasinda sigara kullanimini birakmak igin
basvuran sigara igicileri katildi. Veri toplama tiitiin kullanimmi birakma poliklinigi izlem protokolii formu,veri analizi ise SPSS 18.0
programu ile yapildi. Tamimlayici istatistiksel yontemlerin yani sira niceliksel degiskenler igin t testi ve Mann Whitney-U testi, kategorik
degiskenler igin ki-kare testi kullanildi. Bulgular. Cogu erkek olan 146 katilimcinin yas ortalamasi 41,8 idi. En ¢ok ifade edilen sigaray:
birakma nedeni hastalik ya da hasta olma korkusuydu (%69,9). Bagvuranlarin sigaraya baglama yas: ortalama 16,4 ve toplam sigara igme
yikii 28,6 paket/yildi. Kadin ve erkeklerin sigaraya baslama yasi benzerdi ancak erkekler daha yogun sekilde sigara i¢gmisti (kadmnlarda
sigara igme yiikii ortalama 21,2 paket/y1l, erkeklerde 32,9 paket/yil, p=0,008). Yaklasik tigte biri ¢ok yiiksek diizeyde nikotin bagimlisi olan
igicilerin %59,6’s1 sosyal etki ile sigaraya baslamisti. Sigara igme istegini en ¢ok stres artirmaktaydi (%60,3). Yiizde 74’ sigara birakmaya
hazirlanma evresinde gelen sigara bagimlilarina en gok verilen tibbi tedavi %69,9 ile nikotin replasman tedavisi idi.Sonug. Sigaray1 birakmak
isteyen iciciler sigara igmeye daha ¢ok sosyal etki ile ve erken yasta baglamakta, en ¢ok stresle basa ¢ikma araci olarak sigara kullanmakta ve
hastalik ya da hastalik korkusuyla sigaray1 birakmak istemektedir. Sigara birakma danismanlig: siirecinde hastalarin bu temel sigara igme
davranig 6zelliklerine de odaklanmalidir.

Anahtar kelimeler:Sigara birakma, danismanlik, sigara icicilerin davranis 6zellikleri
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INTRODUCTION

Tobacco use is one of the leading causes of
preventable deaths and diseases in  the
world.According to the World Health Organization
(WHO), 1.3 billion people around the world smoke
and about 6 million people die each year due to
smoking.'In our country, it is known that 100.000
people annually die due to smoking. Smoking is a
major public health problem known to cause
cancer, heart and lung diseases.>

According to data of Turkey Global
Adult Tobacco Survey (GATS, 2012) 14.8 million
people (27.1%) smoke in Turkey.’One of the
reasons for the high prevalence of smoking is low
smoking cessation rates. Most smokers try to stop
smoking without help, and many of them start
smoking again soon.*It has been shown that only
7.5% of the smokers who do not receive help
during smoking cessation can remain smoke-free
for a period of five months and that behavioural or
pharmacological support increases the success rate
to 15-30%. While behavioural change counselling
and motivational support are the most commonly
used methods, behavioural change support with
different nicotine replacement preparations and
other pharmacological drugs increases the success
rates.’

Social awareness, smoking ban in
indoor environments, emerging diseases and
economic reasons increase the referrals to smoking
cessation clinics for the smokers in Turkey. In these
clinics, smoking cessation processes are supported
by medical treatment and behavioural approach.
Smoking cessation clinics are the focal points of
struggle against smoking.’In these outpatient
clinics, motivational support is provided and
pharmacological treatments are started by acting in
cooperation with the patient. As a result, the
success of smoking cessation also increases.
Understanding smoking behaviour of smokers in
smoking cessation attempts is one of the important
reasons affecting success.

In this study, it was aimed to investigate
the basic behavioural characteristics of tobacco use
of the patients who applied to Family Medicine
Outpatient Clinic of Adnan Menderes University
Medical School within one year.

MATERIALS AND METHODS

The aim of this prospective descriptive study was to
include in all patients applying to Family Medicine
Outpatient Clinic between 1 September 2017 and
31 August 2018 with the aim of smoking
cessation.The data of this study were obtained from
patient records collected through the follow-up

protocol of smoking cessation of the department.
The study was approved by the Non-Interventional
Clinical Research Ethics Committee of Adnan
Menderes University (Protocol: 2017/1223).

General evaluation (socio-demographic
characteristics, behavioural characteristics related
to tobacco use) and physical examination are
performed, and Fagerstrom Nicotine Addiction Test
(FNBT) is used to determine the level of nicotine
dependence, in the first interview according to the
follow-up protocol of smoking cessation outpatient
clinic. Among the socio-demographic
characteristics, age, gender, occupation, marital
status, education level, family income level,
residence, health insurance are questioned.
Behavioural characteristics related to tobacco use
including age and the cause of starting smoking,
current smoking status (cigarettes/day), smoking
intensity (pack/years), family smoking, previous
smoking cessation thoughts and experiences,
obstacles in previous smoking cessation attempts,
the factors that increase the desire to smoke, the
reasons for smoking cessation are questioned.
Following the determination of smoking cessation
motivation staging (pre-contemplation,
contemplation, preparation, action, maintenance)
and evaluating smoking cessation decision, the
behavioural change counselling for smoking
cessation and  appropriate  pharmacological
treatment with behavioural support are given to the
patients. Patients are followed up with support
interviews at 1 week, 1 month, 3 months, 6 months
and 1 year after quitting smoking.

Data were analysed with IBM SPSS
18.0 statistical program. In addition to descriptive
statistical methods, Shapiro-Wilk test was used to
test the normality of data distribution. Among
comparative statistical methods, t test and Mann
Whitney-U test were used for quantitative
variables, and chi-square test was used for
categorical variables. The statistical significance
level was accepted as p<0.05.

RESULTS

The mean age of 146 participants included in our
study was 41.8 = 14.0 years (range 18-73 years).
The socio-demographic characteristics of the
participants who are mostly men(63.0%) are given
in Table 1. Most of the participants reached out to
our outpatient clinic by self-searching (62.3%) and
their own
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Table 1.The socio-demographic characteristics of the participants, n=146
Socio-demographic characteristics Number %
Age (years) 18-24 19 13,0
25-44 69 47,2
45-64 49 33,6
>65 9 6,2
Gender Female 54 37,0
Male 92 63,0
Education level <9 years 51 34,9
9-12 years 44 30,2
>12 years 51 34,9
Income level <1500 TL" 33 22,6
1500-4500 TL 90 61,6
>4500 TL 23 15,8
Marital status Married 96 65,8
Single 37 25,3
Other 13 8,9
Residence Urban 127 87,0
Rural 19 13,0
Occupation Work 81 55,5
Don’t work 41 28,1
Housewife 24 16,4
Alcohol use Yes 66 45,2
No 80 54,8

*TL: Turkish Lira

Table 2. The reasons for the applicants' smoking cessation

The reason of smoking cessation Number (%)
Disease, fear of being sick 102 (69.,9)
Social pressure (family, friends, doctor's recommendation) 57 (39,0)
Economic reasons 11 (7,5)

The desire to be a good example 19 (13,0)
Other 14 (9,6)

*Multiple reasons for quitting may be specified

Table 3.Chronic diseases of the patients who apply for smoking cessation, n=146
Disease Number (%)*

HT, DM, CVD** 37 (25.3)

Cancer 13 (8.9)

COPD**, asthma 41 (28.1)

Mental discomfort 19 (13.0)

Other 24 (16.4)

*More than one disease may be specified
“HT:hypertension, DM: diabetes mellitus, CVD: cardio-vascular disease, COPD: chronic obstructive pulmonary disease

The reason most expressed by the applicants for smoking. Chronic disease conditions of the patients
quitting smoking was the presence of a disease or who applied for smoking cessation are given in
fear of being sick (69.9%).The reasons for the Table 3.

applicants' smoking cessation are given in Table 2.

At least one chronic disease was present in 95
(65.1%) of the applicants as a reason to quit
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Table 4.Smoking characteristics of the participants according to gender, n=146
Smoking characteristics Mean (+ SD) Statistics
Females Males
Age of starting smoking 16,7 (£3,4) 16,2 (£5,1) p=0,256
Daily smoking amount (cigarette/day) 19,8 (£7,7) 23,0 (x13,0) p=0,296
Smoking load (pack/years) 21,2 (x17,0) 32,9 (£26,7) p=0,008
*Mann Whitney-U test were used for statistic
SD: Standard deviation
The mean age to start smoking was 16.4 + 4.5 years DISCUSSION

(7-41 years old). The mean amount of cigarettes
smoked a day was 21.8 + 11.4 cigarettes and the
mean smoking load was 28.6 + 24.2 pack/year. In
58.9% (86 subjects)of the applicants, at least one
family member was smoking. According to
Fagerstrom nicotine addiction test scores, 34.3%
(50 subjects) of the applicants were highly
dependent. Analysing smoking characteristics
according to gender showed that smoking
load(pack/years) of females was significantly less
(p <0.05). The smoking characteristics of females
and males are comparatively given in Table 4.

Social impact (59.6%), individual effect
(curiosity, wannabe, self-proof) (32.2%), coping
with stress (6.8%) and other causes (1.4%) were
noted as the causes for starting smoking. Almost all
of the applicants (95.2%) had previously thought to
quit smoking; 129 subjects (88.4%) tried to quit
smoking with an average of 2.6 + 2.3 times
previously and 21 subjects (14.4%) received
medical help in the previous attempts to quit. The
most common barrier to quit smoking was nicotine
withdrawal symptoms (79.1%), with the other
reasons of presence of smokers at home/work
(24.8%), increased appetite, weight gain (20.9%),
and lack of willpower (11.6%).

Stress (60.3%) and tea/coffee drinking
(58.9%) were the most common factors to increase
smoking. Post-meal (34.2%) and anxiety-
depression status (14.4%) were among the other
causes.

Most of the applicants were (74.0%) at
preparation stage of motivation. Behavioural
support was given to all participants, and nicotine
replacement therapy (NRT) was the most common
used medical treatment (69.9%).

Forty one subjects (33.1%) and 35 subjects (28.2%)
did not smoke at the first and third month follow-
up, respectively. The most common cause of failure
was patient non-adherence to treatment
(44.9%).0ther causes were excessive desire to
smoke (27.0%) and stress (16.9%).

Most participants of our study which aimed to
investigate the basic behavioural characteristics of
the smokers who intend to quit smoking were male.
In many studies, the number of males applying to
smoking cessation clinics has been found higher.”#
This can be explained by the higher prevalence of
smoking among males in our country and all over
the world."?

Age characteristics of the participants
are consistent with the findings of the other
studies.”®® Almost half of the participants are in the
age group of 25-44 years. In a study conducted in
our country, nearly one third of the applicants were
in the age group of 40-50 years.' A similar age
distribution is observed in multicentre studies and
meta-analyses abroad.!"!> The high rate of cases in
the middle age group can be explained by the fact
that the middle age is a more risky period for
emerging of smoking-related health problems.

The rate of alcohol use is also high in
our study. The education distribution is balanced
and most participants have middle income.
According to the results of a study conducted in our
region, alcohol consumption has been found as
46.9% in smokers and 15.8% in non-
smokers.*These data suggest that smoking and
alcohol intake trigger each other.

In our study, the mean age of the
applicants to start smoking is quite low, and it is
consistent with the other studies identified as 16-18
years of age. These findings can be explained by
the fact that individuals are more prone to risky
behaviours at adolescent ages.The mean age of
starting smoking of males and females is almost the
same. Some other studies in our country have found
that males start smoking at a slightly younger age
(16-18 years) than females (17-20 years).!* The fact
that the average age for starting smoking is smaller
than 18 years of age suggests that children and
adolescents should be given priority in the struggle
against tobacco products.

According to the results of our study,

the social impact is the mostly reported reason for
starting smoking. In the study of Yasar Z. et al, the

545

Aksel O. and Bashak O. TIFMPC www.tjfmpc.gen.tr 2019; 13(4)



most common reason for smoking is the
environmental impact.”In another study, the
wannabe to start smoking has been found as the
most frequent reason for smoking.® These findings
emphasize the importance of the social environment
that smoking cessation interventions should be
taken into consideration.

Our results of current smoking status
and average smoking load are consistent with the
findings of the other studies.”''Men use more
cigarettes and smoke longer than women.'Our
result that more than half of the applicants has high
and very high levels of nicotine addiction is
consistent with data from the other studies; in other
words, highly dependent smokers mostly apply to
smoking cessation clinics.

Factors that most frequently increase the
applicant's desire to smoke are stress, tea/coffee
drinking and eating, respectively. In the study of
Yasar et al., the most frequently mentioned factor
for smoking desire also is stress.” As known,
smoking is used as a way to cope with stress by the
smokers. Studies are available that have found that
post-meal smoking is the most important factor in
smoking.'%!"This suggests that smoking is a
ritualized habit as well as its exhilarating effect.

Having disease or disease fear has
mostly been stated by the participants as the reasons
for smoking cessation. The presence of an
additional disease and family history of
COPD/asthma, and cancer increase the motivation
of smokers to quit smoking. In the other studies, the
most common causes of smoking cessation are
health hazard, medical problem, fear of
deterioration of health and existing disease.>!® In
another study conducted in our region, health
problems have been found to be the most important
cause of smoking cessation. '3

Most  participants have additional
chronic diseases. The most commonly seen chronic
diseases are COPD and asthma, with hypertension,
diabetes, and cardio-vascular diseases as other
chronic diseases. In an epidemiological study
conducted in our region, it has been found that the
most common chronic diseases among smokers are
cardio-vascular diseases, diabetes, hypertension,
COPD and asthma.'?

Among the major obstacles to previous
smoking cessation trials are nicotine withdrawal
symptoms, and the second one is the presence of
smokers at  home/work.Similarly,  nicotine
withdrawal symptoms are indicated as the most
important obstacle in some studies.”!®

The rate of quitting smoking at the third
month of follow-up seems to be low. In some
studies in Turkish literature, it varies between 34-
55% at the third month®!%!%°  Low smoking
cessation rate in our study could be explained by
non-compliance to treatment; almost half of the
participants have stated that they did not comply
with the recommended treatment for various
reasons. This may be due to the fact that our
experience of smoking cessation counselling is not
yet sufficiently developed. It may also have been
effective that patients have had to pay the fees of
smoking cessation drugs from their own pocket.
Since our outpatient clinic was not registered to the
Tobacco Dependency Treatment System
(TUBATIS) during the study period, very few of
the participants were able to get drugs free of
charge. World Health Organization focuses on
facilitating access to medicines for smokers who
consider quitting smoking.?°

CONCLUSION

The main results of the present study are as follows:
. Most of the patients who apply for smoking
cessation apply by their own request. The starting
age of smoking is below 18 years, and the most
important reason for starting smoking is social
impact. Family physicians may play an important
role in preventing adolescents from gaining
smoking behaviour. It is important for family
physicians to question the smoking status of all
their adolescent and adult patients and give a
quitting advice for smokers.

More than half of the applicants are
highly addicted to nicotine. Smokers who want to
quit smoking are most likely to use cigarettes as a
means of coping with stress and want to quit
smoking because of a disease or disease fear. Few
smokers have received medical help in their
previous trials. It should also be focused on these
basic smoking behaviour characteristics in the
smoking cessation process.
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Anksiyete ile Iliskisi

Basak Korkmazer' *, Mehmet G. Kilincarsla', Erkan M. Sahin’

ABSTRACT

Introduction: In adolescence, tendency to risky health behaviours including internet addiction is frequent. Research on the etiology of
internet addiction is at an early stage and has been associated with depression and social isolation indicatorsThe present study was conducted
with the aim of investigating the association of internet addiction with depression and anxiety in university students. Method: The study was
carried out as an online survey study on 28 572 university students who were educated in the central campus of Canakkale On sekiz Mart
University in academic year of 2011-2012. A total of 4430 (15.5%) students were reached. Of them, 3064 (69,2%) answered questions about
computer and internet use. In this research, which is part of a multidimensional study, the BAPINT scale was used to measure internet
addiction and BAPI-K scale was used to measure depression and anxiety. Binary Logistic Regression analysis was performed following
univariate tests. Results: While the mean age of the participants who responded the questions about internet use was 21,7 + 3,2 [17-63],
55,1% (1688) were female and 44,9% (1374) were male. Of the participants, 34.6% had internet addiction according to BAPINT scale. In the
regression analysis, all predictors were found to be statistically significant (X?> = 173,553 p<0,001). After independent variables were
controlled, it was found that depression increases internet addiction 1,799 (1,485-2,170 p<0,05) fold, and anxiety increases internet addiction
1,708 (1,423-2,050 p<0,05) fold. Discussion: The rate of internet addiction in our study (34.6%) was similar to that of the other studies
conducted with university students in our country (18.9%- 56.9%). Internet addiction was found to be associated with mental disorders like
depression and anxiety. The causality between internet addiction and mental health has not yet been fully resolved; with the widespread use
of internet in all areas and communities, especially the young people take part in the risky population and it is important to consider internet
addiction in the follow-up of the young people with anxiety or depression.

Key words: Internet addiction, mental health, youth

OZET

Amag: Genglik doneminde riskli saglik davranislarina yatkinlik sik goriillmektedir ve internet bagimliligi da bunlardan biridir.
Internet bagimliliginin etiyolojisiyle ilgili arastirmalar heniiz baslangic asamasimdadir ve boyutsal olarak dlgiilen depresyon
ve sosyal izolasyon gostergeleri ile iliskilendirilmistir. Bu aragtirmada iiniversite 6grencilerinde internet bagimlilig: ile
depresyon ve anksiyete arasindaki iliskiyi incelemeyi amagladik. Yéntem: Bu galisma Canakkale On sekiz Mart Universitesi’nin
merkez yerleskesinde 2011 — 2012 egitim yilinda egitim alan 28 572 iiniversite d6grencisi iizerinde online anket galigmasi olarak yiirtitiildii.
Toplamda 4430 (%15,5) 6grenciye ulasildi. Bunlarin 3064’1 (%69,2) bilgisayar ve internet kullanimi sorularini cevaplamisti. Cok boyutlu
bir ¢alismanin pargasi olan bu arastirmada 71 soruluk orijinal anket dahilinde internet bagimhihigmi 6lgmek i¢in BAPINT &lgegi; depresyon
ve anksiyeteyi 6lgmek igin BAPI-K 6lgegi kullanildi. Tek degiskenli testlerden sonra Tkili Lojistik Regresyon analizi yapildi. Bulgular:
Internet kullaninu ile ilgili sorulara cevap veren katilimeilarin ortalama yast 21,7+3,2 [17-63] iken %55,1%1 (1688) kadin, %44,9°u (1374)
erkekti. Katilimeilarin %34,6°i BAPINT 6lgegine gore internet bagimliligina sahipti. Regresyon analizinde tiim kestirimcileri igeren model
istatistiksel olarak anlamli bulundu (X*=173,553 p<0,001). Bagimsiz degiskenler kontrol edildikten sonra internet bagimhiligini, depresyonun
1,799 (1,485-2,179 p<0,05) kat, anksiyetenin ise 1,708 (1,423-2,050 p<0,05) kat arttirdig1 saptandi. Senug¢: Caligmamizdaki internet
bagimlilig1 orant (%34,6) iilkemizde iiniversite Ogrencileri arasinda yapilmis diger ¢alismalarin saptadigi oranlar (%18,9- %56,9) ile
benzerdi. Onceki ulusal ve uluslararasi ¢aligmalarla uyumlu olarak internet bagimhlhiginin depresyon ve anksiyete gibi ruhsal bozukluklarla
iliski gosterdigi saptandi. Internet bagimliligi ile mental saglik arasindaki nedensellik heniiz tam ¢dziimlenememis olup; her alan ve
toplulukta internet kullaniminin yayginlagmasiyla birlikte 6zellikle gengler riskli populasyonda yer almakta, anksiyete veya depresyonu olan
genglerin takibinde internet bagimliliginin da géz dniinde bulundurulmasi dnem tasimaktadir.

Anahtar kelimeler: Internet bagimlilig, akil sagligi, genglik
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GIRiS

Gelisen diinyada iletisimi ve bilgi paylasimin
kolaylagtirmak amaciyla ortaya cikan internet artik
bircok insanin gilinliik hayatinin ayrilmaz bir
parcasidir. Birlesmig Milletler verilerine gore 2018
yilt sonu itibariyla kiiresel niifusun %351,2'sinin
internet kullandig1 tahmin edilmektedir.! Ulkemiz
i¢inse Tiirkiye istatistik Kurumu (TUIK) 2018 yili
Nisan ay1 verilerine gore, hanelerin %83,8’1 evden
internete erisim imkanina sahipken, gen¢ yas
grubunda internet kullanim oran1 %59,6°dur.?

Geleneksel olarak bagimlilik terimi, alkol
ve tiitiin gibi psikoaktif maddelerle
iligkilendirilmekte olmasina ragmen, internet
kullanimimin dahil oldugu davranislarin da yakin
zamanda bagimlilik yaratt181 tespit edilmistir.’

Diinya genelinde sosyal bir sorun haline
gelmekte olan internet bagimliligi genel olarak,
kisinin internet kullanimini gilinliik hayatta olumsuz
sonuglara yol acacak bigimde kontrol edememesi
seklinde tanimlanabilir.*

Internet  bagimhilig, 2013  yilinda
yaymlanan Mental Bozukluklarin Tanisal ve
Sayimsal El Kitabinin Besinci Basimi (DSM-5)
simiflandirmasinda yer almamis olsa da, ilk kez,
“Internet oyun bozuklugu” seklinde ve “ileri
¢alismalar gerektiren” bir durum olarak III. boliime
dahil edilmistir. Etiyolojiyle ilgili arastirmalar
heniiz baslangi¢ asamasindadir ve boyutsal olarak
oOlciilen depresyon ve sosyal izolasyon gostergeleri
ile iliskilendirilmektedir.*>

Genglik donemi, fiziksel, sosyal ve
psikolojik 6zelliklerde kayda deger degisiklikler ile
karakterize olan hassas bir ge¢is donemidir. Ayrica,
gengler, kararlari, duygulart ve davranislan
iizerinde Ozerklik gostermeye basladigindan,
akranlar, aile ve toplumla iliskiler bu donemde
farkli degisikliklere ugramaktadir. Genglerde sosyal
yetenekler genellikle psikososyal etkilesimler
sirasinda gelismektedir. Sosyal bilig ve becerilerin
gelistirilmesine yonelik kapsamli bir platform
olarak gboz oOniline alindiginda, internet, gencler
arasinda psikososyal gelisim i¢in yeni ve benzersiz
bir kanal oldugunu kanitlamistir.

Yetiskinlere  kiyasla  gengler sosyal
paylasim siteleri ve oyunlar gibi zaman alict
uygulamalara daha fazla vakit ayirmaktadirlar.
Internet kullanim siirelerinin daha fazla olmasinin
yani sira, genclik doneminde riskli saglik
davranislarina yatkinlik stk goriilmektedir ve
internet bagimlilig:r da bunlardan birisidir. Saglikli
internet kullanimi, genglerin bilgiye ulagmasini
kolaylastirp  ¢esitli  becerilerini  gelistirmesine
katkida bulunurken, kontrolsiiz internet kullanimi

ise genglerin fiziksel, psikolojik, sosyal ve biligsel
geligimini olumsuz yonde etkileyebilmektedir.”

Bu  bilgiler 1s18inda  arastirmamizda
iiniversite Ogrencilerinde internet bagimliligr ile
depresyon ve anksiyete arasindaki iliskiyi
incelemeyi amagladik.

YONTEM

Bu calisma i¢in onay ve izinler Klinik Arastirmalar
Etik Kurulu'ndan ve Canakkale On sekiz Mart
Universitesi Rektorliigii’'nden alind.

Calismamizda 2011-12 egitim 6gretim
yilinda Canakkale On sekiz Mart Universitesi'nde
egitim gormekte olan 28 582 Ogrenciye, ¢ok
boyutlu genglik anketinin bir pargasi kullanildi.
Anket, cevrimigi sekilde, tiim &grencilerin yil
boyunca ¢esitli zamanlarda ders se¢iminde ve ders
notlarin1  6grenmede  kullandiklari  otomasyon
sistemi  araciligiyla  uygulandi.  Ilk  olarak
katilimcilara ¢alisma hakkinda bilgi verilerek daha
sonra onaylart istendi. Onay vermis olan
katiimcilardan anket sorularini isimsiz olarak
doldurmalar1  istendi. = Anketi = tamamlarken
katilimeilar  cevaplamak istemedikleri sorulari
atlayabildiler. Ankete katilim oranlarint artirmak
icin bildirim 6gretim yili boyunca tekrarlandi.
Orijinal anket 71 soru igermekteydi, ancak bu
calismada 13 tanesi amacimiz dogrultusunda
degerlendirildi. Internet bagimliligi, depresif
belirtiler ve anksiyete BAPI o6l¢ek kilavuzlart ile
olgiildii.®

Benzer calismalar Ornek  alinarak
evrenin en az %I10’una ulagsmak amaglandi.
Toplamda 4430 (%15,5) 0Ogrenciye ulasildi.
Bunlarin 3064’4 (%69,2) BAPINT internet
bagimlilig1 tarama 6l¢egini cevaplamisti.

Veriler istatistiksel olarak IBM SPSS
Statistics 20 yazilimi kullanilarak analiz edildi ve
sonuglart  tanimlayict istatistikler, stirekli
degiskenler icin ortalama =+ standart sapma,
kategorik degiskenler i¢in frekans ve yiizde olarak
ifade edildi; tek degiskenli analizler Ki-Kare testi
kullanilarak yapildi. Internet bagimlihig: ile iliskili
faktorleri  degerlendirmek igin Tkili Lojistik
Regresyon  Analizinin  “Hiyerarsik”  modeli
kullanildi. Tim bagimsiz degigskenler bu modele
dahil edildi. Ilk olarak, genel 6zellikler, daha sonra
ruh saghigi degiskenleri modele sirasiyla eklendi.
Tiim analizler iki yonlii p degerleri i¢in incelendi ve
anlamlilik diizeyi p<0,05 olarak kabul edildi.

BULGULAR

Katilimcilarin ortalama yas1 21,6 + 3,2 [17-63] idi,
1688’1 (%55,1) kadin, 13740 (%44.,9) erkek idi.
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Ogrencilerin 16211 (%52,9) fakiiltelerde, 1441
(%47,1) vyiksek okullarda egitim gormekteydi.
Ogrencilerin 1022 (%33,4)’sindeakademik  yil
kayb1 varken 2042’sinde (%66,6) ise yil kaybi
yoktu.

BAPINT tarama formunu olusturan
"Internet kullanim siiresi" ile "internet kullaniminin
kisinin hayatinda soruna yol a¢ma" sorularinin
toplam skoru 3,5 puan i¢in kesme noktasinda
ayristirildi.® Ogrencilerin BAPINT ortalama puani
3,0+1,7 [0-8] olarak tespit edildi.

BAPINT o6lgegine gore katilimeilarin
1061’inde (%34,6) internet bagimliligi mevcuttu.
Internet bagimhihig:i hakkinda cinsiyetler arasinda
anlamli fark yokken p=0,058) internet bagimlilig
acisindan fakiiltede egitim goriiyor olma yoniinde
anlamli fark mevcuttu p<0,001). Ayni zamanda
akademik y1l kaybininolmasi da internet bagimliligi
acisindan anlamli fark géstermekteydi p=0,004).

BAPI-K depresyon tarama Olgegini cevaplayan
ogrencilerin 881’inde (%28,2) depresyon mevcuttu.
Depresyon agisindan cinsiyetler arasinda erkek
cinsiyet yoniinde anlaml fark mevcuttu p<0,001).
Fakiilte ve yiiksek okulda egitim gormekte olan
Ogrenciler arasinda depresyon acisindan anlamli
fark yokken p=0,966), akademik yil kayb1 varligi
depresyon acisindan anlamli fark gostermekteydi
p<0,001).

BAPI-K anksiyete tarama Olcegini
cevaplayan  6grencilerin = 1032’sinde  (%33,1)
anksiyete mevcuttu. Anksiyete hakkinda cinsiyetler
arasinda p=0,001); fakiiltede egitim goriiyor olma
ve akademik yil kayb1 varlig1 anksiyete agisindan
anlamli fark gostermekteydi (sirasiyla p=0,006 ve
p<0,001). Tim tek degiskenli analizler Tablo 1’de
gosterilmektedir.

Tablo 1. Tek degiskenli analizler

Internet bagimhilig

Cinsiyet Kadin 559 (%33,1) p=0,058*
Erkek 500 (%36,4)

Egitim Fakiilte 629 (%38,8) p<0,001*
Yiikse okul 430 (%29,8)

Akademik yil kayb1 Var (%38,2) p=0,004*
Yok (%32,9)

Depresyon

Cinsiyet Kadin 356 (%22,0) p<0,001%*
Erkek 493 (%36,8)

Egitim Fakiilte 449 (%28,7) p=0,966*
Yiiksekokul 400 (%28,7)

Akademik yil kayb1 Var 357 (%36,1) p<0,001%*
Yok 492 (%25,0)

Anksiyete

Cinsiyet Kadin 499 (%30,9) p=0,001*
Erkek 491 (%36,8)

Egitim Fakiilte 558 (%35,9) p=0,006*
Yiiksekokul 432 (%31,0)

Akademik yil kayb1 Var 398 (%40,5) p<0,001*
Yok 592 (%30,1)

Analizin son asamasinda, internet bagimliligini
ongordiiren degiskenleri belirleyebilmek amacryla
hiyerarsik regresyon analizi yapildi. Yas, cinsiyet,
egitim ve akademik yil kaybini iceren bagimsiz
degiskenlerin etkisi istatistiksel olarak elimine
edildikten sonra depresyon ve anksiyete ile internet
bagimliligi arasindaki iligki incelendi. Model
analizine gore depresyonu olanlarda olmayanlara
kiyasla internet bagimliligr goriilme riski 1,79 kat
artarken; anksiyetesi olanlarda olmayanlara kiyasla
internet bagimlilig1 goriilme riskinde 1,70 kat artis
goriilmekteydi. Regresyon modellerinin 6zeti Tablo
2’de gosterilmektedir.

TARTISMA

Onceki  arastirmalar,  ergenlerin  ve  geng
yetigkinlerin interneti, eglence ya da arkadaslarla ve
yabancilarla iletisim kurmak gibi farkli amaglar i¢in
diger yas gruplarindan daha sik kullandiklarini
gostermistir. Bu nedenle, bu kullanic1 grubunun
internet bagimlilig1 ve psikososyal sorunlara karsi
daha savunmasiz durumda olduklar1  kabul
edilmelidir.'® Batigiin ve Kilig 2011 yilinda Ankara
ve Istanbul illerinde grenim goren 1198 {iniversite
Ogrencisi  lizerinde yaptiklar1 bir arastirma
sonucunda, katilimcilarin = %18,9’unu  internet
bagimlisi olarak tanimlamislardir.!!
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Table 2. Regresyon analizi*

Model 1 Model 2

OR (95% C.I.) OR (95% C.I)
Genel
Yas -0,992 (0,966-1,018) 0,994 (0,968 - 1.021)
Cinsiyet 1,136 (0.971 - 1.329) 1,016 (0.864 — 1,196)
Egitim 1.571 (1,342 — 1,546)** 1,533 (1,304 — 1,801)**
Akademik yil kayb1 1.307 (1.105 - 2.330)** 1,185 (0,997 — 1,409)
Mental saghk
Depresyon 1,799 (1,485 —2,179)**
Anksiyete 1,708 (1,423 — 2,050)**
Model istatistikleri
Omnibus X? 43,071 p<0.001 173,553 p<0.001
Siniflandirma dogruluk orani %65,2 %66,7

*%: p<0.05, * Binary Lojistik Regresyon Analizi “Hiyerarsik” modeli

Diizce’de iiniversite yurdunda yapilmis olan bir
baska caligmada ise bu oran %56,9 olarak tespit
edilmistir.'> Oranlardaki bu farkliliklarin sebepleri;
¢alismalardaki metodolojik farkliliklar, evrensel bir
internet bagimlilig1 6l¢eginin belirlenmemis olmasi,
orneklem kiimelerinin sosyodemografik
ozelliklerinin birbirlerinden ¢ok farkli olmalar1 ve
calismalarin farkli kanallar iizerinden yapilmis
olmasi olarak yorumlanabilir.

Internet  bagmmlilign  ve  cinsiyet
iligkisinin incelendigi Bakken ve arkadaglarinin
2009'da  yaptigit  epidemiyolojik  calismada
erkeklerde internet bagimliliginin daha fazla oranda
goriildiigii bildirilmistir.’* Caligmamizin bulgular
ise bagimlilik yaratan internet kullaniminin
aragtirtldig1 bazi ¢alismalarda oldugu gibi cinsiyete
duyarli olmadigmi  gdstermisti.'>'>  Internetin
yayginlastigi ilk yillarda, interneti kullanan
erkeklerin oraninin kadinlardan daha yiiksek oldugu
bilinmektedir. Internetin yaygin kullanimi ile
birlikte, bu a¢igin azalmasi, kadin ve erkeklerin
internet kullanimindaki farkliliklarin da azalmasina
neden olmus ve bu fark kaybolmus olabilir. Bunun
yani sira egitim siiresi uzunlugu ve akademik
basarida diisiikliik gdzlenmesi pek ¢ok egitim ve tip
bilimcinin de benzer sekildeki aragtirmalarinda
gosterdigi gibi internet bagimliligina egilim olmasi
ile iligkiliydi.!6-!8

Regresyon modelinde incelendigi {izere,
kisinin daha depresif veya endiseli olmasinin
internet bagimlilig1 riskinde artigla iliskili oldugu
gozlendi. Yen ve arkadaslarinin ¢alismasinda
psikiyatrik belirtileri ve internet bagimliligi olan
genglerin, internet bagimliligi olmayanlara gore
daha yiiksek psikiyatrik semptomlara sahip
olduklart bulunmustur.”” Ornegin Farahani ve
arkadaglarmin  Iran’da  yaptiklart  calismada
depresyonun internet bagimliligim1 2,2 Kkat,
anksiyetenin 2,6 kat artirdi§i;; Gupta ve
arkadaslarinin Hindistan’da yaptiklar1 calismada

depresyonun 2,6 kat, anksiyetenin 2,3 kat
artirdigini; Kitazawa ve arkadaslarmin Japonya’da
yaptiklart c¢aligmada ise depresyonun 2.2 Kkat,
anksiyetenin ise 1,4 kat artirdigim gdstermislerdi.?®
2Calismamizdaki skorlar da, internet
bagimliligiyla, depresyon ve anksiyete arasinda
anlamli ve pozitif bir iliski oldugunu bildiren
gelismis ilkelerde yapilan Onceki ¢aligmalarin
sonugclari ile tutarliydi.'>?3

Calismamizdaki veriler fakiiltede egitim
goren, akademik yil kaybi olan, depresyon veya
anksiyete bozuklugu tanist olan iniversite
ogrencilerinin internet bagimliligi acisindan daha
¢ok risk altinda olduklarini géstermistir.

Internet bagimhiligi ile mental saglk
arasindaki nedensellik heniiz tam ¢dziimlenememis
olsa da her alan ve toplulukta internet kullaniminin
yayginlagsmasiyla birlikte ozellikle gengler riskli
populasyonda yer aldigindan, birinci basamakta
siklikla  kargilasabilecegimiz ~ depresyon veya
anksiyete bozuklugu mevcut olan genglerin
takibinde internet bagimliligimin da g6z Oniinde
bulundurulmas1 énem tasimaktadir.>*

SONUC

Sonug olarak bu ¢aligmada, internet bagimliliginin
depresyon ve anksiyete gibi ruhsal bozukluklarla
iliskili oldugu saptandi. Calismamiz internet
bagimlilig1 konusunda &ncelikle genis bir drneklem
iizerinde (N = 3064) gergeklestirilmis olup, hem
bagimlilik oranlari, hem de ilgili sosyodemografik
ve psikolojik degiskenler hakkinda bilgiler
icermektedir. Cok merkezli ve genis Olcekli
calismalar bu konunun daha genis bir perspektifte
incelenmesine olanak saglayacaktir.
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General Overview of Disability and Health
Behaviors of Disabled Children

Engellilige Genel Bakis ve Engelli Cocuklarin Saglik Davranislari

Tiilin Cobanl * Hilal Ozcebé’

ABSTRACT

World Health Organization (WHO) defines disability as “an umbrella term that involves impairments in body
function or structure, the difficulties encountered in performing an action, and the restriction of participation in
life requirements”. While 5% of children under the age of 15 years have a moderate or severe disability
worldwide, 21.1% of the disabled individuals are under 15 years old m our country. Disabled individuals face
serious obstacles in reaching many services such as medical care, employment, education, transportation and
housing. Although there are various legal arrangements in the world and in our country to determine and secure
the rights of disabled people, permanent solutions have not been obtained. Disabled individuals subject to
discrimination and exclusion, particularly in terms of school and work life, access to economic resources and
public services. The physical environment conditions, which are not designed according to the disabilities
increase the exclusion from the society. So children with disabilities are one of the most vulnerable groups.
Disadvantageous conditions come into the foreground for disabled children in almost all health problems.
Disabled children’s health may be improved and socialized through a comprehensive approach including the
education of the child and the families, providing health and care services. The necessary interventions to
maintain and improve the health of the disabled children should be adopted and implemented by all sectors in
order to socialize them.

Key words: Disability, disabled children, health behaviors

OZET

Diinya Saglik Orgiitii (DSO) engeli, “viicut fonksiyonu veya yapisindaki bozukluklari, bireyin bir eylemi yerine
getirmesinde karsilasilan zorluklar1 ve yasam gerekliliklerine katilimin kisitlanmasimi kapsayan semsiye bir
kavram” olarak tanimlamaktadir. Diinyada 15 yas alti ¢ocuklarin %5°1 yani yaklagik 93 milyon ¢ocuk orta veya
agir bir engele sahiptir. Ulkemizde ise engelli bireylerin %21,1°i 15 yasindan kiigiiktiir. Engelli bireyler tibbi
bakim, istihdam, egitim, ulasim ve barinma gibi pek ¢ok hizmete ulasmada ciddi engellerle karsilasmaktadir.
Engellilerin haklarmi belirlemek ve giivence altina almak igin diinyada ve iilkemizde gesitli yasal diizenlemeler
mevcut olmasina ragmen konuyla ilgili kalic1 ¢éziimlerin uygulanmasinda pek ¢ok giicliikle karsilasilmaktadir.
Engelliler 6zellikle okul ve is hayati, ekonomik kaynaklara ve kamusal hizmetlere erisim konularinda ayrimeilik
ve diglanmaya maruz kalmaktadir. Engellilerin engellerine gore tasarlanmamis olan fiziksel ¢evre kosullari da
toplumdan diglanma durumlarinin artmasina neden olmaktadir. Bu sebeplerle, engelli ¢ocuklar incinebilirligi en
yiksek gruplardan birini olusturmaktadir. Saglik sorunlarinin hemen tamaminda engelli ¢ocuklara yonelik
dezavantajli durumlar 6ne ¢ikmaktadir. Engelli ¢ocuklarin saglhigmin gelistirilmesi ve topluma kazandirilmasi
gocugun egitimi, ailelerin egitimi ve engelli ¢ocuga saglik ve bakim hizmetlerinin bir biitiin seklinde
verilmesiyle miimkiindiir. Engelli cocuklarin yasama katilabilmeleri i¢in sagliginin korunmasi ve gelistirilmesine
yonelik yapilmasi gereken miidahaleler tiim sektorler tarafindan benimsenmeli ve uygulanmalidir.

Anahtar kelimeler: Engellilik, engelli cocuklar, saglik davranislari
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GIRiS

Diinya Saglik Orgiiti (DSO) engeli, “viicut
fonksiyonu veya yapisindaki bozukluklari, bireyin
bir eylemi yerine getirmesinde karsilagilan
zorluklar1 ve yasam gerekliliklerine katilimin
kisitlanmasini kapsayan semsiye bir kavram” olarak
tanimlamaktadir. Engellilik, sadece bir saglik
sorunu degil, bireyin yasadigi toplumun kendisine
bakis acisim1 etkileyen ve sosyal sorunlarla yiiz

yiize kalmasina yol agan bir olgudur.!

DSO’niin verilerine gore diinya niifusunun
yaklasik %15°1 engelli bireylerden olugsmakta, bu da
yaklagik 1 milyar engelli anlamina gelmektedir.
Diinyada 15 yas alti gocuklarn ise %5’i yani
yaklasik 93 milyon ¢ocuk orta veya agir bir engele
sahiptir. Engelli bireyler tibbi bakim, istihdam,
egitim, ulasim ve barinma gibi pek ¢ok hizmete
ulasmada ciddi engellerle karsilasmaktadir.> Bu
nedenle engelli bireyler, toplumdaki dezavantajli
gruplardan birini olusturmakta ve sunulan hizmetler
ilkenin  geligmiglik gostergesi olarak  kabul
edilmektedir.  Birlesmis  Milletler ~ Kalkinma
Programi (United Nations Development Program-
UNDP) verilerine gore engelli bireylerin yaklasik
%801 gelismekte olan iilkelerde yasamaktadir.?

Tiirkiye Oziirliiler Arastirmasi (2002)’na
gore Tirkiye’de engelliler, niifusun %12,29’unu
olugturmakta olup 2010 yilinda yiiriitiilen
Oziirlillerin Sorun ve Beklentileri Arastirmasi ise
engellilerin %21,1’inin 15 yasindan kii¢lik cocuklar

oldugunu ortaya koymustur.*>

Kisinin sosyal yasama aktif olarak
katilmast i¢in kurumsal ve yasal olarak gerekli tiim
onlemler alinsa bile, engellilere yonelik toplumsal
alg1 nedeniyle engelli bireyler ekonomik, sosyal ve

kiiltiirel yasamdan dislanmaktadir.® Avrupa Birligi

(AB)’nde engellilerin  %29,9’u  yoksulluk/sosyal
dislanmiglik riski altinda iken, Tiirkiye’de bu siklik
%77,1°dir.” Engelli ¢ocuklarin toplumda en fazla
diglanan ve ayrimciliga en fazla maruz kalan
gruplardan biri oldugunu sdylemek miimkiindiir.
Okula devamliliklart diisiik ve saglik hizmetlerine
erisimleri zor olan engelli ¢ocuklarin ayni zamanda
toplumda seslerini duyurmalar1 zor ve her tiirli
istismara maruz kalma olasiliklar1 daha yiiksektir.®
Ornegin, Hindistan’da ilkdgretimi tamamlama
sikliklar1 herhangi bir engeli olmayan ¢ocuklarda
%60’larda  iken engelli ¢ocuklarda %10

civarindadir.’

Engelli  bireylerin  topluma  dahil
olamamasi, sadece engelli bireyi etkilemekle
kalmamakta, toplumun ilerlemesinin de Oniine
gecebilmektedir. Toplumlarda refah ve barisin
saglanmasi her bireyin topluma saglikli bir sekilde
katki  vermesiyle ve toplumun gelecegini
sekillendirecek olan ¢ocuklarin olabilecek en iyi
saglik diizeyine sahip olmasiyla miimkiindiir. Ote
yandan toplumlarin engelli bireylere bu konuda
destek olma ve gerekli ortam1 saglamalari,
gereklilik olmanin yani sira bir sorumluluktur.
Bunu gergeklestirmek igin “toplumdaki en bilylik
azinlik” olarak tanimlanan engellilerin haklarini
belirlemek ve giivence altina almak i¢in diinyada ve

iilkemizde gesitli yasal diizenlemeler mevcuttur. !

Engelli Cocuklarin Haklarma iliskin Yasal

Diizenlemeler

Engellilerin Haklarma Iliskin Sézlesme’ye gore,
“engelli”, “diger bireylerle esit kosullar altinda
topluma tam ve etkin bir sekilde katilimlarmin
onlinde engel teskil eden uzun siireli fiziksel,
zihinsel, diisiinsel ya da algisal bozuklugu bulunan
kisiler” olarak tamimlanmaktadir.!" Bu sozlesme,

Birlesmis Milletler (BM) Genel Kurulu’nun 13
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Aralik 2006 tarihli karariyla kabul edilmis ve 3
Mayis 2008 tarihinde yiiriirliige girmistir. Tiirkiye
Cumbhuriyeti, sS6zlesmeyi 30 Mart 2007 tarihinde
imzalamistir; Sozlesme 14 Temmuz 2009 tarihli
Resmi Gazete’de yayimlanarak 28 Ekim 2009’da
yiiriirliige girmistir.'?> Sézlesme, engelli gocuklarin
tim insan haklarindan ve temel 6zgiirliiklerden tam
olarak yararlanmasinin geregi konusunda Cocuk
Haklarma Dair Sozlesme’ye taraf devletlere
konuyla ilgili  istlendikleri  yiikiimliliikleri
hatirlatmaktadir.  Genel ilke olarak engelli
cocuklarm  kendi  kimliklerini ~ koruyabilme
haklarina saygt  duyulmasini  benimseyen
sozlesmenin, engelli g¢ocuklarla iliskili olan 7.
maddesi taraf devletlere “tiim eylemlerde, ¢ocugun
yiiksek yararinin gozetilerek, engeline ve yasina
uygun sekilde ve diger ¢ocuklarla esit olarak tiim
temel hak ve Ozgiirliklerden yararlanmasimin
saglanmasi” gorevini yiiklemekte ve gorislerini
serbestce ifade etme hakkina 6zel olarak vurgu

yapmaktadir.!!  Taraf devletler, sSozlesmenin

denetim organi olan Engelli Haklar1 Komitesi’ne

taraf olduklar ilk iki yil i¢inde, daha sonra da her
dort yilda bir rapor sunmakta, komite de bu
raporlart  inceleyerek  gerekli  tavsiyelerde

bulunabilmektedir.'3

Engelli Haklarma Iliskin Sozlesme’nin
atifta ~ bulundugu  Cocuk  Haklarina  dair
Sozlesme’nin  23. maddesi, engelli c¢ocuklarin
haklarmi konu almaktadir. Cocuk Haklarina dair
Sozlesme’ye gore taraf devletler, engelli cocuklarin
sayginliklarini ~ glivence  altina  almali  ve
ozgiivenlerini gelistirerek toplumsal yasama etkin
bicimde katilimlarini kolaylastirmalidirlar. Ayrica
engelli ¢ocuklara bakim verenlere; engelli gocugun
egitimi, tibbi bakim ve rehabilitasyon hizmetleri,
meslege hazirlik programlar1 ve dinlenme/eglenme
olanaklarindan  etkin  olarak  yararlanmasim

saglamak tlizere parasal yardim yapilmali ve bu

yardim ¢ocugun kiiltirel ve ruhsal yoni dahil
bireysel  gelismesini  gergeklestirme  amact
glitmelidir. Sozlesme, ayrica taraf devletlere
gelismekte olan iilkelerin konuyla ilgili ihtiyaglar
g6z Oniinde bulundurularak uluslararasi is birligine

gidilmesi sorumlulugunu yiiklemektedir. '

Ulkemizde de 2005 yilinda yiiriirliige giren
“Oziirliiller Hakkinda Kanun”da (5378 Sayili
Engelliler Hakkinda Kanun) c¢ocuklara yonelik
maddeler yer almaktadir. Bu kanuna gore
bahsedilen  uluslararast  sozlesmelerle  aym
dogrultuda engelli cocuklara ydnelik hizmetlerde
cocugun istlin yararinin gozetilmesi esas olarak
kabul edilmistir. Kanun, engellilige dayali her tiirli
ayrimciligin  6nlenmesi ve engellilerin toplumda
diger bireylerle esit kosullarda ve bagimsiz olarak
yasamalarinin gerekliligi tizerinde durur. Kanunda
engelli ¢ocuklarla ilgili bahsi gegen temel haklar;
destek ve  bakim, hizmete erisilebilirlik,
habilitasyon ve rehabilitasyon, erken tani ve
koruyucu hizmetler, egitim ve Ogretimdir. Bu
hizmetlerin sunumunun; Saglik Bakanligi, Aile,
Calisma ve Sosyal Hizmetler Bakanligi ve Milli
Egitim Bakanligi esgiidiimiinde sirdirildigi

belirtilmektedir.'?

Engellilerin Sosyal Sorunlari ve Dislanmishk

Engellileri sosyal hayata dahil etmek adina gesitli
yasal diizenlemeler yapilmis, gerekli idari tedbirler
almmis ve bu dogrultuda g¢esitli uygulamalar
gerceklestirilmis olmasina ragmen konuyla ilgili
kalicit ¢oziimler elde edilme konusunda yeterince
yol alimamamustir. Engelli bireyler, giintimiizde hala
“diglanan, kabul goérmeyen, alay edilen ve
kiiglimsenen insanlar” olarak goriilmekte, bu tutum
onlarin toplumdan dislanmasina neden olmaktadir.
Bu durum gerekli hizmetlere uygun sekilde

erisimlerinin Oniline gegmekte ve bir kisir dongii
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seklinde toplumdan daha fazla diglanmalaria yol
acmaktadir. Biitiin bunlar engelli bireyler igin

“ikinci bir engel” olarak giindeme gelmektedir.'®'8

Engellilerin ayrimcilik ve dislanmaya
maruz kaldiklar1 alanlarin baginda okul ve is hayati,
ekonomik kaynaklara ve kamusal hizmetlere erisim
gelmektedir. Engelli olma durumu, bireylerin
egitim ve is olanaklarma erisimlerini ve sosyal
giivenlik  hizmetlerine ulagimlarini  kisitlayarak
onlarin  yoksullagmalarmma neden olmaktadir.
Engellilikle yoksulluk arasindaki iliski ¢ift yonlii
olup her ikisinin yol actit sosyal dislanma
birbirlerinin  etkisini artirmaktadir.  Yoksulluk
nedeniyle meydana gelen dezavantaj, engelli
gengler arasinda oldukga belirgin olup gelismis
tilkelerde dahi kendini gdstermektedir. BM
verilerine gore engelli gengler diinya gengliginin en

yoksul ve marjinal kismini olusturmaktadir, o8

Engellilerin topluma katilmalarinin
oniindeki en biiyiik engellerden biri de ulasim,
fiziksel ¢evre ve konut sorunudur. Ulasim sikintisi
¢ok sayida engelli gencin egitim olanagini elinden
almakta, hi¢ egitim gérememesine ya da egitimini
yarida  birakmasma neden olmaktadir. Bu
nedenlerle basart diizeyleri olumsuz etkilenen
gengler toplumda diger bireylerin sahip oldugu pek
¢ok avantajdan yoksun kalabilmektedir. Aym
zamanda engellilerin engellerine gore
tasarlanmamis olan fiziksel ¢evre kosullari (yollar,
kaldirimlar, kamu binalari, parklar ve bahgeler,
okullar, i¢cinde yasanilan konutlar, ulagim araglar
vb.) bu bireylerin yasadiklar1 siirlanmay1 daha da
kuvvetlendirmekte ve hareket yeteneklerini daha da
kisitlayarak toplumdan dislanma durumlarimin

artmasina neden olmaktadir.'o!8

Saglik sorunlar1 agisindan daha fazla risk

altinda bulunan engelli bireyler, engelli olmayan

bireylerle kiyaslandiginda ayn1 saglik sorunlarindan
daha fazla etkilenmekte ve gereksinimleri farklilik
gostermektedir. Bu durum engelli bireylerin saglik
sorunlarina ydnelik ydiriitilen tedavileri daha
karmasik ve wuzun siireli héle getirmektedir.
Ornegin; hareket konusunda engeli olan bir kisinin
kalp damar hastaliklarindan korunma amaciyla
egzersiz yapmasit zor olabilmektedir. Ayrica eslik
eden ruh sagligi sorunlar1 goriilebilmektedir. Ote
yandan bazi engellilerin yagam boyu kullanmak
durumunda olduklar1 ortez veya tekerlekli sandalye
gibi bazi yardimci tibbi malzemeler maddi bir

kiilfet getirebilmektedir.'®

Engelli Cocuklarin Saghk Davranislar ve
Konuyla flgili Tiirkiye’de Yiiriitiilen

Calismalardan Ornekler

Saglik sorunlarmin olugmadan 6nlenmesi “sagligin
geligtirilmesi” bakis acistyla miimkiindiir. Bu
kavram kapsamli bir sosyal ve politik siireci temsil
etmekte; bireylerin beceri ve kapasitesini artirmaya
yonelik eylemlerin yaninda, sosyal, g¢evresel ve
ekonomik kosullart degistirerek bunlarin toplum ve
bireysel saglik Tlizerindeki olumsuz etkilerini
hafifletmeye yonelik eylemleri icermektedir.
Sagligin  gelistirilmesi,  insanlarn  sagligin
belirleyicileri iizerindeki kontrollerini artirmalarini,
boylece kendi sagliklarini iyilestirmelerini saglama
sirecidir. ~ Saghigmm  gelistirilmesi  ¢abasinin
siirdiiriilmesi i¢in katilm esastir.'” Bu durum
engelliler i¢in bir dezavantaj olarak giindeme

gelmektedir.

Engelli bireylere yonelik saglik
hizmetlerinin smrlt olmasi, saglik kuruluslarinin
yeterli uygunlukta olmamasi, saglik kurumlarina
ulasim giigliigii ve saglik hizmetini talep etmekte ve
saglik sorunlarmi dile getirmekte giicliikleri
bulunmast  nedeniyle  engellilerin  saghgin

korunmas: ve gelistirilmesi hizmetlerinden daha
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fazla yararlanmalarinin saglanmas1 6nemlidir.?
Engelli ¢ocuklara ydnelik yapilan bir c¢aligmada
ailelerin  %8,2'sinin  saglik ocagindan hizmet
aliminda problem yasadigi, %31,8'inin saglik

hizmeti aliminda engellerin oldugu saptanmugtir.?!

Saglik sorunlarinin hemen tamaminda
engelli bireylere yonelik dezavantajli durumlar
giindeme gelmekte, bu kapsamda sagligin
gelistirilmesinde Oncelikli olan saglikli beslenme,
yeterli fiziksel aktivite, tiitlin, alkol ve madde
kullanmama, cinsel sagligin olumsuz etkilenmesi,

siddet ve istismar gibi konular 6ne ¢ikmaktadir.

Saghkl Beslenme

Biligsel ve fiziksel gelisim ile beslenme arasindaki
karsilikli etkilegsim g6z 6niinde bulunduruldugunda
engellilerin yeterli ve dengeli beslenmelerinin
onemi acgitkga ortaya c¢ikmaktadir.  Engelli
¢ocuklarda sismanliktan malniitrisyona kadar genis
bir yelpazede beslenme sorunlari goriildiigii
bilinmektedir. Saglikli ¢ocuklarin %25-30"unda
goriilen  beslenmeye iliskin  sorunlar, engelli
¢ocuklarda %30-80’lere kadar ¢ikabilmektedir. Bu
sorunlar saglikli g¢ocuklarda ¢ogunlukla gegici
oldugu halde engelli ¢ocuklarda biyik Olgiide
daimidir. Tant ve tedavi olanaklarinin artmasi
egitim, iletisim ve ortopedik bakim konularina
biiylik katki sagladigi halde beslenme bozukluklari
hastaligin ~ kaginilmaz ~ bir  sonucu  olarak
degerlendirildigi i¢in bu konuya gereken Onem

verilmemektedir.?22*

Ozellikle bozulmus oral fonksiyonlar ve
yutma bozuklugu ile giden norolojik hastaliklar
engelli bireyin kendi kendine yemek yemesini
zorlastirmakta, kusma veya aspire etme gibi
sonuglar dogurarak hem kendisi, hem de bakim

veren i¢in beslenme aktivitesini 6nemli Olciide

zorlastirmaktadir. Engelli ¢ocuklar ayni zamanda
yiyecek tercihlerini tam olarak belirtememekte ve
aileleri gocugu sakinlestirmek i¢in istedigi her tiirli
yiyecegi (biskiivi, cips, sekerli yiyecekler vb)
vermektedir. Bu  faktorlere  hareketlerindeki
kisithiliklar, kas becerilerindeki yetersizlikler ve
saglik kurumlarindan yararlanmalarindaki zorluklar
da eklenince beslenme sorunlarmmin  Oniine

gegilememektedir.?>*

Konuyla ilgili Akdeniz Bolgesi’ndeki bir
ilde bulunan Zihinsel Engelliler Okulu’nda yapilan
bir ¢alismada ¢ocuklarin %43,8’inde beslenme ile
ilgili sorun oldugu, %28,1’inin 6giin atladigi, en
cok atlanan 6giiniin 6gle 6giini (%55,6) oldugu ve
BKi’ye gére %21,9’unun asir1 kilolu/sisman oldugu

goriilmiistiir.2’

Kayseri’de  bir  06zel egitim  ve
rehabilitasyon merkezinde egitim alan 6-18 yas
arasi 241 zihinsel engelli birey ile yapilan bir baska
calismada cocuklarin sevdigi yiyecekler arasinda
sekerli gidalar (%96,3), makarna (%17,0), patates
kizartmas1 (%14,5) ilk ¢ swrayr almaktadir.
Cocuklarin %15,4’tiniin malniitrisyonlu, %9,1’inin
zayif, %44,4’iniin normal agirlikl, %10,4’liniin
hafif gisman, %?20,7’sinin  sisman  oldugu
saptanmigtir. Ayni calismada agir ve c¢ok agir
zihinsel gerilik, kasigi agza gotirememe, salya
akmasi ve c¢ignemede zorluk malniitrisyon igin;
annenin lise ve iizeri egitimli olmasi, ¢ocugun
kurumda 6gle yemegi yemesi, ebeveynin
cocugunun normalden fazla yedigini ifade etmesi,
salyasinin akmamasi sismanlik ic¢in risk faktori

olarak belirlenmistir.?°

Ankara’daki  bir  gdrme  engelliler
ilkogretim okulunda 6grenim goéren ve farkli
diizeylerde gorme kusuru bulunan 6-11 yag arasi 59

cocugun dahil edildigi bir ¢alismada c¢ocuklarda

Coban ve Ozcebe, TIFMPC www.tjfmpc.gen.tr 2019; 13(4) 557



beslenme durumu, diyet kalitesi ve fiziksel aktivite
durumu incelenmistir. Arastirmanin  sonucunda
DSO’niin BKI Z-skor referans verilerine gore
gocuklarin  %44’lnlin  hafif  sigman/sigsman;
%15,3’tiniin ~ ise  zayif/gok  zayif  oldugu
gorlilmiistir. Aymi arastirmada cocuklarmn diyet
kaliteleri de degerlendirilmis ve Akdeniz tipi diyet
ile uyumuna bakilmistir. Bunu degerlendirmek icin
kullanilan KIDMED indeksi (Mediterranean Diet
Quality Index), cocuk ve genglerin dgilinlerde ve
0giin aralarinda tiikettikleri besinleri ve atlanan
ogiin olup olmadigi gibi beslenme aligkanliklarini
sorgulayarak  elde  edilen  bir  puandir.?®
Katilimeilarin yalmizca %22,9’unun Akdeniz tipi
diyete uyumlu bir diyet tiikettikleri, %27,1’inin ise
diyet kalitelerinin ¢ok disiik oldugu

belirlenmistir.?’

Elazig ilinde bulunan 3 06zel egitim
okulunda egitim goren 122 engelli 6grencinin
ebeveynlerine  anket  uygulanarak  yapilan
galismanin  sonuglarina  goére  katilimcilarin
%66,4’liniin ii¢c ana 6giin tiikettigi, en cok atlanan
ogliniin 6gle 6glinii (%55,7) oldugu ve gocugun
beslenmesi sirasinda karsilagilan en dnemli sorunun
gocugun yemek begenmemesi oldugu
belirlenmistir. Ayni g¢aligmada kiigiik yaglarda
diisiik tarti sikligi daha fazla iken, adéolesanlarda
sismanliga egilimin arttig1 gorilmistir. 14 yas ve
iistli cocuklarm %47'sinin viicut kitle indeksinin 85.

persentilin, %15'nin ise 95. persentilin {izerinde

oldugu bulunmustur.?
Fiziksel Aktivite

Engelli bireylerde yetersiz fiziksel aktivite ve
egzersiz diizeyi, sismanlik ile sonuglanabilen ve
sagligt  tehdit eden bir duruma neden
olabilmektedir. Baz1 engel gruplarinda kalp-damar
hastaliklar1 oldukc¢a yaygin olup fiziksel aktivite

diizeyini etkileyerek yasam tarzlarini

etkilemektedir. Bu nedenle engelli ¢ocuklara engel
tiiriine uygun, dogru fiziksel aktivitenin onerilmesi
ve Ogretilmesi biilyiik 6nem tagimaktadir. Fiziksel
aktivite, saglikli viicut agirligini korumanin yani
sira agirlik tagimak ve kaldirmak, merdiven inip
cikmak, iyi bir durusu devam ettirmek, isle ilgili
aktiviteleri yerine getirmek gibi gilinlik yasam
faaliyetlerinde de performansi artiracak bir kas
kuvveti saglayacaktir.>* Ogrenme giicliigii olan 40
cocukla yiriitilen bir ¢alismada Uluslararasi
Fiziksel Aktivite Anketi ve Ogrenme Giigliigii
Tanima Anketi kullanilarak yapilan analizlerde
Ogrencilerin sadece %12’sinin yeterli fiziksel
aktivite diizeyine sahip oldugu ve fiziksel aktivite
ile 0grenme yetenegi arasinda anlamli bir iliski

bulundugu saptanmigtir.?’

Agiz Hijyeni

Beslenme ile ilgili sorunlardan biri de dis firgalama
basta olmak {izere agiz hijyeni gerekliliklerine
dikkat edilmemesidir. Bu durumun temel nedeni
engelli bireylerin mental ve motor
fonksiyonlarindaki yetersizlikler olmakla beraber
bakim verenin farkindaligiin ve egitiminin yetersiz
olmasi, karbonhidrat alim sikliklarindaki artis, kas
ve eklem problemlerine bagli hijyen eksikligi ve
cigneme zorluklar da agiz hijyenini
etkilemektedir.?*?' Ozer ve arkadaslarmin 6zel bir
egitim kurumunda egitim goéren 7-20 yas arasi
cocuklarla yiiriittigli bir ¢aligmada ¢ocuklarin
%?20'sinde kisisel hijyenin k&tii oldugu saptanmus,
dis ciiriigii yiizdesi ise %80 olarak bulunmustur.?®
Farkli IQ (Intelligence Quotient) seviyelerinin,
zihinsel engelli cocuklarda agiz  sagligim
etkileyebilecegi diisiiniilerek aile ve 6gretmenlere
verilen agiz hijyeni egitiminin farkli IQ seviyelerine
sahip ¢ocuklarin agiz saglhigi durumu iizerindeki

etkilerinin karsilastirilmas1 amaciyla yapilan bir
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baska c¢alismada bu egitimin etkili olmadigi

saptanmigtir.>

Samsun ilinde bulunan bir fiziksel
engelliler okulunda egitim goren 171 fiziksel
engelli cocuk ile yapilan bir calisjmada agiz
temizligi yoniinden igitme engelli ¢ocuklarin en iyi,
ortopedik engelli ¢ocuklarin en koti puanlar
aldiklar1 ve c¢iirtik prevalansi ile fiziksel engel tiirii
arasinda bir iliski oldugu tespit edilmistir. Isitme
engelli c¢ocuklarla gorsel iletisim daha rahat
kurulabildigi i¢in bu ¢ocuklarin dis firgalamay1
daha kolay oOgrendikleri ve diger gruplardaki
¢ocuklara gore agiz temizligine daha fazla 6nem
verdikleri diiglinlilmiistiir. Bahsi gecen calismada
gorme engelli Dbireylerin ortopedik  engelli
bireylerden daha iyi, isitme engelli bireylerden daha
kot bir agiz  bakimma sahip  olduklar
belirlenmistir. Gorme engelli bireylerde hasta ve
bakicisinin agiz hastaliklari konusunda
bilgilendirilmesi, yazili ve gorsel bilgiye ulagimlar
kisitli olan bu bireylere verilecek egitimin oldukca
basit bir sekilde, sozlii ve uygulamali olarak ve sik
araliklarla tekrarlanarak verilmesi Onem
kazanmaktadir.3!3? Giilhane Askeri Tip Akademisi
blinyesinde bulunan engelli c¢ocuklar okuluna
devam etmekte olan 87 engelli ¢ocugun dis ¢liriigi
yiizdelerini ve agiz sagligi durumlarini tespit etmek
amaciyla yapilan bir baska ¢alismada ise yine engel
tirlerinin agiz temizligini istatistiksel olarak
anlaml sekilde etkiledigi; agiz temizligi yoniinden
otistik cocuklarin en iyi, serebral palsi hastasi

¢ocuklarin en kotii skorlara sahip olduklari tespit

edilmistir.??
Tiitiin Kullanim

Tiitin ve titiin {rtinleri kullanimi  glinimiizde
“epidemi” halini almis olan ¢ok ciddi bir saglik
sorunudur. Engelli bireylerde tiitlin  kullanim

yiizdesi, toplumdaki genel goriilme yilizdesinden

daha diisiikk olmakla beraber, bu bireyler de tiitiin
kullanimimi ~ stresle bag etme yolu olarak
gormektedirler. Literatiirde ¢ocuklarla ilgili ¢alisma
bulunamamis olmakla birlikte konuyla ilgili
bulunan smirli sayidaki arastirmalardan birinde
Istanbul Bagcilar Belediyesi Engelliler Sarayi’nin
hizmetlerinden yararlanan 15-42 yas aras1 bedensel
engelli 47 gonillii arasindan 8 kigi aktif sigara
igicisi olarak saptanmigtir. Aktif olarak sigara
icenler ve sigaray1 birakmis olan engelli bireylerin
arasinda ilkokul yillarinda sigaraya baslama
yiizdesi %50 olarak saptanmistir. Arkadas faktorii
sigara igmede rol oynayan en 6nemli etken (%78,7)

olarak ifade edilmistir.3*

Saghkl Cinsel Davramslar

Engelli bireyler, engelli olmanin getirdigi fiziksel
ve psikososyal sikintilarin yant sira, cinsel sorunlari
engelli olmayan bireylere gore daha fazla
yasamaktadirlar. Cinsellik, yas, cinsiyet veya
gelisim diizeyi ne olursa olsun 6nemli bir insan
hakk1 olmakla birlikte sadece cinsel iliskiden ibaret
olarak diisliniilmemelidir. Ancak engelli bireylerin
de cinsel gereksinimleri oldugu c¢ogu zaman goz
ard1 edilmektedir. Engelli olma durumu genellikle
menstruasyonu, fertiliteyi ya da cinsel yaniti
etkilememekte, fakat engelli bireyler engellerinin
tiiriine gore cinsel birliktelik deneyimleri yasama ve
siirdiirmede, cinsel istek acgisindan ve sosyal
nedenlerle, evliligi ve ebeveynligi yiiriitmede
onemli sorunlar yasayabilmektedir. Asirt koruyucu
aile ve bulusma mekanlarinin yoklugu, cinsellik
konusunda bilgi eksikligi ve bilgi edinmedeki
engeller cinsel davramslarini etkileyebilmektedir.>-
37

Engelli tiim bireylerin, cinsel sagliklarini
korumak ve gelistirmek i¢in egitim ve danigmanlik
almalar1 6nemlidir. Ancak sorunlarm en yogun
olarak yasandigi doénem cinsel kimliginin

kazanildig1 adéolesan donemdir. Bu dénemde hizla
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degisen beden yapisi ve hormonal durumu cinsel
kimliginin olusmasini saglar. Bir engele sahip olup
olmamak bu durumu degistirmemektedir. Bu
nedenle adolesanlarin cinsel egitimi, engelli

bireylerde 6nem kazanmaktadir.33-36

ihmal, istismar ve Siddete Ugrama

Son yillarda engellilere yonelik eylemler iginde en
¢ok dikkati ¢eken sorunlardan biri de engellilere
yonelik ihmal ve istismardir. Bu durumlarin
yasanmasi engelli bireyin fiziksel ve ruhsal sorunlar
yasamasina, mevcut engel durumlarinin daha da
artmasina veya hayatlarin1 kaybetmelerine yol
acabilmektedir. Bu konuyla ilgili temel sorun
yasam faaliyetini sinirlayan bir veya birden fazla
fiziksel veya zihinsel yetersizligi olan bireyin
herhangi bir istismar durumunda tepki vermekte
kisith  kalmasidir. Ayrica herhangi bir siddet
durumunda yetkililere bildirimde bulunmalar1 da
zorluk olusturur. Ornegin; gorme engelli birinin
yasadig1 siddette siddet uygulayani tarif etmesinde

dnemli sorun yaganabilmektedir.’®

fhmal ve istismar magdurlari kategorisinde
yer alan en temel grup siiphesiz ¢cocuklardir. Engelli
Bireylere Yénelik Fiziksel-Cinsel Siddet, Istismar
ve K&tii Muamele Olaylar1 Izleme Raporu (2016)
verilerine gdre medya taramasi, bilgi edinme
bagvurulari, nitel arastirma, mahkeme kararlari
taramasi ve mevzuat irdelemesi sonucu ulasilan
istismara ugramig 391 engelliden alinan verilerin
analizi sonucu 18 yasin altindaki magdur engelli
bireylerin biitlin yas grubu magdurlarmin %36,1’ini

olusturdugu saptanmistir.®

“Cocuk istismari ve ihmali, anne, baba ya
da bakici gibi bir eriskin tarafindan ¢ocuga
yoneltilen, toplumsal kurallar ve profesyonel

kisilerce uygunsuz ya da hasar verici olarak

nitelendirilen, ¢ocugun gelisimini engelleyen ya da
kisitlayan eylem ve eylemsizliklerin tiimiidiir”.4°
Istismar ve siddete tiim cocuklar maruz kalmakta,
fakat cocugun engelli olmas1 6zellikle de zihinsel

engelli olmasi bu maruz kalimi artirmaktadir.*!

Ozellikle zihinsel engelli ¢ocuklar, sevme
ve sevilmeyi hayati bir ihtiyag olarak gordiikleri ve
akil yiiriitme kabiliyetleri zayif oldugu icin cinsel
iliski icin yapilacak bir teklifi ya da bir cinsel
yakinlagsmay1 kolay ve sessiz bir sekilde kabul
edebilmektedirler. Zihinsel engelli genglerin de
cinsiyet hormonlart normal diizeninde ¢aligmakta
ve eger fiziksel bir bozukluklari bulunmuyorsa
cinsel gelisimleri normal diizende ilerlemektedir.
Bu nedenle bu gengler normal gelisim gosteren
gencglerle ayni cinsel giidiilere sahiptir. Ancak
cinsel icerikli davraniglarini kontrol
edemeyebilmekte, yer ve Zamanini
ayarlayamamaktadirlar. Bunun sonucu olarak
yasitlarindan daha fazla cinsel igerikli davranislar
sergileyebilmekte ve bu da onlari cinsel somiiriiye
acik hale getirebilmektedir. Ayrica bu g¢ocuklarin
kendilerini sdzel olarak ifade etmekte yetersiz
olmalar1 da herhangi bir istismar durumunun ortaya

cikmasinda bir engel olarak rol oynamaktadir.3>-364!

Konuyla ilgili yapilan bir ¢aligmada 2005-
2015 yillar1 arasinda basma yansiyan engelli
cocuklara yonelik istismar vakalari incelenmistir.
Ulasilan haberlerde istismara ugradigi saptanan 278
istismar  olgusunun  %42,5’'u  resit olmayan
bireylerden olusmakta, bu grubun ise %60,2’si 14-
18 vyasinda bulunmaktadir. Biiyiikk ¢ogunlugu
(%69,7) zihinsel engelli olup saptanan en fazla
istismar tiirii cinsel istismardir (%88,1). Bireylerin
%31,3’linilin birden fazla kisinin istismarina maruz
kaldig1; %34,1’inin ise evlerinde istismara ugradigi

saptanmstir.*?

Engelli ¢ocuklarin akran zorbaligina maruz

kaldiklar1 da goriilmektedir. Kaynastirma egitimine
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devam eden O6grencilerin akranlar ile iliskilerinde
karsilagtiklar1 sorunlar1 belirlemek amaciyla 2008-
2009 6gretim yilinda Konya ili Sarayonii ilgesinde
9 resmi ilkogretim okulunda kaynagtirma egitimine
devam eden 27  Ogrenciyle  gorisiilerek
gerceklestirilen nitel bir aragtirmada, engelli
ogrencilerin normal 6grenciler tarafindan siddete ve
dislanmaya maruz kaldiklart belirtilmektedir. Ayn
zamanda bu cocuklarin sayisal ve sozel derslerde
yeterli basarty1 gosteremedikleri ve sinif i¢i iletigim
ve etkilesimlerinin yetersiz oldugu

vurgulanmaktadir.*®

Konya il merkezinde ikamet eden 0-18 yas
zihinsel ve bedensel engelli 258 c¢ocuk ile benzer
sosyodemografik o6zelliklere sahip 258 engelli
olmayan c¢ocugun kontrol grubu olarak alindig:
karsilagtirmali  bir c¢aligmada tam asili olma
yilizdesinin engelli ¢ocuklarda %87,6; kontrol
grubunda ise %97,3 oldugu goriilmiistiir. Bu da
¢ocuk ihmali olarak degerlendirilebilecek bir

durumdur.*

Biitiin bu bahsedilen durumlarin yani sira
engelli ¢ocuklarin annelerinin asir1 koruyucu tavir
takinmalar1 da ¢ocugun bagimsiz bir yasam
sirmesini kisitlayan bir faktérdiir. Ug dzel egitim
ve rehabilitasyon merkezi ve bir iiniversite
hastanesi serebral palsi (SP) poliklinigine gelen 7-
18 yas grubunda SP’li c¢ocuga sahip olan 48
annenin katildig1 bir ¢alismada yiiz yiize goriisme
teknigi ile toplanan veriler analiz edilmis, 6z bakim
puan ortalamasi 100 {izerinden 37,0+24,3 olup, 6z
bakim beceri diizeyi olduk¢a diisiik olarak
bulunmustur. Annelerin 6z bakima izin verme
puanlart 10 puan iizerinden 5,1£3,1; 6z bakimi
destekleme puanlar1 ise 3,6+2,8 olarak yetersiz
bulunmustur. Annelerin daha g¢ok motor beceri
isteyen 0z bakim davranislarima daha az izin

verdikleri goriilmiigtiir,*’

Saghgi Gelistirme icin cok Sektorlii Yaklasim ve

Engelli Cocuklarin Topluma Kazandirilmasi

Engelli c¢ocuklarin saglhigmm gelistirilmesi ve
topluma kazandirilmasinin temelinde g¢ocugun
egitimi, ailelerin egitimi ve engelli cocuga saglik ve
bakim hizmetlerinin  bitiinlikli bir  sekilde
verilmesi yatmaktadir. Bu baglamda ¢ocuklarin
saglik ve egitim hizmetlerine ulasimlarin1 optimal
diizeye cikaracak onlemlerin alinmasi biiyiik 6nem

tagimaktadir.

Engelli Cocugun Egitimi

Egitim hakki Anayasa’nin 42. maddesinde yer alan
“Higbir birey egitim ve 6grenim hakkindan yoksun
birakilamaz” hiikmii ile giivence altina almmugtir.*®
Cocuga tam1 konulduktan sonra oOzel -egitim
hizmetlerinden yararlanabilmesinin saglanmasi i¢in
yetkili bir saglik kurulusundan “Engelli Saglik
Kurulu Raporu” almasi ve egitimin nasil alinacag:
konusunda planlama yapilabilmesi i¢in her sehirde
bulunan Rehberlik Arastirma Merkezi’ne (RAM)
basvurmast gerekmektedir. Yapilan planlamaya
gore Ozel egitim gerektiren ¢ocuklar ya egitimlerini
normal gelisim gdsteren c¢ocuklarin devam ettigi
resmi veya Ozel okullara (kaynastirma sinifi) ya da
ozel egitim smflarma alinmaktadir. Ulkemizde
egitime ihtiyact olan engellilere yonelik egitimden

Milli Egitim Bakanli1 sorumludur.*748

Tant konulmasiyla baslayan o6zel egitim
stirekli olmali, sosyal ve fiziksel ¢evrenin sartlart ve
olanaklar1 g6z oOnlinde bulundurularak ve
bireysellestirilerek planlanmalidir.  Siirecin  her
asamasinda bireysel performans degerlendirilerek
sonraki  asamalarin  planlanmasinda  dikkate
alinmalidir.  Verilecek egitimin temel yasam
becerileri gelistirecek nitelikte olmasi  6nem

tagimaktadar. 474
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Ailelerin Egitimi

Engelli egitiminde; cocuklarin egitimlerinin yan
sira  ailelerin  de egitilmesi  biiyllk  6nem
tasimaktadir. Bu kapsamda ailenin sadece verilen
egitimi uygulayan degil, ¢cocugun egitim siirecine
katki saglayan nitelikte olmasi saglanmalidir. Bu
amagla, aileler cocuklarin saghigimni gelistirmelerinin
o6nemi konusunda bilgilendirilmeli, verilecek egitim
g¢ocugun engel durumu ile ilgili ailenin bilmesi
gereken tiim bilgileri igermeli ve ailelerin ¢ocugun
sagliginin gelistirilmesi i¢in bireysel miidahalelerin
oneminin farkina varmalar1 ve yagama gegirmeleri
saglanmalidir. Aile ve engelli ¢cocugun egitim ve
saglik gereksinimleri tam olarak belirlenmeli ve
onlara destek olmak amaciyla dogru yonlendirmeler
yapilarak  ailenin ¢ocuga ydnelik egitimin
planlanmasindan baslanarak tiim egitim siireci
boyunca aktif katilimi saglanmalidir. Bu konuya
iligkin aile danigsmanliklarinin sunumu son derece

dnemlidir.*7*8

Saghk Hizmetleri ve Rehabilitasyon

Engelli c¢ocuklarin  saghigmin  gelistirilmesine
yonelik yaklasim tim saglik kuruluslarinin hizmet
kapsami icinde yer almalidir. Herhangi bir sorunu
nedeniyle gelen engelli ¢ocugun sagliginin
gelistirilmesi ve korunmasina yonelik durumu
degerlendirilmeli, olumlu bir sekilde gelismesi i¢in
yapilmasi gerekenlerin aileyle paylagimi ve
kolaylagtirict  Onerilerin sunulmas: saglanmalidir.
Ozellikle motor problemi olan ¢ocuklarmn
rehabilitasyon hizmetlerinde bu konuda calisan
uzman hekimler, fizyoterapist, ergoterapist,
psikolog, 0Ozel egitim uzmani, ¢ocuk gelisim
uzmani, sosyal danigman, 6gretmenler, protez-ortez
teknikerleri gibi konusunda uzman ve deneyimli

kisilerin ekip c¢alismas1 yapmasi gerekmektedir.

Rehabilitasyonun etkili olacak sekilde zamaninda
baglatilabilmesi i¢in erken tani ¢ok biiylilk 6nem
tasir.  Ayrica ¢ocuklarm  bagimsiz  hareket
etmelerine yardimct olarak yasamlarint
kolaylagtirmak amacryla yardimci arag gereg,
protez ve ortez gibi destek ekipmanlar
saglanmalidir. Rehabilitasyon merkezleri iilke
genelinde yayginlastirilarak ihtiyag duyan tim
cocuklara bu merkezlere ulasabilme ve tedavi

olabilme sans1 verilmelidir.*”*®

Ailelerin fiziksel ve ekonomik sartlar1 goz
oniinde bulundurularak evde cocuklarin mental-
motor gelisimleri i¢in uygulayacaklari yontemlerin
uygulamali olarak anlatilmasi  gerekmektedir.
Ayrica yasamlarini kolaylastirict ev ortami (evin
konumu, i¢ diizenleme) saglanmast ic¢in devlet
tarafindan gerekli mali destek saglanmalidir.
Rehabilitasyon planlamasi  kisisel yetenekler,
kisinin yasam bicimi ve beklentileri dikkate
alinarak yapilmalidir. Cocuklarin icinde
bulunduklart durumdan dolay1 yasayabilecekleri
psikolojik sorunlar g6z O©niinde bulundurularak
psikososyal olarak desteklenmelerine yonelik
miidahale programlar1 gelistirilmeli; aileler siddet,
istismar ve ihmal konusunda bilgilendirilerek
cocuklarin sosyal olarak topluma katilimlarina katki

saglanmalidir.**8

Mimari ve Cevresel Diizenlemeler

Engellileri ~ baskalarinin ~ yardimma  ihtiyag
duymadan kent yasami ile biitiinlestirmek igin
“engelsiz fiziksel c¢evreler olusturmak” ve mevcut
cevrelerin “niteligini iyilestirmek”, “erigebilirligini
artirmak” hedeflenmelidir. Engelli ¢ocuklarin,
yasamlarint kolaylagtirict ¢evresel miidahalelerin
yani sira saghgmi gelistiren olumlu ¢evre
kosullarina sahip olmalarina iliskin yaklagimlar

gliclendirilmelidir. Konut alanlarma  yonelik
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diizenlemelerin yanm1 sira kentin merkez alanina,
calisma alanlarina, rekreasyon alanlari ve yesil
alanlara ve wulagima yonelik diizenlemeler
yapilmalidir.  Egitim  kuruluslarindaki ~ bina
tasarimlar1 engelli veya engelsiz tiim ¢ocuklarin bir
arada egitim alabilmesini kolaylastiracak sekilde
yapilmalidir. Kamu hizmetlerinden daha rahat
yararlanabilmeleri i¢cin kamu kurumlarinin bina
girisleri, katlar aras1 ulagim, koridor, kapilar gibi i¢
diizenlemeler engellilerin kullanimina uygun hale
getirilmelidir. Ayrica rekreasyon alanlart ve
parklara engelli ¢ocuklarin kolay fiziksel erigiminin
saglanmasi; tiyatro, konser, sergi, sinema ve
aligveris merkezleri gibi genel kullanima acgik
binalarin  engellilerin  ulasimmma uygun hale
getirilmesi hedef olmalidir. Tagimacilik ve trafik
giivenligi konularinda da gerekli 6nlemler alinmali

ve kolayliklar saglanmalidir.*’

Engellilerin sik olarak bagvurduklari saglik
kuruluslarinin i¢ ve dis mekanlarmin mimari ve
cevresel diizenlemelerinde de Tiirk Standartlar:
Enstitiisti (TSE) standartlar1 esas alinmalidir. Bu
kapsamda tuvalet, lavabo, miiracaat bankosu vb.
gibi ortak alanlarda ve asansorlerde her engel
grubundaki kisilerin algilayabilecegi sekilde yazili,
sesli ve gorsel yonlendirmeler yapilmali, bu alanlar
her engel grubuna hitap edecek sekilde
diizenlenmelidir. Bunu saglamak amaciyla gérme
engelliler i¢in ortak alanlarda takip izi olusturulmali
ve bu bireylerin gerekli bilgilere ulasabilmeleri i¢in
Braille alfabesi kullanilmali, isitme-konusma
engelliler igin ise isaret dili bilen personel
caligtinnlmalidir.  Ayrica  tekerlekli  sandalye
transferini kolaylastiracak diizenlemeler yapilmast
onem tasimaktadir. Engelli hastalara islemlerinde
yardimer olacak refakatgi personel (hostes hizmeti)
temin edilmesi de hizmet alimlarim
kolaylastiracaktir. Saglik ¢alisaniyla engellilerin

iletisiminin saglkli olmasina katki saglamak igin

saglik kuruluglarinda saglik hizmet sunuculara
verilen hizmet i¢i egitimlerde engellilige iliskin
konular da ele alinmalidir. Tiim bu konularla ilgili
gerekli yasal diizenlemeler yapilmali, yasalarda yer
alan diizenlemelerin uygulanmasi saglanmali, aksi
takdirde cezai yaptirimlara basvurulmalidir Aileler
ve kurumlar, saglikli beslenme, fiziksel aktivite ve
ruhsal  sagligi  gelistirecek  olumlu  yasam
kosullarinin ~ saglayarak  cocuklarin  sagligini

gelistirmeye katki sunmalidirlar, 48

Politik Onlemler

Yukarida belirtilen tiim hak ve Ozgiirliiklerin
kullanilmasinin ve yagsamin tiim alanlarina katilimin
6n kosulu erisilebilirliktir. Sorunu kapsayan tek bir
ulusal eylem planinin yani sira her kurum ve
kurulusun kendi sorumluluk ve hizmet alan1 i¢inde
engellilerin hak ve hizmetlere erisimde yasadigi
sikintilar1  ¢ézmeye yonelik politika, plan ve
programlar  gelistirmesi 6nem  tagimaktadir.
Engellilerin yasama katilabilmeleri i¢in sagliginin
korunmasi ve gelistirilmesine yonelik yapilmasi
gerekenlerin de eylem planlari, miidahaleler i¢inde
yer almasi saglanmalidir. Sagligin gelistirilmesinde
bireysel gelisim ve olumlu g¢evrenin dnemi tiim
sektorler tarafindan benimsenerek, miidahaleler
icinde yer almasi saglanmalidir; oncelikli olarak
Saglik Bakanligi, Ulastirma ve Altyapr Bakanligi,
Cevre ve Sehircilik Bakanhgi, igisleri Bakanlig,
Aile, Calisma ve Sosyal Hizmetler Bakanligi ve
Milli Egitim Bakanliklarinda konuya yonelik
hizmet birimleri kurulmaldir. Yerel idarelerin de
sorunun ¢odziimiindeki sorumluluklarina yonelik
standartlara  uymalar1  saglanmali,  gerekirse
denetlenmelidir. Engellilerin hak arama yollarimi
kullanma konusundaki giicliikleri de gbz oOniinde
bulundurularak basit yollarla haklarini
arayabilecekleri, sikayetlerini  bildirebilecekleri

kanallar agilmalidir. Ayni zamanda {ilkemizde
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konuyla ilgili az sayida g¢alisma bulundugu igin
saglik alaninda engellilere yonelik yapilan

arastirmalarin artirilmasi da dnerilmektedir.*>°

SONUC

Sosyal diglanmiglik, hizmetlere erisim giicliigii ve
saglik sorunlarinin ayrintili ve karmasik olmasi
durumlar1 géz 6niinde bulunduruldugunda engelli
¢ocuklar incinebilirligi en yiiksek gruplardan birini
olusturmaktadir. Saglik sorunlarinin pek ¢ogunda
engelli bireylere yonelik dezavantajli durumlarmn
glindeme geldigi diisiiniildiigiinde konuyla ilgili
etkili ve kalici onlemlerin alimmast biiyiik 6nem
tasimaktadir. Bu kapsamda ¢ocuklarin ve ailelerin
egitimi ve engelli c¢ocuga saglik ve bakim
hizmetlerinin kapsamli ve kapsayici bir sekilde
verilmesi, g¢ocuklarin sagliklarinin gelistirilmesi,
sosyal ve politik siire¢lere katilimlarinin en iyi

diizeye cikarilabilmesine katkida bulunacaktir.
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Immunosenescence and The importance of influenza
and Pneumococcal Vaccine in Elderly?

Immiin Yaslanma ve Yaslilarda Inflilenza ve Pnémokok Asisinin
Onemi

Halil Ibrahim Erdogrduj * Can Oner’

ABSTRACT

The vaccination of the elderly is generally ignored and their vaccination is insufficient. However, infectious
diseases such as influenza and pneumococcus can be prevented or alleviated by vaccination. The "immune aging"
("immunosenescence") results in a decrease in the functions of the humoral and cellular immune systems in the
elderly. Therefore, susceptibility to infections is increasing such as influenza and pneumococcus. Vaccination is
effective and protective in these infections as it is important for many infections. If there is no contraindication or
immunodeficiency, influenza and pneumococcal vaccinations are recommended for those aged 65 years and over
by CDC (Center for Disease Control and Prevention). In this review, the importance of vactination against
influenza and pneumococcal infections was discussed in the light of current studies.

Key words: Aged, immunosenescence, Influenza vaccines, Pneumococcal vaccines

OZET

Yagslilarin asilanmasi genel olarak g6z ardi edilmekte olup agilanmalar1 yetersizdir oysa influenza ve pnémokok
gibi enfeksiy6z hastaliklar ve komplikasyonlari, as1 ile 6nlenebilir ya da hafifletilebilirler. Yaslilarda immiin
yaslanma (immunosenescence) sonucu humoral ve hiicresel immiin sistem fonksiyonlarinda azalma olmaktadir
dolayisiyla/Bu nedenle influenza ve pndmokok gibi enfeksiyonlara karsi hassasiyet artmaktadir. Birgok enfeksiyon
etkenine kars1 asilanmanin 6nemi oldugu gibi bu enfeksiyonlarda da asilanma etkili ve koruyucudur. Eger bir
kontrendikasyon ya da immiin yetmezligi yoksa CDC (Center for Disease Control and Prevention) tarafindan 65
yas ve lizeri olanlara, influenza ve pnomokok agisi onerilmektedir. Bu derlemede, gilincel ¢alismalar 1s181inda
immiin yaglanma ve bununla iliskili olarak infliilenza ve pnémokok enfeksiyonlarina karsi agilanmanin 6nemi
tartisildi.

Anahtar kelimeler: Yaslanma, Immiin yaslanma, Infliizenza asis1, pndmokok asisi
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GIRiS

Diinyada 60 yas ve iizeri olan insanlarin sayisi, 2015
yilinda yaklastk 900 milyonken 2050 yilinda 2
milyara ulasacagi Ongoriilmektedir.! Ulkemiz
acisindan bakildiginda Tiirkiye Istatistik Kurumu
(TUIK) verilerine gore 2017 yilinda 65 yas ve iizeri
olanlarin niifusa oran1 %8,5 civarinda olup bu oranin
giderek artacag1 ongoriilmektedir.?

Yaglilarda timusun involisyonu ile T
hiicrelerinin sayisinda ve CD4/CD8 oraninda azalma
yasanmakta, antikor yanit1 saglayan B-hiicreleri ve
antijen sunumundan sorumlu dendritik hiicreler
etkilenmektedir. Bunlardan bagska T hiicre
repertuarinin  ¢esitliliginde azalma olmakta ve
enfekte hiicreleri elimine eden natiirel killer hiicreler
ile monosit ve makrofajlar da etkilenmektedir.
“Immiin yaslanma” ya da "Immunosenescence"
olarak tabir edilen bu degisiklikler, yaslhilarda
enfeksiyonlara kars1 duyarliliga yol agmaktadir.3

Yaglanmayla  oksidatif  strese  karst
koruyucu ve hiicresel disfonksiyonu azaltan ayrica
yasla iliskili patolojilerden koruyan "Sirtuinler" ya
da kisaca "SIRT(1-6)"olarak adlandirilan NAD
(Nicotinamide Adenine Dinucleotide) bagimli
deasetilasyon enzimatik reaksiyonlari, olumsuz
etkilenebilmektedir. Mitokondrial fonksiyonlarda ve
DNA tamirinde olumlu etki yaptigi ileri siiriillen
SIRT1-6 proteinlerinin yaslanma ile azaldigi
dolayisiyla komorbiditelere egilimin arttig1 ileri
siiriilmektedir.®!°

Yasam boyunca yalnizca influenza ve
pnomokok gibi enfeksiyon etkenleri degil ayni
zamanda Herpes simplex, Varisella zoster, Epstein-
barr ve Sitomegalovirlis gibi viriislerle de
karsilasiimakta ve latent enfeksiyonlar
olusabilmektedir. Ozellikle 80 yas ve daha iizeri olan
kisilerde, CMV etkili olmaktadir. Bu durum,
yaslilarda kronik bir sekilde disiik diizeyde
inflamasyona neden olmaktadur.'!

Diinyada her yi1l 3,5 milyon kadar infliienza
enfeksiyonu olgusu goriilmekte ve bunlarin 300 bin
kadar1  yasam kaybiyla  sonuglanmaktadir.'
Sonbahar ve kis aylarinda, infliienza enfeksiyonlari
artarak yaslhilar1 pnomokok enfeksiyonlarina karsi
duyarli hale getirmektedir. '3 Pnomokok
enfeksiyonlarmin; menenjit, akut otitis media ve
invaziv pndmokok hastaligi gibi komplikasyonlara
yol agtig1 ve korunmada asilanmanin etkinligi daha
once gosterilmigtir. 4

Bu sebeplerden otiirii yashlarda CDC
(Center for Disease Control and Prevention)
tarafindan Onerilen influenza ve pnomokok gibi
hastaliklara kars1 korunma stratejileri énerilmistir. '3

Diinya’da 75 farkli iilkede, yaslilara yonelik
bagisiklama programlari ylritiilmektedir.
Ulkemizde de benzer sekilde bir program mevcuttur.
Bu program dahilinde iilkemizde 65 yas iizerine
oOnerilen asilar; influenza, pndmokok, hepatit A ve B,
tetanos ve herpes zoster asilaridir. CDC Onerileri de
ayn1 agilama programini énermektedir. '>16

Bagisiklamanin Onemi

Yaglilarin yaklasik %80’i en azindan bir kronik
hastaliga, %25°11i¢ veya daha fazla kronik hastaliga
sahiptir. Yasllarin fonksiyonel durumlari, mekanik
bariyer fonksiyonlarinin bozulmasi, bakimevlerinde
artabilen bulasma riski ve "Immunosenescence" gibi
nedenlere bagl infliienza ve pnémokok gibi birgok
enfeksiyona egilim, yaslilarda mortalitenin 6nemli
nedenlerindendir. Bu yiizden yaslilarda, bu etkenlere
kars1 agilanmanin 6nemi hem komplikasyonlar hem
de yaslilarin giinliik sosyal ve yasam aktivitelerini
stirdiirebilmek i¢in daha konforlu bir yagam siirmesi
acisindan onemlidir. Immiin fonksiyon azaldikca
enfeksiyon hastaliklari riski de artmaktadir. Ancak >
65 yas gurubundaki kisilerin ag1 yanitlar1 farklilik
gosterebilmektedir. Bazi g¢alismalarda 50-65 yas
arasindaki as1  yamitinin  daha iyi oldugu
belirlenmistir. Bu nedenle infliilenza ve pnomokok
asist i¢in bazi ilkelerde farkli yaslara gore risk
eksenli asilama stratejileri uygulamaktadir.!”

Yashlarda enfeksiyon hastaliklarma egilimin
nedenleri:

. Immiin yaslanma (Immunosenescence)
. Siklikla eslik eden komorbiditelerin varligt

(Diyabetes mellitus, solunum sistemi hastaliklar1 ya
da kalp yetmezligi gibi sistemik hastaliklar)

. Mekanik bariyer fonksiyonlarimin
bozulmasi
. Bakimevlerinde ya da toplu yasam
alanlarinda artan bulagma riski
. Cesitli nedenlere bagh yetersiz ya da kotii
beslenme
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. Calisma hayatindan uzaklasma ya da
komorbiditeler nedeni ile yetersiz fiziksel aktivite

As1 yanitinin olusmasi

Immiin yanitin saglanmasi, aktif ve pasif olarak
gergeklestirilebilir.  Aktif bagisiklama, viicuda
verilen antijene kars1 antikor yanit1 olusturulmast ile
gerceklestirilirken pasif bagigiklama da ya hastalig
onceden gegirip iyilesen ya da aktif bagisiklamayla
antikor ya da antitoksin yaniti olusan Kkisilerin
serumundan elde edilen immiinglobinlerin kisiye
verilmesiyle saglanabilir.

Asida bulunan antijen, immiin sistemi
uyararak dolasan monosit ve dendritik hiicrelerin
aktive olmasini saglar ve lenfatik yoldan en yakin
lenf nodlarina ulasir. Bu siirecte T ve B
lenfositlerinin aktivasyonu ile antikor yanit1 baglar. '8
Asilama ya da toksoid uygulanmasiyla T4
lenfositlerin farkli subguruplar1 aktive olmaktadir.
Monosit ve makrofajlar ile is birligi yapan Thl,
antikor Uretimi i¢in B-lenfositler ile is birligi yapan
Th2 ve heniiz fagosite olmamis mikroorganizmalara
kars1 sitokin salgilayan Thl7 aktive olmaktadir.
Folikiiler B hiicreleri de IL-21 stimiilasyonuna neden
olarak B lenfositlerin farklilagmasryla bellek 6zelligi
olan B hiicreleri ve antikor salgilayan plazma
hiicreleri  olusur ancak yashlarda timusun
involiisyonu ile T hiicrelerinin sayisinda ve
CD4/CD8 oraninda azalma yasanmakta, antikor
yaniti saglayan B-hiicreleri ve antijen sunumundan
sorumlu dendritik hiicreler olumsuz etkilenmektedir.

Protein yapili asilar hem B hem de T
hiicrelerini aktive ederken polisakkarit yapili olanlar
yalnizca B hiicrelerini aktive ederler. Bu nedenle
polisakkarit yapili asilarla hiicresel immiiniteyi
saglayan T hiicreleri aktive olmadigindan tekrar ast
dozlarina gereksinim olan kisa siireli ve zayif bir
antikor yanit1 olugur. Polisakkarit yapimin proteinle
konjuge edilmesi T hiicrelerinin de uyarilmasi
saglanabilmektedir.19,20

influenza Asis1

"CDC" tarafindan herhangi bir komorbidite olmasa
bile 65 yas ve {izeri kisilere infliilenza agisi
onerilmektedir. influenza kaynakl liimlerin %901,
65 yas ve tzerindeki kisilerde goriilmektedir. Bu
nedenle yalnizca yaslilara degil onlarla ayni ortamda
yasayan ya da bakim veren kisilere de her y1l bir doz
influenza  asistnin  deltoid kasa  yapilmasi
onerilmektedir. Avrupa’da yashilarda en yiiksek

influenza asilanmasi oram1 %77 ile Hollanda, en
diisiik asilanma %1 ile Estonya’da saglanmustir.!!2!
Tirkiye’nin  batt  bolgesinde/batisindaysa  bu
popiilasyonda influenza asilanma orani %15 iken
Kuzeydogu Anadolu’da yashh  popiilasyonun
influenza  agilanma  oram1  %12,3  oldugu
belirlenmistir.?>?* Oysaki agilanmayla kontrol altina
alinan enfeksiyonlar arasinda, influenza On
siralardadir. Influenza enfeksiyonu, geng kisilerde
cogunlukla birka¢ giinde diizelebilirken yaslilarda
mortalite ve morbidite ile sonuglanabilmektedir.?*
Tayvan’da kig sezonunda influenza  asisi
yapilanlarda, as1 yapilmayanlara gére hem pndémoni
hem de akut koroner sendrom oranlar1 daha az
bulunmustur.?® Yashda, akut koroner sendrom gibi
olaylar gelistiginde tanisal siire¢ islemlerinde renal
yetersizlik gibi diger sistemik sekonder olaylarin
gelisimiyle birden fazla komorbid hastalik riski de
artmaktadir.?® Genis sayili bir ¢calismada da, 2000-
2009 seneleri arasinda influenza sezonlarinda
influenza asisinin yalnizca mortalite oranlarim
azaltmakla kalmayip bunun yaninda hastane yatis
oranlarm da diisiirdiigii belirlenmistir.?’

Pnomokok Asisi

Pnémokok enfeksiyonu, 50 yasinda artmaya
baslamaktadir. Bu oran 65 yasindan itibaren artarak
ciddi komplikasyonlar ve mortaliteye neden
olmaktadir. Pnémokok asilari, 13 degerli konjiige asi
(PCV13) ve 23 degerli polisakkarit agi (PPSV23)
olmak {iizere iki tiptir. 2014 yilindan itibaren her
ikisinin de yapilmas1 dnerilmektedir.?%2

. 65 yas Oncesinde bir doz PPSV23 asisi
yapilmis ve aradan bir yil gegmis birisi simdi >65
yasinda ise bir doz PCV13 uygulanir, 6-12 ay sonra
bir doz PPSV23 yapilarak bes yilda bir tekrarlanir.

. Daha once higbir pndmokok asisi
yapilmamis >65 yasinda olan saglikli birisi igin bir
doz PCV13, 6-12 ay sonra bir doz PPSV23 yapilir.

. Daha 6nce bir doz PPSV23 pnémokok asis1

sonra yalnizca bir doz PCV13 uygulanir.

CAPITA
Pneumonia immunization Trial in  Adults)

(Community Acquired

calismasinda, PCV13 pnomokok agisinin etkinligi

gosterilmis ve baska bir c¢aligmada invaziv
pnomokkal  hastaliklarn = %38’de  pndmokok
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PPSV23 agsisinin  koruyabilecegi serotiplerden
kaynaklandig tespit edilmistir.3*3! Iskogya’da 2003-
2004 yilinda PPSV23 asisiyla yaglilarda invaziv
pnomokok hastaliginin iicte bir oraninda azalmistir.
Benzer olarak Isvec’de yapilan ¢alismada, influenza
ve 23-valent pnomokok asis1 uygulananlarda
asilanmayanlara gore hem influenza olgularinda
hem de invaziv pndomokok hastalik oranlarinda
onemli derecede diigme belirlendi. Yaglilarin
¢ogunlukla solunum sistemi enfeksiyonlariyla buna
bagli sekonder enfeksiyonlar ve kardiyovaskiiler
nedenleriyle acil olarak hospitalize edildiginden
inflilenza ve pnomokok asis1 saglik maliyet yiikiinii
azaltmasi bakimindan da énemlidir.'***34 Bu 6nemli
verilere ragmen pndémokok asist asilanma orani
oldukea diisiiktiir. Onceki belirtilen arastirmada, 65
yas ve lizeri kisilerde bu oran yalnizca %0,9 olarak
belirlenmistir.??

SONUC

Enfeksiyon hastaliklar1 ve komplikasyonlarindan
korunmak, yashlarin fonksiyonel iyilik halini ve
saglikli yaslanmalarini saglar. Yeterli influenza ve
pnomokok agilama stratejilerinin  saglanmasiyla
asilarin etkinliginin daha da arttirilmasi bakimimdan
onem arz etmektedir. Yaslilarin asilar konusunda
bilgilendirilmeleri, telkin edilmeleri ve birlikte
yasadiklart kisilerin de asilanmalar1 énemlidir. 65
yas ve lizeri kisiler, ¢cogunlukla/genellikle solunum
sistemi, enfeksiyon  hastaliklan  ya  da
kardiyovaskiiler ~olaylar nedeniyle hospitalize
edildikleri diisiiniildiigiinde yalnizca morbidite ve
mortalite acgisindan degil ayni zamanda saglik
maliyetlerinin azaltilmasi da influenza ve pnémokok
gibi enfeksiyonlara karsi asilanmada Onem arz
etmektedir. Genel olarak influenza ile iliskili hastane
yatiglarin  ve Oliimlerin  %90’m1  yagli niifusun
olusturdugu dikkate alindiginda yaslilarda asilanma
oranlarmin arttirilmasi gerekmektedir.
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