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Oz
Amag: Arastirma ameliyat siirecindeki hastalarin konfor diizeyleri ile hemsirelik bakimlarini belirlemek amaciyla
yapildi.
Gereg¢ ve Yontem: Tanimlayici ve kesitsel tiirdeki bu aragtirmaya Mart -Eyliil 2017 tarihleri arasinda Tiirkiye'nin
bat1 bdlgesindeki bir {iniversite hastanesinin ortopedi kliniginde ameliyat yapilan 108 hasta alindi. Arastirmanin
verileri kigisel bilgi formu, Kaliteli Perioperatif Hemsirelik Bakim Skalasi (hasta) (KPHBS) ve Perianestezi Konfor
Olgegi (PKO) kullamilarak toplandi. Verilerin analizinde tanimlayici istatistikler, Mann Whitney U testi, Kruskal
Wallis Varyans analizi ve Spearman Korelasyon analizi kullanild:.
Bulgular: Arastirmaya katilan hastalarin yas ortalamasi 49,50+17,56 yil ve %53,7'si erkektir. Hastalarin
%54,6’smin  genel anestezi aldigl, %42,6'sinin ameliyathanede ve %50,9'unun ayilma odasi/yogun bakimda
gecirdigi siireyi agik ve net olarak hatirladigi ve %60,2'sinin aldigr bakimi iyi olarak degerlendirdigi belirlendi.
Hastalarn KPHBS ve PKO puan ortalamalar1 sirasi ile 111,19421,38 ve 4,26+0,58 olarak bulundu. Arastirma
grubunda spinal-epidural anestezi alan, ayilma odasindan ve ameliyathaneden ¢ikis1 agik ve net olarak hatirlayan,
ameliyathanedeki duygu durumunu ve aldig1 tedavi ve bakimu iyi olarak degerlendiren hastalarin KPHBS ve PKO
puanlar1 daha yiiksek olarak bulundu (p<0,05). KPHBS ile PKO puanlan ile arasinda pozitif yonde orta diizey
korelasyon belirlendi (r;=0,400, p=0,000).
Sonug¢: Aragtirma sonucunda hastalarin aldiklar1 hemsirelik bakim kalitesini iyi olarak degerlendirdikleri ve
ameliyat siirecinde konfor diizeylerinin orta derecede oldugu saptandi. Konfor diizeyini arttirmak icin cerrahi
hemsirelerinin hastalarin bireysel 6zelliklerine gore hemsirelik girisimlerini planlamalar1 6nerilmektedir.
Anahtar Kelimeler: Hemsirelik bakimi, Konfor, Ameliyat Stireci, Bakim Kalitesi

Abstract
Obijective: The study was performed to determine the comfort levels and nursing care of patients during
perioperative period.
Methods: This descriptive and cross-sectional study was conducted between March and September 2017. The study
included 108 patients who operated to a university hospital orthopedic clinic in the western of Turkey. The data of
the study were collected using the personal information form, Good Perioperative of Nursing Care Scale (patient)
(GPNCS), and Perianesthesia Comfort Questionnaire (PCQ). Statistical analyses were performed using descriptive
statistics, Mann Whitney U test, Kruskal Wallis Variance analysis and Spearman correlation analysis.
Results: The average age of the patients participating in the study was 49,50+17,56 years, 53.7% were male. It was
stated that 54,6% of the patients received general anesthesia, 42,6% of patient in the operating room and 50,9% of
patient in the postanesthesia care unit/ intensive care unit were clearly remembering the time spent, and 60.2% of the
patients evaluated the care they' received as good. The mean total score of the scales; GPNCS: 111,19 + 21,38 and
PCQ: 4,26+0,58. Patients who have received spinal-epidural anesthesia, clearly remembering leave the recovery
room and operating room, evaluating as good emotional state in operating room and treatment and care they receive
were found to have higher GPNCS and PCQ scores (p<0,05). There was a moderate positive correlation between
GPNCS and PCQ scores (rs=0,400, p=0,000).
Conclusion: As a result of the research, it was found that the patients evaluated the quality of nursing care they
received as good and the comfort levels were moderate level in the perioperative period. It is suggested that surgical
nurses should plan nursing interventions according to the individual characteristics of the patients in order to
increase the comfort level of the patients.
Keywords: Nursing Care, Comfort, Perioperative Period, Quality of Care
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GIRiS

Hastanin ameliyathaneye girmesiyle baslayan ameliyat
sirast donem, anestezi islemlerinin baslamasindan,
hastanin ayilma odasma veya yogun bakim {iinitesine
tasinmasimna kadar siirer (1-3). Hasta bu donemde
anestezi ve ameliyat nedeniyle bir¢ok komplikasyon
acisindan risk altindadir. Hastada bilinglilik, tam
farkindalik,  hareketlilik,  fizyolojik ve  kisisel
fonksiyonlar kismen ya da tamamen smrhdir (2,4).
Ayrica hasta ameliyathaneye girdiginde agri, Oliim,
bilinmeyen  korkusu,  kontrol = kaybi,  viicut
fonksiyonlarinda degisim ve yasam tarzi degisiklikleri
gibi nedenlerden dolay1 anksiyete yasayabilir (2,5,6).

Konfor kavrami giinliik hayati kolaylastiran rahatlik
olarak tanimlanmaktadir. Hasta i¢in son derece stresli
olan saglik bakim gereksinimlerinin saglanmasinda,
hemsireler bireye 6zgii bir kavram olan konfora yonelik
hemsirelik girisimlerini uygulayarak hastanin daha az
sikint1 ¢ekmesini, ferahlamasini, daha huzurlu olmasini
ve sorunlarinin iistesinden gelebilmesini saglar (7-9).
Hastanin ameliyat ya da uygulanacak islemler sirasinda
deneyimledigi rahatsizliklar (agri, bulanti, kusma,
hipotermi, anksiyete vs) hastanin  konforunun
azalmasmin temel nedeni olarak karsimiza g¢ikabilir.
Hemsire hastaya uygulanacak her islem &ncesinde ve
sonrasinda hastada rahatsizlik yaratacak durumlari
azaltmak ya da ortadan kaldirmak igin gerekli olan tiim
hemsirelik girisimlerini saglamalidir (10). Ameliyat
doneminde de yine hemsire, kisinin konforu, giivenligi,
mahremiyeti, onuru, ekibin koordinasyonu, fizyolojik ve
psikolojik durumu ile steril ve sirkiile hemsirelik
aktivitelerinin  yerine  getirilmesinden  sorumludur
(1,3,11-13). Bu rol ve sorumluluklarim, biitiinciil bakis
acis1, empatik yaklagim ve dikkatli is yapma yetenegini
kullanarak =~ hastanin ~ ameliyat  siras1  bakim
gereksinimlerini yerine getirir. Boylece hastanin daha
rahat ve konforlu bir bakim almasi saglanir (14). Tim
bu uygulamalar ile hastanin bakim kalitesi de arttirilarak
daha hizli iyilesmesine ve yasam kalitesinin
arttirilmasina katkida bulunulabilir.

Ulkemizde ameliyat siirecindeki hemsirelik bakimi ve
hasta konforunu birlikte inceleyen yeterli calisma
bulunmamaktadir. Bu konudaki calismalarda sadece
hemsirelik  bakim  kalitesi ya da  konfor
degerlendirilmistir. Ancak bu caligmada hasta konforu
ve ameliyathanedeki hemsirelik bakimimin birlikte
degerlendirilmesi  agisindan  6zgilindiir.  Calisma
sonuglarinin literatiire katki saglayacagi ayrica cerrahi
hemsirelerine hasta bakimimi planlamada ve oncelikleri
belirlemede yol gosterici olacag: diisiiniilmektedir. Bu
arastirmanin amaci, ameliyat siirecindeki hastalarin
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konfor  diizeyleri ile  hemsirelik  bakimlari
belirlemektir.
GEREC VE YONTEM

Arastirmanin Yeri ve Siiresi

Bu arastirma Mart- Eylil 2017 tarihleri arasinda
Tirkiye’ nin bat1 bolgesindeki bir tiniversite hastanesinin
Ortopedi ve Travmatoloji klinigine bagvuran ve
ameliyat yapilan hastalar ile gergeklestirildi.

Arastirmanin Tipi
Arastirma tanimlayict ve kesitsel olarak planlandi ve
uygulandi.

Arastirmanin Evreni ve Orneklemi

Arastirmanin 6rnek biiytkligii Eyi ve arkadaslarinin
(15) calismasindaki Kaliteli Perioperatif Hemsirelik
Bakim Skalast (KPHBS) toplam puani (124,79+25,96)
dikkate alinarak yapilan hesaplamada ortalamada %10
sapma %99 giiven diizeyi ve 0=0,01 yanilma diizeyinde
en kiigiik ornek buyiikligli 102 kisi olarak belirlendi.
Arastirmaya 108 hasta dahil edildi.

Arastirmaya Dahil Edilme Kriterleri

+  Arastirmaya katilmaya goniillii olan

+ 18 yasin tizerinde olan

+ Ortopedi ve Travmatoloji
ameliyat olan

+  lletisime ve isbirligine agik olan

+  Gorme, isitme gibi duyusal kayiplar1 olmayan

+  Hastanin diisiince siireglerini ve karar verme
yetenegini etkileyebilecek herhangi bir hastaligi
olmayan (demans, psikolojik bozukluk vb.)

Anabilim Dali’nda

Bagimh ve Bagimsiz Degiskenler

Bagimli degiskenler; KPHBS ve Perianestezi Konfor
Olgegi (PKO) puanlar.

Bagimsiz degiskenler; hastalarin yas, cinsiyet, beden
kitle indeksi (BKI), egitim durumu, hastalik &ykiisii ve
benzeri degiskenlerdir.

Veri Toplama Araclar
Arastirmanin verileri kigisel bilgi formu, KPHBS ve
PKO kullanilarak toplandi.

+ Kisisel Bilgi Formu: Bu formda hastalarin
sosyodemografik oOzellikleri (yas, cinsiyet, egitim
diizeyi, gelir diizeyi vb.) ve hastaligina iliskin
bilgileri igeren sorular yer almaktadir.

+ Kaliteli Perioperatif Hemsirelik Bakim Skalasi
(Good Perioperative Nursing Care Scale-
KPHBS): Bu 6lgek 2002 yilinda Tuija Leinonen ve
Helena Leinonen-Kilpi tarafindan gelistirilmistir. i1k
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gelistirildiginde 6lgegin madde sayis1 54 iken; daha
sonra 34 maddeye donistirilmistir. Tirkee
gegcerlilik ve giivenirligi Donmez ve Ozbayir (2010)

tarafindan yapilmis ve 32 maddeye
doniistiiriilmiistiir. Skalada fiziksel bakim (agr
yonetimi, beden sicakligmi siirdiirme, teknik

beceriler), bilgi verme, destek, saygi, personel
karakterleri, cevre ve hemsirelik siireci olmak iizere
toplam 7 alt boyuttan olusmaktadir. Likert tipi (0-5)
bir dlgektir. Cevaplar 5 (tamamen katiltyorum) ile 1
(tamamen katilmiyorum) puan arasinda
degismektedir. Olgekten 0-160 puan arasinda bir
deger alinmaktadir. Olgekten alinan puanin yiiksek
olmasi hastaya saglanan hemsirelik bakiminin daha
kaliteli oldugunu gostermektedir (16,17).

+ Perianestezi Konfor Ol¢egi (PKO): Bu olgek
Kolcaba tarafindan gelistirilmistir. Tiirkge gegerlik
ve giivenirligi 2010 yilinda yapilmistir. Bireyin
cerrahi siire¢ asamalarindaki diigiincelerini, duygu
ve kendini kavrama durumunu ortaya koyan bu
6l¢ek 24 maddeden olusmustur ve ifadeler 1-6 puan
arasinda degisen likert tiptedir. "Kesinlikle
Katilmiyorum"dan "Kesinlikle Katiliyorum"a dogru
puanlamaya sahip olan bu 6lgekte ifadelerin yarist
pozitif, diger yaris1 negatifdir ve puanlama
yapilirken negatif ifadeler tersine cevrilir. Olgekten
en fazla alinabilecek puan 144, en diisiik 24 olup,
pozitif maddelerde yiiksek puan (6) yiiksek konfor
gostergesi iken, negatif maddelerde diisiik puan (1)
yiiksek konfor gostergesidir. Ortaya ¢ikan toplam
puan Olcekteki madde sayisina boliinerek ortalama
deger saptanir. Sonugta yiiksek puan konforun iyi
oldugunu gosterirken, diisik puan konforun koti
oldugunu gosterir (18,19).

Veri Toplama Yontemi

Veriler arastirmaya kabul edilme Olgiitlerine uyan ve
arastirmaya katilmaya goniillii hastalar ile yiiz yiize
goriisme teknigi ile Mart- Eyliil 2017 tarihleri arasinda
toplandi.

Verilerin Analizi

Verilerin analizi SPSS 15,0 paket programinda yapildi.
Verilerin normal dagilima uygunlugu Kolmogorov
Smirnov testi ile degerlendirildi. Verilerin analizinde
tanimlayict istatistikler (sayi, yiizde, ortalama+SS,
ortanca (Ceyreklerarasi aralik), Mann Whitney U testi,
Kruskal Wallis Varyans analizi ve Spearman
Korelasyon Analizi kullanildi. Istatistiksel anlamlilik
p<0,05 olarak kabul edildi.

Arastirmanin Etik Yonii

Arastirma oncesinde Saglik Bilimleri Etik Kurul Onay1
ve arastirmanin yapildigi hastaneden izin alind1
Aragtirma Oncesinde hastalara aragtirmanin amaci
anlatilarak yazili ve s6zlii onamlar1 alindi.

BULGULAR

Arastirmaya  alman  hastalarin  yas  ortalamasi
49,51+17,56 yil, %53,7'si erkek, % 36,1'i normal
kiloludur. Arastirma grubunun %386,1'inin okuryazar ya
da ilkokul mezunu, %66,7'sinin evli, %47,2'sinin
isci/memur/esnaf, %69,4'iniin gelir diizeyinin ortalama
ve iistli oldugu saptandi (Tablol).

Tablo 1: Sosyodemografik dzellikler (n=108)

Sosyodemografikler n %
Yas ort+SS 49.50+£17.56 (min: 18- maks: 80)

Cinsiyet

Erkek 58 53.7
Kadin 50 46.3
Beden Kitle Indeksi

18.8-24.99 kg/m? (normal) 39 36.1
25-29.99 kg/m? (hafif sisman) 32 29.6
>30 kg/m? (obez) 37 34.3
Egitim Diizeyi

Okur yazar ya da ilkokul 93 86.1
Ortaokul ve iizeri (obez) 15 13.9
Medeni Durum

Evli 72 66.7
Dul-bosanmig-ayr1 yasiyor 36 33.3
Meslek

Emekli 23 21.3
Ev hanim 34 315
Isgi-memur-esnaf 51 47.2
Gelir Diizeyi

Ortalama ve tistii 75 69.4
Ortalamanin Altt 33 30.6

Ort: Aritmetik Ortalama, SS: Standart sapma, Min: En kiiciik deger,
Maks: En biiyiik deger

Hastalarin %45,4'linlin ameliyat hakkinda bilgi aldig1,
ameliyat planlandiktan sonra evde kalig siiresi
ortalamas1  3,87+£8,21 giin oldugu, %32,4"iniin
ameliyathaneye sabah geldigi, %54,6'nin genel anestezi
aldigi %42,6'sinin  ameliyathanede ve %350,9'unun
ayilma odasi/yogun bakimda ge¢irdigi siireyi agik ve net
olarak hatirladigi ve %60,2'sinin aldigi bakimi iyi olarak
degerlendirdigi belirlendi (Tablo2).
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Tablo 2: Hastalarin ameliyati ile ilgili ozellikler

(n=108)

Degiskenler n %
Ameliyat Hakkinda Bilgi Alma Durumu

Evet 49 454
Hayir 57 52.8

Ameliyattan Once Evde Kals Siiresi ort+SS 3,87+821 giin
(min: 0-maks: 45)

Ameliyathaneye Gelme Zamani

Sabah 35 324
Ogleden Once 25 23.1
Ogleden Sonra 25 23.1
Aksam 18 16.7
Gece 5 4.6
Anestezi Tiirii

Genel Anestezi 59 54.6
Spinal- Epidural-Diger 49 454
Ameliyathanede Gegen Siireyi Hatirlama Durumu
Agik Net 46 42.6
Belirsiz 26 24.1
Higbir Sey 36 33.3

Ayillma Odasr/Yogun Bakimda Gegirdigi Siireyi Hatirlama
Durumu

Agik Net 55 50.9
Belirsiz 28 25.9
Higbir Sey 25 23.1
Aldig1 Tedavi ve Bakimi Degerlendirme Durumu
Miikemmel 9 8.3
Cok Tyi 14 13.0
fyi 65 60.2
Orta 16 14.8
Koti 4 3.7

Ort: Aritmetik Ortalama, SS: Standart sapma, Min: En kiigiik deger,
Maks: En biiyiik deger

Hastalarin ameliyathaneye gelmeden once yasadiklari
deneyimleri incelendiginde %37’sinin c¢ok fazla agr
deneyimledigi, %85,2’sinin bulanti-kusma yasamadigi,
%7,4’tinde fazla lisiime ve titreme oldugu, %35,2’sinin
anesteziye iliskin korku yasadigi, %51,8’inin ameliyat-
tedaviye iliskin korku yasadigi, %38,9’unun ameliyat
hakkinda bilgi sahibi olmadigi, %52,8’inin de anestezi
hakkinda bilgi sahibi olmadig1 saptandi.

Hastalarin ameliyathanede yasadiklart deneyimlere
bakildiginda  %14,8’inin ameliyathanede agri
deneyimledigi, %4,6’sinin  bulanti-kusmast oldugu,

%19,4’inde ¢ok fazla ligiime ve titreme gorildigi
belirlendi. Arastirma grubunun %51,9'u ameliyathanede
anestezi ve  ameliyat/tedaviye  iliskin  korku
yasamadigini, %40,7'si ameliyat %46,3’li ise anestezi
hakkinda hig bilgi sahibi olmadigini belirtti (Tablo 3).

Tablo 4'te hastalarin KPHBS toplam puan ortalamasi
111,19+21,38 ve PKO toplam puan ortalamasi
4,26+0,58 olarak bulundu.

Tablo 3: Hastalarin ameliyathaneye gelmeden 6nce ve ameliyathanede yasadiklari deneyime gore dagilimi

Agri Bulanti Usiime Anesteziye Ameliyat/ Ameliyat Anestezi
Kusma Titreme iliskin Tedaviye Hakkinda Hakkinda
Deneyimler Korkular Tliskin Bilgi Bilgi
Korkular

n % n % n % n % n % n % n %
Ameliyathaneye Gelmeden Once
Bilmiyor 2 1.9 4 3.7 2 19 3 2.8 2 19 2 19 3 2.8
Hig 17 15.7 92 85.2 87 80.6 67 62.0 50 46.3 42 38.9 57 52.8
Biraz 22 204 6 5.6 7 6.5 14 13.0 19 17.6 42 38.9 33 30.6
Fazla 27 25.0 4 3.7 8 74 16 14.8 17 15.7 19 17.6 14 13.0
Cok Fazla 40 37.0 2 1.9 4 3.7 8 74 20 18.5 3 2.8 1 0.9
Toplam 108 1000 108  100.0 108 1000 108 100.0 108 100.0 108 1000 108 100.0
Ameliyathanede
Bilmiyor 24 22.2 20 185 16 14.8 21 194 18 16.7 20 185 20 185
Hig 57 52.8 67 62.0 23 21.3 56 51.9 56 51.9 44 40.7 50 46.3
Biraz 16 14.8 12 111 27 25.0 14 13.0 11 10.2 31 28.7 29 26.9
Fazla 5 4.6 5 4.6 21 19.4 12 111 11 10.2 10 9.3 8 7.4
Cok Fazla 6 5.6 4 3.7 21 194 5 4.6 12 111 3 2.8 1 0.9
Toplam 108 100.0 108 100.0 108 100.0 108 100.0 108 100.0 108 100.0 108 100.0

Tablo 4: Hastalarin Kaliteli Perioperatif Hemsirelik
Bakim Skalas1 ve Perianestezi Konfor Olgegi puan

dagilimlar

Olcekler Orttss Min- Maks.
Kaliteli Perioperatif Hemsirelik Bakim Skalasi

Fiziksel bakim 36.56+6.80 18-50
Bilgi Verme 13.78+6.11 0-25
Destek 12.35+3.88 0-20
Sayg1 11.97+2.89 0-15
Personel Karakterleri 14.79+4.73 0-20
Cevre 14.39+3.74 0-20
Hemgirelik Siireci 7.354+2.42 0-10
Toplam Puan 111.19+21.38 25-147
Perianestezi Konfor 4.26+0.58 2.50-5.96
Olgesi

Ort: Aritmetik Ortalama, SS: Standart sapma, Min: En kiigiik deger,
Maks: En biiyiik deger

Arastirma grubunu olusturan hastalarin KPHBS ile PKO
puanlar1 ile bagimsiz degiskenler karsilastirildiginda;
KPHBS ile PKO puanlari ile anestezi tiiri, ayilma
odasinda gecen siireyi hatirlama ve ameliyathaneden
¢ikist hatirlama, ameliyathanedeki duygu durumu ve
tedavi ve bakimi degerlendirme durumu arasinda
istatistiksel olarak anlamli fark saptand1 (p<0,05)
(Tablo 5). Spinal-epidural anestezi alan, ayilma
odasinda ve ameliyathaneden ¢ikist acik ve net olarak
hatirlayan, ameliyathanedeki duygu durumunu ve aldigi
tedavi ve bakimi iyi olarak degerlendiren hastalarin
Olcek puanlar1 daha yiiksektir. Kaliteli Perioperatif
Hemsirelik Bakim Skalasi ile PKO puanlar arasinda
pozitif yonde orta diizey korelasyon iligkisi belirlendi
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(rs=0,400, p=0,000). Kaliteli Perioperatif Hemsirelik
Bakim Skalasi puanlar1 artarken PKO puanlari da
artmaktadir (Tablo 5).

Tablo 5: Kaliteli Perioperatif Hemsirelik Bakim Skalasi

ve Perianestezi Konfor Olgegi ile degiskenlerin

karsilastirilmasi

Degiskenler n KPHBS PKO
Ortanca(CAA) Ortanca(CAA)

Anestezi Tiirii

Genel Anestezi 59 107.00(97.00- 4.12(3.71-4.37)
123.00)

Spinal-Epidural 49 119.00(107.50- 4.50(4.10-4.79)

Anestezi 129.00)

Test istatistigi z=-1.972, p=0.049 z=-3.149,

p=0.002

Ayillma Odasinda Gegen Siireyi Hatirlama Durumu

Agik net 55 120.00(109.00- 4.50(4.12-4.83)
129.00)

Belirsiz 28 105.50(96.25- 4.19(3.68-4.59)
119.75)

Higbir Sey 25 105.00(86.00- 4.00(3.60-4.19)
120.50)

Test istatistigi ¥?=14.049, p=0.001  ¥?=17.922,

p=0.000

Ameliyathaneden Cikis1 Hatirlama Durumu

Agik net 67  119.00(105.00- 4,50(4.12-4.83)
128.00)
Belirsiz 27 103.00(90.00- 3.83(3.54-4.17)
115.00)
Hicbir Sey 14 117.00(79.75- 4.10(3.76-4.33)
125.50)
Test istatistigi x*=8.784, p=0.012 ¥?=22.742,
p=0.000

Ameliyathanedeki Duygu Durumu

Iyi 55 120.00(105.00- 4.50(4.17-4.83)
129.00)
Orta 38  110.00(94.50- 4,02(3.62-4.39)
121.00)
Kotii 15  98.00(76.00-122.00)  4.00(3.54-4.25)
Test istatistigi ¥*=7.400, p=0.025 ¥*=18.493,
p=0.000

Tedavi ve Bakimi Degerlendirme Durumu

Tyi 23 122.00(107.00- 4.37(3.96-5.96)
136.00)
Orta 65  113.00(99.00- 4.33(3.87-4.71)
124.00)
Kotii 20 103.50(81.50- 4.00(3.65-4.25)
121.25)
Test istatistigi x*=8.259, p=0.016 x*=8.315,
p=0.016

Olgek Puanlar1 Arasindaki Korelasyon
KPHBS Toplam Puam - PKO Toplam Puam
r=0.400**, p=0.000

z: Mann Whitney U testi, % Kruskal Wallis Testi, CAA: Ceyrekler
arast aralik

KPHBS: Kaliteli Perioperatif Hemsgirelik Bakim Skalasi, PKO
Perianestezi Konfor Olgegi, s Spearman Korelasyon Analizi,
**p<0,01

TARTISMA

Ameliyat siirecindeki hemsirelik bakiminda hemsire,
hasta ameliyathaneye girdigi anda hasta savunucusu
roliinii kullanarak hastanin konforunun, giivenliginin

saglanmasinda, mahremiyetinin, sayginliginin,
psikolojik ve fizyolojik durumunun korunmasinda,
cerrahi  alanin  kontrolinde, asepsi ilkelerinin

sirdiiriilmesinde ve dogru hasta pozisyonlarinin
verilmesinde hasta  gereksinimlerini  bir  temele
dayandirarak yiiriiten uzman kisidir. Tim rol ve
sorumluluklarint1 g6z Oniinde bulundurarak hastanin
bakim gereksinimlerini karsilar. Bu yilizden ameliyat
stirecindeki hemsirelik bakimi olduk¢a 6nemlidir (3,14).

Arastirmada hastalarin ameliyat oncesinde %51,8’inin

ameliyat-tedaviye iligkin korku yasadigi saptandi.
Ozbayrr ve arkadaslarmin yaptigi ¢alismada da
hastalarin %62,13"linlin ameliyat oncesinde

gegirecekleri cerrahi girisime iligkin endise yasadiklar
bulunmustur (20). Ayrica yapilan diger ¢aligmalarda da
ameliyat Oncesinde hastalarin anksiyete diizeyinin
yiiksek oldugu saptanmustir (21-23). Sonuglar cerrahi
girisim Oncesi hastalarin anksiyete deneyiminin yiiksek
oldugunu ortaya koymaktadir.

Arastirmada ameliyathanede hastalarin  %63,8’inde
islime ve titreme gorildiigli saptandi. Ortopedi
ameliyati ge¢iren hastalar ile yapilan bir ¢aligmada
hastalarda hipotermi goriilme sikligimin fazla oldugu
belirtilmistir (24). Yine Aksu ve arkadaglarinin
ameliyathanede yaptiklart ¢alismada da hipotermi
insidanst %45,7 bulunmustur (25). Calisma sonuglari
ameliyathanede hipoterminin sik olarak goriildiigiinii
ortaya koymaktadir. Hipotermiye yonelik gerekli
onlemlerin alinmast ile hipotermi insidansi azaltilabilir
(26).

Arastirmada hastalarin %52,8’1 ameliyat hakkinda bilgi
almadigimi belirtti. Ortopedi hastalarinda ameliyat
Oncesi egitimin degerlendirildigi bir meta analizde
ameliyat Oncesi yapilan egitimin anksiyete ve bilgi
diizeylerini olumlu yonde etkiledigi bulunmustur (27).
Yapilan diger caligmalarda ameliyat Oncesi egitim
verilen hastalarda tedaviye uyum ve memnuniyet
diizeyinde artig, ameliyat sonrasi donemde fizyolojik ve
psikolojik iyilesme, bagimsiz rol ve fonksiyonlarda artig
goriiliirken, anksiyete, hastanede kalig siiresi ve
ameliyat sonrast komplikasyonlarda azalma goriilmiistiir
(4,28-31). Bu calismalarin sonuglarimt da gbz Oniinde
bulundurarak ameliyat Oncesi bilgi eksikligini
gidermeye ve gerekli egitimlerin yapilmasina yonelik
hasta gereksinimleri de dikkate alinarak hemgsirelik
girisimleri uygulanmalidir.

Arastirmada hastalarin en fazla derlenme {initesinde
yasadiklarini ve ameliyathaneden ¢ikiglarini
hatirladiklart ~ saptandi.  Hastalarin  ameliyathaneye
gelmeden Once, ameliyathanede anesteziye iliskin ve
tedaviye iliskin korku yasadigi bulundu. Ozbayir ve
arkadaglarinin  ¢aligmasinda, hastalarin  %21,58’inin
ameliyathaneyi  korkung, %20,68’inin 151kli  ve
lambalarin oldugu bir yer olarak hatirladiklar1, %71,45’1
ameliyathane trafigini normal buldugu, %93,20’si
ameliyat sirasinda 1s1k, ses vb. durumlardan rahatsiz
olmadigi belirlenmistir (20). Arastirma bulgular
literatiire  benzerdir. Hastalara ameliyat 0Oncesi
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ameliyathaneye yonelik egitimlerin yapilmasi yararh
olabilir.

Arastirmada KPHBS puan ortalamasi 111,19+21,38
olarak saptandi. Eyi ve arkadaslarinin caligmasinda
KPHBS puan ortalamast 124,79+2596 olarak
belirlenmistir (15). Baska bir ¢alismada KPHBS puan
ortalamasi 101£15,5 olarak bildirilmistir (22). Donmez
ve Ozbayrr’m yaptigi calismada ise KPHBS puan

ortalamas1  128,2+1,270larak  saptanmustir ~ (17).
Ulkemizde yapilan ¢aligmalarda KPHBS puan
ortalamasi bu c¢aligmay1 destekler nitelikte olup
hastalarin ~ ameliyathanede  aldiklar1  hemygirelik
bakiminin  kalitesini  yiiksek olarak algiladiklar
diigiiniilebilir.

Aragtirmada PKO toplam puan ortalamasi 4,26+0,58
olarak bulundu. Ustiindag ve Eti Aslan'in calismasinda
PKO puan ortalamasi 5,06+0,50 olarak belirlenmistir
(19). Yine ameliyat geciren hastalarda konfor diizeyini
etkileyen faktorlerin incelendigi bir ¢aliymada PKO
toplam puan ortalamasi 4,82+0,61 bulunmustur (32).
Giircayir ve Karabulut’'un kalga protezi ameliyati
planlanan hastalara verilen egitimin ameliyat sonrasi
konfor diizeyine ve giinlilk yasam aktiviteleri {izerine
etkisinin incelendigi calismada PKO toplam puan
ortalamasi  girisim  grubunda  4,93+0,66 olarak
bildirilmistir (33). Arastirmadaki PKO toplam puanlar
literatiire benzerdir. Hastalarin konfor diizeyi iyi olarak
degerlendirilebilir.

Aragtirmada KPHBS puanlari artarken PKO puanlarinin
da arttig1 belirlendi. Ameliyat siirecinde verilen kaliteli
ve profesyonel hemsirelik bakimi hastalarin konforunu
arttirmistir.  Ameliyat silirecinde hasta konforunu
arttirmaya yonelik nitelikli hemsirelik girisimlerinin
uygulanmasinin yararli oldugu agiktir.

Arastirmanin Sinirhliklar:

Arastirma Tiirkiye’nin bati bolgesindeki bir iiniversite
hastanesinin Ortopedi ve Travmatoloji Klinigine
bagvuran ve ameliyat yapilan hastalar ile yiiriitiildii.
Dolayisiyla arastirma sonuglart yalnizca bu 6rneklem
grubundaki 6zellikleri tagiyan hastalara genellenebilir.
Ayrica aragtirma verileri yiiz ylize goriisme yOntemi
kullanilarak  toplandigindan, verilerin  giivenirligi
goriismecilerin verdigi bilgiler ile sinirlidir.

SONUC VE ONERILER

Arastirma sonucunda hastalarin aldiklar1 hemsirelik
bakim kalitesini 1iyi olarak degerlendirdikleri ve
ameliyat siirecindeki konfor diizeylerinin orta derecede
oldugu saptandi. Ayrica hemsirelik bakim kalitesinin
hasta konforunu arttirdig1 belirlendi. Konfor diizeyini
arttirmak igin cerrahi hemsirelerinin hastalarin bireysel
ozelliklerini gz Onilinde bulundurarak girigsimleri
planlamalari ve kurum politikalarinin gelistirilerek
hemsirelerin bilgi, deneyim ve tecriibelerinin arttirilmasi
hedeflenebilir. Ayrica aragtirma sonucunun

genellenebilmesi i¢in daha biiyiik orneklem sayisi
planlanarak arastirmanin yapilmasi dnerilmektedir.
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Oz
AMAC: Akilci ilag kullanimi siireci, hastanin probleminin tanimlanmasindan, tedavinin sonuglandirilmast ve
izlenmesini kapsayan sistematik bir yaklagimdir. Hastane ¢alisanlarmin AIK ilkelerine uygun davranmamasi akilct
olmayan ila¢ kullanimi sorununu doguracak ve ilaglarin akilci ilag kullanim dongiisiinii sekteye ugratacaktir.
Bu ¢aligmanin amaci; I¢ Anadolu bélgesinde hizmet vermekte olan bir egitim arastirma hastanesinin ¢alisanlarinin
AlK ile ilgili farkindalik diizeylerini belirlemektir.
YONTEM ve GERECLER: Caligmanin evrenini, Egitim ve Arastirma Hastanesi’nde calisan hekim (n=130),
hemsire (n=310) olusturmugtur. Anket formunun uygulandigi giinlerde izinde olan ve ¢aligmaya katilmak
istemeyenler nedeniyle 64 hekim, 148 hemsire calismaya dahil edilmistir. Veriler, Tiirkiye ilag ve Tibbi Cihaz
Kurumu(Ankara/Tiirkiye), Akilci Tlag Kullanimi biriminin hazirlamis oldugu anketler kullanilarak toplanmusgtir.
BULGULAR: Calismaya katilan hekimlerin %29,7si hastalar tarafindan talep edilen ilaglar1 hi¢bir zaman muayene
etmeden ila¢ regete etmediklerini bildirirken, %40.6’s1 sadece kronik hastaliklarin ilaglarin1 regete ettiklerini,
%18,8’1 ise recete etmedikleri takdirde tartisma ¢iktigini belirtmislerdir. %50,0’1 ilaglarin uygulama seklini,
%48,4°1 ilaglarin glinlik dozunu ve %42,2’si tedavi siiresini her zaman bilgisini verdiklerini belirtmiglerdir.
Calismaya katilan hemsirelerin karsilastiklart ilag uygulama hatalarina bakildiginda, %53,4’0 ilaglarin atlanmasi,
uygulanmamasi, %49,3’l ilacin yanlis zamanda uygulandigint ve %18,9’u ilacin yanlis hastaya uygulandigin
belirtmiglerdir.
SONUC: Hekim ve hemgirelerin bilgi ve tutumlarini artirmak amact ile ¢aligmanin yapildig1 hastanede AiK ile ilgili
her iki gruba yonelik ¢aligmalar yapilmasi, bilgi ve tutumlarin egitimlerle desteklenmesi uygun olacaktir.
Anahtar Kelimeler: Akilci ila¢ kullanimi, hekim, hemsire

Abstract
INTRODUCTION: Rational drug use(RDU) period is a systematic approach which consists identifying the
problem of the patient, concluding and monitoring the treatment. The failure of hospital staff to comply with the
principles of RDU will lead to the problem of unethical drug use and to the RDU. The aim of the study is, to
determine the awareness level of employees in a Training and Research Hospital located in Central Anatolia which
study is held regarding to RDU.
METHODS: Nurses and Physicians working at the Hospital formed the population of the study. 64 physicians and
148 nurses were included in the study. Because they were on the day of the survey form and didn’t participate in the
study. Data were collected by using surveys which were prepared by Turkey Medicines and Medical Devices
Agency (Ankara/Turkey), RDU Unit.
RESULTS: 29,7% of physicians reported that they did not prescribe medicines demanded by the patients without
ever examining the patients. 18,8% of physicians stated that they had a discussion with patients if they did not
prescribe. According to this, 50% of physicians stated that they always inform their patients about drug application
method, 48.4% of physicians always inform about daily dosage of drugs and 42.2% of them always inform about
treatment period. For medicine application errors which participating nurses most frequently encounter, they said
skipping medicines (53.4%), applying medicines at wrong times (49.3%) and applying medicine to wrong patients
(18.9%).
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CONCLUSION: In order to increase the knowledge and attitudes of physicians and nurses, it will be appropriate to
carry out studies and knowledge and attitudes towards training for both groups related to RDU in the hospital where

the work is done.
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INTRODUCTION

Rational Drug Use (RDU) is systematic modality
comprising of defining of patients’ problem,
determining therapeutic targets, choosing a proper
treatment with proven efficacy among various options,
prescribing acceptable drugs, clearly informing patients
with suggestions, monitoring and evaluating treatment
outcomes (1). This modality involves not only the
assignments of physicians but also the mission of nurses
frequently communicates with patients. It is expected
that the behaviors and attitudes of physicians and nurses
should be relevant on the principles of RDU to achieve
effective RDU. One of the most significant
responsibilities of physicians and nurses is to ensure
using drugs in safety criteria. The responsibility of
physicians is to administer proper drugs to properly
diagnosed patients with proper doses and costs while the
responsibility of nurses is to perform the administration
of proper drugs to proper patients with proper doses.
Nurses should perform their responsibilities considering
the effects, adverse effects, administration ways of
drugs and drug interactions (2).

In this study, we primarily aimed to determine the
awareness of doctors and nurses on RDU who are
working in a Training and Research Hospital located in
Central Anatolia. Secondly, if needed, we aimed to
increase the awareness on RDU by organising trainings.

METHODS

We performed a descriptive study to investigate the
knowledge and attitudes of doctors and nurses on RDU.
The data were collected by using the national
questionnaires which were prepared by the RDU
department of Turkish Medicines and Medical Devices
Agency (Ankara/TURKEY) (3). We obtained
permissions of the agency to use the questionnaires.
This study was conducted in an educational research
hospital located in middle anatolia region of Turkey
between september 2016 and november 2016. We
aimed to include the whole population of doctors (n:
130) and nurses (n: 310) working in this hospital instead
of obtaining samples from this population. However, 64
doctors and 148 nurses were included in the study
because of their absence in the hospital due to rest day
or their unwilingness to participate in the study. The
questionnaires were filled by face to face meetings with
the participants of the study. Different questionnaires
were used for doctors and nurses. There were 17
questions in the questionnaire for doctors and 18

11

questions in the questionnaire for nurses. The questions
on age, gender and the duration in his/her professional
experience of participants were included in the
demographic form. The participants were asked to
response to one of the answers of the questions found in
the RDU knowledge and attitude form. Verbal approval
of the participants and written permissions of the Public
Hospitals Union were obtained before starting the study.
The ethical approval of the study were obtained from
Ethics Committee of Ahi Evran University for Non
Clinical Researchs on Humans. The data were
statistically analysed by using SPSS.20.00 program and
the descriptive data were expressed as percentages,
numbers and means.

RESULTS

The data of the responses of doctors to RDU
questionnaire

The sociodemographic features of doctors participating
in the study is shown at Table 1. 46.90% of doctors
were between the ages 26 and 30 and 64.10% of them
were male. 32.8% of the duration of professional
experience was between 11 and 15 years and 87.5% of
them were specialists (Table 1).

Table 1: Socio-demographic characteristics of the
physicians participating in the study

Variables Nu(rrr: )b er Perzt)e/:)t age
Female 23 35,9
Male 41 64,1
Age

Between 24-30 4 6,3
Between 31-40 30 46,9
Between 41-50 26 40,6
Between 51-64 4 6,3
Professioanal

Experience

1-3 years 5 7,8
4-10 years 9 141
11-15 years 21 32,8
16-20 years 11 17,2
21 years and over 18 28,1
Title

General practitioner 8 12,5
Specialist physician 56 87,5

Table 2 presents the data of in service training status of
doctors after graduation. 68.70% of doctors mentioned
that they participated in in service trainings and RDU
trainings. 34.40% of them stated that they participated
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in these trainings in medical school while 18.80% of
them stated that they participated in trainings organised
by Ministry of Health (Table 2).

Table 2: Occupational training participation
distributions of physicians participating in the study
vVariables Number | Percentage
(n) (%)
Vocational training
participation status
Yes 44 68,7
No, I don’t have time 14 21,9
No, not organization 6 9,4
Participation in RDU
training
Yes 44 68,75
No 20 31,25
Place of training
Faculty of medicine 22 34,4
Ministry of Health 12 18,8
Congress 94
Pharmaceutical companies 3 4,7
Professional associations 1 1,6

35.9% of doctors (n:23) indicated that they reported
adverse drug effect among them 28.1% (n:18) stated
that they reported 1 or 2 adverse drug effect declaration.
92.2% of doctors (n:59) mentioned that they benefit
from source of information when prescribing and
mostly from vademecum (71.9%), internet (46.9%),
diagnosis and treatment guidelines (43.8%).

The knowledge status of doctors on the drugs prescribed
by them are shown in Figure 1. 25% , 17.2% and 14.1%
of the participants mentioned that they have high
information on indications, posology and use of drugs in
special conditions, respectively. 7.8% and 4.7% of the
participants stated that they have miserable information
on bioequivalence and pharmacological features and
warnings, respectively (Figure 1).
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Opinions of physicians about the level of knowledge about
drugs
Bioequivalence
Special cases(pregnancy, pediatrics,etc.) [N
Warningsand precautions
Drug interactions |
SideEffects
Contraindications
Pharmacological Properties
Posology and application form

Indications

:!u!!!!!!!

mVeryGood MGood ®Midde WBad M VeryBad

Figure 1: Opinions of physicians about the level of
knowledge about drugs

29.7% of doctors indicated that they never prescribed
without a physical examination, 40.6% of doctors
reported that they prescribed only for chronic illnesses,
18.8% of doctors stated that had arguments if they did
not prescribe. Figure 2 shows the data of what kind of
anamnesis information doctors collected from patients
when prescribing. 45.3% reported that they questionized
the use of other drugs while 35.9% mentioned that they
paid attention on the age status of patients, and 34.4% of
doctors marked that they always paid attention whether
the patients had drug allergy or not (Figure 2).

Distribution of the anamnesis information that physicians
use when prescribing

consider gender

| consider the age of the patient

| sk if the patient is pregnant

| &k if the patient has achronic ilness.
Ask if the patient hasa kidney disease. [
Ask if the patient hasa Iver disease

| 2k the paient if he or she has adrug allergy.

investigate other medications used by the patient

s ANays uOften mSometimes

Raely mNever

Figure 2: Distribution of the anamnesis information that
physicians use when prescribing

The frequency of the information given by doctors to
patients on drugs are shown at Table 3. 50.0%, 48.4%,
42.2% of doctors declared that they always informed the
patients about the administration ways of drugs, daily
doses of drugs and the duration of treatment,
respectively. On the other hand, 20.3%, 18.8%, 12.5%
of doctors notified that they never informed the patients
about drug or food interactions, mechanisms of action
of drugs, warnings on the usage of drugs, respectively
(Table 3).
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Table 3: Distribution of the frequency of information given by physicians about drugs to their patients

Variables Every time Often Sometimes Rarely Never
Name of the drug 28,1 28,1 29,7 7,8 6,3
Method of application 50,0 37,5 6,3 6,3 0
Daily dose 48,4 32,8 14,1 3,1 1,6
Treatment duration 42,2 31,3 9,4 15,6 1,6
The mechanisim of the action of the drug 4,7 15,7 32,8 28,1 18,8
Side effect 15,6 32,8 25,0 15,6 10,9
The prize of the drug 3,1 7,8 17,2 26,6 45,3
Interaction with other drugs / nutrients 4,7 14,1 39,1 21,9 20,3
Activities that the patient should stay away 7,8 18,8 45,3 17,2 10,9
from

When the patient should leave the medicine 25,0 35,9 17,2 17,2 4,7
Other warnings about medicines 15,6 20,3 37,5 14,1 12,5

The data of the responses of nurses to RDU
questionnaire

The sociodemographic features of nurses participating
in the study is shown at Table 4. 50.70% of nurses were
between the ages 36 and 50 and 89.20% of them were
female. 42.6 of the participants were graduated from
vocational school of higher education and 44.3% of the
duration of professional experience was between 11 and
15 vyears. 79.1% of nurses mentioned that they
participated in in service trainings (Table 4).

Table 4: Sociodemographic characteristics of the nurses
participating in the study

Variables Number Percentage
(n) (%)
Female 132 89,2
Male 16 10,8
Age
Between 18-25 13 8,8
Between 26-35 58 39,2
Between 36-50 75 50,7
Between 51-64 2 1,4
Professioanal
Experience
1-3 years 11 7,4
4-10 years 14 9,5
11-15 years 67 44,3
16-20 years 29 19,6
21 years and over 27 18,2
Education status
High school 60 40,6
College 63 42,6
Faculty 24 16,2
Master/PhD 1 0,7
Title
Responsibl nurse 12 8,1
Nurse 136 91,9
Vocational training
participation status
Yes 117 79,1
No, I don’t have time 16 10,8
No, not organization 14 9,5
No, I’'m not interested 1 0,7
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68.2%, 64.9%, 45.3% of nurses were reported that they
got information about the drugs they administered from
doctors and pharmacists, their colleagues, reference
books on drugs, respectively. 53.4%, 49.3%, and 18.9%
of nurses mentioned that they missed the administration
of drugs, administered drugs on inaccurate schedule and
administered drugs to wrong patients, respectively
(Figure 3).

The most frequently encountered drug application
errors of nurses

Appyingthe wrong drug I

Appiication of the drug inthewrorgway il

Application of the drug atthewrong doszge =t s

Drug skipping no medication | —
Appying drugs at the wrong time [

Appling medicine to the wrorg pxient [

mYes mNo

Figure 3: The most frequently encountered drug
application errors of nurses

The knowledge status of nurses on the drugs
administered by them are shown in Figure 4. 60.1% and
39.2% of the participants mentioned that they have high
information on the way of administration and intended
use, respectively. 10.8% and 8.1% of the participants
stated that they have miserable information on warnings
and precautions and drug interactions, respectively
(Figure 4).

Considerations about nurses' level of knowledge about

drugs
Special cases{pregnancy, pediatr cs,ec.)  I—
Warningsand precautons N
Drug interactions E—
Contraindications  J—
Sdeeffects N
Ouration of action of the drug. IS |

Orug appication form I LS
Usage purpose of drugs — 1

mVeryGood mGood wMiddie mBad ® VeryBad

Figure 4: Considerations about nurses' level of

knowledge about drugs
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64.9% of nurses (n:96) expressed that they always
inquired the history of drug and food allergy before they
administered drugs while 61.5% of nurses (n:91)
indicated that they delivered the drugs belonging to
patients who lost their lives to pharmacy. In addition,
72.3% (n:107) of nurses stated that they informed the
patients about usage recommendations, the way of
administration, dose intervals of drugs while 20.3% of
nurses (n:30) mentioned that they only informed
patients if doctors asked them. 62.1% of nurses
indicated that they reported unexpected adverse drug
effects.

DISCUSSION

In this study, we investigated the awareness and
attitudes of doctors and nurses on RDU who are
working in a Training and Research Hospital located in
Central Anatolia. The results of the study were analysed
in two categories: the results of the responses of doctors
to RDU questionnaire and the results of the responses of
nurses to RDU questionnaire. Accordingly, 68.70% of
doctors mentioned that they participated in in service
trainings and RDU trainings. 34.40% of them stated that
they participated in these trainings in medical school
while 18.80% of them stated that they participated in
trainings organised by Ministry of Health (Table 2).
These percentages represent quite poor participations to
trainings. The reason for this poor rates seems to be the
duration of 11-15 years of experience of doctors on
profession since the educations on problem based
pharmacotherapy in medical schools is not long
standing (4).

The results of the declaration of adverse effects is one of
the striking points. 35.9% of doctors (n:23) indicated
that they reported adverse effects, among them 28.1%
(n:18) stated that they reported 1 or 2 adverse effect
declaration. We regard these percentages as low rates
considering the duration of professional experience of
doctors. The safety of patients is one of the current and
significant issues in order to improve the quality of
healthcare. It is reported that patients get harmed due to
preventable faults which are habitually repeated (5). It is
important to make corporate declarations of adverse
effects and constitute declaration systems. However, it
is observed that declarations of faults are insufficient in
health institutions and there is a resistance among health
workers to report the faults. The reluctancy of health
workers, especially doctors, to report medical faults
demonstrates that declaration systems do not work

properly (6).

All the health workers need to get information about
patients safety, medical faults and declaration systems.
In addition, the managers of the institutions have
signigicant responsibilities to organise and operate the
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system (7). In this study, 25% , 17.2% and 14.1% of
doctors mentioned that they have high information on
indications, posology and use of drugs in special
conditions, respectively. 42.2% and 45.2% of doctors
mentioned that they have moderate information on
adverse effects and drug interactions, respectively
(Figure 1). In terms of RDU, to have moderate
information on adverse effects and drug interactions
reflects a low level of information. Doctors should not
only make physical examinations of patients and
prescribe but also inform patients about toxic and
adverse effects of drugs and drug interactions (8). This
requires a high level of information on drugs that are
prescribed by them. Our results obviously point out that
doctors working in Educational Research Hospital
should have in service trainings on RDU.

Our results on what kind of anamnesis information
doctors collected from patients when prescribing shows
that 45.3% questionized the use of other drugs while
35.9% paid attention on the age status of patients, and
34.4% of doctors always paid attention whether the
patients had drug allergy or not (Figure 2). Akici et al.
reported that 93.2% of doctors questionized the use of
other drugs (1). This is a very high rate than the results
of our study. However, they performed the study on
general practitioners while we involved mostly
specialists in our study. This different outcomes may
result from the variation of working conditions between
general practitioners and specialists, since specialist
work in hospitals which may be considered as intense
work places, relatively.

According to our results, 20.3%, 18.8%, 12.5% of
doctors notified that they never informed the patients
about drug or food interactions, mechanisms of action
of drugs, warnings on the usage of drugs, respectively
(Table 3). These results state that most of the doctors do
not inform their patients about interactions. This kind of
attitude should be corrected because it affects the
bioavailability of drugs. Also, we determined that most
of doctors never informed their patients about the cost
of drugs they prescribed. The main factors that doctors
consider when prescribing are safety, efficacy,
tolerability and cost of drugs. The concept of the cost of
drugs is associated with their total cost, not with their
barkode prices. However, it is determined that most of
doctors did not have information about the total cost of
drugs they prescribed and accordingly did not consider
this in the choice of drugs. In a Spanish study, it was
reported that most of general practitioners did not have
adequate information about the cost of drugs they
prescribed (9,10).

In the second stage of our study, we assessed the
attitudes of nurses on RDU. 68.2%, 64.9%, 45.3% of
nurses were reported that they got information about the
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drugs they administered from doctors and pharmacists,
their colleagues, reference books on drugs, respectively.
To get information from doctors and pharmacists leads
to have limited information. We may suggest that nurses
have limited information on drugs because best
information should be obtained form source reference
books. This lack of information may be eliminate by
organising efficient in service trainings.

In this study, 53.4%, 49.3%, and 18.9% of nurses
mentioned that they missed the administration of drugs,
administered drugs on inaccurate schedule and
administered drugs to wrong patients, respectively
(Figur 3). These results are supported by the results of
the studies conducted by Saygili et al. and Oguz et al.
(11,12). In addition, this kind of faulty drug
administrations were reported in other studies (13).

Figure 4 shows the level of information of nurses on
drugs. According to this, nurses have low level of
information about the pharmacological effects of drugs.
The lack of information about the pharmacological
effects of drugs may lead an increase in the faulty drug
administrations. In a prospective study, Patel et al.
reported a significant rate of faulty drug administations
in hospital and suggested that all the health workers
including supporting staff responsible for recording
drugs on computer systems, prescribers and nurses (14).

CONCLUSION

Based on our findings, we suggest that in service
trainings should be organised to increase the knowledge
and correct the inaccurate attitudes of doctors and
nurses on RDU who are working in a Educational
Research Hospital in Central Anatolia. It will be useful
to repeat this study after giving these trainings in order
to observe the benefits and plan the contents of the
trainings.
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Oz
Radyasyon elektromanyetik bir enerjidir ve doku igerisine girdikten sonra bir takim kimyasal ve biyolojik
reaksiyonlara yol agar. Tiimor hiicrelerini 6ldiiriirken normal dokularda da birtakim degisikliklere yol agar. Bu
degisiklikler dokularin radyobiyolojik 6zelliklerine, radyasyonun uygulanma siiresine, dozuna gore farliliklar
gosterir; ve sonugta akut ve kronik olarak tanimlanan yan etkiler ortaya ¢ikar.
Anahtar Kelimeler: Brakiterapi, Radyasyonun doku tizerine etkileri, Radyasyona doku yaniti, Yan etkiler.

Abstract
Radiation is an electromagnetic energy and it causes some chemical and biological reactions after entering the
tissue. It also causes some changes in normal tissues while killing tumor cells. These changes show differences in
the radiation bioavailability of the tissues, the duration of radiation administration, and ultimately occur acute and
chronic side effects.
Keywords: Brachytherapy, Radiation effects on tissue, Tissue response to radiation, Side effects.

GIRIS
Radyasyon elektromanyetik enerjidir. Canli dokulardan  artisi, fonksiyon kaybidir. RT goéren bdlgede bu
gecerken biyolojik yan etkiler meydana getirir. Yan  belirtilerin bazilart veya tamami goriilebilir.
etkiler; akut ve kronik yan etkiler olarak 2 grupta
tanimlanir. Radyoterapinin (RT) baglangicindan itibaren ~ Ornegin 6zefagus bélgesi RT alan vakalarda agri ve
ilk 3 ayda (6 ayda klinik tablo daha netlesebilir) gorillen  yutma fonksiyonunda bozukluk, jinekolojik bolgesi RT
etkilere akut etkiler, sonraki etkilere de kronik etkiler  alan vakalarda vajinal kizariklik, 6dem, agri, 1s1 artig1 ve
denir. Yan etkilerin gelismesinde Onemli olan bu gibi bulgular gelisir.
mekanizma radyasyona kars1 dokularin
radyosensitivitesidir. Kronik dénemde daha ¢ok kollajen ve bag doku artigt
ile doku sertlesmesi, kasilmasi, organlarda kiigiilme,
Dokunun radyobiyolojik &zellikleri radyasyona karsi  damarlarda kalinlagsma- elastikiyet kayb1 ve daha ciddi
yanitin1 belirleyecek olup i1sinlanan doku miktart ve  olarak damar tikanmasi ile iskemi ve nekroz goriiliir.
verilen doz ile de yakindan iliskilidir. Yenilenme Genelde akut etkiler erken donemde, uygun medikal ve
kapasitesi yiiksek olan akciger gibi dokularda diisik konservatif yontemler ile azaltilabilir ve ortadan
voliimlerin yiiksek dozlar almasi tolere edilebilirken; kaldirilabilir. Ancak kronik etkiler genellikle kalicidir
yenilenme kapasitesi diigiik olan spinal kord gibi  ve ciddi sorunlara neden olabilir (1-6).
dokularda diisiik voliimlerde dahi yiiksek dozlar kabul
edilemez sonuglara yol agabilir. Normal dokulardaki = Radyoterapi lokal bir tedavi seklidir. Eksternal olarak
hasarin patogenezinde DNA kiriklart ve mikrogevrede  viicut disindan ya da brakiterapi yontemi ile direk viicut
kemokinler, inflamatuar sitokinler, fibrotik sitokinler, igerisinden uygulanmir. Goriintilleme teknolojileri ve
degisen hiicreler arasi etkilesimler, ve inflamatuar planlama bilgisayar programlarindaki  gelismeler
hiicreler gibi degisiklikler yer alir. Sonug itibari ile radyoterapinin gelismesinde biiyiik katkilar saglamistir.
normal doku hiicreleri radyasyona maruziyet sonrasinda  Eksternal RT olarak; ticboyutlu konformal RT ve
kendini yenileyebilir ya da yok olur ve kalici organ  yogunluk ayarli RT yaygin olarak kullanima girmistir.
hasarlar1 geligir (1-4). Eksternal RT Co-60 gama 1sim1 veya lineer hizlandirici
foton demeti ile genellikle kaynak izomerkez uzakligi
Radyoterapi uygulanmasmin ardindan milisaniyeler 100 cm olacak sekilde haricen tiimdre ve yayilmasi
icerisinde etki gostermeye baslar ve dokuda bir muhtemel yakin doku ve bolgesel lenfatik dokuya
inflamasyon baslatir. Inflamasyonun 5 temel belirtisi ~ uygulanir. Radyoterapi alam ne kadar biiyiik ise yan
vardir; akut donemde siglik-6dem, kizariklik, agri, 1s1 etkilerin goriilme olasilig1 da artar.
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Sevim Inel

Entegre doz kavrami, 1 gram dokuya 100 erg enerji
aktarmak olarak tanimlanir ve doz birimi 1 ¢cGy seklinde
ifade edilir. Bu nedenle i1sinlanan hacmin ve doku
agirhiginin biiylikligi neticesinde primer ve sacilan 1§in
demetleri ile toplamda tiim viicut hacminde ve
agirhiginda alinan radyasyon doz oraninda artig olacaktir
ve neticesinde yan etkilerde de ciddi sonuglar
goriilebilecektir. Bu nedenle miimkiin olan en kiigiik
hacimlerde radyasyon ile kanserli dokunun yok edilmesi
ve normal dokularin korunmasi gerekir.

Eksternal radyoterapi normal fraksiyonlarla giinlik
180-200 cGy/fr veya hipofraksiyonlarla 250-600 cGy/fr
halinde genelde haftada en fazla 5 giin olacak sekilde
uygulanir. Fraksiyone radyoterapide normal dokularin
tamirine firsat taninir. Ancak fraksiyon basmna diisen
doz miktar arttik¢a beklenen akut ve kronik yan etkiler
artar.  Eksternal  radyoterapiden  farkli  olarak
brakiterapide radyasyon kaynagi aplikatorler ile tiimore
yakin temasta veya i¢ine uzaktan yiikleme yontemleri
ile yerlestirilerek uygulanir. Genelde tek bir
uygulamada 500-1500 cGy gibi yiiksek dozlar verilir ve
tiimor bolgelerine gore genelde haftada bir uygulanir ve
1-5 fraksiyon da uygulanir. Radyasyon doz diizeyi
kaynagim mesafesi ile yakindan iliskili olup uzakligin
karesi ile ters orantili olarak diiser. Brakiterapi sirasinda
radyasyon kaynagi hedef bolgeye yakin veya temas
halindedir, doz hiz1 yiiksektir bdylece tahrip edilmesi
gereken hedefler hizla vurulur ancak kaynaga yakin
normal dokularda ¢ok fazla yan etkilerin de gdriilmesi
$6z konudur. Radyasyon kaynaginin 1 mm yer degisimi
ciddi doz degisikliklerine neden olur. Bu durum dikkate
alinarak HDR (High Dose Rate), LDR (Low Dose Rate)
ve PDR(Pulse Dose Rate) brakiterapi uygulamalar
gelistirilmistir (4, 7, 8).

Brakiterapide tedavi siiresi kisa oldugu igin eksternal
radyoterapiye gore tiimor hiicrelerinde repopulasyonun
diistik olmas1 avantaj; reoksijenizasyonun diisiik olmasi
ise bir dezavantaj olusturur. Brakiterapide doz dagilim
homojen olmadig i¢in kaynak etrafinda hiicre Sliimii
¢ok yogundur. Bu durum tiimoér hiicrelerinde geometrik
kagak riskine yol agabilir. HDR ve LDR birbirleri ile
kiyaslanacak olursa LDR’de doz hizi daha diisiik
oldugundan tedavi uzun siirer;  reoksijenizasyon,
repopiilasyon ve redistriibiisyon daha 6n plandadir. Doz
hizinin dismesi ile birlikte tamir mekanizmasinin
artmasiyla LDR’de ge¢ yamit veren dokular yiiksek
6l¢lide korunurken HDR’de bu avantaj kaybolur (5-8).

LDR’de doz hizinin azalmasi ile subletal hasarlarin
onarimi da artar, buna bagli 6len hiicre sayis1 azalir ve
dozun biyolojik etkinligini diigiirir. Doz hizinin
diismesi ile hiicreler bolinme siklusunda ilerlemeye
devam  ederler ve  redistribisyondan  dolay1
radyoduyarliligin arttig1 G2 fazinda blokaj olusur. Bu da
O0lim oraninda gegici bir artisa yol acar ve
brakiterapinin etkinligini saglar (5-8).
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HDR ile tedavilerde repair diisiik oldugu igin tiimor
kontrol dozunu saglamada daha diisik radyasyon
dozlar1 yeterli olmaktadir. Brakiterapide doz hizi
diistiikce tiimor kontrolii i¢in toplam verilen doz artirilir.
Sonug itibari ile yapilan ¢aligmalarda gerek yiiksek hizli
gerekse diigiik hizli brakiterapilerde hastalik kontrolii ve
gec yan etkiler benzer olarak bulunmustur (5-8).

Brakiterapide doz nonhomojen dagilir, kaynaga yakin
bolgelerdeki normal dokular daha fazla etkilenirken,
uzakta olan dokular daha az etkilenir. Brakiterapi
uygulamalar1 i¢in Onceleri iki boyutlu planlamalar
yapilirken giinliimiizde iicboyutlu brakiterapi
uygulamalar1 yapilmaktadir. 3 Boyutlu brakiterapiye
gecis ile tiimor etrafindaki riskli doku ve organlarin
konturlanmasi, aktiflenecek kaynagin yerinin daha iyi
belirlenmesi, doku ve organlarin radyasyon alacagi
voliimleri ve dozlar1 daha net goriilebileceginden yan
etkilerde 2-boyutlu modalitelere gore diistis olur (9, 10).
Yan etkiler brakiterapi uygulanan anatomik bdlgeye
gore degismektedir.

Soyleki;Pelvik bolgesi kanserlerinde (jinekolojik ve
prostat kanserlerinde degisik olabilir), idrar yollarinda
irritasyon, sik idrara ¢ikma ve idrarda agri-yanma,
idrarda kanama, defekasyonda agri, digkilamada
kanama, kronik doénemde bag doku artisina bagh
Ozellikle de opere olan vakalarda vajinada stenoz,
kisalma-darlik, cinsel iligki sonrasi kanama ve agrili
cinsel iligki, ince ve kalin barsakta hasar ve kanama,
mesanede stenoz ve kanama, kal¢a ekleminde
kireglenme, varsa hemaroid sikayetlerinde
belirginlesme, vaginal fissiir, rektal fissiir ve nekroz
sonrasi fistiiller, cok ge¢ donemde sekonder kanserlerin
gelisme riski gibi. Ozellikle sisman hastalarda veya cilt
kivrimlarinin  bulundugu yerlerde cilt reaksiyonlari,
dermatit, kuru ve sulu deri dokintileri. Eksternal
radyoterapiye katkisi olmakla birlikte brakiterapi
sonrasi kadinlarda over ablasyonu, erkeklerde empotans
ve azospermi gelisebilir.

Bas boyun ve 6zefagus bolgesi kanserlerinde mukozit
¢ok belirgindir. Nazofarenks bolgesinde iist solunum
yolu enfeksiyonu, goze ait yan etkiler, burun tikanikligi
ve burun kanamasi olabilir. Uzun donemde dis
cuiriikleri, bag doku artisi ile fibrozis, tiikriik salgisinda
azalma ve tat kaybi, viicut killarinin dokiilmesi, medulla
spinalisde myelitis, 0zefagus darligi, yutma giigliigii,
beslenme  bozuklugu, kilo  kaybi  gozlenir.
Bronsg ve trakea bolgesi kanserlerinde, bronsit, akciger
enfeksiyonu, hipoksi, nefes darligi, kanama, vaskiiler
tromboz, nekroz ve fistiiller gbzlenebilir (10-12).
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