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ABSTRACT
The aim of this study is to define the knowledge, attitude, and behavior of healthcare personnel working
in a state hospital regarding physical violence in terms of several socio-demographic characteristics.
The data was obtained by face-to-face interviews with participants voluntarily participating in the
research (430 persons). The average age was 28.90+6.94 years. It was obtained that 81.6% of
participants considered that violence against healthcare workers was increased. 20.4% of healthcare
professionals stated that they experienced violence in the shift between 12:00 am and 08:00 am. The
rate of healthcare professionals reporting violence was 44.0%. The rate of healthcare professionals who
received psychological support against the violence they experienced was 12.8%, and 27.7% of the
participants have been to considered to leave the profession. 77.9% of the participants reported that they
thought that violence against healthcare professionals could be avoided. A safe and violence-free
environment should be provided for healthcare professionals, and support for coping skills should be
provided them.
Keywords: Healthcare professionals, physical violence, knowledge, attitude and behavior
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Knowledge, Attitude and Behavior of Healthcare Professionals for Physical Violence

1. INTRODUCTION

The workplace violence is regarded as a substantial risk to be addressed and interested at
international level by the World Health Organization (WHO), International Labor Organization
(ILO) and International Council of Nurses (ICN). The Council also considers this to be a
threatened to effective patient care service (Yesilbas, 2016). The violence at healthcare
institutions is defined as a situation that poses a risk to healthcare professionals, involves
threatening behavior performed by the patients/their family or other individuals, and may be in
the form of physical/sexual assault and economic abuse (Saines, 1999). Physical violence is
harsh and painful action that targets physical integrity and may be performed in the forms of
beating, slapping, punching, kicking, pushing around and strangling (Buyukbayram and Okcay,
2013).

8-38% of healthcare professionals in the world are exposed to violence at some time of their
professional life (WHO). It is reported that violence at the workplace is 16 times higher in the
healthcare institutions where a wide range of employees work (Unsal Atan and Donmez, 2011;
Camci and Kutlu, 2011). This is seen as a serious professional risk and increasingly growing
in the world and in Turkey (Grand National Assembly of Turkey Report, 2013). The causes of
violence against healthcare workers in Turkey include organizational causes (e.g., providing
public with missing or inaccurate information on medical practices and labor rights, and
characteristics of service providers and recipients); social factors (e.g., failure of individuals to
properly communicate, broadcasting negative medial news by the media with a concern of low
circulation and rating, and appearance of scenes on television series that would tarnish the
image of healthcare workers); interaction and communication (e.g., negative communication of
healthcare workers with their colleague due to competition, etc., long and demanding work
hours, intensity of psychosocial situation in this field, insufficient training/education on

communication techniques, uneven distribution of healthcare professionals over the country,
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and not working in the area where they are a specialist); environmental factors (e.g., sound,
ventilation, and noise-related problems); legal/judicial causes (lack of confidence in imposing
sufficient punishment, long period for judicial judgement/conclusion, and legal actions that are
taken without petition of the victim only in case of bodily injury, threats, and insult in the law)
(Buyukbayram and Okcay, 2013; Keser Ozcan and Bilgin, 2011; Yigitbas and Deveci, 2011;
Estryn-Behar et al., 2008; Gillespie et al., 2010; Doganay, 2014; Pinar and Pinar 2013; Serin et
al., 2015). From the perspective of consequences, the violence causes physical-emotional and
social damages, stress, difficulty in concentration, and increased medical faults (Cicek Durak
et al., 2014). The aim of this study is to define the knowledge, attitude, and behavior of
healthcare personnel working in a state hospital regarding physical violence in terms of several
sociodemographic characteristics.

2. MATERIALS AND METHODS

This was a descriptive and cross-sectional study and the study universe was Healthcare
Professionals of 112 Emergency Service and State Hospital located in a city center in the East
Black Sea Region, Turkey. The sample of the research consist of 430 Healthcare Professionals.
The data was collected by face-to-face interviews with participants voluntarily (between April
2015 and May 2015). Prior to the study, written permission of Provincial Directorate of Health
and verbal consent of participants were obtained. The State Hospital where this study was
carried out is a 208-bed hospital with 133 nurses and has a capacity for delivering inpatient
treatment of approximately 10 thousand patients per year.

A form developed by the researchers in accordance with literature was used as a tool for
acquiring data. The first section of the form (Personal Information Form) addresses to the socio-
demographic history of participants and includes 12 questions. The second section of the form
questions the knowledge, attitude and behavior of participants regarding physical violence and

includes 24 questions.
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The independent variable of this study included the data from personal information form, and
the dependent variable included the knowledge, attitude, and behavior of participants regarding
violence.

2.1. Statistics

SPSS (Statistical Package for the Social Sciences) 15.0 have been used in the analysis of the
data obtained within the scope of the study. The descriptive data was distributed in percentage
and number, and the data were analyzed by chi-square and Fisher’s exact test-2-sided. The
mean values were provided with standard deviations and the significance level (p) in the
statistical tests has been accepted as 0.05.

3. RESULTS

The mean age of nurses included in this study was 28.90+6.94 years (min: 18 years, max: 58
years), and the mean of the term of office in nursing was 6.5045.77 months (min: 1 year, max:
33 years). 31.9% of participants were male, and 51.9% were married (Table 1).

Table 1.Distribution of Participants by their Characteristics (N=430)

Characteristics Number | %

Age

18-25 163 37.9
26-35 222 46.5
36 and over 67 15.6
Gender

Female 137 31.9
Male 293 68.1
Education (n=402)

Vocational School of Health (SML) 197 66.5
Associate degree 76 28.8
Bachelor degree 120 4.2
Postgraduate degree 9 0.5
Place where most of their life was spent

City 286 66.5
District 123 28.6
Village 21 4.9
Marital Status

Married 224 52.1
Single 206 479
Smoker

Yes 171 39.8
No 259 60.2
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Alcohol Intake

Yes 28 6.5
No 402 93.5
Occupation

Doctor 55 12.8
Nurse/midwife 246 57.2
Emergency Medical Technician (ATT)- Paramedic 129 30.0
Total term of office in profession

Less than 5 years 251 58.4
6 to 10 years 97 22.5
11 years and over 82 19.1
Income

Sufficient 261 60.7
Insufficient 61 14.2
Partially sufficient 108 25.1
Like their profession?

Yes 356 82.8
No 74 17.2

The participants in this study, 26.3% felt safe where they worked, 36.9% were exposed to

physical violence minimum once throughout their professional life, 17.2% were subjected to

physical violence by the patient and 42.3% were subjected to physical violence by the patient’s

family, 44% reported the violence they suffered, 16.3% found themselves negligent for violence

they were exposed to, 37% wished to be trained on violence, 61.6% were aware of laws and

regulations on violence, 8.1% found sufficient of such laws and regulations (Table 2).

Table 2. Knowledge, attitude and behavioral characteristics of participants for violence

(N=430)
Characteristics Number %
Dou you feel safe where you work?
Yes 113 26.3
No 148 34.5
Partially 169 39.2
Do you think that there is an increase in violence against healthcare
professionals? 347 81.6
Yes 83 18.4
No
What would you do if you experienced violence?*
To avoid eye contact with the attacker 208 48.4
To keep a safe distance of minimum length of an arm to the attacker 235 54.7
Not to escape and fight if considered it would be a failure 136 31.6
No to be insistent if the patient keeps moving away, and stand where the 142 33.0
patient wants you to stand 106 24.7
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To look like being afraid of the patient if needed 315 73.3
To ask for help in case of tendency to aggressiveness 204 47.4
To stand close to the door to escape in case of any threats

Have you ever been exposed to any violence during your term of office?

(n=425) 157 36.9
Yes 268 63.1
No

When were you exposed to violence (n=245)

Between 08:00 am and 4:00 pm 115 46.9
Between 4:00 pm and 12:00 am 77 31.4
Between 12:00 am and 08:00 am 50 20.4
It depends 3 1.3

Who was the last person that used violence against you?*

Patient 74 17.2
Patient’s family 182 42.3
Senior person 12 2.8

Similar senior person 5 1.2

Other healthcare professionals 12 2.8

Did you report the violence you experienced? (n=216)

Yes 95 44.0
No 121 56.0
Where did you report the violence you experienced?*

Ministry of Health 27 6.3

Provincial Directorate of Health 31 7.2

A manager of institution 56 13.0
Police/security 76 17.7
Prosecution office 26 6.0

Did you find yourself negligent in violence you experienced?(n=215)

Yes 35 16.3
No 180 83.7
Have you considered to leave this occupation because of violence you

experienced? (n=224) 62 27.7
Yes 162 72.3
No

What do you think the cause of violence against healthcare

professionals?* 105 24.4
Insufficient treatment 155 36.0
Delay in response 135 314
Lack of care for the patient 239 55.6
Inadequate laws and regulations on violence 231 53.7
Insufficient security services in institutions 198 46.0
Lack of support from hospital officers for employees 307 71.4
Low cultural level of society

Do you think that violence against healthcare professionals can be

prevented? 328 76.3
Yes 92 21.4
No 10 23

I don’t know

Which of the followings could be used to prevent violence against

healthcare?* 212 49.3
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Stress management of healthcare professionals, training them on 240 55.8
communication 346 80.5
Improving quality of service in healthcare institution 281 65.3

Strengthening laws and regulations
Using security systems (e.g., cameras, detectors)

Would you like to receive consultancy on violence? (n=411)

Yes 152 37.0
No 259 63.0
Are you aware of laws and regulations on violence?

Yes 265 61.6
No 165 38.4
Do you find sufficient laws and regulations on violence?

Yes 35 8.1
No 395 91.9

*Multiple answers are provided.

The following conditions appeared to make differences:

Being exposed to any violence during the term of office in those who were
between the ages of 26 and 35 years, married, graduated from Vocational School
of Health, and had a term of office less than 5 years,

Failure to report the violence to any authority by women, nurses and those who
had a term of office less than 5 years,

Personally finding oneself negligent for violence by those who did not smoke
and who spent most of their lives in the city,

Being aware of applicable laws and regulations on violence in those with

sufficient income (p>0.05), (Table 3).
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Table 3. Distribution of several characteristics of participants relating to physical violence by several sociodemographic characteristics
of participants (N=430).

Being exposed to Reporting physical Finding oneself negligent in | Perception of whether | Being aware of laws and
physical violence violence to any experienced physical physical violence can | regulations on physical
during term of office* authority* violence* be prevented* violence*
p Description p Description p Description p Description P Description
Age 0.001 26 to 35 0.339 - 0.346 - 0.132 - 0.272 -
years T
Gender 0.705 - 0.021 | Notreporting | 0.063 - 0.979 - 0.346 -
by women 1
Education 0.050 SML 1 0.415 - 0.692 0.253 - 0.849 -
Place where most 0.719 - 0.787 - 0.001 City 1 0.040 City 1 0.190 -
of life is spent
Marital status 0.001 Married 1 0.934 - 0.951 - 0.532 - 0.993 -
Smoking 0.708 - 0.075 - 0.008 Non-smokers 1 0.742 - 0.003 Smokers 1
Alcohol intake 0.889 - 0.747 - 0.296 - 0.470 - 0.918 -
Occupation 0.422 - 0.006 | Notreporting | 0.941 - 0.415 - 0.263 -
by nurses 1
Total term of office | 0.003 Not being 0.050 | Notreporting | 0,623 - 0.045 | Perception of | 0.398 -
exposed by those with whether
violence by term of office violence is
those with less than 5 prevented in
term of office years 1 those with
less than 5 term of office
years 1 less than 5
years 1
Income 0.278 - 0.910 - 0.326 - 0.021 Those 0.029 | Those reported
reported insufficient 1
sufficient 1
Whether they like 0.783 - 0.181 - 0.123 - 0.763 - 0.494 -
their occupation
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4. DISCUSSION

The healthcare sector requires direct contact with persons in a difficult condition and the
employees of the healthcare sector may be the most important target of violence at the
workplace or may occasionally be a victim (Celebi, 2016). Therefore, violence in the medical
area is considered a serious occupational hazard (Lipscomb et al., 2012). The individuals must
feel safe at the workplace for a proper working environment. However, the cases of violence
due to insufficient security measures, gaps in the legal arrangements, etc., may cause employees
to feel unsafe (Yigitbas and Deveci, 2011). In this study, one of approximately every four
employees (26.3%) reported that they felt unsafe. This percentage was 38.3% in the study
performed by Yakut et al. (2012). In this study, if they encountered violence, 73.3% of
participants reported that they would ask for help if they felt a tendency to aggressiveness; and
54.7% stated that they would keep a safe distance of the minimum length of an arm between
themselves and the attacker. The results were consistent with the literature. Annagur (2010)
advised to avoid eye contact with the attacker in case of violence, keep a safe distance of the
minimum length of an arm to the attacker, avoid being insistent if the patient keeps moving
away, stand where the patient wants, look like being afraid of the patient if needed, ask for help
in case of tendency to aggressiveness, and stay close to the door to escape in case of any threat.
The report by WHO, ILO and ICN on “Violence at Workplace in Healthcare Sector” reports
that more than half of the healthcare professionals are exposed to violence when they perform
their job (Nau et al., 2009), and that 3-17% of this violence is physical (Chen et al., 2008). The
violence in the healthcare sector is not a problem only specific to Turkey but also a significant
problem in world countries. For example, the rate for violence against healthcare professionals
1s 27% in the UK (Winstanley and Whittington, 2004), 56% in Germany (Schablon et al., 2012),
11% in Spain (Gascon et al., 2009), 13% in the USA (Hodgson et al., 2004), 32.3% in Australia

(Hills et al., 2012), 15.9% in Japan (Fujita et al., 2012), 9.3% in Egypt (Abbas et al., 2010),
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6% 1in Brazil, 7% in Bulgaria, 6% in Lebanon, 17% in South Africa, and 10% in Thailand
(Picakciefe, 2014), and the higher rates are significant in several countries. As provided in Table
2, the rate for being exposed to violence during the term of office was reported to be 36.9%.
The same rate in the literature is reported to be 15.8% (Camci and Kutlu, 2011), 82.7% (Atik,
2013), 24.2% (Akca et al., 2014), 64.1% (Gunaydin and Kutlu, 2012), and 64.5% (Akbas et al.,
2016). Likewise, the rate for being exposed to physical violence reported in other Turkish
studies was 4.8% (Vural et al., 2013), 7.7% (Bickici, 2013), 8.3% (Elmas et al., 2013), 11%
(Kahriman, 2014), 11.2% (Celebi, 2016), 12.5% (Bahar et al., 2015), 13% (Cicek Durak et al.,
2014), 14.1% (Nart, 2014), 17% (Yakut et al., 2012), 22.7% (Atan and Donmez, 2011) and
60.6% (Durmaz et al., 2016). For both of the cases, the reason for differences might be
explained by the differences in the profession of participants, work conditions, social-cultural
factors, sample size, and sampling method.

The period of time when being subjected to violence at highest level was reported to be between
08:00 am and 4:00 pm with 46.9%, and similarly Bilisli and Hizay (2016) (75%), Bahar et al.
(2015) (32%) and Vural et al. (2013) (66%) found that more violence was used between 08:00
am and 4:00 pm The reason for this might be attributed to congestion and increased circulation.
As indicated in Table 2, the person who used violence was the patient’s family with 42.3% on
top, which was followed by the patient (17.2%) and senior personnel or another healthcare
professional, respectively (the rate was 2.8% for both) in this study. Those who used violence
against healthcare professionals were mostly the patients and their family (Buyukbayram and
Okcay, 2013). The reason for this is that the patient’s family see their patient as more urgent
and have higher expectations. In the literature, there are several studies that placed the patient’s
family using violence on top, which is consistent with this study, and those studies include
Kahriman (2014) (24.2%), Nart et al. (2014) (45.1%), Akca et al. (2014) (45,5%), Akbas et al.

(2016) (57.5%) and Bahar et al. (2015) (60.2%).
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Although many studies have found that the highest rate for using violence is observed in the
healthcare sector, it is interesting that reporting violence has the lowest level. What those studies
have in common is that only severe events such as bodily injury are regarded as violence, and
other events are neglected, or even perceived as a requirement of the profession. In addition,
lack of managerial support or problems with reporting procedures is also emphasized
(Buyukbayram and Okcay, 2013; Estryn-Behar et al., 2008; Sahin et al., 2011; Elbek and Uslu,
2013). 44.0% of participants in this study stated that they reported the violence they were
subjected to. In their study, Gunaydin and Kutlu (2012) indicated that only 3.4% of nurses
reported the event after violence. The studies suggest that healthcare professionals are usually
hesitant to report the violence used against them with a concern whether or not to receive
support. However, the rate for reporting after a physical assault was reported to be higher than
that of verbal assault (Al et al., 2012). A study concluded that no administrative or judicial
actions are taken for the victims of violence (Akca et al., 2014). The study performed by Akbas
et al. (2016) reported that the rate for those who did not react and continued what they were
doing after violence was 80.9%, the rate for those who resorted to a remedy was 10.0%, the
rate for those who reported to the police force was 16.1%, and the rate for those who reported
to management was 28.1%. Bahar et al. (2015) reported a number of rates including the rate for
taking a statement down with 42.2% and the rate for not reporting with 47.8%. In the study by
Vural et al. (2013), the rate for reporting to judicial authorities was 19.5% while 85.6% of
participants did not resort to any judicial units after being exposed to violence in the study by
Cicek Durak et al. (2014). To prevent violence against healthcare professionals in Turkey, the
important steps include White Code and Hello 113 that are implemented by the Ministry of
Health, establishment of Employees’ Security Units, and the “Regulation on Principles and
Procedures for Legal Assistance for Crimes against Personnel of Ministry of Health” (Attar,

2017).

11
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As provided in Table 2, the cause for violence reported by the participants included low cultural
level of society (71.4%), insufficient laws and regulation on violence (55.6%), inadequate
security services in institution (53.7%), lack of support from hospital officers (46.0%), delay in
response (36.0%), inadequate care for the patient (31.4%), and insufficient treatment (24.4%).
The studies reported that assaults rather occurred when the service was insufficient, the patient
was admitted unwillingly, or an attempt was made by the healthcare worker to restrict eating,
drinking, smoking or alcohol intake (Picakciefe, 2014). In his study, Celebi (2016) stated that
61.6% of participants reported aggressiveness-assaultiveness of society and %42.4 reported low
education level of family and society as the cause of violence. Ozturk and Babacan (2014)
identified impatience (85%) and lack of care for the patient (43%) as the cause of violence.

In the present study, a difference was made by being exposed to any type of violence during
the term of office in those who were between the ages of 26 and 35 years, married, graduated
from Health Vocational High School, and had a term of office less than 5 years. Incapability of
healthcare professionals with a low term of office and low education level to coop with
aggressive actions, communicate or manage crisis increase the rate for being subjected to
violence (Buyukbayram and Okcay, 2013; Gillespie et al., 2010). Cicek Durak et al. (2014)
found that under 25 years of age and the emergency service workers were found to have higher
rates of exposed violence. It is detected that women and non-workers of the emergency room
are exposed to less physical violence. Kahriman (2014) found that the nurses (81.8%) being
exposed to physical violence by patients were mostly in the 30-39 age group, and reported a
statistically significant difference between the age groups and being exposed to physical
violence. From the perspective of gender variable for using violence against healthcare
professional, several studies reported that male healthcare workers (Eker et al., 2011; Franzet
et al., 2010; Dursun, 2012) were exposed to violence more frequently, and the others reported

that female healthcare workers were exposed to violence more frequently (Abbas et al., 2010;

12
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Akca et al., 2014; Bilisli and Hizay, 2016). Among the studies investigating the relationship
between the education level and the occupational violence, the studies (Gunaydin &Kutlu,
2012; Sahin et al., 2011; Estryn-Behar et al., 2008) indicated that those with lower education
level were highly likely to be exposed to violence, and several studies showed that education
level was not important (Camci and Kutlu, 2011).

According to the results of the chi-square test, the difference between the gender of participants
and the rate for reporting the violence to the competent authority was statistically significant.
Atik (2013) concluded that 28.6% of women reported the violence to a competent authority
after being exposed to violence but 71.4% did not report, 10.1% of men reported and 89.9% did
not report to any competent authority.

5. IMPLICATIONS FOR PRACTICE

This study suggests that only one of every four healthcare professionals felt safe in the
workplace. It was reported that violence rather occurred during the day shift. The rate for
reporting/not reporting the violence is half and half. Approximately, one of every 8 healthcare
professionals finds themselves to play a role in the violence. Four of every 5 healthcare
professionals consider that violence cannot be prevented.

A safe and violence-free environment should be provided for healthcare professionals, and
support for coping skills should be provided them.
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One of the routine treatments applied in intensive care units is nutritional support. The group
that benefits most from nutritional support is patients with malnutrition. Enteral feeding is the
first feeding route that should be preferred in the nutritional support of intensive care patients.
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parenteral feeding is to be used. The success of nutrition and minimizing the complications
are ensured by proper nursing care. This study includes current nutritional approaches for
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Nutritional Changes and Nursing Care in Intensive Care Patients

The common feature seen in almost all of the inpatients in intensive care units is that their
homeostasis is disrupted in some way (Dikmen, 2004). Malnutrition is an important problem
that is seen in about 40% of these patients. Complications such as nosocomial infection and
multiple organ failure cause morbidity, increase in mortality and prolongation of stay in the

intensive care unit (Chan et al, 1999; Delgado et al, 2000; Moral & Uyar, 2011).

Artificial nourishment became an integral part of the patient treatment in consequence of
detection in various studies published towards the end of the 1960s that nutritional support
reduces the incidence of complications. Therefore, prevention and treatment of nutritional
deficiencies in intensive care patients have an important role (Moral & Uyar, 2011;

Sahinoglu, 2003; Heidegger et al, 2008).

When the patient first arrives intensive care, he/she may have malnutrition or malnutrition
may develop resulting in a metabolic response to the disease. Proper use of nutritional support
in patients with or at risk of malnutrition may prevent increase in complications (Kreymanna,
2006). The consequences of poor nutritional support situations play also a significant role in
the prognosis of the patient. These cause weight loss after fat and muscle tissue loss,
deterioration of immune system, increase in risk of infection, decrease in albumin level,
edemas in result of blood oncotic pressure, delay in wound healing, surgical incision,
complications in suture and anastomosis, gastrointestinal disturbances, muscle weakness,
cardiac output, myocardial infarction contractility and compliance decrease, metabolic
acidosis, impaired pulmonary function, difficulties in transition to spontaneous ventilation in
patients with ventilator support (Moral & Uyar, 2011; Tayek et al, 2011; Waitzberg &
Correia, 2003). Preventing or treating malnutrition can make significant saving by avoiding
unnecessary treatment costs, reduce hospital morbidity and increase life span (Elia et al,

2010).

In the treatment of the patient, assessment of the nutritional status and the determining of
factors such as nutritional deficiency and metabolic stress that will result in nutritional
deficiency, take an important place. Nutritional support is seen as life-saving treat to reduce
catabolism, meet protein energy requirement and maintain fluid electrolyte balance in
critically ill patients (Dikmen, 2004; Giindogdu, 2008). Therefore, US and European
Parenteral and Enteral Nutrition (ASPEN-ESPEN) nutrition guidelines recommend transition
to artificial feeding within 24 or 24-48 hours to prevent malnutrition development in critically

ill patients who cannot receive oral nutrition (Singer et al, 2009).
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The main indication of parenteral nutrition is patients with intestinal failure table. It is also a
preferred route for patients who cannot be fed by oral or enteral route. The osmolals of
parenteral nutrition solutions are 3-8 times of the serum and hypertonic. Infusion of these
solutions into small vessels or low-flow velocity vessels causes vascular damage, thrombosis.
While subclavian vein is often preferred, internal juguler vein, basilar vein, axillary vein can
be used. Peripheral veins can also be benefited for short-term feeding (Sahinoglu, 2003;
Singer et al, 2009; Gossum et al, 2015).

The success of nutrition and minimizing the complications are ensured by proper nursing
care. High- flow velocity vessels should be preferred for the risk of vessel damage. Infusion
sets used for nutrition are similar to sets used for intravenous infusion. It is recommended that
these sets be replaced every day if lipid containing solutions are used and every 2-3 days if
lipid-free solutions are used (Singer et al, 2009; Gossum et al, 2015; Gillies et al, 2005). Drug
applications, blood and blood products should not be transfused and blood should not be taken
through the catheter. Every 4-6 hours, vital signs and blood sugar should be followed up. If
the parenteral nutrition application is to be terminated, the solutions should not be cut off

immediately and the infusion velocity should be terminated by slow decreasing (Singer et al,

2009).

Early (<24 hours) enteral feeding should be initiated with nutrients in the appropriate amount
for critically ill patients who are hemodynamically stabile and have active gastrointestinal
system. The amount of enteral feeding is adjusted according to intestinal tolerance and course
of illness. There is no need for additional parenteral feeding in patients who tolerate enteral

feeding and can feed according to their target values (Kreymanna, 2006).

To the 2010 nursing law, intensive care nurse specifies the nutritional requirements (enteral
and parenteral nutrition) of patients, plans nursing care according to their needs and provides
continuity of sterilization of appliances used for nutrition (Republic of Turkey Ministry of
Health, 2011). As stated in the regulation, nurses are responsible for meeting the nutritional
requirements of the patients. When the doctor decides the patient to get enteral feeding, the
role of the nurse varies according to the hospital policies, in addition he/she in charge of
inserting nasal feeding tube into the patient, nutrition tube maintenance, giving the
recommended nutrients to the patient, following gastric residual volume, giving 20-25 cc of
water before and after each feeding and prevention of complications (Giindogdu, 2008; Uysal

et al, 2011; Persenius, 2006).
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Nasogastric tube is enough for short-term feeding, such as four to six weeks. Before each
feeding, coughing, vomiting, aspiration may also cause the wrong placement of the
nasogastric tube. That's why, the nurse should regularly check the position of the tube (Uysal
et al, 2011; Singer, 2015; Giirkan & Giilseven, 2013). If enteral feeding is planned for more
than 4-8 weeks, percutaneous endoscopic gastrostomy (PEG) is recommended against
nasogastric tuber. The risk of aspiration isn't reduced with PEG. But PEG is recommended for

an agitated patient who removes the tube and/or a patient in vegetative state (Singer, 2015).

Preventable complications (tube blockage or displacement, vomiting, diarrhea, aspiration
pneumonia, dehydration, etc.) may occur in case nurses fail to provide adequate care for
enteral fed patients. That's why, the implementation of enteral feeding practices according to
evidence-based practices is extremely important in terms of improving the quality of nursing

care (Singer, 2009; Uysal, 2011; Singer, 2015; Giirkan & Giilseven, 2013) .

Enteral nutrition method is among the preventable risk factors of ventilator-associated
pneumonia (VAP) that is one of the important hospital infections seen in intensive care units.
And in evidence-based practices, it carries the value of evidence at A level. Enteral feeding
protocols showed a reduction in pneumonia rates from 6.8 to 3.2 in 1000 ventilator days
(Saltoglu, 2008). To reduce risk of developing VAP; nurses should frequently wash their
hands (at every feeding and earlier on), be careful to have the patient's head upright, feed in
continuous infusion way instead of bolus style feeding, frequently check the position of the

tube.

The responsibility of nurses is primarily to prevent complication developing, to recognize and
interpret the changes over the patient when complication develops, inform the doctor by
taking necessary precautions. In this context, nursing care, which has a key role in the success
of enteral nutrition, should be facilitating nutrition, enhancing patient comfort and reducing
complications. Since the bands used for the feeding tube's attachment to nose may cause
irritation of the skin, the area should be rotated as the nose is detected. It is recommended to
measure gastric residual volume at 6-8 hours intervals in patients who are fed continuously,
before each feeding meal in patients who are fed intermittently. The injector used to measure
the gastric residual volume should be replaced aonce in 24 hours, kept dry, and not left dirty
after application. To prevent infection development, the feeding set should be changed once in
24 hours and the set change date should be recorded on the nurse follow-up form. Food used
in the feed should be stored in the refrigerator after opening, not kept more than 4 hours in the

room temperature. In order to prevent cramping, distension of the patient while waiting, food
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should be given to the patient by keeping it in the room temperature for a while after
removing it from the fridge. After all feedings, it is important to prevent blockage of the tube
via giving water to the patient. Solid drug delivery from the supply tube is not recommended.
If it is extremely necessary, the drug should be thoroughly crushed and diluted with 30 cc of
water. Before and after the procedure, the tube should be washed again with 30 cc of water

(Uysal, 2011; Bankhead et al, 2009; Williams & Leslie ,2005).

As a result, parenteral feeding should be given alone when only enteral feeding is not possible
and parenteral feeding should be used additionally if enteral feeding can not be tolerated when
it is given enough to meet the needs. In most studies, for critical patients, gastrointestinal
surgery and oncology patients have achieved better results than parenteral nutrition alone, by
enteral feeding or parenteral feeding in addition to enteral feeding. In both cases, parenteral
feeding is seen as an addition to enteral feeding, and therefore, the two methods are
complementary to each other instead of alternatives (Gossum, 2015; Kreymanna, 2006). It is
important that all nurses follow evidence-based practices in their daily care, use them in their

care, and make provable study or contribute to these studies.
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ABSTRACT

This study searches the impact of the Public Hospitals Association (PHA) structuring in the on
the performance of hospital services. Based on the research findings, it has targeted to discuss
the relation between the system change and hospital performances.

The research was made from on the inputs and outputs of eight hospitals connected to the PHA
structuring in metropolitan status and three private hospitals and one university hospital in the
same province. Malmquist productivity index (MPI) technique was used in order to analyze the
total factor productivity (TFP) in the study.

In consequence of the study, it was determined that the PHA structuring provided an increase
in the efficiency in hospitals with more than 150 beds but it did not provide any change in
district hospitals. It was observed that hospital performance values did not support the decision
to change the PHA management system.
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A Research on Public Hospital Association Management System in Turkey

1. INTRODUCTION

In consequence of the Health Transformation Program (HTP) which was actualized between
2002-2012 in Turkey, important changes were actualized in the organization, finance, and
offering of the health services. Family medicine system is being implemented. General health
insurance was established. Non-premium health insurance was combined with this system. A
significant part of the changes made progressively was actualized within the treatment services.
Public hospitals except for university hospitals are connected to the Ministry of Health (MoH).
Public hospitals are designed to be managed by the "Public Hospitals Association (PHA)". The
legal regulation of PHA was made in 2011 (“DL no. 663,” 2011) and started to be implemented
in 2012. PHA's implementation lasted six years. In 2017, PHA was removed by a new legal
regulation (“DL no. 694,” 2017).

Prior to PHA, public hospitals worked in the Ministry of Health, under the General Directorate
of Treatment Services and the Provincial Health Directorate in the provinces. The chief
physician administered public hospitals. The hospital director and the head nurse were
administered by the chief physician. Public hospitals institution was established with the new
regulation. In the provinces, the PHA General Secretaries was formed in 2012. These structures
were autonomous. Hospitals were appointed to hospital director. Chief physician was the

manager of medical services.

Thus, the public hospital management system was made autonomous. PHA was a holding type
structure. The general secretary of the PHA was like a kind of CEO. The Secretary-General of
the PHA was the highest and autonomous manager of self-connected hospitals in that province.
The Secretary General was coordinating the financial, administrative and medical services of
the hospitals. The Secretary General was responsible for success or failure. This change was
expected to improve the efficiency of public hospitals. Managers in the public hospital system
were working based on performance. Performance measurements were made every year.
According to law, the performance of managers with low performance would be terminated.
Although some problems were expressed in the routine, system was operating. The new system
had designed the three-headed health management. Provincial Health Director, Public Hospitals

Association, Directorate of Public Health. Especially this structure was criticized.

In the seventh year of the application of the PHA system, the system was suddenly abandoned.

A new legal arrangement was made. The system has largely returned to its previous state. What
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effect did the PHA management system have on health services and hospitals? This question
was not on the agenda. Has PHA structured increased hospital productivity as expected? The

PHA system disappeared in the fast-changing country agenda.

This study was produced from a scientific research project. The project was carried out in order
to determine how the changes made in the management structure of the MoH hospitals by the
name of PHA with the Decree Law (DL) no. 663 and its effects to the health service
stakeholders and the hospital service outputs. This study included the analysis of the hospital
output of the project with the Malmquist TFP index technique. The main purpose of the project
was to analyze the stakeholder evaluations and outputs of the new PHA system. But
unexpectedly, policymakers has abandoned from the PHA system in the process of preparing
for publication after the project was finished. With the new amendment they made with the DL
no. 694, they returned to a similar system to the pre-PHA system. Thus, this study realized the
purpose to determine how PHA structuring reflects on the hospital performance, numerical
indicators, before the changes was made by the DL no. 694. Today, this work has also become
important in the sense of knowing that, at least in its own universe, the system has been altered
to have an effect on the performances of hospital service displays. Therefore, it is hoped that
this study will contribute to the meaning of the system change, to the sector decision makers,

the practitioners and the theoreticians.

2. METHOD

In the literature, in many studies, Malmquist Index (MI) technique was used to measure the
performance of hospitals (Kirigia et al., 2008; Pilyavsky and Staat, 2008; Ng, 2011; Ferreira
and Marques, 2015; Zhang et al., 2017). Therefore, this study used this technique in the
efficiency analysis of hospitals. MPI which is a Data Envelopment Analysis technique was used

in order to analyze the TFP in the study (Fére et al., 1992; Fare et al., 1994).

As the DMUs, 13 general hospitals operating in the province of Trabzon were determined.
There are 4 public hospitals with 150 and more beds capacity connected to the secretariat of
public hospitals, 4 public hospitals with less than 150 beds capacity, 3 private hospitals and 1
university hospital among the hospitals determined. The reason why the public hospitals are

separated with the 150 beds limit is the hospitals with less than 150 beds being district hospitals.

In the selection of the working years, the year 2012 was taken as a base because it was the last

year before the structuring of the PHA came into force. The years 2013, 2014 and 2015 were
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used in the determination of how the management system change was reflected in the services

according to this year.

The input and output variables of the model approached in the study were prepared by the
authors of the study paying regard to the data obtained considering the study conducted by
Sahin (2009). Four variables which are Number of the Doctors, the Number of the Nurses, the
Number of Other Medical Staff and the Number of Beds were determined as input. Three
variables which are the Number of the Patients Having Ambulatory Treatment, the Number of

Operations Made and the Proportion of the Occupation of the Beds were determined as output.

The data of the study were taken from General Secretariat of Trabzon Public Hospitals
Association. The data of 2012 before the structuring and the data of the 2013-15 period for the
time after the structuring were worked for the analysis. The variable of the Number of
Operations among the data obtained was procured in a discrete way according to A, B, C and
D categories (Biiyiikkayik¢r & Sahin, 2000). An output based approach was adopted in the
study. DEAP 2.1 package software developed by Coelli (1996) was used for analyzing the data.

3. RESULTS

Firstly, some definitive statistical analyses (arithmetic average, minimum and maximum) of the
inputs and outputs determined for the 2012-15 period were made. The findings are given in

Table 1.

Table 1: Definitive Statistics for the Input and Output Variables

v Statisti Input Variables Output Variable
ear Statisties X1 X2 X3 X4 Y1 Y2 Y3
Average 98 200 202 242 363049 2607 73,2
2012 Stgnfiard Deviation 159 188 113 244 273194 3483 19,0
Minimum 13 60 52 69 150760 137 40,8
Maximum 596 667 357 780 1111064 12718 101,3
Average 95 201 205 240 374594 2689 68,1
2013 Stqnfiard Deviation 158 174 126 217 283674 3217 16,9
Minimum 12 63 56 61 133915 300 28,3
Maximum 593 603 440 780 1155538 11764 93,8
Average 93 202 212 231 388888 3027 77,4
2014 Stqnfiard Deviation 151 174 123 217 277388 3517 20,1
Minimum 16 61 56 61 130251 354 37,8
Maximum 569 585 437 780 1098770 11766 107,4
Average 96 208 206 227 385337 2579 82,2
2015 St:'m'dard Deviation 147 186 122 219 265625 3843 24,9
Minimum 18 64 60 61 141409 370 41,7
Maximum 556 618 443 780 1042391 14461 126,9

29



Journal of International Health Sciences and Management, 5(8): 26-36

Moreover, in addition to the definitive statistical information, change rates of all variables

according to the year 2012 as per cent were regarded (Table 2).

Table 2: Change Rates of the Input and Output Variables According to 2012 as Per Cent

Y Input Variables Output Variable
ear

X1 X2 X3 X4 Y1 Y2 Y3
2013 -3,0 0,4 1,9 -1,1 3,2 3,1 -7,0
2014 -5,1 0,9 5,0 -4,8 7,1 16,1 5,6
2015 -2,7 4,1 2,4 -6,4 6,1 -1,1 12,2

According to Table 2, there is a decrease in the rates of 3,0 % and 1,1 % respectively in the
number of doctors and beds for 2013. An increase in the rate of 0,4 % and 1,9 % respectively
in the number of nurses and other personnel is seen. When the output variables for the same
year are regarded, despite there is a decrease at the rate of 7,0 % in the value of bed occupation,
there is an increase at the rates of 3,2 % and 3,1% in the number of ambulative treatments and
operations. It can be said that the variables followed the trend of the previous year except for
the rate of bed occupation for 2014. According to the table, when there is a decrease at the rates
of 5,1 % and 4,8 % in the number of doctors and beds, an increase at the rates o 0,9 % and 5,0
% in the number of nurses and other personnel are observed. When the output variables are
regarded, there is respectively 7,1 %, 16,1 % and 5,6 % increase in the variables of the number
of the patients having ambulative treatment, number of operations and bed occupation rate.
Finally, it was seen that the year 2015 resembled the previous year expect for the variable of
number of operations. When the inputs and variables of one year were regarded, increases at
the rate of 4,1 % and 6,4 % respectively were seen in the number of nurses and other personnel.
Decrease at the rates of 2,7 % and 6,4 % in the number of doctors and beds was seen. Increase

in the number of nurses and other personnel at the rates of 4,1 % and 2,4 % was determined.

The results of the TFP change (TFPC) and its components value for the 2012-15 period of the
hospitals connected to the Turkish MoH and the other hospitals (university and private) are
given in Table 3. Calculations according to both 2012 and the previous year were made while
the analysis was being made. Moreover, the averages of the DMUs according to the efficiency

types were calculated with geometric average.
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Table 3: Efficiency Analysis Results of the Hospitals for the 2012-15 Period

According to 2012 Year According to the Previous Year
Year Hospitals
TEC TC PEC SEC TFPC TEC TC PEC SEC TFPC
> 150 1,071 1,092 1,079 0,993 1,169 1,071 1,092 1,079 0,993 1,169
<150 0,859 1,102 0,979 0,878 0,947 0,859 1,102 0,979 0,878 0,947
2013 A 1,000 0,783 1,000 1,000 0,783 1,000 0,783 1,000 1,000 0,783
B 1,000 0,762 1,000 1,000 0,762 1,000 0,762 1,000 1,000 0,762
> 150 1,113 1,217 1,057 1,053 1,354 1,039 1,156 0,980 1,060 1,201
<150 0,933 1,087 1,004 0,930 1,015 1,086 1,003 1,025 1,059 1,090
2014 A 1,000 0,858 1,000 1,000 0,858 1,000 1,052 1,000 1,000 1,052
B 0,995 0,775 1,000 0,995 0,771 0,995 1,031 1,000 0,995 1,026
> 150 1,067 1,060 1,033 1,032 1,131 0,958 0,820 0,978 0,980 0,785
<150 0,895 1,093 1,004 0,891 0,978 0,958 0,973 1,000 0,958 0,933
2013 A 1,000 1,024 1,000 1,000 1,024 1,000 1,160 1,000 1,000 1,160
B 1,000 0,917 1,000 1,000 0,917 1,005 1,182 1,000 1,005 1,187

2 150 : Represents the public hospitals connected to the MoH with 150 and more beds capacity.
<150 : Represents the hospitals connected to the MoH with 150 and less beds.
A, B : Represents the university hospitals or private hospitals.

When Table 3 is considered, it is seen that there is a 16,9 % increase in the TFP change values
of the hospitals with 150 and more beds capacity for 2013 year. There is a 5,3 % decrease in
the hospitals under this capacity. When the reason for the increase is regarded, it can be said
that is because of the respectively 7,1 % and 9,2 % increase in the Technical Efficiency Change
(TEC) and Technological Change (TC) values. As for this increase in the TEC value, it is seen
that, despite the 0,7 % decrease in the Scale Efficiency Change (SEC), the 7,9 % increase in the
Pure Efficiency Change (PEC) is effective. This situation means that the managerial structure
offers more services with the present sources. When the reason of the decrease is regarded, it is
seen that although the contribution of the TEC value to the TFPC value is 10,2 %, it is because
of the 14,1 % decrease in the TC. It can be said that the factor which diminishes this sharp
decrease is the contribution of the technology to the efficiency. It was seen that there was an
increase in 2014 compared with 2012 and 2013 years. It was observed that the TFPC value of
the hospitals with 150 and more beds capacity was 35,4 %. The change value of the hospitals
under this capacity is 1,5 %. When compared to the previous period, it was seen that there was
a 20,1 % change for the hospitals with 150 and more beds capacity and there was a 9 % change
in the institutions under this capacity. When the factors caused the increase are regarded,
hospitals with 150 and more beds become TC in the first degree with 21,7 % with the positive
effect of the technology factor and they became TEC with 11,3 % value. When the factors of
the TEC change are scrutinized, it can be said that both managerial skills and production at a

suitable scale at the rate of 5 % are effective. The reason for the increase in the efficiency of
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the hospitals with capacity under 150 is the increase in the TC value (8,7 %) in spite of the
decrease in TEC (6,7 %). When they were analyzed for the last period, it was observed that the
TFPC value of the institutions with 150 and more beds capacity increased at a rate of 13,1 %
when compared to 2012 year. It was also observed that there was a 2 % decrease in the
institutions under this capacity. In spite of these values, it was seen that the change when
compared to the previous period decreased 21,5 % and 6,7 % respectively. When the reasons
for this change are regarded, it can be said that it is because of the 16 to 18,7 % increase seen

in the university hospitals or private hospitals.

Finally, the general average values of the hospitals connected to the MoH for the 2013-15 period

from on efficiency kinds were calculated (Table 4).

Table 4: General Average Values of the Hospitals Connected to the MoH for the 2013-15

Period*

. According to 2012 Year According to the Previous Year
Hospitals - = p € TC PEC SEC  TFPC TEC TC PEC SEC TFPC
> 150 1,083 1,121 1056 1,02 1214 1,022 1011 1011 1011 1,033
<150 0895 1,094 099 0899 0,980 0964 1025 1,001 0962 0987
Average 0975 1106 1,022 0953 1078 0989 1019 1,006 0983 1,008

2 150 : Represents the public hospitals connected to the MoH with 150 and more beds capacity.
<150 : Represents the hospitals connected to the MoH with 150 and less beds.
* : Calculated with geometric average.

When Table 4 was regarded, it was determined that there was a 21,4 % increase in the TFPC
values of the hospitals with 150 and more beds capacity, a 2 % decrease was determined in the
institutions under this capacity compared with 2012 year. When the change according to the
previous year was analyzed, it was seen that there was a 3,3 % increase in hospitals with 150
and more beds capacity and a 1,3 % decrease was seen in institutions under this capacity. When
the general average was regarded, although there was a lapse from the hospitals connected to
the MoH to the university or public hospitals, there was an approximately 8 % increase in the

TFPC value.
4. DISCUSSION

To summarize the research findings; when the year 2012 is taken as a base, the change rate of
the public hospitals with over 150 beds connected to the association of public hospitals in the

TFP has increased 16,9 % in 2012. It increased 35,4 % in 2014 and 13,1 % in 2015.

As the reason for the 16,9 % increase in 2013, it was said that the managerial structure served
more with the present sources. It was observed that there were the positive effects of the

technology factor in the first degree, effect of both the managerial skills and production at the
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suitable scale were seen as the factors caused 35,4 % increase in 2014. When this rate was
analyzed for 2015, it was determined that it had an increase which decreased when compared
to the previous years with 13,1%. It was understood that the university hospitals and private
hospitals earned back the patients they lost before considerably. The reason of this situation
may be the increase in the service quality in the hospitals. Within the scope of the research,
when the reasons of this decrease were discussed with the managers of the association and
hospitals, the managers commented that it was because of the uncertainty of two general
election processes in 2015. It can be said that public services have a sensitivity against political

uncertainty.

The TFP of the public hospitals with less than 150 beds changed -5,3% in 2013, 1,5 % in 2014
and 2,2 % in 2015. No significant changes in the efficiency values of these hospitals can be
explained with the narrowness of the service field explained in the method part, limited

population and no competition environment.

Beylik et al. (2015) made the activity measurement of 88 PHA in the general of Turkey after
the public hospital association structuring. In the study in which the DEA technique was used,
34% according to “Constant Return to Scale” (CRS) of PHA and 45% according to “Variable
Return to Scale” (VRS) were found efficient. A similar study was also carried out by Yigit
(2016). Yigit (2016) in the survey conducted throughout Turkey, has found out that 31% of
PHA'’s according to CRS and 46% according to VRS were efficient and the average efficiency
score was 0,90. In order to compare this situation, the studies conducted before the construction
of PHA (2012) was also examined. Sahin (2008) assessed the technical efficiency of 352
general hospitals over 50 beds which were connected to the MoH for the year 2006. According
to the results obtained using the DEA technique, general hospitals were found to be 12%
efficient compared to the CRS model and 23% efficient on the VRS model. The mean efficiency
score of the study-included hospitals was 0,83.

According to the results of the research, Sahin (2008) was found that 12% of the MoH hospitals
according to CRS model and 23% of the MoH hospitals according to VRS model were efficient
before the PHA structuring. After PHA structuring Yigit (2016) has calculated that 31% of
MoH hospitals according to CRS and 46% of MoH hospitals according to VRS; Beylik et al.
(2015) have calculated that according to CRS 34% of the MoH hospitals and according to VRS
45% of the MoH hospitals were efficient. In addition, the average efficiency score of the MoH
hospitals was calculated as 0,83 before PHA by Sahin (2008) and 0,90 after PHA by Yigit
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(2016). The findings of these studies supports our work showing that the efficiency of the MoH

hospitals increased after the PHA structuring.
5. CONCLUSION

In consequence of the research made in a province in metropolis status in order to determine
the contribution of the PHA structuring on the efficiency of the hospital services, it was
determined that there was a significant increase in the 2012- 2015 period especially in the
efficiency of large hospitals. In small hospitals, the increase in productivity could not be
determined. This can be explained by the fact that these hospitals are district hospitals. Since

small hospitals are the only hospitals in the region, patient mobility is limited.

Efficiency increase in large hospitals can be said to increase the efficiency of public hospitals
as intended by the PHA system. The underlying cause of the sudden replacement of the PHA
system is out of hospital efficiency. The reason for changing the PHA system is political or
different reasons. The PHA system was a model that could be developed in the management of
public hospitals. Unfortunately, the PHA system did not have this opportunity. Again the old

system is returned.
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ABSTRACT

Healthcare professionals working with hepatitis-B virus (HBV) and hepatitis-A virus (HAV),
which are both still important infectious diseases throughout the world and in Turkey, are at risk
in terms of many infectious diseases, in which they become infected from patients and their
physical work environment. HBV and HAV infections and their outcomes are among the
important public health issues. This study was conducted to determine the knowledge level of
nurses and midwives working in the institutions with beds in the city center of Sanliurfa, about
HBYV and HAYV infections, and the precautions they take. This descriptive study included nurses
and midwives working at the Harran University Research and Application Hospital (285
nurses/midwives) in the city center of Sanliurfa and in 4 hospitals (823 Nurses/midwives)
affiliated with Sanliurfa’s Public Hospitals Institution. The population of the study consisted of
1,108 midwives/nurses/health officers working on duty in these hospitals, while the sample
consisted of 550 people who could be reached and volunteered to fill out the questionnaire. A
questionnaire was prepared by reviewing relevant literature and receiving expert opinions. The
questionnaire form was assembled in its final form after the preliminary study was performed.
In this form, there are 36 questions, including the socio-demographic characteristics of the nurses
and the precautions taken by the institutions as well as the nurses in order to be protected from
HBV and HAV. Before starting the study, the required permissions from the institutions and
consents from the participants were obtained. The questionnaire was given by the researchers to
the participants via face-to-face interviews between January 2 and May 31, 2016. The statistical
evaluation of the data obtained in the study was performed by using SPSS (22) as well as
number, percentage, mean, and standard deviation values.

Key Words: Health Institutions, Healthcare Professionals, Occupational Health

ARTICLEINFO
! Health Services Vocational School, Harran University, Turkey
erisharran@hotmail.com

& Orcid Number: https://orcid.org/0000-0002-1685-9819

ZFaculty of Health Sciences, Harran University, Turkey
f_eravkabalcioglu@hotmail.com

& Orcid Number: https://orcid.org/0000-0002-2453-8310

Recieved: 08.02.2019 Accepted: 15.04.2019
Cite This Paper: Eris, H., Kabalcioglu Bucak, F. (2019). Determining the Knowledge Level of

Midwives and Nurses Working in The Hospitals about Hepatitis A and B, and The Precautions They
Take. Journal of International Health  Sciences and  Management, 5(8): 3747

37


mailto:erisharran@hotmail.com
https://orcid.org/0000-0002-1685-9819
mailto:feraykabalcioglu@hotmail.com
https://orcid.org/0000-0002-2453-8310

Determining the Knowledge Level of Midwives and Nurses Working in The Hospitals about
Hepatitis A And B, And The Precautions They Take

1. INTRODUCTION

Blood-borne infectious diseases is an important health problem all over the world. The risk of
being exposed to hepatitis B (HBV) and hepatitis C (HCV) by healthcare professionals is an
important and preventable problem worldwide (Yoldas, Bulut, et. al, 2014).

HBV and HCV infections have a high rate of morbidity and mortality worldwide (Smyth,
Manning, Byrne et. al., 2002; Sagmeister, Renner, Mullhaupt et. al., 2002).

One of the most widespread blood-based viral diseases is Hepatitis B. Hepatitis is defined as life-
threatening liver inflammation, caused by viral infection, which in turn adversely affects one’s
health, and causes chronic diseases (Lai, Ratziu, Yuen and Poynard, 2003; Sharma, Saini and
Chwla, 2005; Lavanchy, 2004; Sahin, Bilgi¢, Esen, Cetinkaya and Tozoglu, 2009).

Midwives and nurses are at risk of being exposed to many infectious diseases via their patients,
the materials they use on the patients, and their physical daily work environment.

Those that especially infect people through blood and blood-based products have a particular
importance due to their frequency and the negative effects they cause (Ucan, Ovayolu and
Torun, 2006).

The contaminated tools are the sources of infection both for the patients and the healthcare
professionals alike. When healthcare professionals are exposed to these infected materials, this is
known as an occupational disease (Go¢geldi, Istanbulluoglu, Tiirker, Giile¢, Ceylan, Kogak and
Komutanligi, 2011).

Personnel working in the emergency department, operating room, intensive care unit, and labs
come into contact with the blood and bodily fluids, which in turn increases the infection risk.
The most frequently encountered forms of exposure include contaminated needles, contaminated
sharp medical equipment, and contract with blood and bodily fluids to the mucosa. As many of
sharp objects are now disposable, the risk for the patients has reduced, however infection
contamination nevertheless continues due to occupational exposure (Sari, Fincanci, Soysal,
Demirkiran, Koyuncu and Ozgiin, 2014).

This study gives information about literature information about the matter as well as population,
sample, limitations, data collection tool, and reliability of the study. In the results section of the
study, the data obtained from the study were presented in tables. In the discussion section of the
study, comparisons were made with similar studies in the literature and similarities and
differences between the present study and these studies were determined. In the conclusion
section of the study, the conclusion was presented along with the related recommendations. The
aim of this study was to determine the knowledge level of the nurses and midwives, working in
the institutions with beds across Sanliurfa, on HBV and HAV, alongside precautions they take.

2. MATERIAL AND METHOD

2.1. The aim of the study: The aim of this study is to determine to determine the knowledge
levels of nurses and midwives, working at public hospitals in the city center of Sanliurfa, about
protection from HBV and HAV.

2.2. Population and Sample of the Study: The population of the study was composed of nurses
and midwives working at the Harran University Research and Application Hospital (285
nurses/midwives) in the city of Sanliurfa and in 4 hospitals (823 nurses/midwives) affiliated with
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Sanlurfa’s Public Hospitals Institution. The population of the study involved a total of 1.108
midwives/nurses/ health officers actively working in these hospitals; on the other hand, the
sample consisted of 550 people who were reached and were eager to fill in the questionnaire.
Once necessary permissions were obtained from the institutions and the participants before
conducting the study, the questionnaire was completed by the researchers by using the face-to-
face interview technique between 2 January and 31 May 2016.

2.3. The limitations of the study: The study was not conducted throughout Turkey; therefore,
the study reflects the opinions of nurses and midwives, working at public hospitals only in the
city center of Sanliurfa, where the study was conducted, about protection from HBV and HAV.
Moreover, public states and private hospitals operating in Sanliurfa were not included in the
study. Additionally, it is assumed that the results obtained from this study would provide
information to future studies in general. It was accepted that nurses and midwives participating
in the study understood the statements in the study correctly and gave correct answers.

2.4. Data Collection Tool: The study is a descriptive field study based on survey. A
questionnaire was prepared based on expert opinion and upon literature review and was finalized
after preliminary test. This questionnaire includes 36 questions about socio-demographic
characteristics of the participants as well as nurses and the institutions’ precautions concerning
protection from HBV and HAV. Each item in the questionnaire was prepared based on 5-point
Likert scale including “Strongly disagree(1)”, “Disagree (2)”, “Neutral (3)”, “Agree (4)” and
“Strongly Agree (5)”.

Before conducting the study, necessary permissions from the hospitals and the participants were
taken and the questionnaire was administered by the researchers by using the face-to-face
interview technique between 2 January and 31 May 2016.

2.5. Validity and reliability of the study: Cronbach’s Alpha (a) coefficient of the questionnaire
used in the study was 0.82, which shows that this questionnaire is reliable.

2.6. Material and Method

In this descriptive and cross-sectional study, 550 midwives and nurses working in five hospitals
including one university hospital and four public hospitals in the city of Sanliurfa were reached.
No sample selection was performed; only those who were on duty during the study were
included in the study.

The study was conducted upon obtaining the written permission from institutions, where the
study was conducted, as well as verbal consent from the participants. The questionnaire,
prepared by the researchers upon literature review, was applied through the face-to-face
interview technique. The statistical evaluation of the data obtained in the study was performed
using SPSS (22) as well as number, percentage, mean, and standard deviation values.

3. RESULTS

This section includes the various study results. Table 1 shows the socio-demographic
characteristics of the midwives and nurses participating in the study.
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Table 1. The socio-demographic characteristics of the midwives and nurses

Age groups N Y%
24 years and younger 181 329
25-27 years 128 233
28-31 years 112 20.4
32 years and over 129 23.5
Gender

Female 409 74.4
Male 141 25.6
Educational status

Health High School 97 17.6
Associate’s Degree 70 12.7
Bachelor’s Degree 364 66.2
Master’s Degree 19 3.5
Working duration

2 years and less 193 35.1
3-4 years 102 18.5
5-8 years 140 25.5
9 years and more 115 20.9
The hospital where they work

Harran University Research Hospital 109 19.8
Baliklig6l Public Hospital 59 10.7
M. Akif Inan Training and Research Hospital 178 324
Sanliurfa Gynecology and Maternity Hospital 80 14.5
Children's Hospital 124 22.5
Clinical Unit

Emergency Department 57 10.4
Operating room 39 7.1
Service 259 471
Outpatient clinic 10 1.8
Other 185 33.6
Position In The Unit

Ward Nurse 332 60.4
Chief Nurse 50 9.1
Intensive Care Nurse 129 23.5
Other 39 7.1
Manner of Work

Always day-shift 173 31.5
Shift 377 68.5
Total 550 100.0

When Table 1 was examined, it was determined that 56.5% of the participants were aged 27
years and younger, 74.4% were female, 66.2% held a Bachelor’s degree,
53.6% worked for 0-4 years, 80.2% worked in a public hospital, 47.1% worked in the services,
60.4% were ward nurses, and 68.5% worked in shifts.
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Table 2. Contact with patients with hepatitis B and A, and the data on the procedures taken after

contact
N %

Have you been in contact with | Yes 490 89.1
blood and bodily fluids? No 60 10.9

Total 550 | 100.0
Did you take precautions Yes 408 83.3
when contacting with blood No 40 8.2
and bodily fluids? I do not remember 42 8.6

Total 490 | 100.0
What kind of precautions did |I wear gloves 350 71.4
you take? I wear a double pair of gloves 121 24.7

I wear a gown 100 20.4

I wear a mask 101 20.6

I wear goggles 39 8.0

All 34 6.9

I do not remember 33 6.7

Total 490 | 100.0
The procedure taken in case of | I had my hepatitis marker results examined. 262 53.5
the contact with blood and I checked whether or not the patient had an infectious disease. 359 73.3
bodily fluids I made the injured/contact region bleed. 62 12.7

I washed the injured/contact region with cold water 260 53.1

I washed the injured/contact region with alcohol 78 15.9

I washed the injured/contact region with batticon 255 52.0

I did nothing 18 3.7

Total 490 | 100.0
Did the patients exhibit Yes 228 41.5
infectious symptoms of No 191 347
Hepatitis B? I do not remember 131 23.8

Total 550 | 100.0
Did the patients exhibit Yes 161 293
infectious symptoms of No 235 42.7
Hepatitis A? I do not remember 154 | 28.0

Total 550 | 100.0
Preventive measures taken Do you wash your hands before and after the intervention 507 92.2
during procedures applied to | performed on the patients?
the patients Do you wash your hands every time you provide care? 383 69.6

Do you know the warning signs for patients with hepatitis 458 83.3

infection?

Do you know whether or not the contaminated materials are 390 70.9

properly disposed of?

Do you know whether or not the contaminated materials are 356 64.7

properly disinfected?

Total 550 | 100.0
Types of injuries Needle-based injury in hands 363 66.0

Injury when closing the injector tip 286 52.0

Splashes of blood and bodily fluids into the eyes and mucosa 205 37.3

During medical waste disposal 98 17.8

Sharp object injury with scalpel, suture needle etc. 160 29.1

Total 550 100.0

When Table 2 was examined, it was determined that 89.1% of the midwives and nurses
participating in the study stated that "they were in contact with blood and bodily fluids"; on the
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other hand, 83.3% of them stated that they took precautions. For the question "What kind of
precautions did you take?", 71.4% of them stated that they wore gloves, 24.7% stated that they
wore a double pair of gloves, and approximately 20% stated that they wore a gown or mask.
For the question "what kind of procedures did you take when coming into contact with blood and
body fluids?", 73.3% of midwives and nurses stated that "they investigated whether or not the
patient had an infectious disease", 53.5% stated that "they had his/her hepatitis marker results
examined", 53.1% stated that "they washed the injured/contact region with cold water" and 52%
stated that "they washed the injured/contact region with batticon”. For the question "Did the
patients exhibit infectious symptoms of Hepatitis B?" 41.5% of midwives and nurses answered
"yes" and for the question "did they exhibit infectious symptoms of Hepatitis A?", 42.7%
answered "no". When the injury types of midwives and nurses were examined, 66% stated that
they had needle-based injury in their hands, 52% stated that they were injured while closing the
injector tip, and 37.3% stated that they were injured by the splashes of blood and bodily fluids to
eyes and mucosa.

Table 3. Immunization of the participants

N %
Do you work by taking precautions | Yes 403 73.3
as if every patient has hepatitis No 147 26.7
infection? Total 550 100.0
Did you have an examination to Yes 498 90.5
determine whether or not you had | No 52 9.5
Hepatitis B? Total 550 100.0
Finding after the examination HbsAg(+),anti-Hbs(-) 37 7.4
HbsAg(-),anti-Hbs(+) 271 54.4
HbsAg(-),anti-Hbs(-) 68 13.7
I'm ill 3 .6
I do not know 119 23.9
Total 498 100.0
Have you got a hepatitis B vaccine? | Yes 477 86.7
No 73 13.3
Total 550 100.0
The number of Hepatitis B 1 44 9.2
vaccination 2 63 13.2
3 270 56.6
Booster 100 21.0
Total 477 100.0
Did you have the antibody Yes 367 76.9
examined after vaccination? No 110 23.1
Total 477 100.0
The reasons of not getting the I couldn't find any opportunity 11 15.1
hepatitis B vaccine I am not at risk 18 24.7
I don't trust the protectiveness of the vaccine 1 1.4
I am afraid of the side effects of the vaccine 3 4.1
I had had Hepatitis B 11 15.1
I think that I protect myself properly. 8 11.0
I paid no attention 21 28.8
Total 73 100.0

When Table 3 was examined, it was determined that 73.3% of the midwives and nurses
answered "yes" to the question " Do you work by taking precautions as if every patient has
hepatitis infection?" Also, 90.5% of the midwives and nurses answered "yes" to the question

42



Journal of International Health Sciences and Management 2019; 5(8): 37-47

"Did you have an examination to determine whether or not you had hepatitis B virus?". The rate
of the nurses who got the Hepatitis B vaccine was 86.7%. When the number of Hepatitis B
vaccinations was examined, 56.6% of the nurses stated that they got this vaccine 3 times, 13.2%
state that they got it twice, and 9.2% stated once.

It was determined that 76.9% of the midwives and nurses answered "yes" to the question "Did
you have the antibody examined after vaccination?" As for the reasons for not getting a
Hepatitis B vaccination, 28.8% of the midwives and nurses were not vaccinated as they paid no
attention, 24.7% stated they were not at risk, 15.1% indicated they did not find any opportunity
or they had had hepatitis B and, 11% indicated that they thought they protected themselves

properly.

Table 4. Knowledge of the participants about the hepatitis

N %
Had you been examined to determine | Yes 332 60.4
whether or not you were infected with | No 218 39.6
hepatitis A virus? Total 550 100.0
Was hepatitis A detected? Yes 13 3.9
No 319 96.1
Total 332 100.0
When was the last time you have a 1-3 months 99 18.0
serology examination? 3-6 months 94 17.1
6-12 months 130 23.6
More than 1 year 173 31.5
I did not 54 9.8
Total 550 100.0
Is there a hospital infection control Yes 535 97.3
committee in your institution? No 15 2.7
Total 550 100.0
Did you receive the training on Yes 426 77.5
hepatitis B and A? No 124 22.5
Total 550 100.0
Type of training on hepatitis Band A | In-service training 325 76.3
Continuing training 26 6.1
Certificate program 6 1.4
From books, magazines and brochures 52 12.2
Other 17 4.0
Total 426 100.0
The information activities on Hepatitis | Did you attend courses, seminars or congresses 110 20.0
Band A about hepatitis b and a?
Do you follow publications about hepatitis b and 132 24.0
a?
Do you think the methods of the hospital for 162 29.5
protection against hepatitis b and ¢ are adequate?
Total 550 100.0
Do you want to receive the training on | Yes 434 78.9
hepatitis B and A? No 116 21.1
Total 550 100.0

When Table 4 was examined, it was determined that 60.4% of the midwives and nurses
answered "yes" to the question "Had you been examined to determine whether or not you were
infected with hepatitis A virus?" and 96.1% answered "no" to the question "Was hepatitis A
detected?" 31.5% of the midwives and nurses, answered the question "When was the last time
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you have a serology examination?" answered as "I have not had the serology examination for
more than 1 year" and 9.8% answered as "I have never had a serology examination". 97.3% of
them answered "yes" to the question "Is there a hospital infection control committee in your
institution?". 77.5% of the midwives and nurses responded as "yes" to the question "Did you
receive the training on hepatitis B and A?" and 76.3% said "In-service training" to the question
"Type of training". 78.9% of midwives and nurses answered "yes" to the question "Do you want
to have training on Hepatitis B and A" and 21.1% answered "no" to this question.

4. DISCUSSION

Given that hepatitis is an infectious disease, it continues to be a preventable public health issue in
Turkey (Tosun, 2013). It is said that about two billion people are infected with HBV worldwife.
Every year, approximately 600,000 people lose their lives due to the acute or chronic events
associated with HBV. Midwives and nurses, who are directly responsible for patient care, are at
risk when providing care to these kinds of patients. In the present study, 89.1% of the midwives
and nurses stated that "they were in contact with blood and bodily fluids"; whereas, 83.3% stated
that they took precautions. In the study, 90.5% stated that they had been examined for Hepatitis
B, and 60.4% stated that they were examined for Hepatitis A. In a study conducted by sending
letters to the physicians, gynecologists, nurses, and midwives providing primary care health
service abroad, it was stated that HBV test was requested at the rate of 98%, and this test was
requested at the rate of 93% in another study (Keane, Neale, Phillips, Heard, Jones, Guttridge
and Bendall, 2002;Weisbord, Koumans, Toomey and Grayson, 2001).

Performing these tests routinely is important in order to diagnose the disease in its early stages
and thus to start the treatment process. In the study, it was determined that 53.5% of the
midwives and nurses had the "Hepatitis marker results" examined. Similarly, in a study
conducted with the nurses and technicians working at Pamukkale University Hospital in 2014,
67.6% stated that they were examined for hepatitis markers. It may be thought that this finding
was high as the nurses and technicians evaluated the examination of the markers in the Hepatitis
B vaccination program within the scope of the health screening (Erkan, 2014).

When the injury types of the midwives and nurses were examined in the study, 66% of them
stated that they had needle-based injury in their hands, 52% stated that they were injured while
closing the injector tip, and 37.3% stated that they were injured by the splashes of blood and
bodily fluids to eyes and mucosa. In a study including healthcare professionals working in a
university hospital, two state hospitals, and 54 health centers in Mersin, it was determined that
79.1% of the healthcare professionals were injured with a sharp object at least once during their
working life, 60.9% of the injuries happened due to a tool contaminated with blood—mostly
through needles (89.2%) (Altiok, Kuyurtar, Karagorlu, Erséz and Erdogan, 2009).

Likewise, Kuruiiziim et al., stated in a study conducted at Dokuz Eyliil University Medical
Faculty Hospital that 97% of injuries were percutaneous injuries caused by the sharp objects
(Kuruiiziim, Elmali, Giinay, Giindiiz and Yapan, 2008). Upon the literature review, similar
studies regarding nurses were found. In the present study, 77.5% of the midwives and nurses
stated that they received the in-service training on the diseases with an infectious risk (hepatitis
B and C), and 79% stated that they wanted to receive the training again. In their study Ucan et
al., (2006) obtained similar results. It was determined that 52.8% of the nurses received the in-
service training on the protection from HBV and HCV; however, 85.2% of them wanted to
receive their in-service training again.
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It was determined that 41.5% of midwives and nurses, participating in the study, answered the
question "Did the patients have infectious symptoms for Hepatitis B and A?" as "They had
Hepatitis B" and 29.3% as "They had Hepatitis A". Similar results were obtained in a study
(Ugan et al., 20006).

A great majority of the midwives and nurses answered "yes" to the question "Did you take
precautions when contacting with blood and bodily fluids?" and they answered that they wore
gloves, a double pair of gloves, a gown, and mask for the question "What kind of precautions did
you take". Similar results were obtained in some studies (Caliskan and Akdur, 2001; Ugan et al.,
2006).

It was found that 90.5% of the midwives and nurses answered "yes" to the question "Did you
have an examination to determine whether or not you had hepatitis?" Also, a great majority of
the participants stated that they got the hepatitis vaccine in 3 doses as well as a got a booster
vaccine. Also, similar results were obtained in the study by Ugan et al., (2006) and 83.1% of the
nurses stated that they had a routine blood examination, and that most of them stated that they
were vaccinated with 3 doses and alongside with a booster vaccine.

4.1. Conclusion and Recommendations

As a result of the study, a great majority of the participants stated that they took the required
precautions upon coming into contact with blood and bodily fluids. Among those precautions,
they stated that they wore gloves, a double pair of gloves, gowns or masks, respectively. The
majority of the midwives and nurses stated that they took precautions such as controlling
whether or not the patient had an infectious disease, controlling the hepatitis marker results,
washing the injured/contact region with cold water, and washing the injured/contact region with
batticon when there was a contact with blood and bodily fluids.

Most of the participants stated that they took precautions as if every patient had the hepatitis
infection when they worked. 90.5% of the midwives and nurses had an examination to determine
whether or not they had the hepatitis B. The rate of nurses who were vaccinated with hepatitis B
vaccine was 86.7%. When the number of hepatitis B vaccination was examined, 56.6% of the
midwives and nurses stated that they were vaccinated 3 times, 13.2% stated that they were
vaccinated twice, and 9.2% stated that they were vaccinated once.

Most of the midwives and nurses had the antibody examined after vaccination. Concerning the
reasons for not getting Hepatitis B vaccine, it was found that 28.8% of the midwives and nurses
stated that they did not get the vaccine as they did not care, 24.7% as they were not at risk,
15.1% as they did not find any opportunity or they got hepatitis B vaccine, and 11% stated that
they thought that they protected themselves properly.

Most of the participants stated that they were examined for hepatitis A, whereupon it was found
as a result of the test that 96.1% did not have hepatitis A. For the question "When did you have a
serology examination?", 31.5% of the midwives and nurses answered that "I have not had a
serology examination for more than 1 year" and 98% answered as "I have never had a serology
examination".

Although most of the midwives and nurses stated that they received the in-service training on
Hepatitis B and A in their hospitals, they stated that they wanted to receive the training again.
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ABSTRACT

Some leadership styles have negative and toxic features such as destructive leadership,
authoritarian leadership, narcissistic leadership and brute-bullying leadership. Toxic
leadership is defined as the sum of the negative aspects of leadership which might include
charisma, personalized use of power, narcissism, negative life themes, and an ideology of
hate.

This study aims at contributing to the theoretical gap in Turkish literature about destructive
leadership. In this regard, first of all, the definitions of destructive leadership made by several
authors are presented in the literature. Later, the levels of perception by 200 health workers in
a university hospital are investigated using the "Toxic Leadership Scale" and the results of the
research are analyzed. Finally, the findings are discussed and evaluations are made for
research and application.

In this study, the relationship between gender, age, marital status, education status, duty in
hospital, income, occupational status, unit variables of health workers, and toxic leadership
levels were examined in terms of both the general average of toxic leadership scale and
subscales of scale. The Cronbach-Alpha coefficient in the study was found to be 0.98. The
general average of the health workers obtained from the Toxic Leadership Scale (2.91 + 1.03)
was moderate; there were statistically significant differences due to age and income situation;
the toxic leadership perceptions of administrative staff (3.40 = 0.98) were higher than the
average of other health workers.
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1. INTRODUCTION

From the earliest times of history the concept of leadership has loaded many different
meanings in every organization and field in which it has a management function, and this
concept has maintained its existence and importance in every period (Titizoglu & Eren, 2014:
276). According to Hughes, Ginnett, and Curphy, one of the most important reasons why so
many different definitions come to the concept of leadership is that leadership is a complex
phenomenon that includes leaders, followers, and conditions (Ibicioglu, 2009: 3). The word
leader is derived from the Latin word ”lode star”. It means the person leading, managing and
inspiring (Van de Vliert, Matthiesen, Gangsoy, Landro and Einarsen, 2010). Kogel (2010)
defines the concept of leadership as “under certain conditions, the process of influencing and
directing the activities of others in order to realize individual or group objectives."

Leaders are seen as mysterious and impressive individuals who lead organizations to success
(McShane and Von Glinow, 2009). Being a leader in this regard can be considered by many
to have superior qualities and virtues that others do not have. In many studies to date (Burns,
1978; Bass, 1985; Bass and Steidlmeier, 1999; Bass ve Avolio, 2000; Trevino, Brown, ve
Hartman, 2003; Avolio, Luthans ve Walumba, 2004; Brown, Trevino ve Harrison, 2005), the
personality traits of the successful leaders and their distinctive aspects that make them
different from others have been researched and various leadership theories have been
developed (Basar, Sigri & Basim, 2016: 65).

Glindiiz and Dedekorkut (2014) stated that there should be some skills and competencies for
the power of influence and motivation of the leader; the leaders, who lack these skills and
competences state that they are inadequate in terms of influence and become ineffective
leaders. In the same study, it is stated that leadership is a whole of learnable behaviors and
talents have (Giindiiz and Dedekorkut, 2014: 95).

Although there are not many studies on toxic leadership, it has been determined by
academicians that some of the leadership styles have toxic properties. Some of these
leadership styles are leadership structures that have negative and toxic characteristics such as
destructive leadership, authoritarian leadership, narcissistic leadership, vulgar-bullying
leadership. These types of leadership are briefly explained below to better understand the
conceptual framework of toxic leadership. The types are:

a) Destructive leadership: There must be systematic and recurrent aspects of defining a
behavior as destructive. Apart from behaviors aiming at damageing destructive behaviors, it is
thought that it should also include employees who do not want to harm by exhibiting
disruptive characteristics such as showing symptoms of disability and the characteristics of
the organization (Einarsen, Aasland and Skogstad, 2007).

b) Authoritarian Leadership: Cheng et al. (2004) define authoritarian leadership as being a
constant supervisor and with a tendency to create obedient employees. Toxic leadership has
also been defined as the next stage of authoritarian leadership to exhibit negative attitudes
towards both employees and the organization (Deal and Petersen, 1999).

c) Narcissistic Leadership: Especially personal mismatches, selfishness, egocentric approach,
highlighting their interests and needs are some of these important features. Rosenhtal and
Pittinsky (2006) define a narcissistic leader as one who shows himself/herself more than
he/she has got, admiring himself and waiting to be admired by others.

d) Bully-Rough Leadership: in his research, Tepper (2000) stated that rough management
(without physical contact, verbal-nonverbal) is close to toxic leadership because it exhibits a
hostile attitude.

Definitions such as being coarse and hard and crushing are close to toxic leadership. Because
the non-verbal and intentionally inadequate, unethical, ineffective behavior of the manager
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who is rude and disruptive, such manager is identified as having the destructive aspect of
toxic leadership (Firestone and Jatlett, 2009: 302).

However, in many studies on leadership from past to present, more positive, constructive and
positive aspects of leadership have been investigated, and it has been aimed at understanding
the good and effective aspects of leaders and identifying behaviors exhibited by good leaders
(Reed and Olsen, 2010: 59; Shaw et al., 2011: 576). Although leaders such as Abraham
Lincoln and Anne Theresa are known as very good leaders, these leaders have shown
unethical behavior in some cases and have made wrong or bad decisions (Lipman and
Blumen, 2004). These leaders are rarely misdiagnosed as toxic leaders. Because, in order for a
leader to be classified as a destructive or a bad leader, he must exhibit persistent and repetitive
cracking and negative behaviors. The destructive leader must have negative and destructive
effects on business and group performance (Thoroughgood et al. 2012: 898 899).

Many studies have examined the negative aspects of leadership as destructive leadership
(Einarsaen ve digerleri, 2007; Shaw ve digerleri, 2011; Woestman ve Wasonga,2015),
misbehaving leadership (Paunonen ve digerleri, 2006), bullying leadership (Ferris ve
digerleri, 2007; Harvey ve digerleri, 2007), and toxic leadership (Wilson—Starks, 2003;
Williams, 2005; Lipman ve Blumen, 2004; Pelletier, 2010; Dobs, 2014). These terms are
often referred to by different authors to describe the negative behavior of the leaders towards
their subordinates, their inadequacies in interpersonal relations and their harming status
(Dobs, 2014: 14).

Toxic leaders take a decision by elevating themselves and humiliating others, aiming to keep
their subordinates under constant control, tending to deny their own crimes and mistakes, and
liking splendor. Such leaders are ultimately doomed to failure in history as a result of the
dismemberment of their responsible business (Lipman and Blumen, 2004). Wilson-Starks
(2003) also emphasizes that toxic leaders do not want people who are questioning and
criticizing and that they are trying to prevent them from moving to upper positions with an
emphasis on the ability of toxic leadership to seek obedience. Lipman-Blumen (2005b)
describes the leader as a toxic leader who does not accept constructive criticism, who teaches
and approves the prosecution and behavior of the leader rather than questioning them and
consequently causing serious harm with these negativities. Flynn (1999) stated that the leader
was rude and tyrannical because he increased the tone of voice against his employees and
showed offensive and repulsive behaviors. In addition, personal use of power, negative
personality and ideological hostility have been mentioned as other toxic characteristics
(Padilla, Hogan and Kaiser, 2007).

In the studies conducted, it is found that the rude managers negatively affect the
organizational culture and the organizational climate (Zellars, Tepper ve Duffy, 2002). Low
levels of job satisfaction (Tepper, Hoobler, Duffy ve Ensley, 2004), participation in the work
and reluctance in interest and lack of interest (Aryee, Sun, Chen ve Debrah, 2007) were found
in these organizations. Toxic leadership can be summarized as the toxic triangle by the
characteristics of leaders, followers, and environmental contexts associated with destructive
leadership (Padilla, Hogan, & Kaiser, 2007: 176). To hold only the leader for the toxic
leadership process means not to see the whole picture (Thoroughgood et al., 2012). The three
aspects of the toxic triangle and their characteristics are:

1.Toxic Leaders: Charisma, personal use of power, narcissism, negative life experiences and
hate ideology are the most prominent characteristics of toxic leaders. The personality traits of
the toxic leaders are defined as follows: deceitful, sarcastic, false, immoral, hypocritical,
unreliable, insatiable, manipulative, arrogant and coward (Lipman-Blumen, 2005: 19-22).

2.Responsive followers (supporters): The characteristics of the followers define as spouses
and beliefs, low maturity, negative self-assessments, unmet basic needs and ambition (Padilla
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et al., 2007: 183). The responses of the followers to the dark leadership behaviors are to seek
social support, to leave the organization, to challenge the leader (Webster, Brough and Daly,
2016), to try to look nice, to try to communicate, to avoid contact and to resist (Yagil, Ben-
Zur and Tamir, 2011).

3. Conductive (convenient) environments: Environmental factors such as instability,
perceived threat, cultural values, control and balances, and lack of institutionalization are
important for destructive leadership (Padilla et al., 2007: 185).

Nowadays, health institutions are among labor-intensive enterprises with advanced medical
technology and specialized health workers in many different fields. It is very important to
ensure the high level of cooperation and harmony between the units and the unit employees in
order to provide efficient and productive service for the healthcare employees. There is
interdependence between different units, and the output of a unit can be the input of the other
unit. Thus, the success of the institution is directly proportional to the harmonious functioning
of all units. In this context, leadership is of great importance in order to ensure that human
resources in health institutions can be used effectively and efficiently in the interests of the
institution.

In our study, firstly, the theoretical framework of the research was formed by examining the
related literature in order to define the dark side of leadership. And then, “toxic leadership
questionnaire” applied to the employees of a public university hospital was made. Then the
results were analyzed and the findings of the study were discussed and the evaluations were
made based on the research and application.

2. MATERIALS AND METHODS

This study investigates whether Toxic Leadership differs according to socio-demographic
variables of health workers or not. The study was carried out by applying the Toxic
Leadership scale to 185 health workers working in different units of a university hospital in
Ankara.

2.1. Research Method and Measurement Tools

Within the scope of the research, a comprehensive literature review was conducted to
determine the negative effects of “Toxic Leadership” and “Toxic Leadership on health
workers”. “Toxic Leadership Questionnaire” was used as a measurement tool. “Research
methodology” in this study was descriptive.

Before using the “Toxic Leadership Scale” required permissions were obtained from
Nurhayat Celebi, who developed the scale, on July 28, 2018.

The questionnaire, which is applied by the random sampling method, consists of two parts
together with the demographic information and the part of the scale items. In the first part of
the questionnaire, the socio-demographic variables of the health workers working in different
departments including gender, marital status, age range, income level, education status,
occupational status, and occupational department were examined, and the second part has
investigated the perceptions of Toxic Leadership level of health workers.

Celebi et al. stated that they greatly benefited from Schmidt (2008) in developing the scale
(Celebi et al., 2015: 253). The scale consists of 30 items and 4 sub-dimensions. The scale is 5-
point Likert type (1) strongly agree, (2) agree, (3) undecided, (4) disagree, and (5) strongly
disagree. In the study of Celebi et al. (2015) the Cronbach-Alpha coefficient was found to be
0.96, while in this study Cronbach-Alpha coefficient was 0.98.

51



Toxic Leadership In A Public University Hospital

Table 1. Toxic Leadership Scale Reliability Coefficients

. . elebi et al. (2015) Cronbach Obtained from this stud
Toxic Leadership Scale . Alph(a-Vah)les Cronbach-Alpha Valuez
Self-Seeking 0,95 0,96
Not to appreciate 0,93 0,97
Negative Mood 0,87 0,94
Selfishness 0,91 0,93
All of the Scale 0,96 0,98

2.2. Universe and Sampling

The population of this study consists of the employees of a public university hospital
operating in Ankara. The number of health professionals working in the hospital is based on
the current activity report of the hospital and is based on the year 2018. A total of 1836
people, 1423 females, and 413 males, work in health services. A total of 1821 employees,
1044 females and 777 males, are employed in administrative services. In the study, it was
determined that 351 health workers were required to participate in the study in order to
reflect the universe in the sample, p = 0.05 significance and 95% confidence level [15]. Due
to the fact that it is difficult to reach to the health workers due to the holiday period, 200
questionnaires were distributed to the sample. The analyses were carried out through
questionnaires from 185 health professionals.

2.3 The Hypothesis of the Research

HI1: The toxic leadership averages of health workers differ statistically according to their
gender.

H2: The toxic leadership averages of health workers differ statistically according to their
marital status.

H3: The toxic leadership averages of health workers differ statistically according to their age.
H4: The toxic leadership averages of health workers differ statistically according to their
income status.

H5: The toxic leadership averages of health workers differ statistically according to their
educational status.

H6: The toxic leadership averages of health workers differ statistically according to their
professional status.

H7: The toxic leadership averages of health workers are differ statistically according to the
unit they work in.

HS: The toxic leadership averages of health workers differ statistically according to the tasks
of the participants in the hospital.

HO: The sub-dimensions of toxic leadership of health workers differ statistically according to
their; a) gender b) marital status c) age, d) income e) education f) professional status g) the
unit in which they work, h) their duties in the hospital.

2.4. Analysis of the Research Data
All statistical analyses in the study were performed using SPSS (Statistical Package for the

Social Sciences) 23.0. First of all, frequency and percentages were used to reveal the
descriptive findings related to the individual characteristics of the health workers participating
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in the study. In order to determine the level of Toxic Leadership, descriptive statistical
methods such as minimum and maximum values, mean and standard deviation were used.

In order to determine whether or not the Toxic Leadership levels of the health workers differ
statistically according to the individual characteristics, the significance test (Standard t-test)
and the one-way analysis of variance (F test-ANOVA) were used. Tukey HSD test, which is
one of the Post-hoc tests, was used in order to find out which group was meaningful in case of
significant differences between the groups.

2.5. Limitations of the Research

This study was carried out with the health workers of a university hospital operating in Ankara.
Therefore, research findings cannot be generalized to all health professionals.

3. RESULTS

The results obtained from the analyses made for the purposes of the research are
discussed in this section.

3.1. Descriptive Findings

Table 2. Mean, Standard Deviation (SD), Maximum and Minimum Values of Toxic
Leadership Scale and Sub-dimensions

Toxic Leadership Scale Sub-Dimensions Min Max. Mean SD.
Self-Seeking 1 5 2,95 1,11
Not to appreciate 1 5 3 1,1

Negative Mood 1 5 2,72 1,08
Selfishness 1 5 2,83 1,04
All of the Scale 1 5 2,91 1,03

When Table 2 is examined, it was determined that the general average (2.91 + 1.03)
obtained from the Toxic Leadership Scale of the health workers participating in the study
was moderate.

Table 3 presents the correlation values between the sub-dimensions of the Toxic Leadership
Scale. Cohen (1988; 79-81) pointed out that if the correlation coefficient is between 0.50-
1.00, it indicates that there is a high level of correlation. A high correlation was found
between our variables.

Table 3. Correlation Values of Toxic Leadership Scale Sub-Dimensions

Sub-Dimensions Not to appreciate Self-Seeking Selfishness | Negative Mood
Not to appreciate 1

Self-Seeking 0,925%* 1

Selfishness 0,822%* 0,844 ** 1

Negative Mood 0,806** 0,816** 0,850** 1

**p<0,01 (two tailed)
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The descriptive findings of the health workers participating in the study are given in Table 4.

Table 4. Descriptive Findings of Health Workers Participating in the Research

Variables Frequency Pe(r(;;:;nt

Female 126 68,1
Gender Male 59 31,9
20-29 90 48,6

Age 30-39 63 34,1
40 and above 32 17,3
Married 75 40,5
Marital Status Single 105 56,8
Other 5 2,7

Pre-graduate 9 4,9
Education Status Graduate 157 84,9
Post-Graduate 19 10,3
Physician 59 31,9
Nurse 45 243
Duty in the hospital Secretary 41 22,2
Administrative Staff 29 15,7

Technician 11 5,9
1499TL or less 25 13,5
Income 1500-2499TL 49 26,5
2500TL and above 111 60
Health personnel 132 71,4
Professional Status Administrative Staff 43 23,2
Other 10 5,4

Surgical Medical Sciences 50 27

Medical Sciences 69 37,3

Basic Medical Sciences 3 1,6

Participants Unit Purchasing Unit 19 10,3
Support Services 3 1,6

Invoice / Income Accrual 24 13

Revolving Funds 17 9,2

Total 185 100

When Table 4 is examined, it is seen that most of the health care workers (67.1%) are women.
In terms of age, 48.6% of the employees are in the age range of 20-29, 34.1% are in the 30-39
age group, and 17.3% are in the age of 40 years and older. Most of the health workers
(59.8%) stated that they were single. When the educational status of the participants is
examined, 4.9% of them have pre-graduate (primary and secondary education, high school,
associate degree), 84.9% graduate degree and 10.3% of them have post-graduate degrees. The
majority of the health workers participated in the study consisted of physicians (31.9%).
24.3% of them were nurses, 22.2% were secretaries, 15.7% were administrative staff and
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5.9% were technicians. 60.0% of the health care workers stated their income as 2500 TL or
more. When examined in terms of professional status, the highest number of health personnel
participated in the study with 71.4%. Participants work with the most internal medical science
units with 37.3%.

3.2. Findings Related to the Hypotheses

Table 5. The t-test results of health workers of toxic leadership according to their gender

Female Male T p
Mean SD Mean SD
Toxic Leadership Scale 3,00 1,06 2,73 0,97 -1,647 0,101

Table 5 shows the t-test results of the health workers who have participated in the study
compared to the gender obtained from the Toxic Leadership Scale. As a result of the analysis,
no statistically significant difference was found between female health workers (3.00 + 1.06)
and male health workers (2.73 £ 0.97) toxicity levels. Therefore, the H1 hypothesis was

rejected.

Table 6. ANOVA test results comparing Toxic Leadership Levels of Health Workers

Married Single Others I p
Marital Status | Mean SD Mean SD Mean SD
3,46 1,06 2,84 1,01 2,55 1,01 1,174 | 0,311
20-29 age 30-39 age 40 and above F p
Age Mean SD Mean SD Mean SD
2,72 1,03 2,93 1,03 3,41 0,9 5,45 |0,005*
1500 TL orless | 1500-2499TL 2500TL and
above F |
Income Mean SD Mean SD Mean SD
2,95 1,1 2,45 0,83 3,11 1,04 7,441 | 0,001*
Education Pre- Graduate Graduate Post-Graduate ¥ p
Status Mean SD Mean SD Mean SD
3,27 0,87 2,9 1,04 2,92 1,03 0,569 | 0,567
Administrative
Professional Health personnel Staff Others ¥ p
Status Mean SD Mean SD Mean SD
2,8 1,03 3,21 1,08 3,08 0,66 2,683 | 0,071
* P<0,05

Table 6 shows the ANOVA test of the socio-demographic variables of the health workers
participating in the study. According to the results of the analysis, the mean and standard
deviation values of the health care workers were found to be similar. Hence, the hypotheses
H2, HS5 and H6 were rejected. According to age and income status of health workers, there is
statistically significant difference between scores obtained from Toxic Leadership Scale

(p <0.05).
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Tukey HSD test was used to determine which group was significant. The averages obtained
from the Toxic Leadership Scale by health workers aged 40 and over (3,414+0,90), are more
than 20-29 (2,72+1,03) years and 30-39 (2,93+1,03) age groups. Toxic leadership perceptions
of this age group are higher. In terms of income; those who declare their income as 2500TL
and above are higher than the other income groups (3.17 + 1.04) obtained from the Toxic
Leadership Scale. Therefore, H3 and H4 hypotheses are accepted for income and age
variables.

The results of ANOVA test comparing the average of the health care workers in the hospital
compared to the units they work in the hospital did not show a statistically significant
difference since the averages of the employees were close to the hospital units (p <0.05). In
this case, H7 hypothesis was rejected since there was no statistically significant difference in
Toxic Leadership levels compared to the units in which health workers work in the hospital.

Table 7. ANOVA Test Results According to the Duties of Health Workers in the
Hospital

Duties of Health Workers
Physician Nurse Secretary | Technician | Adm. Per.
Mean| SD [Mean| SD |Mean| SD |[Mean| SD |Mean| SD

295 | 1,01 | 2,71 | 1,06 | 291 | 1,04 | 2,26 | 0,7 34 | 0,98 | 3,281 | 0,013*
* P<0,05

F P

Table 7, as a result of the analysis; The mean values of administrative personnel obtained
from Toxic Leadership Scale (3.40 £ 0.98), physician (2.95 + 1.01), nurse (2.71 £ 1.06),
secretary (2.91 £ 1.04) and technicians (2,26 + 0,70) were found to be higher than the average
of health workers and statistically significant. Tukey HSD test was used to determine the
group in which the differences were caused by Post-hoc tests. H8 hypothesis, which was
established due to the differentiation of Toxic Leadership levels of administrative staff from
other groups, was accepted.

According to the t test results comparing the averages of the health workers related to the sub-
dimensions of toxic leadership according to their gender, the averages obtained from the sub-
dimensions of the toxic employees of the health workers do not differ statistically. Thus, H9a
hypothesis was rejected.

ANOVA test results comparing the mean values of health care workers related to toxic
leadership sub-dimensions according to their marital status shows that the averages obtained
from toxic leadership sub-dimensions of health workers according to their marital status do
not differ statistically. Accordingly, H9b hypothesis established in this case was rejected.

Table 8. Scores of Toxic Leadership Sub-Dimensions According to Age of Health
Workers

Age
Toxic
Leadership Sub- 20-29 30-39 40+ F P
Dimensions Mean SD Mean | SD Mean | SD
Self-Seeking 2,78 1,17 2,95 1,04 3,44 0,94 |4,336|0,014*
Not to appreciate 2,81 1,11 3,01 1,1 3,52 0,93 14,969 | 0,008*
Negative Mood 2,53 1 2,72 1,16 3,26 0,96 |5,75210,004*
Selfishness 2,62 1,02 2,9 1,06 3,26 0,94 |4,9831|0,008*

* P<0,05
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Table 8 presents the results of ANOVA test comparing the averages of the health care
workers' sub-dimensions of toxic leadership according to their age. The averages obtained
from the sub-dimensions of toxic leadership of health workers according to their age statically
differ significantly. In this case, H9c hypothesis was accepted. Tukey HSD test was used to
determine the difference between the groups.

There is a significant difference between health workers who are over 40 years of age and
health workers of 20-29 age group. It is understood that health workers over 40 years of age
exhibit more toxic leadership characteristics.

Table 9. Scores of Toxic Leadership Sub-Dimensions According to Health Employees'
Income Status

Income
. . 1500TL or 2500TL or
’léoychI;::;ldnerislllllp Under 1500-2499TL Above F P
u ensions Mean SD Mean SD Mean SD
Self-Seeking 3,04 1,31 2,48 0,85 3,14 1,11 | 6,464 | 0,002*

Not to appreciate 3,04 1,17 2,51 0,93 3,21 1,1 7,207 | 0,001*
Negative Mood 2,78 1,08 2.3 0,88 2,89 1,12 | 5,277 | 0,006*

Selfishness 2,74 | 1,11 2,38 0,82 3,04 1,06 | 7,368 | 0,001*
* P<0,05

Table 9 shows the results of the ANOVA test, which compares the averages of the health
workers income status according to the sub-dimensions of toxic leadership. According to their
income, the averages obtained from the sub-dimensions of toxic leadership of health workers
statistically differ significantly. H9d hypothesis was accepted in this case. Tukey HSD test
was used to determine the difference between the groups. Health workers who declare their
income as 2500 TL and above in the values of self-seeking, not to appreciate, negative mood
and selfishness have more toxic leadership characteristics.

The ANOVA test results comparing the averages of healthcare workers' sub-dimensions of
toxic leadership according to their educational status do not differ statistically. In this case
established H9e hypothesis was rejected.

Table 10. Toxic Leadership Sub-Dimensions Scores According to Professional Status of
Health Workers

Professional Status

Toxic Health Per. Adm. Per. Others
Leadership Sub- F P
Dimensions Mean SD Mean SD Mean SD
Self-Seeking 2,84 1,11 3,26 1,12 3,14 0,77 |12,508| 0,084

Not to appreciate 2,87 1,11 3,35 1,07 3,25 0,73 {3,409 0,035*
Negative Mood 2,65 1,05 2,9 1,23 2,94 0,72 |1,017| 0,364

Selfishness 2,74 1 3,12 1,2 2,74 0,66 2,25 | 0,108
* P<0,05

Table 10 shows the ANOVA test results comparing the averages of the health care workers'
sub-dimensions of toxic leadership according to their professional status. According to their
professional status, the averages obtained from the sub-dimensions of toxic leadership of
health workers do not differ statistically only in one sub-dimension. The H9f hypothesis
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established in this case was accepted for only one sub-dimension and was rejected for other
sub-dimensions. The differences between the post hoc tests and the Tukey HSD results were
found to be among the administrative staff and health personnel.

H9g hypothesis was rejected because the averages obtained from toxic leadership sub-
dimensions did not differ statistically according to the unit of health workers.

Table 11. Scores of Health Workers from Toxic Leadership Sub-Dimensions According
to Their Duties in Hospital

Sub- Dimensions Working Unit Mean SD F P
Physician 3,08 1,12
Nurse 2,73 1,12

Not to appreciate Secretary 2,99 1,06 4,449 | 0,002*
Technician 2,23 0,73
Administrative Staff 3,6 0,96
Physician 3,03 1,13
Nurse 2,74 1,15

Self-Seeking Secretary 2,87 1,05 3,426 | 0,010*
Technician 2.3 0,68
Administrative Staff 3,5 1,02
Physician 2,82 1,01
Nurse 2,71 0,99

Selfishness Secretary 2,86 1,07 1,661 0,161
Technician 2.3 0,77
Administrative Staff 3,17 1,18
Physician 2,68 1,01
Nurse 2,6 1,09

Negative Mood Secretary 2,83 1,17 1,273 0,282
Technician 2,25 0,78
Administrative Staff 3 1,14

* P<0,05

In Table 11, it is seen that the averages of health workers' toxic leadership sub-dimensions did
not differ statistically according to their duties in the hospital. However, the established H9h
hypothesis was accepted for not to appreciate and self-seeking sub-dimensions. Therefore,
we can say that this hypothesis has been partially accepted. Tukey HSD test from Post-hoc
tests was used to determine the difference between groups. As a result of the tests conducted,
it was revealed that there is a significant difference between the nurses and administrative
personnel, technicians and administrative personnel in the not to appreciate sub-dimension. In
addition, it was found out that there was a difference between nurses and administrative staff,
technicians and administrative staff in the sub-dimension of self-seeking.

4. DISCUSSION AND CONCLUSION
Toxic leadership has been defined as the kind of leadership exhibiting destructive and
dysfunctional behaviors. Toxic leadership has largely not been discussed. Therefore, it is

important to demonstrate whether that this type of leadership differs in terms of socio-
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demographic variables or not. Thus, discussing the consequences of toxic leadership is very
important, especially in the scientific platform, health, and education sectors.

This study tried to reveal the relation among the socio-demographic variables such as gender,
age, marital status, education status, hospital duty, income, occupational status, working unit,
and toxic leadership levels. The survey was conducted on the basis of the general average and
the sub-dimensions of the scale obtained by the employees on the toxic leadership scale. The
Cronbach-Alpha coefficient was found to be high 0.98. The scale used in the study is reliable.
When the findings obtained at the end of the study were examined, it has understood that the
perception of toxic leadership behaviors perceived by the hospital staff varies according to
demographic characteristics. The toxic leadership averages of health workers differ
statistically according to their gender, indicating that the toxic leadership averages of men
were higher than the toxic leadership averages of women.

While the toxic leadership averages of health workers do not differ according to their marital
status, educational status and professional status, their avareges differ in terms of age and
income. Health workers who are 40 years of age and over and those who gain 2500 TL and
above salary have higher toxic leadership avarege or tendency than the other groups. In
addition, when it is evaluated on the basis of sub-dimensions, it has been determined that
there are differences in the avareges of self-seeking, not to appreciate, self-interest, negative
mood. This situation can be explained by the fact that health workers who have a higher age
are in higher positions and have more experience when compared to young health workers.
Likewise, health workers who have high incomes also tend to have more toxic leadership
tendencies than health workers who have lower incomes. Generally speaking, higher income
is relates to higher positions and occupation. Health workers with this income group may
have a repressive and destructive behavior in performing their social roles.

According to the occupational status of the health care workers, the averages obtained from
the Toxic Leadership Scale do not differ, while there is a difference in the sub-dimensions of
the scale. This difference is seen in “the not to appreciate” sub-dimension of scale. It was
determined that this difference occurred between administrative staff and health personnel.
The average obtained by the administrative staff is higher than health workers in the "not to
appreciate" sub-dimention. This indicates that the perception of administrative staff is higher
for this sub-dimension.

The toxic leadership levels of health workers do not differ according to the unit they work in
the hospital but their levels differ according to their duties in the hospital. However, this
situation is seen between the administrative staff and nurses in the not to appreciate sub-
dimension. The average of administrative staff obtained from this sub-dimention is higher
than that of nurses. The tendency of administrative staff to exhibit more toxic leadership may
be due to the fact that administrative staff feel more senior management pressure.

In our study, the toxic leadership averages of health workers differ statistically according to
their gender, indicating that the toxic leadership averages of men were higher than the toxic
leadership averages of women. However, the averages of healthcare workers' sub-dimensions
of toxic leadership according to their educational status do not differ statistically. Like Singh
and hisfriends’ study (2017) perceived toxicity in leader by subordinate shows negative
relationship with gender and positive with education level (Singh, Dev and Sengupta,
2017:120).

In a study conducted in 2016 by Izgiiden et al., it was determined that there was a significant
difference among the groups according to occupation, age, gender, income and marital status.
They also found that the higher the level of education, the higher the perceptions of health
personnel in respect to toxic leadership behavior (izgiiden, Eroymak and Erdem, 2016: 274).
Cetinkaya and Ordu (2018) stated that there was no significant difference in the perceptions
of teachers regarding all aspects of toxic leadership in terms of professional seniority and
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branch variables; Kasalak (2015) showed that employees' perceptions of organizational
toxicity did not differ significantly from managerial task variables; Demirel (2015)
determined that according to the teachers' perceptions of the leadership of toxic leadership in
terms of professional seniority and branch variables do not differ; Demirel (2015) also stated
that toxic leadership differed significantly according to marital status; found that the married
people perceived their managers as more toxic than singles.

As a result of this study, we can make the following recommendations to health managers:
Health managers should identify the factors that cause older age workers (40 years and older)
to exhibit toxic leadership tendencies and take measures to eliminate these factors.

Health managers should try to close the income gap between health workers and support the
career development of their employees by in-service training. In addition, the impact of
income should be investigated by different studies.

Nowadays, health services have become unmanageable with classical management styles due
to the developments in communication technology and medical technology in terms of health
workers and patients. For this reason, institutions should determine which leaders tend to be
destructive and environments that will facilitate destructive behavior should be identified and
measures should be taken to eliminate these threats. Inaddition, administrative pressures on
managerial staff should be mitigated.

When knowledge of Toxic Leadership is acquired, it will be possible to create an ethical
organization climate that will prevent toxic leadership behaviors, improve toxic leaders and
make toxic leadership behaviors impractical. Therefore, studies on this subject should be
followed and intensified.

In conclusion, toxic leadership levels of health workers differ according to socio-demographic
variables. Studies on toxic leadership are very limited in the health sector, so it is advisable to
carry out studies in the future to establish the relationship between toxic leadership and other
variables such as (job termination intention, job stress, job dissatisfaction, organizational
commitment, etc.).
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