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From the Editor

Dear Readers,

In the last issue of 2007, you will find articles about smoking, perceptions on pubertal changes,

unintentional injuries at school and mental health of earthquake victims. The first three articles

have a common point that the subject is school children. Many articles which dealt with school chil-

dren have been published in the Journal since the beginning. New articles are being submitted

regarding the different health-related problems of young people or adolescents. I believe this is due

to mainly two factors; first of all, school children and youth are considered as important target

groups for a wide range of health problems or health-related issues. We see that mental health, sub-

stance use, violence, unintentional injuries, nutrition, sexual and reproductive health and HIV are

the main health problems that affect adolescents. Likewise, three authors in this issue are discussing

some of these important problems. Another reason is that the school children make up the most

easy-to-reach population. 

In the fourth article, authors are investigating the effect of Marmara earthquake as one of the most

severe and destructive earthquakes in Turkey, among a group of residents of temporary field set-

tlements. Although it has been almost 10 years since the earthquake, we wanted to share findings

of this research since it had deep impacts on the social and psychological behaviours of the society. 

Uzuner discusses her opinion and experiences about managing a “European Union Project”. In the

notes from the field part of the journal and she provides us with some clues. In their review, Baran

et al, are discussing the term of “advocay” from the public health point of view and propose their

suggestions on how to make people participate in the decision making process. 

Dear readers, we are happy to announce that TJPH will be published electronically in the next issue.

We are working on the necessary technical details right now; hoping that you will get an easier

access to the Journal in its new format. We would like to thank all the authors and reviewers who

contributed to this issue of the journal. 

Editor

Sanda Cali
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Objectives

Researches have shown that students who are

happy, healthy, and adaptable to social life grow up

in a safe environment. Moreover, it has been proved

by the researches that students who grow up in 

a safe environment have a better academic

performance, and they exhibit less aggressive

behavior. In addition, those children are more

flexible and more stable in terms of socio-emotional

behaviors. On the other hand, an emotional or

physical trauma that a child experiences may result

in an impairment or depression.1,2

Childhood injuries are responsible for approxi-

mately 16,000 deaths each year in the United States,

and more than 70 percent of these deaths are the

result of unintentional injuries. Non-fatal uninten-

tional injuries also are a significant cause of child-

hood morbidity. More than 20 million nonfatal

injuries are estimated to occur among U.S. children

each year, costing $347 billion. This estimate

included $17 billion to be  in medical costs, $72

billion in future work lost, and $257 billion in the

lost quality of life.3

Approximately 4 million children and adolescents

are injured at school each year  in the United States.4
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ORIGINAL ARTICLE

Epidemiology of Unintentional injuries in the

Elementary Schools of Istanbul

Kamer Gura, Ayse Yildizb

Abstract
Background: This study aims to determine the epidemiology of unintentional injuries in the elementary schools
of Istanbul. 
Methods: This descriptive research has been done during the spring-autumn terms of 2003 and spring term of
2004 and universe of this study has been all of the private and state schools in Istanbul subordinate to the Ministry
of Education (School N=1540 and student N=1.623.693). Data have been collected on-line through the “Student
Injuries Form”.
Results: During the research process, 3302 school injuries have been reported. The School injuries have been
seen mostly among first, second and sixth grade students. The number of boys involving in school injuries have
been twice the number of girls and the leading reasons for the school injuries have been fallings, hitting into
something, and bumping into someone. It has been determined that the students have got injured mostly on their
heads and extremities. Research has shown that the school injuries have resulted mostly in swelling, sensitivi-
ties, abrasion, bleedings, cuts, bruises, fractures, and twists. Because of the injuries, 24% of the injured students
have retreated from the school activities for less than a day. The injured students have received first aid at school
just after the injury, 15% of them have been sent to a medical institution.
Conclusions: Unintentional injuries among elementary school students should be recognized as a significant pub-
lic health concern in Turkey. This study provided useful baseline information on school injuries in Istanbul and
identified important risk factors that would be important in planning prevention strategies. Preventing injuries
requires using a multisectoral approach and structuring safe interactions among people, objects and school envi-
ronment. When every school employes a nurse, there will be fewer restricted activities of students and similarly,
a fewer students will need to be transferred to hospital. In addition, injured students will be receiving first aid just
after the injury. It is the nurses’ responsibility to determine possible hazards and take necessary precautions by
the environmental factors and personality of children. In that sense, preventing injuries is an important role of the
public health nurses. 
Key words: school injuries, epidemiology of injuries, school nursing
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Results of the other epidemiological studies indicate

that from 10 to 25 percent of injuries incurred by the

school-aged population, occur at school.5 According

to Limbos at all6 the unintentional injury rate was

almost five times the intentional injury rate. On the

other hand injuries also lead children to stay away

from school. According to National Center for Health

Statistics, regardless of the number of injuries, over 10

million school days are lost each year (22 lost school

days per 100 students).7

An injury is defined as “unintentional or

intentional damage to the body resulting from acute

exposure to thermal, mechanical, electrical, or

chemical energy or from the absence of such

essentials as heat or oxygen.” Commonly used

categories are:  Unintentional (i.e. accidental), 

Intentional (i.e. deliberate)8 injuries are not

accidents. They can be prevented by changing the

environment, individual behavior, products, social

norms, legislation, and governmental and institu-

tional policy.4

Although most of the school injuries are minor

cuts or bruises which can easily be recovered, there

are also quite a few serious cases. These injuries

unbalance the children’s physical, psychological

and social well being, as well as causing illnesses,

disabilities, or even deaths. In addition, they result

as a financial burden to the families and the society..

Therefore, childhood injuries are an important issue

to focus on.9,15,16

Children face a lot of threats which may end in

injuries and they get injured while they are going in

or out of the school building, or when they are on

the school buses, in the classrooms, corridors,

laboratories, playgrounds, sports halls, or art and

craft classes.15,17

A lot of researches have showed that 90% of the

school injuries are preventable. If children and other

related people are aware of the safety precautions

and equipped with training, they improve safety

behaviors, and as a result of  that, most of the inju-

ries and deaths can be prevented. It is the nurses’

responsibility to determine the possible hazards and

take the necessary precautions by considering the

features of the child and the environment. In that

sense, preventing injuries is an important role of the

public health nurses.18,19,20,21

Methods
This study aims to determine the epidemiology of

the unintentional injuries in the elementary schools

in Istanbul. This descriptive research was carried

out in Istanbul’s private and state schools

subordinated to the  Ministry of Education during

the spring-autumn terms of 2003 and spring term of

2004 (School N=1540 and student N=1623693).

While 1337 of these schools are state schools, the

other 203 are private schools. Whole population was

taken into account without sampling. The data of

the research was collected on-line through the

‘Student Injuries Form’ which was created by the

researcher by considering the international litera-

ture.

In this form, injury definition is as follows; “An

injury is defined as “unintentional or intentional

damage to the body resulting from acute exposure

to thermal, mechanical, electrical, or chemical

energy or from the absence of such essentials as heat

or oxygen.” In this form’s directive, 3 components

are taken into consideration. These components are

involved in the directive as follows. “Please fill in

this form if the injury occurred unintentionally. Do
not fill in if you think that there is intention in the event.
Fill in the form without taking into consideration the
severity of injury (do not think whether it is

important or not). 

This form includes demographical features, the

length of the period during which the student could

not attend school because of the injury, action taken

after the injury, nature of the injury, area affected,

contributing factors, period during which the injury

occurred, surface, location in which the injury

occurred, and activities during which the injury

occurred. 

‘Student Injury Form’ was tested during a two-

week study and finalized after the necessary

corrections were made.

All the schools were informed through the

National Education Directorate of Istanbul about

the purpose, the duration of this study, how to fill in

the form, and whom to hand in the forms.  The

responsibility of the filling in the forms was given to

the school nurses or other school staff because there

was not a nurse in every school in Turkey. The

schools downloaded empty injury forms from the

National Education Directorate of Istanbul’s web

site and printed them. Right after the injury, the

hard copies were filled in by the supervising

teacher, school nurse or other teachers. At the end of

the day, all forms were collected and handed in to

the teacher who was responsible for computer

issues. This teacher copied the forms to the online
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form in the National Education Directorate of

Istanbul’s web site and to be send to the researcher.

The online form was developed in such a way that

all the entries had to be completed before they were

sent to the researcher, in order to prevent any loss 

of information. The schools kept the hard copies of

the student injury forms. 

Data was analyzed by the percentage calculation

method.

Results
During the research, 3302 school unintentional

injuries were reported. The injuries were mostly

seen among first, second and sixth grade students

(Figure 1). The number of school injuries reached

their peak in December, January and March (Figure

2). The number of boys involved in school injuries

were twice the number of girls. Injuries’ occurrence

hits the bottom during 7.30-8.30a.m. and it goes up

steadily after then, and it reaches its highest at 10.30-

11.30a.m. (16%) and at 12.31-13.30p.m. (16%). The

hourly injury rate starts to decrease after 14.30p.m.

We have seen that injuries mostly occur during

breaks (50%). The leading reasons for the school

injuries were falling, hitting into something, and

bumping into someone. The students seemed to get

injured mostly while they were running, pushing

and shoving, and playing basketball. The research

show that the school unintentional injuries resulted

mostly in swelling (17%), sensitivities (16%),

abrasion (15%), bleedings (15%), cuts (10%), bruises

(7%), fractures (5%), and sprain (5%). In addition,

seven children (0.2%) had no breath (3 boy and 4 girl

students) and one boy student had no pulse after the

injury (Table 1). It was found out that the students

got injured mostly on their heads and extremities.

The school injuries mostly occurred on playgrounds

(37.2%), classrooms (25.5%), corridors (14.2%),

gymnasium (10.4%), sidewalks, and stairs (4.7%)

(Table 2). Additionally, results show that 53.9% of

the students who were involved in an injury went

back to school while 24.5% were absent for less than

half a day.  Because of the injuries,  the injured

students have received first aid just after the injuries

(24%). That was followed by their parents’

notification (18%), checked by the school nurse

(18.3%), returned to class (17.2%), and 15% of them

have been  sent to a medical institution. 

Discussion
Childhood injuries are a serious problem in our

country as it is all over the world. 

During the years of 2003-2004 when the research

was carried out, 3302 school injuries were reported.

In our country, there  is no system which registers

and analyzes the injuries and their results. There are

only a few prospective studies in determining the

epidemiology of the school injuries in Turkey.  The

research is the first study in Turkey in which the

reports of the school injury forms were collected

online from a significant number of schools over a

period of one and a half years time. 

There has been  several limitations related to

reporting of the injuries in this study. One of the

reasons is that the school instructors do not pay

sufficient attention to the subject, due to work

overload or injuries that are considered as unim-

portant are not recorded although it is clarified in

the survey form/questionnaire. This may lead to

underestimation of the injury prevalence. Similarly,

injuries could be reported in minor numbers by the

managers in order to avoid “unsafe school image”.

In the USA, in a study to determine the loss

during the reporting of the injuries, it was stated

that, in one school the proportion of the school

injuries is 24% while it is 5.4% in a similar school.

Such difference was seen because 3/4 of the injuries

were not reported because they were considered as

minor injuries.16
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Figure 1. Distribution of Injury by Grade
(Istanbul, 2003-2004)

Figure 2. Distribution of Injury by Month
(Istanbul, 2003-2004)

Month

Grade
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Children are at high risk since they cannot sense

danger beforehand. This risk is not very high for

preschool children because they spend most of their

time indoors. However, the case is just the opposite

when they start primary school.3,20

Researches have proved that most of the injuries

occur during the first and second year of the

primary school (7-8 ages). Children at these ages do

not have the ability and the experience to sense

danger and take the right decisions to avoid

dangers. It has been mentioned in the researches

that children at 7-8 age group have poor vision field

and sound localization, and these abilities improve

as they grow up. It is known that cognitive and

behavioral ability of this age group have not been

fully developed, therefore they are at high risk.14, 10,

Table 1. Unintentional Injuries In Two Sexes By Reason, Type Of Activity And Nature of Injury
(Istanbul, 2003-2004)
By Reason

Male Female *Total
n % n % n % 

Object / tool 120 5,0 70 6,0 190 5,0

Compression 82 3,0 65 5,0 147 4,0

Hit 254 10,0 78 7,0 332 9,0

Twisted 88 4,0 62 5,0 150 4,0

Fall 945 39,0 460 39,0 1405 39,0

Collision with person 387 16,0 161 14,0 548 15,0

Hit with thrown object 441 18,0 221 19,0 662 18,0

Others 137 6,0 71 5,0 208 5,0

Total 2454 100.0 1188 100.0 3642 100.0

Type Of Activity
Male Female *Total

n % n % n % 
Basketball 90 5,0 311 23,0 401 11,7

Football 132 7,0 22 2,0 154 4,5

Walking 122 6,0 105 8,0 227 6,6

Sliding 116 6,0 54 4,0 170 5,0

Gymnastics 96 5,0 87 6,0 183 5,3

Running 699 32,0 311 23,0 1010 29,5

Standing 44 2,0 56 4,0 100 2,9

Pushing and shoving 457 22,0 206 15,0 663 19,3

Others 321 15,0 200 15,0 521 15,2

Total 2077 100.0 1352 100.0 3429 100.0

Nature of Injury
Male Female *Total

n % n % n % 
Abrasion 435 14.2 237 15.9 672 14.8

Cut 351 11.5 125 8.4 476 10.5

Swelling 549 18.0 258 17.3 807 17.7

Fracture 159 5.2 48 3.2 207 4.6

Sprain 142 4.6 98 6.6 240 5.3

Bruise 230 7.5 107 7.2 337 7.4

Sensitivities 416 13.6 312 20.9 728 16.0

Puncture 145 4.7 55 3.7 200 4.4

Bleedings 488 16.0 183 12.3 671 14.8

No pulse 1 0.0 0 0.0 1 0.0

Not  breathing 3 0.1 4 0.3 7 0.2

Others 138 4.5 65 4.4 203 4.5

Total 3057 100.0 1492 100.0 4549 100.0

* The totals are different because more than one item was marked on the student injury form.
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17, 22 Injury rate peaks again at 6th grade (12-13

ages). The reason for this is that physical and

psychological changes start during these years, and

children are limited in adaptation to the pace of

growing, body size, muscles and sudden growth.13,

15, 17, 22

According to Sillanpa et. al.21, Gratz’22, Scale et.

al.23 researches, the incidence of injuries are mostly

seen among 2nd grade students, and it peaks again

at 6th and 8th grades.

The research has shown that,  of all the students

who were involved in the injuries,  66.6% were boys

and 33.3% were girls. Nearly in all studies it is stated

that the injury rate of boys is 1.5-2 times higher than

girls, and boys are more inclined to injuries.

Moreover, it is also stated that boys’ involvement in

injuries  is more serious. Hormone, tendency to take

risk, being more active and displaying more

aggressive behaviors than girls, and the harder floor

that they play on,  can be several of the  factors that

create the difference between boys and

girls.3,13,22,28,29,30,31,32,33,34,6,35

In Figure 2, it can be seen that the monthly rate

of injuries during the autumn term peaks in

December and January, and it reaches the highest

point in March, and starts falling down after April.

Nigatu36 states in his research that the monthly rate

of school injuries are at its highest in spring (22%),

and it is followed by winter (19%) and then the

autumn (12%).

According to Sillanpa et. Al22, and Lenaway30

researches, the school injuries mostly occur in

October and November, and the rate peaks in

January, and it starts to fall down through the end of

March. Some researchers have stated that results

may vary from research to research because of the

variables of the research such as injury month, day

and hour. Countries or cities have different climates

at different times of the year, and not all schools

have the same environment.16,22,23

We have seen that injuries mostly occur during

the breaks (50%). Forteenpointseven percent of the

children are involved in an injury during the lunch

break and 11.4% are involved in an injury during the

class hours.

A lot of researches have proved that unin-

tentional injuries mostly occur during the

breaks.25,27,37,38 It can be because when the bell

rings, students go out of the classrooms where 

they are controlled and restricted, and arrive

somewhere where they are free and uncontrolled.32

On the contrary, Williams et. al.15 stated that injuries

mostly occur during class hours (90%) and lunch

breaks. Nigate36 proved that students mostly get

involve in injuries during the lunch breaks. 

Falling is the most common reason of the injuries

(38.6%). It is followed by hitting into something

with 18.2% and bumping into someone with 15%.

This order is not different for boys and girls.

Falling, whether on to the ground or from a

particular height, is the most common reason of the

injuries in unorganized games and organized sports

such as athletics.1, 2, 15, 28, 31, 33,35. The finding of

Gratz’23, Kamel et. al.28, and Gofin et. al.25 studies in

Israel support research findings that the most

common causes of injuries are falling, bumping into

someone, hitting into something.

The main reason of the injuries such as falling,

hitting into something, bumping into someone

occur because students have developed no sense of

danger, and they are inexperienced.  The children’s

curiosity to find out and discover, their aggressive

behaviors, psychological discrepancy, emotional

stress level, fatigue, and lack of personal protection

are the other main factors that influence the

occurrence of the injuries.27

The result of this study suggests that the most

severely affected area is the head (48.1%), and then

the extremities (48.0%), and then the trunks (3.9%)

(Figure 4). The research findings are consistent with

Lenaway’s25 about the area affected for each injury.

In Gratz’s23, Scale et. al24, and Laflamme at all29

studies,  it is stated that the mostly affected areas are

head, extremities, and trunk respectively. This order

in their findings is similar to ours. However, in some

other studies it has been found out that the mostly

affected areas are extremities, head, and trunk.13,22,

Table 2. School Type and Injury Location
(Istanbul, 2003-2004)

Private State Total
n % n % n %

Playground 818 39.1 410 33.9 1228 37.2
Classroom 611 29.2 230 19.0 841 25.5
Sidewalk/Stairs 97 4.6 59 4.88 156 4.7
School bus 40 1.9 85 7.03 125 3.8
Lunchroom 16 0.8 17 1.41 33 1.0
Corridor 333 15.9 136 11.2 469 14.2
Lab. 6 0.3 0 0.0 6 0.2
Gymnasium 92 4.4 252 20.8 344 10.4
Lavatory 38 1.8 7 0.58 45 1.4
Others 42 2.0 13 1.08 55 1.7
Total 2093 100.0 1209 100.0 3302 100.0



25,26,30,31,35,36,37 A possible explanation of why the

most severely affected area is seen as extremities in

the study can be that,  the person who falls uses

their extremities such as hands, arms, and legs

consciously or unconsciously to protect their vital

organs.

The study showed that 18% of the injuries are

swellings, and 16% are sensitivities. The other types

of the injuries are abrasion (15%), bleedings (15%),

cuts (10.5%), bruises (7%), fracture (5%), and sprains

(5%). In addition, seven children (0.2%) had no

breath (3 boy and 4 girl students) and one boy

student had no pulse after the injury.

Boyce27 and Sheps and Evans38 stated that

although the primary school students mostly get

involved in minor injuries, some other serious

injuries can also be seen. These findings are

consistent with research findings. Kamel et. al28,

unlike the other studies, found that the most

common types of injuries are loss of consciousness

(51%) and broken bones (23%). Schelp et. Al37. states

that fracture, wound and sprain are relatively the

most frequent type of injuries. Laflamme et. al39

found out that the most common type of injury

among boys are fracture and dislocations while it is

strain, bruise and sensitivity among girls.

There are a variety of potential risks for students

at school. The students mostly were injured on the

playground, gymnasium, and athletic field.27,29,31,39

The research findings suggested that injuries mostly

occured on playgrounds (37.2%), classrooms

(25.5%), corridors (14.2%), gymnasium (10.4%),

sidewalks, and stairs (4.7%). In the comparison of

the school type and injury location, it was found out

that in private schools, more injuries occurred while

the students were getting on and off the school bus,

in gymnasiums, and lunchrooms. The reason for

such a difference can be that there is not a

gymnasium in every state school, and most private

school students prefer to travel by school buses. A

lot of researches have shown that playground is on

the top of the injury location list, and gymnasium

has the second place, and they are followed by

classrooms, corridors, and stairs. These findings

support research results.13,17,20,24,25,26,27,29

When the students participate in activities they

grow up but they also take risks. Most of the

students get injured during these activities.16,40. We

found out that the students got mostly injured when

they are running (29%). They are also involved in an

injury while they are pushing and shoving (19%), or

playing basketball (12%). When the sex and the

activity during which injury occurred are compared,

it is found out that boys are mostly injured while

they are playing football.

The researchers stated that most of the injuries

occur during the physical education courses or

interschool sports competitions.16,22,30,31 Ham-

marstrom et. al41 state that girls are mostly injured

while they are playing basketball or volleyball while

boys are injured while they are playing football,

which is identical with the  research results.

According to Chen et al. sports were the most

common activities associated with the injuries35.

The research showed that primary school

students mostly got involved  in an injury during

unorganized activities such as running (29.5%), and

pushing and shoving (19.3%), which is consisted

with Gratz’s, Laffamme’s and Menckel’s (17.23%).

Results show that 53.9% of the students who

were involved in an injury went back to school,

while 24.5% were absent for less than half a day.

Nigatu’s study36 showed that 84.3% of the students

did not stay away from school. Similarly, a study by

UTAH Health Department34 stated that 82% of the

students were able to go back to school. This may

mean that the injuries did not result in a very

serious health outcome. Research showed first aid

given by the school nurse, was sufficient (18.3%). So,

it can be concluded from this that, if we have an

adequate number of nurses at schools, there will be

less absenteeism caused by injuries.

In the study, it was seen that the most common

action taken after the injury is giving first aid

(24.1%). The next is notifying the parents (17.8%)

and it is followed by being checked  by the nurse

(18.3%), returning back to the class (17.2%) and

sending to emergency 7.5% to the hospital, 4.9% to

the health centre, and 2.6% to private clinics (Figure

5).

The results that we obtained from the private

schools showed that 73% of the students were

checked by the school nurse after the injuries, and

42.5% were given the  first aid. The rate of being

checked by the school nurse is very low at state

schools because there are not enough nurses there.

Sillanpaa et. al22 found out in their study that 84% of

the students were given first aid by the school nurse,

while 13% were examined by the school doctor.

Three percent of the students were sent to hospitals.

In state schools, the rate of sending home (81.2%) is

remarkably higher that it is in private schools

Turkish Journal of Public Health Vol. 5, No. 2, 200754
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(18.8%). Moreover, the rate of sending the student

back to the classroom in private schools (61.9%) is

pretty higher than it is in state schools (38.1%) which

means sending to the emergency is lower.

These results have proved that when there is a

nurse in each school there will be less absenteeism,

restricted activities and being sent to hospitals.

Another result of the study is that,  in state schools

71.7% of the student’s parents were notified while

28.3% of the student’s parents were notified in

private schools. The rate is higher in state schools

because the first aid is given by the teachers and

they cannot decide how serious the injury is and

sent them to the hospital. This result is consistent

with the result that 71.4% of the state school

students were sent to hospitals, whereas 28.6% 

of the private school students were sent to the

hospital. 

In conclusion, learning about the epidemiology

of injuries makes it easier to take precautions. Such

epidemiologic studies are important to have a local

vision of injuries and to improve injuries prevention

programs. 

Preventing injuries require multisectoral

approach and structuring safe interactions among

the people, objects and environment of school.17,42

The public health approach to injury prevention

steps

* The first step is to determine the magnitude,

scope, and characteristics of the problem

(i.e. it is necessary to look at when, where, what

and how the injury happened).

* The second step is to identify the factors that

increase the risk of injury or disability

and to determine which factors are potentially

modifiable (i.e. understand how and why

injuries happen).

* The third step is to assess what measures can be

taken to prevent the problem, by using the

information acquired in step 2,  to design pilot-

tests and evaluate interventions.

* The final step is to implement the most

promising interventions on a broad scale42,43

Nurses should focus on three main targets while

performing the injury prevention programs; envi-

ronmental change, behavioral change and to inspect

and to form politics. To reach these targets, health

education, security education and providing the

guidance service for the students’ development

periods are recommended.1,17
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Introduction
Puberty is a corridor from childhood to adulthood,

which is in twilight. The rapid psychosocial,

physical and emotional changes observed during

this period are not always easy to respond to, not

only for adolescents and their families, but also for

their family doctors. Adolescents’ sensitivity

towards the changes in their own body, reluctance

of the families to transfer their knowledge and

experiences to their children, and false information

and beliefs existing among the population,

implicate the need for a severe consultation1. Ryan

et al. surveyed 159 early adolescent (mean age: 12.1

years) students and the main question of this survey

was, “What adolescents want to know about

puberty”2. They found that biological questions

concerning puberty predominated over psychosoci-

al topics, and that the gender, race or ethnicity, and

stage of development, determined the kind of

questions that early adolescents have about puberty.

It is clear that physical and sexual development

during adolescence has individual differences and

other factors than the wide range of age, ethnicity,

nutrition, body fat distribution, genetic, and socio-

economical factors, affect the changes during this

period3. With the dominant theme in early

adolescence being the biological process of pubertal

change, comprehensive sexual health education
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programs have the potential to positively influence

an adolescent’s experience, during both the physical

and psychological development, characterizing this

age period2. 

While the children move through adolescence,

families and school professionals look for help to

instruct and counsel them. Educational programs

will be more successful if adolescents are involved

in the planning of the content. Major medical

organizations recommend calls upon primary care

physicians, to provide comprehensive sexual risk

reduction counseling to adolescents. However, it

has been reported that physicians have many

concerns and barriers regarding adolescent sexual

counseling1.

Myths about puberty are common. These

misconceptions create needless anxiety in parents4.

If precise data were available regarding the pubertal

concerns, knowledge and perception of the

adolescents, it would be easy to prepare adolescent

sexual health education tools that optimize the

achievement of their goals. Because it was believed

that patient educational tools that provided patient-

specific risk information to the physician would

serve as powerful prompts1.  

This study was designed to explore to what

extent adolescents know about the physical changes

stimulated by hormonal changes occurring during

puberty, what are their prejudices and beliefs about

these physical changes, and how much gender, age

and educational-level of parents affect their level of

knowledge, prejudices and beliefs. 

Material and methods
The study design is descriptive. After a literature

search, 9 descriptive decision statements were

selected from among “the most generalized

definitions related to puberty” found in artic-

les4,5,6,7,8 (Table 1). Three of these statements were

mainly focused on physiological changes (stages of

sexual development), so they are accepted as

questions related to knowledge (S5, S6 and S8),

whereas 6 of them were more focused on

perceptions and myths (S1, S2, S3, S4, S7, S9). A

survey was prepared including these statements

and also socio-demographic variables. 

As a prerequisite, the research protocol was

evaluated by the Local Directorate of Education

under the governorship of Istanbul and it was

approved ethically.

A total of 374 students, in class 6 (age 10-11), 7

(age 11-12) and 8 (age 12-13) in two primary schools

on the Anatolian side of Istanbul, were asked to

answer the survey. Of  the 374 initial subjects, 349

generated a total of 9 statements.  From this 349, 13

subjects did not specify their gender, but answered

all the statements. For this reason gender based

analysis were performed on a total of 336 students.

Subjects ranged in age from 10 to 13 years, with the

mean age of 11.38±0.84 years. A total of 47% of the

subjects (age range 11-13) were from a private

school and 53% of the subjects (age range 10-12

except 0.5% 13 year olds) were from a public school.

Female students were 47.3% (n=159) of the study

population. Students were surveyed under supervi-

sion of researchers and schoolteachers. Informed

consents were given by the school directors after

learning about the aims and methodology of the

research. There were neither sex-education classes

or courses nor health education classes in these two

schools. 

In each school surveys took place at the same

time in all classes and applied to all students present

in the classes. Participants were told that they
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Table 1. Descriptive Decision Statements of the Survey (Istanbul, 2004)

No Statement Assessment

S1 Adolescence is a period of time in which childhood ends and transition to adulthood begins.7 True

S2 The changes that happen to our body hormones affect this period.5 True

S3 Puberty begins at the same age for every child.4,8 False

S4 It is an indication of a health problem if, during the period of adolescence, a child remains False
shorter then his peers.6

S5 Appearance of pubic hair is an indication that adolescence has begun.6 False

S6 Growth of breast signals the onset of adolescence of girls.6 True

S7 The beginning age of adolescence of girls has gone back to younger ages than it was in the past.6 True

S8 Menstruation signals the end of adolescence in girls.6 False

S9 It is risky for a young person to use hormonal drugs to solve his problems during pubertal False
development, even if recommended by a doctor.4



would not be asked to mention any private data,

and would be asked to mark these items as true or

false. An emphasis on “senses” more than knowled-

ge was made. Surveys that were not completely

filled were excluded from the final analyses. Written

notes, such as, “I do not know” or “I am not sure”

were accepted wrong as they were not sure about

the correct answers.  

All data were analysed using statistical package

SPSS for Windows, release 11.0. Comparisons of

categorical variables were analysed by chi-square

test and for interval variables t test w used. All

statistical analyses at the p<0.05 level were accepted

as significant. When the two schools were compa-

red, only 11 and 12 year-old subjects were included

in the analyses, since they were the only common

age groups in both of the schools. 

Results
Of 374 initial subjects, 349 generated a total of 9

statements. Thirteen subjects did not specify their

gender, but answered all the statements. They were

included in the analysis except the subgroup

analysis for gender. Information on age (years),

gender and parents’ educational status can be found

in Table 2.

Among the whole study population, the highest

percentage of correct answers were given for the

first three statements (94%, 88% and 86% for S1, S3

and S2 respectively) (Table 3). S5, S9 and S7 were the

statements known less by the adolescents (24%, 30%

and 35% respectively). According to the given

answers, there were statistically significant

differences between girls and boys for statements

S3, S6 and S8. Among girls there were more correct
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Table 2. Socio-demographical Properties of Study Population (Istanbul, 2004)

Total Private school Public school 

(n=349) (n=164) (n=185)

Sex (%)(male) 52.7 50.0 55.0

(female) 47.3 50.0 45.0

Age (year) (Mean(SD) 11.38±0.84 11.85 ±0.70 10.97±0.74

Age subgroups (%)

10 yrs (only from public school) 14.9 0.0 28.1

11 yrs 40.4 32.9 47.0

12 yrs 35.8 48.8 24.4

13 yrs (only from private school) 8.9 18.3 0.5

Maternal education (%) 56.4 74.5 17.8

(high school + university)

Paternal education (%) 65.9 80.0 35.7

(high school + university)

Table 3. Percentage of the Correct Answers and Their Distribution According to Gender 
(Istanbul, 2004)

Statements CORRECT INCORRECT p value

Boys Girls Total Boys Girls Total

n % n % n % n % n % n %

S1 164 92.7 151 95.0 315 93.7 13 7.3 8 5.0 21 6.3 >0.05

S2 148 83.6 141 88.7 289 86.1 29 16.4 18 11.3 47 13.9 >0.05

S3 148 83.6 148 93.1 296 88.1 29 16.4 11 6.9 40 11.9 0.007

S4 122 68.9 119 74.8 241 71.7 55 31.1 40 25.2 95 28.3 >0.05

S5 40 22.6 41 25.8 81 24.1 137 77.4 118 74.2 255 75.9 >0.05

S6 152 85.9 106 66.7 258 76.8 25 14.1 53 33.3 78 23.2 0.000

S7 64 36.2 55 34.6 119 34.7 113 63.8 104 65.4 217 65.3 >0.05

S8 107 60.5 127 79.9 234 69.6 70 39.5 32 20.1 102 30.4 0.000

S9 60 33.9 41 25.8 101 30.1 117 66.1 118 74.2 235 69.9 >0.05

Total number of subjects who specified their gender is 336 (boys = 177, girls = 159).
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answers for S3 and S8 compared to boys (p<0.05),

whereas boys answered S6 correctly with a higher

percentage than girls (p<0.05). 

When age differences were taken into considera-

tion, the answers given to two statements (S4 and

S8) were statistically significant among age groups

(p<0.05). For both of these statements, the percenta-

ge of correct answers was higher as the age got

older. As far as 11 and 12 year-old adolescents were

concerned, significant differences between the given

answers were detected for the statements S3, S4 and

S8 (p values 0.034, 0.005, 0.004 respectively). Among

the 11 and 12 year-old subgroup, there were

significant differences for S3, S6 and S8 between

girls and boys (p<0.05- S6 on behalf of boys and S3,

S8 on behalf of girls). When the same age group was

analyzed for schools separately, girls knew S8 better

than boys. In public school 81.5% of the girls

answered S8 correctly (p=0.004), whereas in private

school 79.0% of the girls answered the same

statement correctly (p= 0.042). There was no gender

difference in both schools for the answers of S3. 

The most well-known statements were S1, S2

and S3 in the private school and the public school. 

Table 4 presents the percentage of correct

answers according to type of school (only 11 and 12

years old students, n=266). S5, S9 and S7 were the

statements known less by the adolescents. The least

known statements were S5 in the private and S7 in

the public schools. 

When we allocate 1 point to each correct answer

of nine statements, we have a scale from 0-9 points

to evaluate the total score of the given correct

answers to the statements. The study group’s

overall level of the knowledge in terms of mean

value and standart deviaton was 5.88±1.27 points.

There were statistically significant differences for

total correct answer score between 10-11 (p=0.044)

and 11-12 years (p=0.009). As there was no data for

10 years in the private school, this significant

difference between ages 10-11 was thought to be

influenced by the 11 year-old subjects (Table 5).  

There were no stastistically significant difference

among the parental and maternal education groups

for total level of knowledge determined by mean

correct answer score (p>0.05).

Table 4. Percentage of the Correct and Incorrect
Answers According to Schools Among 11-12
years old students (n=266)   (Istanbul, 2004)

Private School Public School p value
n % n %

Q1 Correct 129 96.3 121 91.7 >0.05

Incorrect 5 3.7 11 8.3

Q2 Correct 122 91.0 110 83.3 >0.05

Incorrect 12 9.0 22 16.7

Q3 Correct 122 91.0 108 81.8 0.028

Incorrect 12 9.0 24 18.2

Q4 Correct 106 79.1 87 65.9 0.016

Incorrect 28 20.9 45 34.1

Q5 Correct 20 14.9 44 33.3 0.000

Incorrect 114 85.1 88 66.7 

Q6 Correct 98 73.1 106 80.3 >0.05

Incorrect 36 26.9 26 19.7

Q7 Correct 57 42.5 34 25.8 0.004

Incorrect 77 57.5 98 74.2

Q8 Correct 93 69.4 90 68.2 >0.05

Incorrect 41 30.6 42 31.8

Q9 Correct 28 20.9 46 34.8 0.011

Incorrect 106 79.1 86 65.2

Total 134 100 132 100

Table 5. Mean Score Differences between the Study Subgroups  (Istanbul, 2004)

Class Groups All Population Private School Public School

Mean ± SD t p Mean ± SD t p Mean ± SD t p

6 10 yrs 5.48±1.33 0.211 0.044 No data for 10 yrs 5.48±1.33 0.950 >0.05

11 yrs 5.52±1.26 5.68±1.20

7 11 yrs 5,52 ±1.26 2.627 0.009 5.25±1.33 4.248 0.000 5.68±1.20 0.456 >0.05

12 yrs 5,93 ±1.28 6.13±1.05 5.57±1.25

8 12 yrs 5.93±1.28 0.702 >0.05 6.13±1.05 0.967 >0.05 limited data for 13 years

13 yrs 6.38±1.22 6.36±1.24

Male 5.67 ±1.39 1.165 >0.05 5.98±1.23 0.649 >0.05 5.42±1.47 2.02 0.044

Female 5.84 ±1.17 5.86±1.21 5.82±1.13
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Discussion
As talking about puberty is a particularly sensitive

issue, and has special difficulties depending on

cultural differences, a limited number of statements

were included in this survey. However, our findings

yield to a number of conclusions. Primarily, female

adolescents’ knowledge about the physical changes

stimulated by hormonal changes occurring during

puberty was found to be more than the male

adolescents’. But the statement, “breast develop-

ment signals the onset of adolescence in girls” (S6)

was known better by males. It was also reported

that the impact of pubertal maturation on self-image

was qualitatively very different between the two

sexes9 and adolescent males had a more positive

self-concept related to physical appearance than did

the females10. However, in a Brazilian study11 the

level of knowledge about adolescence, puberty and

sexuality of females was found to be more unsatis-

factory. A Nigerian study which supported female

unawareness, showed that in a group of secondary

school girls 84% were not prepared for their first

menses12. Ryan SA et al, found out that early female

adolescents wanted to learn more about the opposi-

te gender and sexual dimorphism, and asked more

questions about puberty than males.2. Socio-cultural

factors may be responsible for this difference in

knowledge or in motivation to learn. In another

study made by Vicdan K et al in Ankara-Turkey

with girls between 13-18 years of age, 88.8% of the

participants wanted to have sex-education at

school13. Combining these findings with ours, we

may suggest two possible explanations of gender

difference with respect to knowledge: 1) girls are

more curious about puberty and their willingness to

learn makes the learning process easier 2) since

pubertal development is more likely to be in

advanced stages in females compared to their male

peers, this could be considered as a study sample

effect. On the other hand, breast development is the

major change of puberty for girls that could be

easily observed by boys, whereas for girls breast

development could be just one of the many changes

occurring during puberty and could be ignored

more easily. In a study conducted on early

adolescents puberty was defined as an emotional,

body and social experience. Most of the students

told that their primary source of knowledge were

their peers at school14. 

According to our results, the most well known

statements are S1, S2 and S3. It is important to

realize that the statement “puberty does not begin at

the same age for all children” is known very well by

early adolescents. Although they are certain about

the different pubertal timing for everyone, prior

research indicates that adolescents’ satisfaction with

body image and physical self is still related to

pubertal timing in peers. This may be accepted as

knowledge which is not yet sufficient to change the

adolescents’ behavior10,15. Education methods

which facilitate behavioral change may be used to

transfer the knowledge that normal puberty has

many benign variants. The anxiety of children and

parents can be relieved by recognizing this, and

unnecessary referrals may be avoided4. 

One of the least known questions was S5;

“appearance of pubic hair is an indication that

adolescence has begun”. Self-assessment of pubic

hair distribution was shown to imply a good

agreement with the doctors’ examination depen-

ding on the Tanner stages, to determine the pubertal

status16. Adolescents may be informed about pubic

hair distribution and its relation to pubertal deve-

lopment to improve their self reports. Although,

boys were known to under-rate their pubic hair

development8 more emphasis on boys’ education

would be necessary. Finally, five of the 9 statements

were answered correctly by at least 75% of the study

population. This showed a strong possibility that

our study population will benefit from sexual

education. It has been shown that sexuality educati-

on programs affect positively  the overall sexual

knowledge17. As a facilitating method, boys’ interest

in girls’ puberty (boys had more correct answers

related to S6 and S7) may be used to educate them

effectively,  on basic sexual issues. In a study by

Campbell and Campbell18, younger students (7th

graders) showed more interest in understanding

how their bodies are constructed and function.

These findings are not surprising when one consi-

ders that physical maturation, which highly incor-

porates visible changes, occurs primarily in early

adolescence. Taking into account these results, it

seems necessary to start education programs with

the physiology of counter-sex and then respective-

sex, to have their interest and to educate adolescents

about sexuality immediately, as they will be the

knowledge sources for peers. Training about social

skills and decision making about sexuality and

reproduction may be more appropriate after more

basic information has been provided19. Education

may also allow adolescents to follow their own



sexual maturation and reduce problem behavior in

early adolescence20. Ten-11 years of age seemed to

be beneficial for Turkish children to start sexual edu-

cation regarding the significant difference between

these age groups, and a piece of Turkish research

that reported onset of puberty as 11.6±0.15 years21. 

Not assessing pubertal maturation could be

considered as a limitation of this study. Besides

some studies showing that adolescents generally

tended to underestimate their stage of pubertal

development16,22, it was also reported that there is a

tendency among adolescents to overestimate their

pubertal development at early stages of maturation

and underestimate development at later stages23.

We were unable to determine the effect of pubertal

maturation on adolescents’ knowledge and percep-

tions relating to puberty. Besides in our study we

could not find any effect of parental education on

adolescents’ level of knowledge on puberty. A

possible explanation of this finding could be a small

sample size of the study or accumulation of parents

in the group of primary school graduates (71.5% of

mothers, 55% of fathers).     

Further studies are needed to provide basic

information about pubertal knowledge and percep-

tions, expectations and attitudes concerning

physiological areas and psychosocial topics regar-

ding age, gender, ethnicity and socio-economical

differences. Topbas M et al conducted a survey on

high school students,  about physical changes in

adolescent period and they concluded that the

problems arising in the adolescence period might be

solved by encouraging the young people to learn

more about their body changes that would occur24.

Studies to identify early adolescents’ anxiety and

experience about puberty and pubertal changes

may provide data to understand the behavioral

aspect of this life stage. The results of this study and

further ones about puberty and adolescent sexuality

will be the reference points for the curriculum

design of sexual education programs. 
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Introduction
It is the number one cause of all early and

preventable deaths. Three out of four smoking triers

become an addict.1 In the world; one out of every

ten deaths is due to smoking. If the tobacco

epidemic continues to rise, it is estimated that by the

year 2030, 1.6 billion people (90% of which were

from developing countries) will be smoking and

yearly deaths due to smoking will raise from 4.9

million to 10 million. Chronic illnesses and early

deaths due to cigarette smoking decrease the life

expectancy by 20-25 years.2,3

According to the Global Youth Tobacco Survey

(GYTS), in the results from 2004-2005, of adolescents

aged 13-15 years, 23.1% have already been

acquainted with cigarettes before the age of 10,

26.1% have tried smoking, and 9.8% smoke

regularly.4 According to the 2003 Turkey results of

the same survey, it was reported that 29.3% of the

students have tried smoking and 9.1% still smoke.

Of the triers, 29.5% were acquainted with cigarettes

before the age of 10.5 Surveys from Turkey report

different rates on prevalence of smoking, ranging

between 3.5% and 33.7%.1,6-11 Tot et al.12 have

reported smoking rates of 4.7% for 6th grade

students, 25.3% for 10th grade students and 38.3%

for university students in the city of Mersin. It is

estimated that 90% of smokers start smoking before

the age of 20 and addiction become established by
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Abstract
This study aims to present the prevalence of smoking among adolescents attending secondary schools in Mersin
city center and associated factors.
This school-based, cross-sectional study was performed in 2002. Eighteen schools were included in the study
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ed with increased rate of smoking among students attending junior high schools. On the other hand, for those
attending senior high schools, alcohol abuse, parental problems, older age, being subject to humiliation at school,
absenteeism, and higher CBDI scores were found as possible risk associated factors. 
As a result, the secondary school period is important since smoking addiction starts at these ages. Smoking rates
increase with school grade. Our children should be taught about the harms of smoking in their pre-school ages.
Key words: schoolchildren; smoking; risk factors; risk behaviors

a MD, Associate Professor, Public Health Department in Mersin University School of Medicine
b MD, Assistant Professor, Public Health Department in Mersin University School of Medicine
c MD, Assistant Professor, Public Health Department in Mersin University School of Medicine
d MD, Associate Professor, Child and Adolescent Psychiatry Department in Mersin University School of Medicine
e MD, Assistant Professor, Public Health Department in Mersin University School of Medicine
f PhD, Associate Professor, Bioistatistic Department in Karaelmas University School of Medicine

Correspondence:    

Resul Bu¤dayc›, Public Health Department in Mersin University School of Medicine, Yenisehir Kampusu, 33169 Mersin-Turkey

Tel. +90 (324) 3412815    Fax. +90 (324) 3412400    E-mail: rbugdayci@mersin.edu.tr



Turkish Journal of Public Health Vol. 5, No. 2, 2007 65

Prevalence of smoking

the age of 20.13 In their study Erbaydar et al.7 have

evaluated 6012 adolescents from 15 different cities

in Turkey and found the age at which smoking is

begun to be 12.3±2.5.

Adolescence is the period of life in which mental

and physical changes occur and individuals

encounter substances that have addiction potential

such as cigarettes and alcohol.14 At this age, in

which risky behavior is intense, it is difficult to give

up addictions.15 Sex, age, curiosity, risky behaviors,

desire to fascinate others, trying to act like adults,

failure at school or sports, acquaintance with

cigarettes at early ages, socioeconomic status of the

parents, living with step-parents, and having

relatives and friends with addictions play important

roles in one’s decision to start smoking.8,11,12,14,16-19

According to the results of 14 different studies on

adolescents performed in Turkey between 1993 and

2004, the rate of smoking is higher among the man

sex, high school students, individuals that can easily

have access to cigarettes, individuals that have

positive thoughts about smoking, and individuals

with smoking teachers and friends. It is stated that a

curriculum containing anti-smoking campaigns

would help reduce the smoking habit.20

The data of this study were gathered from a

multi-purpose study named ‘depression, violence

and substance addiction among students’ perfor-

med in Mersin, Turkey. Two different articles were

published from this study: “Prevalence and characte-
ristics of depression as Measured by the CDI in a
predominantly adolescent school population Turkey”21

and “Suicide attempts and risk factors among children
and adolescent”22 The present study evaluates the

prevalence of smoking, associated factors, and

changes in smoking trends with increasing grades

among adolescents in secondary schools of Mersin.

Materials and methods
Study procedure: This school-based, cross-sectional

study was performed in 2002 at primary education

junior high schools (6th, 7th and 8th grades) and

senior high schools (9th, 10th and 11th grades) of

Mersin. Official permissions were received before

the study from Mersin Governorate and Mersin

University Rectorship.

Sample size: There were a total of 81676 students

in 86 junior high schools and 36 senior high schools

in Mersin. Since previous studies had reported

smoking rates among children and adolescents in a

wide range, we decided to use smoking prevalence

of 50%. Using EPI 6 INFO software,23 it was

estimated that a sample size of 3946 will represent

the study universe with 99% confidence interval.

Sampling method: Multi-stage, stratified cluster

sampling was used to determine the study group.

At the first stage, schools were divided into three

groups as high, middle and low according to the

socioeconomic features of the region. At the second

stage, schools were selected randomly according to

the weight of each group. As a result, 12 of the 86

junior high schools and 6 of the 36 senior high

schools were selected. At the third stage, the number

of students form each school was determined

according to the total population of the schools.

Classes were randomly selected and all students 

in class were included. Considering the grades,

number of students from classes was selected

according to the weight of that class. 

It was calculated that a sample size of 4500 (5.5%

of the study universe) would represent the universe

most accurately. Due to absenteeism and unanswe-

red parent questionnaires, 244 students were exclu-

ded. Additionally, due to significant data deficiency

in their questionnaires, 113 students were excluded.

Overall, data from 4143 (92.1%) students were

analyzed. 

Questionnaire preparation: Two separate ques-

tionnaires were prepared for students and their

parents. In order to obtain more accurate informati-

on, no questions regarding personal identity were

asked. The student questionnaire consisted of

questions on the socio-demographic characteristics;

and cigarettes, alcohol or substance use. Additi-

onally, students were required to fill the Child Beck

Depression Inventory (CBDI). The CBDI focuses on

how the subject has been feeling over the past 2

weeks, and some items emphasize symptom inten-

sity over frequency or persistence. The validity and

reliability of the CBDI was approved by the Turkish

Health Ministry, and as a result of investigations

involving Turkish children, the cut-off point was

determined as being 19 for both genders.24

The parent questionnaire consisted of questions

on socio-demographic characteristics, cigarette,

alcohol or substance use, and the characteristics of

working life.

Students and parents were informed about the

study and their written consents were obtained.

Students were given parents questionnaire after

they filled their own questionnaire. The next day
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schools were visited again and parent questionna-

ires were collected. Questionnaires from the same

family were incorporated with same code number. 

State of smoking was determined as follows:

having smoked at least once (tried), at least one

cigarette per day (smoker/current daily smoker),

had never smoked in their life (non-smoker)

Statistical analysis: Descriptive statistics were

used to summarize the data. The relationship

between the age of smoking and sex was determi-

ned by Mann-Whitney U test. The relationship

between grade and smoking was determined by the

“χ2 for trend test”, associated factors leading to

smoking were analyzed by binary logistic regressi-

on (BLR) analysis.

Results
A total of 4143 students were included. Of these

2252 were men (54.4%). Of the students, 2557

(61.7%) were attending junior high schools, whereas

1586 (38.3%) were attending senior high schools.

The mean age of the subjects was 14.5_1.9 years

(ranging from 11 to 20). It was found that 1057

(25.5%) of the students had tried smoking and 404

(9.8%) were smokers. Smoking rate was 12.9% for

men and 6.0% for women (χ2=54.787, p=0.001).

Other demographic characteristics are demonstra-

ted in Table 1.

The age at which smoking had begun was

12.5±2.7 years. The mean age of starting to smoke

for men (11.9±2.8) was lower than that of women

(13.6±2.0) (p<0.001). The mean age of starting to

smoke for junior high school attendees (11.4±2.2)

was lower than that of senior high school attendees

(12.9±2.8) (p<0.001, Figure 1). 

The mean age of the father was 44.6±6.4, while

the mean age of the mother was 40.0±5.9. Almost

eighty percent of the fathers (78.2%) and 41.2% of

the mothers were defined as smokers (Table 2). 

There was an increasing trend in smoking rates

through classes. It was observed that the odd’s ratio

Table 1. Socio-demographic features of students (Mersin, 2002)

Features Mail Femail Total

Age *14.7_1.9 *14.4_1.9 *14.5_1.9
n % n % n %

Junior school (6-8th grades) 1371 60.9 1186 62.7 2557 61.7

Senior school (9-11th grades) 881 39.1 705 37.3 1586 38.3

Being failed in school yes 278 12.3 121 6.4 399 9.6

(Losing  a education year) no 1974 87.7 1770 93.6 3744 90.4

Punishment at home; yes 753 33.4 541 28.6 1294 31.2

no 1499 66.6 1350 71.4 2849 68.8

Beaten at school; yes 935 41.5 676 35.7 1611 38.9

no 1317 58.5 1215 64.3 2532 61.1

Junior high school

Smoking smoker 124 9.0 23 1.9 147 5.7

tried 176 12.8 81 6.8 257 10.1

never 1071 78.2 1082 91.2 2153 84.2

Alcohol drinker 209 15.2 105 8.9 314 12.3

never 1162 84.8 1081 91.1 2243 87.7

Substance tried 28 2.0 6 0.5 34 1.3

never 1343 98.0 1180 99.5 2523 98.7

Senior high school 

Smoking smoker 166 18.8 91 12.9 257 16.2

tried 227 25.8 169 24.0 396 25.0

never 488 55.4 445 63.1 933 58.8

Alcohol drinker 413 46.9 290 41.1 703 44.3

never 468 53.1 415 58.9 883 55.7

Substance tried 39 4.4 17 2.4 56 3.5

never 842 95.6 688 97.6 1530 96.5

*; mean±Sd



value for smoking was increasing two-fold every

year between the 6th and the 9th grades. During the

10th and the 11th grades, this OR maintained its level

without an increase (p<0.001, Table 3).

BLR analysis was used to evaluate the associated

factors with smoking. For students attending the

6th, 7th, and the 8th grades, age, alcohol abuse,

substance addiction, father’s smoking, domestic

discipline type of punishments, parental problems,

man sex, father’s age were found to be the associ-

ated factors. On the other hand, for those attending

the 9th, 10th, and the 11th grades, age, alcohol abuse,

parental problems, unemployed mother, being

subject to humiliation at school, absenteeism, 

and higher CBDI scores were found to be the

associated factors (Table 4).

Discussion
Lack of a national surveillance program and a

national database restricts generalization of the

study results and impedes the understanding of the

real extent of the tobacco epidemic. According to the

2004 - 2005 results of the Global Youth Tobacco

Survey (GYTS), the smoking rate among adoles-

cents is 9.8% worldwide. This ratio increases to

16.2% in the region of Europe, which includes

Turkey.4 According to the 2003 results of the GYTS,

9.1% of the students in Turkey smoke.5 In our study,

we found this ratio as 9.8%. This ratio is the same as

the world average. However, it is much lower than

the ratio in Europe (%16.2). 

Palanci and Saka have reported,25 the prevalence

of smoking as 5.8% in junior high schools and 23.7%

in senior high schools. Bilir et al.1 have reported

these ratios as 3.5% and 28.3%, respectively. Tot et

al.12 have performed a study in Mersin and reported

that the smoking prevalence increases from 4.7% at

Turkish Journal of Public Health Vol. 5, No. 2, 2007 67

Prevalence of smoking

Figure 1. Age of onset of smoking in students
according to their level of education and 
gender (Mersin, 2002)

Table 2. Socio-demographic features of parents
and families (Mersin, 2002)
Features
Father
Age 3054 *44.6_6.4

n %
Education; <8 year 1305 42.6

≥8 year 1761 57.4
State of smoke; smoker 2378 78.2

non-smoker 661 21.8
Alcohol; drinker 1171 39.3

non-drinker 1812 60.7
Employment state; 

unemployed 461 15.0
employed 2607 85.0

Mother
Age 3164 *40.0_5.9

n %
Education; <8 year 2019 63.4

≥8 year 1164 36.6
State of smoke; smoker 1310 41.2

non-smoker 1868 58.8
Employment state 

unemployed 2627 83.1
employed 535 16.9

Socioeconomic states
Family income monthly;

minimum wage ≥ 1632 56.8
minimum wage < 1242 43.2

House ownership state;              no 1034 32.4
yes 2154 67.6

*; mean_ Sd

Table 3. Smoking trend through classes
(Mersin, 2002)

Smoker Non-smoker

Grades % % OR %95 CI p

6th 21 2,4 850 97.6 1.00

7th 49 5,5 836 94.5 2.37 1.41- 3.99 0.001

8th 77 9,6 724 90.4 4.31 2.63- 7.05 0.000

9th 124 17,6 579 82,4 8.67 5.39-13.93 0.000

10th 71 14,9 406 85,1 7.08 4.29-11.68 0.000

11th 62 15,2 344 84,8 7.30 4.38-12.15 0.000

Chi Square for Trend; _2=121.3, p=0.000
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6th grade to 25.3% at 10th grade. In our study, the

rate of smokers was found as 5.7% for junior high

school students and 16.2% for senior high school

students. These results are concordant with the

current literature. The striking common point of

these studies is that the ratio of smoking among

senior high school students is 4 - 8 fold higher than

that of junior high school students.

According to the “risky behavior among youth”

2003 report of the Center for Disease Control and

Prevention (CDC), there is no difference between

men and women regarding smoking.26 This equality

is not the result of the decrease in smoking ratios

among men; on the contrary, it is the result of the

increase in smoking ratios among women. The

higher smoking ratio among men in Turkey is

believed to be the result of the differences in

traditional socio-cultural characteristics.6,7,9-11,18,27-

29 According to the global youth tobacco survey’s

2003 Turkey results, 11.9% of the male students 

and 5.0% of the female students regularly smoke.5

These ratios are 25.3% and 17.4% for the boys and

the girls attending secondary education schools in

Edirne, respectively.11 Erbaydar et al.7 reported that

men smoked twice as much as women. In their

study, Uçar et al.30 found smoking ratios for men

and women attending secondary education schools

as 11.4% and 3.8%, respectively. The present study

also demonstrates that men smoke almost twice as

much as women (p<0.05). 

Table 4. Factors associated with smoking among junior and senior High School Students (Binary
Logistic Regression Analysis) (Mersin, 2002)

Junior High Schools Senior High Schools
n _ OR 95% CI p n _ OR 95% CI p

Student age (1 year of age) 2557 0.762 2.142 1.60-2.86 0.001 1586 0.228 1.257 1.01-1.55 0.035

Sex 
(baseline: female)
Male 786 0.705 2.025 1.06-3.84 0.031 532 0.290 1.336 0.88-2.02 0.170

Drinking of alcohol 
(baseline: no)
Yes 167 0.955 2.598 1.24-5.41 0.011 417 1.269 3.558 2.17-5.82 0.001

Trying addicting substance
(baseline:no)
Yes 18 0.995 13.855 3.92-48.95 0.001 29 0.568 1.764 0.66-4.65 0.252

Punishment at home
(baseline:no)
Yes 525 0.904 2.468 1.40-4.35 0.002 244 0.273 1.314 0.84-2.04 0.225

Exposed to mockery at school
(baseline:no)
Yes 773 -0.104 0.901 0.29-2.74 0.855 523 0.121 1.900 1.13-3.17 0.014

Discontinuity to school
(baseline: no)
Yes 2557 -0.004 0.996 0.91-1.08 0.933 1586 0.180 1.197 1.11-1.28 0.001

High depression point
(baseline: no)
Yes 2557 0.024 1.024 0.97-1.07 0.298 1586 0.043 1.044 1.01-1.07 0.011

Conflict with parents
(baseline:no)
Yes 196 0.915 2.497 1.26-4.92 0.008 753 0.669 1.952 1.23-3.08 0.004

Father’ smoking
(baseline:no)
Yes 1177 1.653 5.223 1.86-14.59 0.002 763 0.095 1.099 0.66-1.80 0.709

Father age (1 year of age) 1849 0.062 1.064 1.00-1.12 0.032 1205 -0.004 0.996 0.94-1.04 0.884

Employed mother
(baseline: employed)
Unemployed 1308 -0.004 0.996 0.34-2.84 0.994 747 0.711 2.036 1.14-3.63 0.016



Adolescents who do not try smoking during

high school training usually do not start to smoke in

the later periods of their lives.31 For this reason, the

age of getting acquainted with smoking is very

important. According to the GYTS 2004-2005 results,

23.1% of adolescents were acquainted with

cigarettes before the age of 104. The age of starting to

smoke in our country was reported as 12.39±2.5

years by Erbaydar et al.7 13.2±2.7 years by Çelik et

al,9 13.2±2.7 years by Karl›kaya et al,10 and 13.02±2.7

years by Yorulmaz et al.11 In our study, the age of

starting to smoke was found to be 12.5±2.7 years,

similar to the other studies. Age of start to smoking

was smaller among junior high students than that of

senior students; this may indicate an earlier start of

smoking in young generation. Considering these

facts, the fight against smoking should target

primary education.

According to the “risky behavior among youth”

2003 report of CDC, 15.5% of the students smoke

regularly in the USA and this ratio is increasing with

grade.26 Lloyd-Richardson et al.32 have studied

20747 adolescents between the age of 12 and 18 and

reported that the behavior of “trying” to smoke

progresses to “intermittent” or “regular” smoking

from the 7th grade to the 12th grade. Other studies

and the present study also verify this finding with

similar results.19,26,28,29 In our study, the rate of

smoking doubles each year after the 6th grade. This

rate maintains its level at the 10th and the 11th

grades, and this can be interpreted as the period of

establishment of the addiction.

A higher age of the student is an important risk

factor increasing the rate of smoking.7,9,17,18,26,27,33

After BLR analysis, the higher age of the student

increases the risk of smoking 2.1 old in junior high

school and 1.2 old in senior high school. The

influence of the age on smoking ratio decreases after

the 9th grade. One of the explanation would be that,

this is the result of establishment of the addiction.

In our study, various individual and familial

factors were found to increase the rate of smoking in

students attending to secondary education (Table 4).

Many studies have demonstrated that having

parents and siblings who smoke, increases the drive

by adolescents to try or start to smoke.7,18,19,27,29,34

In our study it was demonstrated that smoking rate

was higher among junior high school students who

has smoker fathers; however, this relation was not

found among senior high school students. 

While parents’ care toward their children

decreases the inception of smoking,35 parental

problems increase it.6 In our study, the presence of

parental problems was found as another important

factor for both junior and senior high school

students. Domestic discipline type of punishment

increased smoking 2.4 times in junior high school

students, whereas being subject to humiliation at

school increased smoking 1.9 times in senior high

school students. These situations indicate that the

adolescent is affected by domestic issues at younger

ages and by issues outside the household at older

ages.

In a study conducted in Indonesia on male

adolescents, it was reported that students who

skipped school, smoked 1.8 times more and

students who were late for school smoked 2.3 times

more.17 Similarly it was found in our study that

adolescents with absenteeism smoked 1.2 times

higher in the high school years. It is believed that

performing a forbidden behavior encourages per-

forming another. Abuse of alcohol and addictive

drugs increased the rate of smoking in adoles-

cents.28,36 It was found in our study that trying

addictive drugs was a factor which increased

smoking in junior high school students, whereas

alcohol was a similar factor both in junior and senior

high school students.

Tercyak et al.37 detected high depression scores

in smokers in a study in which they evaluated

smoking and depression symptoms by The Center

for Epidemiologic Studies-Depression Scale (CES-

D). Similar results were found in our study.

Protection of the adolescent from depression at

home and at school will decrease the number of

adolescent smokers. To oppose the detected risk

factors, we recommend that parents decrease their

smoking and manage parental problems, whereas

we recommend schools to increase social and

psychological back-up, and employ full-time health

personnel at school for preventive medical services.

Conclusions
The results of this study showed that junior high

school and senior high school periods are extremely

important regarding the behavior towards smoking.

A lifestyle without smoking should be imposed on

children in the preschool period in the context of

basic health behaviors. 
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Introduction
The World Health Organisation (WHO) defines

disaster as “situations and events, which have

sudden, serious and unexpected results on public

health”1. A disaster is an event that occurs suddenly,

unexpectedly, and uncontrollably, that is catastrop-

hic in nature, involves threatened or actual loss of

life or property, disrupts the sense of community,

and often results in adverse psychological

consequences for the survivors2. Disasters have

deep impacts on the social and psychological

behaviours of society3. Experiencing a disaster is

one of the most serious traumatic experiences one

might face. Disasters have important short-term and

long-term effects on the mental health of the people

who lived the experience. 

Many studies confirm that mental health

problems would be expected to emerge immedi-

ately after natural and technological disasters. A

panic situation would appear in a few minutes

immediately after catastrophes. Panic reaction can

be seen more in crowded places and/or buildings

and closed environments. In some cases, there

would be confusion accompanied with fear and a

sense of helplessness. Within a few hours, a

common psychological reaction would emerge in

many cases. The main features of the reaction

include spending extraordinary efforts to do

something, trying to communicate and contact with

close relatives and friends and joining spontane-

ously to life saving works. Social barriers as well as

psychological barriers, which control and even

restrict the behaviours of persons, disappear under

such circumstances4,5. The psychological problems

developed after catastrophes, include particularly

posttraumatic stress disorder, depression, neurosis,

alcohol dependency (alcoholism), anxiety and

somatisation can be mentioned. In many cases,

depression is accompanied by insomnia, bed

Assessment of Mental Health of Earthquake Victims

with GHQ-28 Just After the Earthquake
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Turkey has experienced a powerful earthquake with a magnitude of 7.4 on 17 August 1999 with severe damage
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wetting in children (nocturnal enuresis), anxiety

and psychosomatic disorders (e.g. palpitation,

sweating, and dyspnoea)3,4,5.

One of the most severe and destructive earthqu-

akes in Turkey occurred on 17 August 1999, at 3.02-

a.m. local time. It struck almost the whole Marmara

region where approximately 25 per cent of the

Turkish population (16 million) live and it caused 6

per cent reduction (shrinkage) in the Turkish

economy6. The region itself had a high population

density and urbanisation rate. There were 17,480

casualties and 43,953 injuries as a result of the

Marmara earthquake with severe material damage

and losses: 3,891 people died and 5,180 persons

were injured during the earthquake in the province

of Sakarya where the study was conducted7.

The people who experience earthquakes often

have emotional and/or psychological problems and

these problems generally last for many years. This

study was carried out 3 months after the earthquake

and aimed assessing the mental health status of the

people who lived in temporary field settlements

formed in the region after the earthquake. But,

during the data gathering stage, on 11 November an

earthquake with a magnitude of 5.7 and on 12

November another earthquake with a magnitude of

7.2 occurred in the region: 845 people died and

nearly 5000 persons injured and these new

earthquakes caused a significant panic and fear in

the settlements like all other places of Sakarya, in

which the research was done. 

These unexpected new disasters caused a change

in study objectives and the study aimed to define

the mental health status of victims with 28-item

General Health Questionnaire (GHQ-28) just after

the earthquake. The GHQ-28 has been used in

evaluating post-traumatic stress following a variety

of disaster situations8,9.

Material and Method
Following the 17 August Marmara earthquake, 

42 temporary field settlements of tents were estab-

lished in the province of Sakarya where 27,900

persons were sheltered in the city centre in a total of

6,836 tents. A descriptive research study was

conducted in two newly formed temporary field

settlements in the same district 3 months after the

earthquake. Out of 202 tents, residents of 164 tents

(%81.2), that could be reached and accepted to

participate in the study were all included. Only one

person, older than 18 years of age whom could be

easily communicated with, was selected from each

tent. This person was interviewed, using a standard

questionnaire that consists of questions about socio-

demographic information, as well as a GHQ-28.

The standard questionnaire included questions

about socio-demographic features of the person

interviewed, loss of close relatives and friends,

injuries in his/her family due to the earthquake and

material losses and damages they faced after the

earthquake. 

The GHQ-28 is a short and practical screening

test, which can be easily applied outside psychiatry

clinics and in collective community screenings in

different countries. It aims at measuring mental

health status of people in their last 15 days and

identifying disorders that could not be diagnosed

for a specific illness10. The GHQ-28 was found to be

a valid instrument for defining the presence of

psychiatric disorder in a disaster-effected commu-

nity11. The validity and reliability of the GHQ-28 is

also tested and have been used in many settings in

Turkey12. Individuals who scored 5 or more on this

test were classified as a “case” with mental health

problems in our research10. 

Statistical analysis included frequency and

percent distributions; bivariate analysis using chi

square test or Fisher exact chi square test, as

appropriate. We also computed odds ratio and 95

percent confidence limits using multivariate logistic

regression analysis. Backward elimination method

was used to select statistically significant predictors

of GHQ score, at alpha=0.05. All covariates that

were found significant in bivariate analysis (sex,

education status employment/work status, self-

reported loss of relatives/friends in the earthquake,

self-reported material loss and damage) and age

were tested in models as predictors of GHQ score,

and/or as potential confounders. SPSS Version 10.0

statistical software package was used for analysis.

Results 
Age distribution of the interviewed persons in the

study ranged between 18 and 75 years old and their

mean age was 41.2 years. When distribution of

persons in the two settlements was examined by

their sex, 59.8 percent of them were female, while

40.2 percent was male. As regards to their education

level, those who were primary school graduates

constituted half of the study population and the
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second largest group was those who were secon-

dary school graduates (15.2%). Of the interviewed

persons 18.9% had lost a relative and 7.9 % of them

had an injury during Marmara Earthquake. Almost

all families (92.7%) had lost their monetary; nearly

half of houses were destroyed. Even those, who had

no damage in their apartments/houses and were

capable of using their housing facilities in daytime,

were using tents at nights due to fair that the

earthquake might repeat,.

The mean score for the interviewed persons on

the GHQ-28 was 12.75 ± 7.36, and the values ranged

between 0 and 24. Within this framework, 79.3 % of

the interviewed people scored 5 or more on the

GHQ-28. 

Data analysis revealed a statistically significant

relationship between scores on the GHQ-28 and the

socio-economic background of the people. (i.e.,

education and employment status, the loss of

relatives and the material damage experienced

during the earthquake of the interviewed persons)

(Table 1). The proportion of individuals with scores

of 5 or more on the GHQ were 8.77 times higher

among females and 2.63 times higher in the

illiterate/literate/primary school graduate group

(Table 2).

Discussion
People may be under shock immediately after

earthquakes. After this immediate shock, they

experience strong emotional feelings such as fear,

concern and anxiety, guilt, regret, anger, pessimism,

panic, nervousness, resentment, helplessness and

shame. These reactions may follow each other and

change in time13. In addition, posttraumatic stress

disorder may arise in people who face a seriously

threatening event. 

The percentage of mental health problems in

society during extraordinary times such as disasters

is expected to increase. In this research, 79.3 per cent

of the study group had some mental health

problems immediately after the earthquake. The last

two earthquakes might have had the highest

percentage of the mental problems. The mean GHQ-

28 score in the whole country is 1.37 (0.86 in males

and 1.60 in females)14; whereas GHQ-28 scores in

various risk groups vary between 2.42 and 6.27 in

the studies of ordinary times15. When the values are

evaluated, it is evident that the GHQ-28 scores

obtained in the study are much higher than the

country average and risk groups’ average. It is

known from the different studies that GHQ-28

scores of the residents in a disaster area were

markedly higher than control groups16,17.

Furthermore, all studies done in the earthquake

regions indicate that psychological (mental health)

problems constitute a considerable part of the

reasons for individuals applying to a health

institution18.  

In the research, a score of 5 or more, i.e. those

mostly to have a psychiatric problem was 8.77 times

more likely in females than males. Almost half of the

males (42.4 per cent) in the group got less than 5,

while 93.9 per cent of the females got point 5 or

more, in 28-item GHQ scores. It may be concluded

that nearly all of the women were affected.

Similarly, in different studies, it has been found that

psychological problems are much higher in female

population than in males17,19-21. In a survey with its

two sequential phases conducted after 10 weeks and

16 months after the 1995 Dinar Earthquake (Turkey),

females on average were found to report more

emotional distress. Moreover, signs and symptoms

such as stress, somatic signs, depression, phobic

anxiety, fury and tension were observed more in

females than males and stress levels of females were

significantly higher than males’ levels22. In spite of

similar results and statistically significant rela-

tionship between sex and GHQ 28 scores, it should

not be ignored that 3 out of every 5 males had scores

that could be considered as a “case” in the research

(Table 1). 

Another factor affecting the GHQ score was

educational status of the person. The risk in the

illiterate/literate/primary school graduate group is

2.63 times higher than that in individuals with

secondary school or higher education. The outcome

was that high GHQ points generally belong to the

persons who have low education status as in other

some studies17,19,21. Thus, the GHQ scores decrease

as the education status of people gets higher. In

different studies it was revealed that education is an

imported factor affecting mental health. High ratio

of simple depression, general anxiety, hysteria,

somatic signs of concern and depression are seen in

the persons who have no education23. GHQ scores

show a negative relationship with educational

qualification and uneducated group have 2.16 (1.45-

3.23) times greater risk of a high GHQ than those

educated for 12 years or more24.
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Table 1. Distribution of the GHQ-28 Scores Characteristics Of The People Living In Temporary Field
Settlements After The 17 August Marmara Earthquake (Sakarya, November 1999)

28-item GHQ

5< 5≥

n % n %

Sex 31.60 <0.05

Male 28 42.4 38 57.6

Female 6 6.1 92 93.9

Age Groups (year) 6.55 >0.05

15-24 5 21.7 18 78.3

25-34 8 20.5 31 79.5

35-44 8 17.4 38 82.6

45-54 9 39.1 14 60.9

55≥ 4 12.1 29 87.9

Education status 20.23 <0.05

Illiterate/literate – – 22 100.0

Primary school graduate 12 14.6 70 85.4

Secondary school graduate 12 48.0 13 52.0

High school or more graduate 10 28.6 25 71.4

Employment/Work status 7.29 <0.05

Yes, employed 13 37.1 22 62.9

No, unemployed 21 16.3 108 83.7

Loss of relatives/friends in the earthquake 4.74 <0.05

Yes 2 6.5 29 93.5

No 32 24.1 101 75.9

Material loss and damage 6.75* <0.05

Yes 28 18.4 124 81.6

No 6 50.0 6 50.0

Total 34 20.7 130 79.3

* Fisher exact chi square test

Table 2. Associations between the GHQ-28 and Sex and Educational Status in People Living In
Temporary Field Settlements After The 17 August Marmara Earthquake (Sakarya, November 1999)

28-item GHQ 

5< 5≥

n % n %

Sex 

Male 28 42,4 38 57,6 1,00*

Female 6 6,1 92 93,9 8,77 3,27-23,48

Educational Status

Illiterate/Literate/ Primary School 12 11,5 92 88,5 2,63 1,10-6,33

Secondary School and More 22 36,7 38 63,3 1,00*

* Reference category

χ2 p

Odds
ratio

%95 Confidence
Interval
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According to the results of the chi-square

analysis, employment situation, loss of relatives &

friends and material damage and losses were

determining factors for being included into “high

risk” group with respect to their 28-item GHQ

scores in the research group. It is stated that,

disasters had a deeper psychological impact on

individuals if society could not provide sufficient

physical and emotional support for victims5,25.

Facing and/or experiencing the possibility of death,

seeing many dead and injured people, losing

relatives and friends, material damage and losses as

well as unemployment, are reported as the most

influential factors in arising individual reactions

towards trauma25,26. These findings are similar to

some other studies17,19,21 but were not significant in

multivariate logistic regression analysis. The sample

size of the study can cause some limitations, leading

to a Type II error. It is noteworthy that this study

was designed as a descriptive study, thus, may

provide “limited” evidence in studying the associ-

ation between potential risk factors and GHQ-28

score status of study participants. Thus, analyses

should be interpreted as “hypothesis-generating”,

rather than “hypothesis testing” and further studies

are clearly warranted to confirm our findings in

analytic studies of larger populations. In conclusion,

this study, as well as all the previous studies, clearly

showed to what extent mental health status of the

society could be deteriorated after a series of

earthquakes. Some chaos inevitably followed catast-

rophes as it was observed during the two earthqu-

akes. During the last decade, Turkey has experienced

many significant earthquakes since its geography

occupies an earthquake belt/zone. For this reason, a

variety of studies on different topics, including

mental health status of earthquake victims, have

been carried in the earthquake regions over the last

10 years. One of the most important findings from

these studies is that these people who have mental

health problems need to be informed that their

psychological symptoms are natural reactions of

people who face this kind of disasters. Better prepa-

redness and use of data from previous disaster27

could be used to avoid from mental affects of

disasters. On the other hand, psychological support

and mental health services are generally missing

part of emergency health care services provided at

supply in those chaotic times. Psychological support

should be integrated into the basic health care

service package provided after catastrophes. 
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SHORT REPORT

1. What is Advocacy?
According to Oxford Advanced Learners’ Dicti-

onary of Current English, advocacy is explained as

“pleading in support (of a cause or somebody)” and

advocate means “person who speaks in favour of

somebody or something1”. 

In another dictionary, advocacy is the act of

advocating support, the act of pleading for. In the

same dictionary, advocate is explained as the one

who publicly supports or urges2,3. However, nowa-

days, there are also definitions which handle

advocacy in political and social views. One of the

most frequently used is that advocacy is the process

which effects the policies. In Bond Guidance Notes

Series 3, advocacy is the process to use the

knowledge strategically in order to change the

policy that will affect the life of disadvantageous

people who are not in the administrative state4.

Advocates are the ones who are gathered by the

meaning of vision and mission6. The advocates and

the volunteer organizations that they form aim to

make some revolutions in economical, political,

social and cultural structure to reach the ideal world

that they define as the necessity of their existence.

Their main purpose is to create the social transfor-

mation that removes this problem5. 

2. Principles of Advocacy
Advocates and their organizations should encoura-

ge the decision makers about making laws and

executing them, by taking their attention to the case

they defend about the politics which approach

positively to their case. 

Social justice advocates can play a role in helping

amplify other people’s voices, as well as organizing

people so they become their own confident advoca-

tes6. They lead people to define their problems and

aims and determine their strategies based on their

needs and wants. In other words, they make them

realize their power and use it to affect the decision

making process. Nevertheless, it is not too easy to

make people participate in the decision making

process. It needs a planned, disciplinary and long

term effort. 

To reach the highest point for advocacy, a set of

core values that is believed to create an innovate
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learning organization is identified. The acronym-

THE RAMP- symbolically means reaching greater

heights.

a. Transparency: Members of both the leaders and

the others that take place in social justice

advocacy should be transparent in relationships

both with each other and with the other

organizations especially with the decision

makers. 

b. Hope: Advocates and the other people they work

with should believe that people’s advocacy

efforts will create change. 

c. Exchange: In advocacy movements exchanging

the missions among peers and colleagues should

be realized. Everyone has something to offer and

share with the others. 

d. Respect: In advocacy organizations, people

should respect for members and leaders alike,

given in one-on-one relationships and in group

settings.

e. Affirmation of people doing the work. This

means not only the leaders, but also those who

provide administrative and logistical support,

and those who are relatively inexperienced

should be supported. 

f. Modeling, People taking place in advocacy

organizations should be setting a good example.

They should be true to their words.

g. Pragmatism. Actions are based on long-term and

short-term objectives that are realistic, achievable,

and practical6.

3. What is the Strategy of Advocacy
and How it is Planned?
When embarking on a journey, planning the trip

and directing its course is necessary. Travellers

move forward, consulting maps or other sources

that inform them about what is ahead, and keeping

a fixed point- a mountain peak, the stars, or a

compass heading- a  reference for guidance along

the way. Advocates especially the initiators of action

should develop strategies to protect and improve

their goals to take them to the target, like travellers.

From this point strategy planning in advocacy is just

like trip planning6.

When framing an overall approach to strategy

planning we introduce the steps that orient

advocates to the process of navigating among the

tools, resources and knowledge that they have at

hand. The first questions to be answered by any

advocacy effort should be; what do we want? What

are our goals? The objectives for the advocacy

campaigns should be multi-dimensional. Small

changes occur simultaneously, ultimately building

towards long term, transformative change. If the

changes take a long time, people can lose their

motivation. Advocates should focus on the problem

at local, national and international level. To build a

strategy about a subject, there must be integrated

approach and general view. In other words,

structure of the subject should be defined. While

defining these, some questions can be asked, 

such as:

Who are we? Why are we doing this work? What

are our values? What perspectives and identities do

we bring to our work? Do we represent someone

besides ourselves? If so, what is our accountability

to these people? Do we have good relationship with

the decision makers’? What are our sources of

legitimacy and credibility? What are our sources of

power? What risks do we face6? 

Another group of questions can be arranged as:

What are our sources? How can we use our sources

effectively? What do we need to improve? From the

answers of these questions, deficiencies should be

determined and completed. How can we start? Who

can give this to us? In this way, the people and the

institutions that are needed to activate should be

determined. By gathering appropriate people, short

term objectives should be determined and in other

words, to reach long term objectives, a strong

foundation should be formed6.

Most of the time, advocates think that they are

not the dominant side in the relationship between

the decision maker about the power relation. There

are myths about power in everybody’s minds6. For

instance; the other side/they have the power etc.

Nevertheless, power is a concept that can change. It

can be infinite, unregistered, shared or limited.

Moreover power balances are also dynamic and can

change abruptly (immediately). It is not guaranteed

that the person/institute that have power today will

have it tomorrow. Advocates know from their

experiences that power is not given, but it will be

taken at the end of a certain resistance and struggle.

The other two questions that should be thought

while improving the strategy are; Where are we?

Where are we going to? Advocacy is mostly based

on creating awareness. The place and the situation

that the advocates are in, should be assessed and

then the next step should be chosen. These
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assessments should be made frequently along the

whole process and then the next step should be

considered. 

Advocates often struggle with questions of

effectiveness. They think about “How do they plan

better; how do they deliver their message more

powerfully?” In seeking to be more effective, the

answer may lie not in “how”, but in “who”. The

person who has the leadership role should have

some certain properties. The leader should be

visionary, strategy expert who can estimate of

people, be experienced, and outside sparkling. 

4. Research for Advocacy
Advocates should have a good knowledge about the

subjects they defend. In some cases, it is not easy to

reach enough information and data. Moreover, in

some cases, information and data are hidden

intentionally. For this reason, one of the best ways

for the advocates to have enough information and

data, is doing research for advocacy. The difference

between the researches for advocacy and the other

researches is that, these researches are not only done

for the purpose of taking the attention to the

problem and supporting it, but also for the purpose

of changing the policies and laws about the subject.

While planning the research for advocacy, there

are some questions that must be kept in mind. These

are: What is the problem? What policy goal does this

research address? Is this research appropriate for the

policy goal? Will the research be done in time to

meet the policy objectives? How will the results be

used to advocate for that policy goal? Are there any

other (cheaper, easier, more effective) ways to get

the same results6?

Types of Research for Advocacy;

Opinion Polls/Surveys: Opinion polls can be useful

to show the general public support and knowledge.

Generally the objective is to gain the public support

for the actions that is realized against the problem

and to activate the ones that make the laws. If the

public is not supportive, then it is the advocates’

task to educate people about the importance of the

subject. 

Economic research: The researches like, cigarette

consumption per capita and its costs, health care

costs for the cigarette-attributed illnesses are the

examples of economics researches. These researches

are used to convince the public and politicians. 

Qualitative Research: To determine the quotes

and interesting stories from the real life and to show

them to the public by the help of media are some

examples for the qualitative researches. The story of

a person who has lost his leg and then his job

because of tobacco consumption can be a good

example for it.

At the end of all researches, the report that will

be prepared and presented should be short and

include charts and graphs that illustrate the

findings. While explaining the results, attractive

sentences should be used in the report. It should

focus on the subject and be objective, rather than

give detailed information. Where, how, to whom the

presentation which will be made is as important as

the preparation of the research report. First of all,

the report including the results of the research

which was prepared at the end of the research,

should be directly presented to the policy makers.

While presenting the report, one of most frequently

used and beneficial method is to hold a press

conference by inviting well-known people in the

field covered by the research. The members of the

press should be invited to come to the meeting to

discuss the results. A press release and fax which

explain the importance of the subject and research

should be written to various media6.

5. The Organization of Advocacy
and Establishing Coalitions
In the advocacy movement, advocacy coalitions

have an important role. Coalition means strength

not only in numbers and diversity but also in

cohesion and solidarity. In coalition, workload and

resources are shared and a micro-model of a just,

decent society can be created. For this reason, every

advocacy movement should think it important to

find partners/form coalitions and should struggle. 

Coalitions exist for joint actions. To reach a

specific goal, members invest significant resources,

share decision making power and coordinate their

strategies, messages and action plans. In addition to

a common interest, coalition members must share a

high level of trust. 

As starting the coalition, each group should

discuss these questions and share the answers with

other groups that they form the coalition. These

questions are: Who are we? Whom do we each

represent? Why do we care about the issue? Why do
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we need or want to join the coalition? What is our

objective? What is our perspective-individual and

organizational? What are our resources? What can

we do? What are our strengths and limits? In the

same way, before building a coalition, these

questions should also be answered: What are the

properties, leadership, type of management of the

stakeholders? How is the infrastructure of the

organization? Does the organization have a sound

financial base? What is the skill and capacity of the

organization? Does the organization have producti-

ve relationship with other non- governmental

organizations, the decision makers and the 

media6?

Diversity is one of the important components of

coalition power and the ability to form society

power. While forming a coalition, it should be asked

why instead of with whom. Considering the

strategy of the organization, coalition can be formed

with the right group. Advocates should be ready to

spend more time, power and be flexible. It should 

be known that if the perspective is more different,

development of strategy and analysis and move-

ment plan would be much better. There are some

important components of a workable coalition.

Those are; it should have a clear, significant certain

structure. An open communication and a unified

platform should be created. Movement should have

measurable objectives and frequent assessments

should be made to reach the objectives6.

However, the differences between members and

organizations can cause problems in a coalition.

Sharing decision making power can cause prob-

lems. Working in coalition can cause loss of time

and energy. The coalition can grow up to an extend

that it does not function. The expenditure can be

more than the profit. In such cases, coalition should

be assessed again. 

6. Formation and Giving Messages
One of the most important tools that are used in

advocacy is messages. The first step of formulation

of a message is seeking the answer to these

questions: What do people need to hear? All of the

messages that are wanted to be given should be

established on the same true basis and also

presented in a way that will persuade the target

audience. From whom do they need to hear it? 

As much as the content of the message, who gives

the message is important. The messages and 

information that are given by a specialist about 

that matter are more effective.

No media advocacy campaign can succeed

without a powerful, coherent message, the message

that is, at the same time, logically persuasive,

morally authoritative, and capable of evoking

passion. The message must speak to the brain and to

the heart at the same time. Messages bring clarity

and focus to specific issues and campaigns and

allow advocacy practitioners to frame public debate

on their terms. A good message is simple, to the

point, easy to remember and repeated frequently.

People need to hear a message again and again

to retain it. Simple repetition also builds comfort

and familiarity with ideas and issues in time. Using

the same message repeatedly promotes retention

more effectively than using multiple messages.

There are basic principles of a message develop-

ment. These are:

* A message should be easy to grasp, short and

uncluttered.

* Frame of the message should be put around the

issue: Audience attention should be shifted

through perspective of the message by highligh-

ting specific aspects of an issue, such as who is

responsible for the cause and who offers possible

solutions7 (Former chairman of one of the largest

international tobacco companies in the world,

told that he did not smoke cigarette and he

confesses that smoking is harmful)8. 

* Target audience should be known: Their values,

beliefs, feelings, needs and priorities.

* The audience should be invited to “fill in the

blank” and thus to take ownership of the

message.

* A solution should be presented (People are more

responsive if solutions are the focus, versus

focusing on the problem’s cause)7. Also instead of

negative messages, if positive messages are used,

it would be more appropriate and effective.

The messages which were used by public health

advocates are most important for constitution of

public opinion and policies. Emotionally evocative

symbols-more than logic-frame the public policy

issues for the broad public audience. The industries

understand this all too well. For example, adverti-

sing and marketing symbolism of the tobacco

industry is designed to associate smoking with

positive personal values, while its public policy
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propaganda is designed to associate smoking with

positive public values9. Moreover, a tobacco

company organized “no smoking” campaign in a

country10. In fact, the situation is different. A decade

ago, a former of one of the campaigns sneered that

his company had built its fortune by marketing to

“the young, poor, black, and stupid”11.

Tobacco Companies threw on the market “light”

and “ultra light” cigarettes when people began to

become conscious about harms of cigarette in 1950-

60s. In the following years consumption of the

cigarettes like these increased extremely12. In recent

years “organic”, “natural” and “additive-free”

cigarettes are increasingly popular, appealing to

health-conscious addicted consumers in much the

same way as “light” cigarettes did a few decades

ago13. In fact, tests on some brands indicate that,

higher amounts of tar and nicotine than the ones in

the “regular” cigarettes are taken to fit the situation,

under the smoking-machine,  into a “realistic smo-

king condition”12,13.

The advocates should overcome all these

problems and should form messages that will make

the public perceive smoking and something else as

a health problem. This is difficult but it can be

achieved. In a one-year follow-up study aimed to

evaluate the maintenance of the abstinence from

smoking among the participants in International

“Quit and Win” Campaign 2002 in Turkey, the one

month abstinence and one year complete abstinence

rate was 73.5 % and 44.7 %14.

Advocates often develop a media campaign

around a core message, which typically includes:

Their analysis of a problem, the problem’s cause,

whom they hold responsible for solving the

problem, the proposed solution and the action that

they ask others to take in support of the solution.

Some messages may appeal more strongly to

specific audience than others. A message developed

with a specific audience in mind is called a tailored

message. Tailored messages can be developed for

voters in specific districts, for politicians, or for

other constituent demographics. 

After the message is formulated, the second

important question is “How do we get them to hear

it?”. There are a lot of ways to do it. This may be a

talk which is face to face or reaching the community

by the way of media. While the work goes on, “Is

the target audience selected in the correct way?”

and “Do the messages reach them?” should be

controlled.

7. Making Advocacy in the Media
First of all, advocates should gather information

about the operating policies, audience, deadlines,

and key personnel of the local media,  especially

that might be interested in covering their story and,

also, note who is writing or reporting about their

issue and where.

Basic principles of media advocacy should be

flexible, spontaneous, and creative. Advocates

should seize the initiative; stay focused on the

issues; make sure the media know and trust them;

choose best spokesman (especially who is intelligent

and merry).

If the media is concerned with the issue, that

should be significant, interesting and new; stand out

and be “newsworthy.” Furthermore, advocates

should search continuously for new pegs, angles

and hooks for their issue.

For increasing the chance of the issue for media;

it should be timely. Advocates should localize the

issue (broad national issues may be important but

try to use local examples and statistics instead of, or

in addition. These may be more interesting for the

community), explain how the issue affects real

people, accent the human interest angle (personal

stories), demonstrate support for their issue by

quoting or having someone of prominence in their

community or state as a spokesman and always

make sure that the sources are credible and the

information is correct and consistent with the facts.

Advocates do not have to wait for media to come

to them. If they have a new take on their issue, it is

worthwhile to call (or write to) a columnist or

reporter (or talk show host) and pitch their idea.

They get to know who would be likely to do a story

covering these issues. They should explain concisely

why their issue would make a good story or column

right now — why it is interesting, important, and

timely. 

Frame of press should be positive; negativity and

defensiveness make message less appealing and

identifiable. Advocates should present issue as pro-

safety, pro-health, and pro-freedom from public

hazards and death and speak on behalf of the

“public,” “citizens,” and “community,” not

“supporters of specific action or legislation.” 

News Releases

News releases are short, clearly written accounts of

an event, accomplishment, or report. Ideally, the 5



“W’s” and an “H” — who, what, when, where, why,

and how — should be covered in the first two

paragraphs because this part is the most interesting

part for editors. 

In a new release,  the time should be put on the

left, and organizational contacts on the right; using

a headline, bold and centered, summarizing the

contents of the release briefly so that journalists can

decide immediately whether they are interested;

make the story factual and accurate; use short

words, short sentences, short paragraphs; use active

verbs that move the reader forward and it should be

no longer than one and a half pages. 

Broadcasting facilitates the aim of attaining the

target audience. At the first phase, advocates should

send a pitch letter to the program’s producer

introducing their organization, their spokesman and

the issues that s/he can discuss,  which will interest

the given audience. Before the interview, advocates

should watch or tape several shows and study them

for interviewing style, setting, and degree of

audience participation; organize their information;

writing a script if necessary to develop a strong lead

point; practice giving responses in 30 to 60 seconds

“sound bites” that can easily be quoted.

During the interview, the advocate should

answer the questions honestly and clearly (if s/he

doesn’t know, s/he should say so.); use vivid

language, examples, and statistics; keep the time

frame of the interview in mind in order to ensure

that all topics are covered, and select two or three

basic points or themes to stress and keep going back

to them. 

Before the interviewing with press, the advocate

should learn as much as s/he can about the

interview; such that how long it will be, and

whether others are to be interviewed for the same

article. During the interview, the advocate should

stop to think through the answers carefully;

rephrase or clarify statements when necessary;

provide background information that will set

comments in context, rather than assuming that the

reporter can do so and as much as possible and keep

the reporter on her/his track. After the interview

s/he should ask the reporter to check facts and

quotations together7.

With the support of the EU, the Turkish Ministry

of Health has launched a campaign in using mass

media, started on October 3, 2007, entitled “Bebe¤im

sa¤olsun” (Long Live My Baby) in order to reduce

the ratio of maternal and neonatal mortalities.

Mobile vehicles would pay visits to particular 15

cities, which were attached specific importance by

the Ministry of Health. The cities are: Istanbul,

Izmir, Ankara, Kayseri, Mersin, Sanliurfa, Diyarba-

kir, Siirt, Van, Agri, Kars, Artvin, Erzurum, Mus,

Elazig. In the framework of the campaign, the

objective was to raise awareness amongst women of

15-49 age group, their spouses, families and next-of-

kin about reducing maternal and neonatal mortality

ratios15.

The first step in any website planning should be

to determine who the target audience was and what

the extend of it is. Its tone should be suitable for the

target audience. This should  not be forgotten. The

web site should be reviewed many times and should

be designed in the most appropriate way. 

The readers were already in information

overload. Consequently, they were unlikely to read

everything advocates present, no matter how

important it was. So advocates should keep their

key points prominent. Also, website should be brief.

Unless advocates had a very specific audience,

language should be simple, clear, consistent and

universal. 

The technology level of the pages of the website

should be tailored to the needs and desires of the

target audience and no video or audio should be run

for more than 5 minutes without warning7.

8. Lobbying
Lobbying is one of the methods which is used by

advocates. Lobbying is a group of methods and

techniques which will be able to influence public

opinion and decision making mechanisms through

the lobbyist’s or organization’s gains16. Lobbying

organizations or coalitions urge decision makers to

take a specific action e.g., cast a vote, adopt a

regulation, write an editorial.

Effective social justice lobbyists should identify

strong supporters in elected bodies for the

organization’s objectives and appreciate their own

limits7.

Public decision is a game within which a lot of

actors play. There are a lot of actors, a lot of

approaches and a lot of gains that are mostly

adverse. Every actor wants a final decision that is as

close to her/his expectations as possible. So this

requires coming to an agreement in an unavoidable

way. The final conclusion is an average solution16. 
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Lobbyists should know about the legal and

illegal processes. They should make all obscure

procedures and practices of legislative bodies and

government understandable for the people.

Lobbyists should listen to others including the

opposition to identify possible advantages (Someti-

mes a good idea or proposal gain a support in

unexpected ways.).

Homework should be done very well while

visiting a bureaucrat. The meeting should be started

as positively as possible. Lobbyists should focus on

one issue, keep the presentation short and focused

and also know what they want to ask the decision

maker and help the decision maker with informati-

on and support7. Decision makers always want to

know more information. Lobbyists have this infor-

mation; therefore they have the chance to bargain. 

Briefly, the first rule of lobbying is the necessity

of being ready to present something before taking

something. The second, lobbying is communication.

, and the third, lobbying is alliance, while the fourth,

lobbying is cocktail. The last point is; lobbying is a

thing that should be spread to time. So, certainly a

strategy is necessary to be successful16.

9. Conclusion
In an ideal world, governments would always try to

act in the best interest of the population, carefully

weigh the effects of their policies and actions, and

choose those most likely to contribute to the public

good. In a more realistic scenario, NGOs and

individuals encourage governments to act in the

public interest, and plan their work, so as to increase

the chances of the government adopting positive

policies and programs6.

Moreover and mostly enforcements of the laws,

takes more time than make ing the laws. In most of

the countries it has been observed that whereas the

laws can change, the people do not change at the

same speed. While doing advocacy, a definition for

the level of changes should be made.1. At political

level; is the existing law or policy appropriate/

adequate for today’s context? 2. At application level;

can the existing written law or policy be

implemented as it is planned? 3. At cultural level; do

the people know that they have rights to take what

they request from the system and to force them to

get solutions6?

Resources are restricted so they are used

carefully. Therefore, resources have to be used with

planning in detail. The key of a successful campaign

is an action that sees the overall the situation and

plans it. First of all, advocates should assess their

particular situation, including the current reality,

their sources of power and current capacity, and

possible starting points for creating change. They

should select achievable targets for getting started,

then create an action plan, including how to use

their resources, what capacities to build, and which

actions, tactics, and tools to use and navigate the

little victories, setbacks, compromises, unexpected

opportunities, and uncertainties that line the road to

the long-term change they want to achieve. As a

result, all of these are necessary for a successful

campaign7.
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NOTES FROM THE FIELD

European Union Projects are a new interest area for

the academicians and non-governmental organizati-

ons of our country. Many health parameters in our

country need investigation. The contribution of the

universities and the NGOs will provide support to

the Ministry of Health. Provision of numerical data

to the health problems, making situation analysis,

determination of the problems that need improve-

ment and planning, intervention against them, and

the assessment of their effectiveness, can only be

performed by using scientific methods and the EU

projects are opportunities to provide financial

support to realize researches and interventions.

Writing a project
Procedures: For a new writer, the procedures of EU

projects seem complicated and this can be a barrier

to apply for a project. Learning the rules of the game

will help to overcome this obstacle. The writing

technique is the most important part of the project. 

The aim is the cause that guides to plan the

selected study and constitutes the basics of the

project. Believing in the aim will help to deal with

any obstacle that will be faced during the project. 

Methodology, is the main body of the project.

The success of the study lies on the strength of its

construction and on the prior analysis performed

before the writing phase.

The place and the population of the study: The

collection of adequate information about the study

area and about the socio demographic characteris-

tics of the population living in this area should be

completed before writing the project. If this

information gathering activity takes place inside

and especially at the very beginning of the project,

the team will face some troubles such as being

treated as foreigners among local population and

societies. It is preferable to work in an area that you

know the population and this will enable and

facilitate the acceptance of the project. Local leaders

and officers is are of great importance, for getting

acquinted in the field and finding acceptance among

local people, because these people are supposed to

act as stakeholders during the realization of the

project. 

Being new in the field would constitute a barrier

especially in an intimate subject such as sexual and

reproductive health. People would not be willing to

talk since the sexuality is still a tabu for them.

Women are always more familiar with reproductive

health; but men, the other partner of the sex, prefer

not to participate in the interactive meetings and the

focus groups where they have to share their ideas.

The focus groups revealed that men avoided talking

in such intimate issues or they tried to generalize it,

instead of individualizing. Women were more open

hearted; they could easily share the events from

their own lives with others. The most difficult

attempt in our project was trying to reach couples. It

ended with failure. Our team’s comments were such

that men did not want to talk with their partners on

this sort of issues or being with them in places

where these issues were being talked. The focus

groups’ results showed that men did not like to talk

about feelings even in family relations. 

Timing of the project: Every project has an

estimated timetable. The completion of the project at

the predicted time is not always easy to realize. In

our project we spent considerable time to produce

the ICE material. The data gathered from the focus
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groups to make the population analysis did not help

much, as was expected. The references were

standard and ready to be used for preparing the

material at the first month of the project and this

would allow us to realize the opening ceremony and

to present our project to the public interest which

would allow us to be known by the leaders of the

population. Workshops are always important

activities to share ideas between selected persons for

the subject, but it is more timesaving to delegate the

work to some people who could handle the subject.

It is better to make workshops to gather different

ideas and then delegate the work to a person or to a

team.

Statistical analysis and writing reports: The

presence of a person who would work in the data

entry and reporting would also be timesaving. If

there is nobody assigned for such a position, other

employees of the project should have the ability for

the data entry and writing reports. Otherwise all

this work should be completed by the co-ordinator

him/herself which would be time consuming for

the project. 

Some permissions must be taken
The activities in need of permission from govern-

mental offices and some legal papers must be

prepared at the beginning of the project. 

Writing team-realizing team relations: The

writing team of the project must run the project or

must be in close contact with the running team,

especially at the beginning but all along the project.

The philosophy and the objectives of the project

need to be transferred to the team members.

Realization of the project: A presentation or an

opening ceremony at the beginning of the project

would be beneficial to enter the field; such an

activity would affect positively the partners who are

assumed to support you. Otherwise any time you

need their help, at every attempt, you will have to

present yourself and your project. Brochures and

posters will legalize your presence in the field;

without them you are left on your own

communication skills. Municipalities are usually

helpful for the EU projects. It is also important for

them to support such population based events. But

they are very busy to work together. They provide

their help if you do not ask their time. In our project

we could not get an appointment from the mayor

despite all our efforts, although he was a medical

doctor, our colleague. Other teams and departments

tried to be helpful in their limits of responsibility. 

Patient education-training courses: The project

can include some educative activities such as

courses, seminars, trainings. The most difficult part

of the project was to gather people to inform them,

because generally they do not like to attend such

activities, they have no time and their priorities are

always different. One should remember that adults

learn what they need, when they need it; so it is

necessary to meet people who really need this

information at a critical time when they feel its need.

Otherwise the other alternative is to force them to

come. They come but they do not stay till the end.

Entertaining activities that help much to draw their

attention should be selected to transfer any

information. 

Relation with other EU projects: One project

must be in close contact with other EU projects that

are going simultaneously in the same area.

Connection of the forces creates a synergistic effect;

with the support given to each other allows a

striking effect on the population. Also, the project

members who entered the field before are always

more experienced than the others who come next.

They are expected to give support to the other

projects. At that point, project owner NGOs must be

aware of the presence and the activities of the other

NGOs and/or their projects.

Project coordinator
The person who will lead the project preferably

must be experienced in research projects and should

be expected to have a considerable knowledge

about the subject of the project and also about

research and methodology, to be able to supervise

the progress of the project, to give sufficiency for the

ICE material and to assess the results. A satisfactory

level of English is also requested for writing the

project reports.

Project management is the art of human

management and the soul of the team must be kept

alive during the project. The coordinator is the

leader of the team and should know the art of

conducting people with good communication skills. 

The characteristics that should be inquired for

the other workers of the project:

In a project the most important part of financial

sources must be spared for the human resources, as

qualified personnel do not work unless they are
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paid a good salary. The skills basically required for

all the workers of the project are communication

skills and hard working; and also they are expected

to have special information and experience in the

project area, which will make the work easier.

Project secretary is of great importance. Every

project must have at least one secretary. This person

is expected to be skilled in excel and word programs

because in every project there are a lot of data to

enter and letters and reports to write. The secretary

can be responsible for all the office work such as the

following of the timetable and the legal proceedings

and of whole data entry. 

Conclusion: As a conclusion, scientific projects

should continue to support our health targets. As

the parts of a puzzle every project influences health

system positively. In the near future Non

Governmental Organizations, the academicians,

scientists, and project designers will be more

experienced in writing and realizing health projects.

This will provide an economical alternative to

overcome public health problems and to achieve the

targets of the health system.
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Title Date City Country E-Mail/web address

IARC Summer School in Cancer 11 - 15 June 2007 Lyon France cor@iarc.fr

Epidemiology - Cancer Registration

IARC Summer School in Cancer 18 - 29 June 2007 Lyon France cor@iarc.fr 

Epidemiology - Introduction to 

Cancer Epidemiology

Turkish Society of Psychiatry 7-9 Dec 2007 ‹stanbul Turkey www.ruhsaltravma.org

5.th Phttp://www.globalhealth.org/

conference/ological Trauma Meeting

1st Women Health Congress 20-22 March 2008 Ankara Turkey http://www.ttb.org.tr

35th Annual International 27-31 May 2008 Washington, USA http://www.globalhealth.org/conference/

DC

Conference on Global Health 

(Global Health Council 2008 

Annual Conference)

American Medical Informatics 28-31 May 2008 Arizona, USA http://www. amia.org

Association-Spring Congress Phoenix

John Hopkins University Free Online http://ocw.jhsph.edu/

Bloomberg School of Public Health Public Health 

OpenCourseWare Project Courses
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