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EFFECT OF HEALTHCARE EMPLOYEES' PERCEPTIONS
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ABSTRACT

The aim of this study was to examine the effects of healthcare employees' perceptions about the COVID-19
on their anxiety levels. Determining pandemic-related anxiety levels of healthcare employees may shed light on
developing policies for reducing healthcare employees' anxiety levels and increasing their motivation and
performance. Cross-sectional study design was used. The research was conducted on 408 healthcare employees
reached using social media tools. Healthcare employees' perceptions about the COVID-19 had significant
impact on their anxiety levels. Nurses had higher levels of anxiety compared to other healthcare employees and
this difference was found to be statistically significant (p<0.05). The anxiety levels of women were higher than
men in this study. COVID-19 is one of the most important sources of anxiety in healthcare employees. The
results of this research may lead to reduction of the level of anxiety caused by COVID-19 in nurses and
physicians. Policies and implications for reducing healthcare employees' anxiety in COVID-19 may increase
their motivation and performance.

Keywords: COVID-19, anxiety, healthcare employees, pandemic.
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ARASTIRMA MAKALESI

SAGLIK GALISANLARININ COVID-19 ILE iLGILi ALGILARININ
KAYGI DUZEYINE ETKiSI

Ahmet YILDIZ "
Erhan EKINGEN ™
Mehmet TOP ***

0z

Bu ¢alismamin amaci saghk ¢alisanlarmin COVID-19 ile ilgili algilarvmin kaygi diizeylerine etkisini
incelemektir. Saghk ¢alisanlarimin pandemiye bagh kaygi diizeylerinin belirlenmesi, saghk ¢alisanlarimin kaygi
diizeylerinin azaltilmasina, motivasyonlarimin ve performanslarmin  artirtlmasina yonelik politikalarin
gelistivilmesine 151k tutabilir. Arastirmada kesitsel ¢alisma tasarimi kullanimistir. Arastirma, sosyal medya
araglart kullanilarak ulasilan 408 saglik ¢alisani iizerinde gerceklestirilmistir. Saghk ¢alisanlarimin COVID-19
ile ilgili algilarmin kaygi diizeyleri iizerinde onemli etkisi oldugu gorilmiistir. Hemsirelerin diger saglk
calisanlarina gore kaygi diizeylerinin daha yiiksek oldugu ve bu farkin istatistiksel olarak anlamli oldugu
belirlenmistir (p<0,05). Bu ¢alismada kadinlarin kayg: diizeyleri erkeklere gére daha yiiksek bulunmustur.
COVID-19, saghk ¢alisanlarinin en énemli kaygt kaynaklarindan biridir. Bu arastirmanin sonuglari, hemsire ve
hekimlerde COVID-19'un neden oldugu kayg diizeyinin azalmasina yol agabilir. Saghk ¢alisanlarinin COVID-
19'daki kaygisini azaltmaya yonelik politikalar ve uygulamalar, motivasyonlarmi ve performanslarin artirabilir.

Anahtar kelimeler: COVID-19, kaygi, saglk ¢calisanlari, pandemi.
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I. INTRODUCTION

COVID-19 (Corona Virus Disease 2019) has significantly resulted in a large number of
psychological consequences (Li S. et al., 2020). In December 2019, health officials in Wuhan, China
detected an infection that caused severe pneumonia symptoms such as fever, fatigue, dry cough, and
respiratory distress in a group of patients with unknown etiology associated with the city's South
China Seafood Market (Kooraki et al., 2020; Lake et al., 2020; Li Q. et al., 2020). It was stated that
this infection was caused by a newly identified coronavirus and was named by the World Health
Organization (WHO) as this new coronavirus the COVID-19 (SARS-CoV-2) (Guo et al., 2020).

The COVID-19, which is in the same group with viruses causing severe Acute Respiratory
Syndrome (SARS) and Middle East Respiratory Syndrome (MERS), spreads 2 times faster than these
(Singhal et al., 2020; Ozcan et al., 2020). The COVID-19 spread to other parts of China and to the
whole world shortly after it was first seen in Wuhan, China, and caused a major health crisis (Lai CC.
et al., 2020). The World Health Organization (WHO) announced on March 12, 2020, that it declared
coronavirus as a global pandemic.

Widespread outbreaks of infectious disease, such as COVID-19, are associated with psychological
distress, anxiety and symptoms of mental illness in health care professional and populations (Bao et
al., 2020; Xiao et al., 2020). Healthcare employees involved in the diagnosis, treatment and care of
COVID-19 disease may face an increase in psychological problems and anxiety levels. Increasing
number of confirmed and suspicious cases of COVID 19, overwhelming workload, depletion of
personal protection equipment, coverage of common media, lack of specific medicines and insufficient
support to contribute to the mental burden of these healthcare employees. An ever-increasing number
of COVID-19 confirmed and suspicious cases, overwhelming workload, depletion of personal
protection equipment, extensive media coverage, lack of specific medicines, and insufficient support
can raise healthcare provider's anxiety levels and cause psychological distress and other mental health
symptoms (Lakhan et al., 2020; Pappa et al., 2020). Previous studies have reported negative
psychological reactions among healthcare employees to the 2003 SARS outbreak (Lai J. et al., 2019).
Research has reported that these healthcare employees are afraid of the contamination and infection of
their families, friends and colleagues, they feel uncertainty and stigma, are reluctant to work, or are
thinking of resigning, and experience high levels of stress, anxiety, and depression (Bai et al., 2004;
Lee et al., 2007). Similar concerns arise about mental health, psychological adjustment, and recovery
of healthcare employees who treat and care for patients with COVID-19 in Turkey and other countries.
Lai J. et al. (2020) investigated determining the magnitude of mental health outcomes and associated
factors among health care human resources treating patients exposed to COVID-19 in China. They
conducted a cross-sectional, survey-based, region-stratified study collected demographic data and
mental health measurements from 1257 health care human resources. They reported that a
considerable proportion of participants reported symptoms of depression (50.4%), anxiety (44.6%),
insomnia (34.0%), and distress (71.5%). More than 70% of health care human resources in China
during this current COVID 19 pandemic reported psychological distress including insomnia, anxiety,
and depression. Moreover, they found out that nurses, women, frontline health care human resources,
and those working in Wuhan, China, reported more severe degrees of all measurements of mental
health symptoms than other health care human resources. Tan et al. (2020) examined the
psychological issues such as anxiety and stress experienced by health care human resources in
Singapore in the midst of the COVID-19 outbreak. They revealed that the prevalence of anxiety was
higher among nonmedical health care human resources than medical personnel.

This study based on the Spielberger Trait-State Anxiety theory. When COVID-19 treatment is not
fully determined, the vaccine has not yet been found and is a fatal pandemic, causing high anxiety in
people and healthcare employees. Anxiety is defined as “a sense of anxiety about an un objective
danger”. The Spielberger Trait-State Anxiety theory has two different types of anxiety, state and trait
anxiety. State anxiety is the anxiety that occurs when a dangerous or unwanted situation is
encountered. On the other hand, constant anxiety is a long-term and severe type of anxiety that exists,
whether or not there is a concrete reason. Trait anxiety can be defined as feelings of stress, worry,
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discomfort, etc. that one experiences on a day to day basis (Spielberger and Sydeman 1994; Gokge and
Diindar, 2010). One of them is anxiety caused by pandemic diseases. Epidemic and pandemic diseases
are one of the most important sources of anxiety in healthcare employees. Health anxiety is the belief
that the person has a serious disease or fear that he will get caught by serious disease (Simgekoglu and
Mayda, 2016).

There is very limited research on the psychological impact of COVID 19 on health workers, mental
health problems and anxiety levels. Only a limited number of studies have been conducted on the
psychological and mental health problems of COVID-19 on health personnel in China and Singapore
(Liu et al., 2020; Tan et al., 2020). Investigating the impact of COVID-19, which is an international
pandemic today, on healthcare provider's anxiety levels may be important to fill the literature gap in
this area. No research was found to determine the relationship between the views of healthcare
employees about COVID-19 and their anxiety levels, and to determine the effect of COVID-19 on
healthcare staff anxiety levels in Turkey and other countries. Due to the high rate of spread of the
COVID-19 outbreak, it is expected to cause more anxiety on healthcare employees, especially on
those who are in close contact with patients for the treatment. In the conducted literature review, no
study was found on the relationship between the COVID-19 pandemic and anxiety levels of healthcare
employees. In pandemic periods, determining pandemic-related anxiety levels of healthcare employees
may shed light on developing policies for reducing healthcare employees' anxiety levels and
increasing their motivation and performance. The aim of this study is to examine the effects of
healthcare employees' perceptions about the COVID-19 on their anxiety levels. In the study, it was
also examined whether the anxiety levels of healthcare employees differed according to the
occupational and demographic variables.

Il. MATERIAL AND METHODS
2.1. Participants

This study has a cross sectional research methodology. During the pandemic periods it is difficult
to fill out a questionnaire by contacting the participants directly. Therefore, questionnaires were sent to
healthcare employees via e-mail and social media. The questionnaires were sent to the healthcare
employees in the social network, and they were asked to send the questionnaires to the healthcare
employees in their social networks. The participants were asked to fill the questionnaire in an
electronic environment. The research was conducted on 434 healthcare employees who were reached
in this way and completed the questionnaire. Incompletely filled questionnaires were not taken into
consideration. The number of incompletely filled questionnaires is 26. The analysis and evaluations
were conducted over the remaining 408 questionnaires. Participation in the research was ensured from
43 different provinces in Turkey. The highest participation in the study was from the city of Batman
(80). This was followed by Istanbul (77), Ankara (62), Diyarbakir (33), Izmir (25) and Balikesir (22),
respectively. The research was carried out between 04-15 April 2020.

2.2. Instruments

In order to evaluate the perceptions of healthcare employees about the COVID-19 The COVID-19
Perception Scale, which was adapted from the scale developed by Cirakoglu (2011) to determine the
perception of pandemic diseases, was used. Exploratory factor analysis was performed to test the
validity of the COVID-19 Perception Scale. Kaiser-Meyer-Olkin (KMO) coefficient and Barlett
sphericity tests were performed to test the suitability of the data structure for factor analysis. It is
expected that KMO coefficient to be above 0.60 and Barlett's sphericity test is to be significant. In our
study, the KMO coefficient was found 0.817 and the Barlett sphericity test was significant (p <0.05).
As a result of the exploratory factor analysis, it has been observed that that the COVID-19 Perception
Scale consists of five dimensions as “dangerousness” (3 items), “contagiousness” (2 items), “macro-
control” (4 items), “personal control (5 items) and “inevitability” (3 items). 2 items from the
dangerousness dimension, 1 item from the contagiousness dimension, 1 item from the macro-control
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dimension and 1 item from the inevitability dimension were excluded from the scale because they had
a low factor load (<0.30).

The scale consisting of 22 items at the beginning was evaluated as 17 items. The eigenvalue of all
dimensions was found to be greater than 1. Factor loads vary between 0.880 and 0.547. The total
variance announced was calculated as 62.92. Confirmatory factor analysis was also performed to test
the validity of the scale. As a result of the analysis, when the scale fit indexes were examined, it was
observed that they were X2 / sd (2.12), RMSA (0.053), CFI (0.94), GFI (0.93) and AGFI (0.91) The
five-factor structure consisting of a total of 17 items was confirmed. The reliability of the scale was
evaluated by looking at the Cronbach alpha coefficients. The Cronbach alpha coefficients for
dimensions vary between 0.61-0.81 (Table 2). The scale is structured as a 5-point Likert type (1 =
strongly disagree, ... 5 = strongly agree). While the averages of the dimensions of dangerousness,
contagiousness and inevitability approaching 5, are considered as a negative perception about the
COVID-19; Approaching the macro-control and personal control dimensions to 5 is considered as a
positive perception.

In order to evaluate the state anxiety level of the employees. The State-Trait Anxiety Inventory
(STAI) is a commonly used measure of trait and state anxiety in health care systems (Spielberger et
al., 1983). In this study, only the state anxiety part of the STAI. Because for an international pandemic
that has just begun, trait anxiety may not yet occur and measuring trait anxiety may not be appropriate.
In many studies, the validity and reliability of the scale were stated in Turkey (Cirakoglu, 2011; Kara,
2012). The scale (only state anxiety) consists of 20 items, 10 of which being inverted. Reversed
expressions express positive emotions, while straight expressions express negative emotions. The
responses given to the scales are structured in a 4-point Likert type as (1 = None, 2 = a little, 3 = a lot,
4 = completely). In straight questions, answers in the value of 4 indicate a high level of anxiety; In
reverse questions, questions in the value of 1 indicate a high level of anxiety. In calculating the level
of anxiety, the answers given to the straight and reversed expressions are summed up. In order to
determine the level of anxiety, the total score of the answers given to the reverse expressions is
subtracted from the total score of the answers given to the straight expressions on the scale and the
calculation is made by adding a predetermined score (50 points). Maximum 80 points and minimum
20 points could be taken on the scale. The anxiety level is high when the score approaches 80;
approaching 20 is considered to be a low level of anxiety (Spielberger et al., 1983; Kara, 2012). In
order to evaluate the reliability of the scale, the Cronbach alpha coefficient was examined and this
value was found to be quite high (0.90). In the questionnaire form used as a data collection tool, there
are also 8 questions prepared to determine the professional and demographic characteristics of the
participants.

2.3. Statistical Analysis

The data obtained from the research were analyzed with the Statistical Package for the Social
Sciences (SPSS 21) program. The dangerousness, contagiousness, inevitability, macro-control and
personal control dimensions that constitute the perceptions of healthcare employees about the COVID-
19 are regarded as independent variables, and the level of anxiety is considered as the dependent
variable, and the relationship between the variables is analyzed by Pearson correlation analysis; The
effect of independent variables on the dependent variable was tested by multiple linear regression
analysis. Whether COVID-19 perception and anxiety level differed according to the socio-
demographic variables of the participants, was analyzed by the difference between the two averages t-
test and one-way analysis of variance (ANOVA). To evaluate whether the normality assumption of
variables is met for parametric tests, the kurtosis and skewness values of the variables and histogram
graphics were examined.
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I11. RESULTS

Table 1 shows occupational and demographic characteristics of participants. More than half
(55.4%) of the healthcare employees participating in the research are women. About half of those
(44.6%) are between the ages of 31-40. More than half of the participants (56.1%) are working as
nurses and more than half of them (56.1%) have children. When the education levels of the
participants are analyzed, it is seen that university graduates are predominant (58.6%). More than half
of the participants (55.9%) work in a state hospital. The rate of those who have individuals over the
age of 65 in their houses is 22.1%

Table 1. Occupational and Demographic Characteristics of Participants

Variables /
Characteristics Group " o
Age 21-30 131 32.1
31-40 182 44.6
>41 95 23.3
Gender Female 226 55.4
Male 182 44.6
Nurse 229 56.1
Occupation Doctor 71 174
Health Technician 74 18.1
Other* 34 8.3
. Yes 229 56.1
Child Status No 179 43.9
High school 38 9.3
Education Undergraduate 239 58.6
Graduate 131 32.1
Marital Status Single 153 37.5
Married 255 62.5
State Hospital (Ministry of Health) 228 55.9
Hospital Type E]Ejagllgg and Research Hospital (Ministry 104 25 5
University Hospital 18 4.4
Private Hospital 58 14.2
Individual over 60 Yes 90 22.1
Age At Home No 318 77.9
* 12 Physiotherapists, 9 Biologists, 7 Psychologists, 6 Social Workers

The averages for the sub-dimensions of COVID-19 Perception scale were given in Table 2. Among
the dangerousness, contagiousness and inevitability dimensions considered as negative perception
about the COVID 19, the highest score belongs to contagiousness (4.47 £+ 0.92). This was followed by
the dangerousness dimension (4.15 + 0.91). Among the macro-control and personal control
dimensions, which are evaluated as positive perception, the highest score is of the personal control
dimension (3.01 £ 0.85). The average of the anxiety level of the participants was calculated as 52.89 +
11.78.
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Table 2. Average, Standard Deviation, Factor Loads and Cronbach Alpha Values of the
COVID-19 Perception Scale

Subscales Mean Star!da_rd Factor | Cronbach
Deviation | Loads Alfa

Dangerousness 4.15 0.91

This disease is not as dangerous as it was told * 3.84 1.43 0.798

Media exaggerates COVID-19 pandemic * 4.13 1.12 0.784 0.66

Healthcgre professionals exaggerate COVID-19 451 0.93 0.627

pandemic *

Contagiousness 4.47 0.92

COVID-19 can be infected to everyone 4.43 1.06 0.880 0.80

COVID-19 is an easily infecting disease 451 0.95 0.865

Macro Control 2.64 0.85

Preventive works in Turkey is sufficient 2.73 1.16 0.795

It is enough what is being done to stop the spread of

COVID-19 2.52 1.14 0.776 0.77

Works conducted by health institutions are sufficient 2.98 1.18 0.811

Preventive works in the World is sufficient 2.35 0.95 0.547

Personal Control 3.01 0.85

If | pay attention to my personal hygiene. COVID-19

would not infect me 3.02 1.16 0.782

Thls_ <_j|sease would not affect me if | pay attention to my 286 111 0.796

nutrition

It is possible to be protected from COVID-19 by taking 352 107 0.716 081

personal measures

to stop the outbreak to stop the pandemic it is enough for

everyone to wash their hands frequently 2.64 118 0.667

The per_so_nal measures | take to prevent from this disease 303 112 0.706

are sufficient

Inevitability 2.87 0.93

Getting sick is not in the person’s own hands 2.80 1.23 0.732

It is not possible to avoid a virus you cannot see 3.01 1.25 0.799 061

No matter how many measures we take. we may not be 282 195 0.629 '

able to prevent the infection of the disease. ' ' '

Percentage of Total Variance: 62.92

KMO: 0.817

Bartlett's test: Chi-square: 2190.8620; Df: 136; p<0.01

* Reverse coded items

Correlation coefficients between variables were shown in Table 3. Correlation coefficients between
0.00-0.30 are weak; between 0.31 and 70 moderate; and higher than 0.70 are considered as high
relationships. There is a positive, moderate and statistically significant relationship between
dangerousness, contagiousness and inevitability dimensions of the COVID-19 perception and the level
of anxiety of healthcare employees (p<0.001). And a negative, moderate and statistically significant
relationship was found between macro-control and personal control and anxiety level (p<0.001).
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Table 3. Correlation Coefficients Between Covid-19 Perception Subscales and Anxiety Level

Variables 1 2 3 4 5 6

1. State Anxiety Level 1

2. Dangerousness 0.382™ 1

3. Contagiousness 0.385™ 0.344™ 1

4. Macro Control -0.314™ -0.333™ -0.237" 1

5. Personal Control -0.451" -0.304™ -0.202" 0.418™ 1

6. Inevitability 0.368™ 0.290™ 0.299™ -0.247" -0.325™ 1
**p<0.001

The results of the regression analysis carried out in order to examine the effect of the participants'
the COVID-19 perception on anxiety levels are shown in Table 4. The established regression model is
linear and the model was found statistically significant (F=42.360; p<0.001). In addition, besides the
percentage of the independent variables' which was calculated as R>=0.345 to explain the dependent
variable was found to be 34.5%. According to the standardized regression coefficient (J3), the relative
importance order of the predictive variables on the anxiety level of the employees; personal control,
contagiousness, dangerousness, inevitability, and macro-control. When the t-test results related to the
significance of the regression coefficients are examined, it is seen that the variables of personal
control, contagiousness, dangerousness, and inevitability are important (significant) predictors of
employee anxiety (p<0.05). The macro-control variable, by the way, does not have a significant effect
(p>0.05).

Table 4: Multiple Linear Regression Analysis Results on Determining the Effect of COVID-19
Perceptions on Anxiety Level

variasies 5 | evor | P t P | v
Constant 39.96 4.458 - 8.965 0.000
Dangerousness 2.048 0.588 0.159 3.483 0.001 1.285
Contagiousness 2.741 0.566 0.215 4.843 0.000 1.206
Macro Control -0.719 0.632 -0.052 -1.136 0.257 1.305
Personal Control -3.950 0.637 -0.288 -6.200 0.000 1.322
Inevitability 1.905 0.565 0.151 3.373 0.001 1.225
Dependent variables: State Anxiety Level

R: 0.587; R?0.345; F:42.360; *p<0.001

The results of the analysis regarding whether the COVID-19 perception and the level of anxiety of
the healthcare employees participating in the study differ according to the professional and
demographic variables are shown in Table 5. The level of anxiety of the participants shows a
significant difference according to variables such as, gender (t=3.821; p<0.05), marital status (t=2.830;
p0.05), child status (t=3.821; p <0.05), task (F=3.024; p < 0.05) and the presence of individuals over
the age of 60 at home. Anxiety levels of women were found higher than men (t=3.821; p<0.05),
married ones were higher than those who were single (t= 2.830; p<0.05), of nurses were higher
compared to other employees (F=3.024; p <0.05), and those who had individuals over 60 years old at
home (t=2,943; P<0,05) had higher levels of anxiety.
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Table 5. Comparison of Participants’ Anxiety Levels According to Occupational and
Demographic Characteristics

. Std.
Variables Group n Mean Deviation t/F p
21-30 131 54.41 11.165
Age 31-40 182 51.57 11.630 2.320 0.100
>41 95 53.33 12.731
Female 226 54.85 11.48
*
Gender Male 182 50.44 11.73 3821 0.000
. Single 153 50.77 11.60 .
Marital Status Married 255 5416 1173 2.830 0.005
. Yes 229 53.93 11.90 .
Child Status No 179 5155 1152 2.033 0.043
High school 38 54.66 12.257
Education Undergraduate 239 53.09 11.852 0.821 0.441
Graduate 131 52.02 11.551
Nurse 229 54.24 11.411
Doctor 71 52.44 12.108
Occupation Health 3.024 0.030*
Technician 74 50.97 12.523
Other 34 48.91 10.903
State Hospital 228 51.86 11.820
E‘i‘;"a“o”'Res' 104 53.49 12.528
Hospital Types Uni\[/)érsit 2613 0.051
y 18 51.06 9.956
Hosp.
Private Hosp. 58 56.45 10.193
Individual over 60 Age | Yes 90 56.08 10.788 .
At Home No 318 51.98 11.917 2.943 0.003

*p<0.05
IV. DISCUSSION AND CONCLUSION

In this study, the effects of healthcare employees' perceptions about the COVID-19 on anxiety
levels were examined. In the study, it was seen that there was a statistically significant relationship
between the anxiety level and the levels of dangerousness, contagiousness, inevitability, macro-control
and personal control, which constituted the COVID-19 perception. Additionally it was observed that
the variables determined in connection with the COVID-19 perception explained 34.5% of the change
in the anxiety level. In various studies, it was found that pandemics have various psychological effects
on people. In a study by Lau et al. (2005), it was stated that a significant part of the participants felt
helpless terrified and worried due to severe acute respiratory syndrome. In a study by Cao et al.
(2020), conducted on 7143 students after the COVID-19 pandemic in China, a relation was found
between the economic effects of the pandemic and its effect on daily life and due to postponements in
academic activities and anxiety level. Although pandemics have various effects on everyone, it can be
said that they have more negative effects on healthcare employees. One of the reasons for this may be
the high probability of infection of the disease to healthcare employees. It may be said that healthcare
personnel to have close contact with patients increases the likelihood that the disease will infect
healthcare employees. In our study, it was determined that the contagiousness perception of the
COVID-19 was an important predictor of anxiety level. It has been reported that the COVID-19
spreads 2 times faster than SARS and MERS diseases (Singhal, 2020). Accordingly, it can be said that
the fact that the contagion and spreading rate of COVID-19 and the possibility of contagion to
healthcare employees is high, increases the anxiety on healthcare employees.

In the study, it was observed that the average level of anxiety of the participants was 52.89 + 11.78.
In a study conducted by 288 healthcare employees by Atict and Deveci (2019), this value was found
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36.70 + 10.34. The mentioned studies were carried out in the pre-pandemic period. Compared to these
studies, it can be said that the anxiety level of the healthcare employees participating in our research is
higher.

In the study, it was seen that healthcare employees' perception of dangerousness regarding the
COVID-19 had an important effect on anxiety level. COVID-19 caused many deaths throughout the
world. In the conducted studies, it has been determined that fear of death increases the level of anxiety
(Ding et al., 2020). In addition, it has been stated that healthcare employees working in risky units
have more fear of death and that fear affects the physical and mental health of human resources
negatively (Brady, 2015). Therefore, it can be said that the perception of dangerousness related to the
COVID-19 increases the level of anxiety of the employees.

It can be said that another factor that increases the anxiety level of healthcare employees
participating in the research is the control perception regarding the COVID-19. In the study, it was
seen that the participants' perceptions of control regarding the infection of the disease were negatively
related to their anxiety levels. In other words, those who have low control perception about the
COVID-19 (preventing the transmission of the disease, thinking that the measures to be taken are
sufficient, etc.) were found to have higher anxiety levels. In a study conducted by Savas and
Tanriverdi (2010), it was determined that the anxiety levels of healthcare employees who think that
there is no protective feature of the HLN1 vaccine are higher than those who think that it is possible to
be protected by vaccination.

In our study, it was seen that the level of anxiety of women was higher than that of male
participants and this difference was statistically significant. This result is consistent with the result that
women are more anxious in stressful situations and perceives environmental health risks higher
(Canbaz et al. 2007; Cirakoglu, 2011). It is known that women generally reflect their feelings that they
are more emotional while men are more coldblooded. Accordingly, it can be said that anxiety levels of
women are being found high. In addition, women take a closer look at other family members in their
home life. This result is consistent with the result that women are more anxious in stressful situations
and perceives environmental health risks higher (Canbaz et al. 2007; Cirakoglu, 2011). It is known
that women generally reflect their feelings that they are more emotional while men are more
coldblooded. Accordingly, it can be said that anxiety levels of women are being found high. In
addition, women take a closer look at other family members in their home life. During the SARS
outbreak, a study conducted among health care human resources in emergency departments also
showed that nurses were more likely to develop stress and anxiety than physicians in the SARS
outbreak (Chan-Yeung, 2004; Wong, et al., 2005). Our results further indicate that woman healthcare
employees reported more level of anxiety. In the fight against COVID, especially nurses are more
intensely interested in patients in intensive care units and pandemic hospitals, and the probability of
patient contact is very high (Lai J. et al., 2020).

Consistent with the results of previous studies related to SARS and COVID-19 (Maunder et al.,
2004; Lai J. et al., 2020; Nickell et al., 2004; Tam et al., 2004). Our study showed that nurses and
medical technicians presented higher rates of psychological stress than doctors. In our study, it was
observed that the anxiety levels of nurses were higher than doctors, health technicians and other
healthcare employees. While all healthcare employees are in close contact with patients, nurses spend
up to 90% of their time with patients (El-Jardali et al., 2008).

This study revealed that healthcare employees' perceptions of dangerousness, contagiousness,
inevitability, and control about the COVID-19 are important determinants of their anxiety levels. In
the study, it was determined that the anxiety levels of women, of those who are married, those who
have children, those who have individuals over 60 years of age in their homes and of nurses were high.
A certain level of anxiety can contribute to the development of positive avoidance behaviors.
However, high levels of anxiety can lead to various psycho-social problems in employees and
negatively affect employee morale, motivation, and performance. Therefore, in order to reduce
healthcare employees' anxiety, especially during pandemic periods, policies and practices should be
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developed. Providing the necessary protective equipment in full, providing in-service training,
informing about the methods of coping with stress, carrying out various facilitating practices for
families (such as providing isolation) can be given as examples of practices that can control the level
of anxiety of healthcare employees.

Limitations

This study has several limitations. This research is the first study on perceptions about the Covid-
19 and anxiety levels of health personnel in Turkey. Our study investigating psychological problems
of COVID-19 on health personnel is important in terms of being pioneering research in Turkey. The
results of the research are limited to the evaluations of healthcare employees who are reached through
social media and who agree to participate in the research.

Directions for Future Research

The effect of COVID-19 on healthcare employees' anxiety level can be measured and analyzed in
different countries with similar research scales and so international comparisons can be made.
Research investigating COVID-19's psychosocial and anxiety levels on healthcare employees and
individuals often involves one or four weeks of survey data collection (Lai J. et al., 2020; Lee et al.,
2007; Tan et al., 2020). Long-term data collection methods can be selected by conducting qualitative
research in future studies.

Practical and Research Implications

COVID-19 is one of the most important sources of anxiety in healthcare employees and nurses.
The perceptions about COVID-19 significantly affect the level of anxiety in nursing health services.
The results of this research may lead to reduction of the level of anxiety caused by COVID-19 in
nurses and physicians. The ever-increasing number of confirmed COVID-19 cases and deaths,
overwhelming workload, depletion of personal protection equipment, widespread media coverage,
lack of specific drugs, and feelings of being inadequately supported may all contribute to the mental
burden, psychological, mental issues and high anxiety of healthcare employees. Some investigators
suggested that interventions to promote mental well-being for human resources exposed to COVID-19
need to be implemented, with particular attention to women, physicians, nurses, and frontline human
resources (Adams and Walls, 2020; Lai J. et al., 2020). In this pandemic period, it is essential to take
the necessary precautions to protect the healthcare employees, especially the healthcare personnel
involved in the treatment of COVID-19, to perform the necessary medical equipment and preventive
applications and not to infect the disease. Nurses and physicians play an important role in the care and
treatment of COVID-19. Necessary nursing and health management policies and practices should be
developed to reduce nurses' anxiety levels with pandemic diseases such as COVID-19. In the fight
against pandemic diseases, nurses must apply protective equipment, clothing equipment, necessary
disinfection, quarantine rules. Encouragement and financial support should be provided to nurses and
other healthcare employees who take an active role in the fight against COVID-19, especially nurses.

Ethical Approval: This study was approved by the Batman Regional State Hospital Ethics Committee
(Date: 03.04.2020; Number: 233).
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ARASTIRMA MAKALESI

ECZANE GALISANLARININ SALGIN SURECI VE
SOSYAL DAMGALANMA ALGISI

Perihan EREN BANA®
Duygu GURCAN COSKUNER™

0z

COVID-19 Kiiresel Salgimi diinyada oldugu gibi iilkemizde de saghk ¢alisanlarmin zorlu miicadelesiyle
kontrol altina alinmaya ¢alisilmaktadr. Saghk ¢alisanlarinin ozverili ¢cabast ile 6liimlerin azaltilmasi ve tedavi
stirecinin aksamadan devam etmesi saglanmis olsa da Salgin, saghk calisanlart agisindan 6nemli kayiplarin
yasanmasina da neden olmustur. Eczane ¢aliganlari da salgin siirecinde sorumluluklarini yerine getirmek
konusunda olduk¢a biiyiik ¢aba gostermistiv. Eczane c¢alisanlarinin degisen kosullar ile yaymmlanan yeni
yonetmelikler dogrultusunda sorumluluk alanlar: siklikla degismistir. Bu siirecte eczane ¢alisanlari agisindan
stirecin  nasil degerlendirildigi ve sosyal damgalanma konusundaki algilar, bu c¢alismamin  amacin
olusturmugtur. Eczacilar ve eczane teknisyen/teknikerlerinden olusan katilimcilar, arastirmaya goniillii katilim
saglamis ve arasturma stirecinde etik ilkelere uygun davramilmistir. Arastirma kapsaminda katihmcilardan
elektronik form araciligiyla alman yanitlardan 189 u degerlendirmeye almmistir. Elde edilen verinin analizinde
IBM SPSS 25.0 ve AMOS 25.0 paket programlart kullaniimis, frekans analizleri ile agiklayici ve dogrulayici
faktor analizleri ile gruplar arast karsilastirmalar yapimus, korelasyon analizi ile yapisal esitlik modeli ile
bulgulara ulasilmistir. Katiimcilarin %37,8°i 26-35 yas grubunda olup, %48,7’si kadinlardan olusmaktadir.
Evli (%67,4) ve lise mezunu (%51,6) katilimcilar agwikli grubu olusturmakta ve katilimcilarin %40,4 i
Istanbul’da yasamaktadir. Arastirma sonucunda katilimcilarin %60 oraminda sosyal damgalanma yasadig,
Mesleki sayginlik boyutunun Sosyal Damgalanma Olgegi’nin diger alt boyutlariyla olumsuz yonde korelasyon
olusturdugu goriilmiistiir. Salgin siirecinde hastaliktan korunmak ve ¢evresindekileri korumak konusunda daha
duyarly bir tutum gelistirmenin sosyal damgalanma algist tizerinde olumlu yonde, algilanan kurumsal destegin
ise daha diisiik oranda olmakla birlikte olumsuz yonde etkili oldugu arastirma sonucunda elde edilen onemli
bulgular arasinda yer almaktadir. Eczane ¢aliganlarimin kurumlari ve meslek orgiitleri tarafindan egitim
programlart ve ruhsal siire¢ler konusunda desteklenmesinin sosyal damgalanma algisini  azaltacag
diistiniilmektedir.

Anahtar Kelimeler: Eczane ¢alisanlari, sosyal damgalanma, COVID-19 Salgimi, kurumsal destek, bireysel
tutum.
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AND PERCEPTION OF SOCIAL STIGMA
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ABSTRACT

As in the world, the COVID-19 Global Epidemic is tried to be brought under control with the hard struggle
of healthcare professionals in our country. Although it was ensured that the deaths were reduced and the
treatment process continued without interruption with the devoted efforts of the healthcare professionals, the
epidemic also caused significant losses for healthcare professionals. Pharmacy employees have also made great
efforts to fulfill their responsibilities during the epidemic process. The responsibilities of pharmacy employees
have changed frequently in line with the changing conditions and the new regulations published. In this process,
how the process was evaluated in terms of pharmacy workers and their perceptions of social stigma formed the
purpose of this study. The participants, consisting of pharmacists and pharmacy technicians, participated in the
research voluntarily and ethical principles were followed during the research process. Within the scope of the
research, 189 of the responses received from the participants via electronic form were evaluated. In the analysis
of the data obtained, IBM SPSS 25.0 and AMOS 25.0 package programs were used, comparisons were made
between the groups with frequency analysis, explanatory and confirmatory factor analysis, and the findings were
reached with correlation analysis and structural equation model. 37.8% of the participants are in the 26-35 age
group and 48.7% are women. Participants who are married (67.4%) and high school graduates (51.6%) form
the predominant group and 40.4% of the participants live in Istanbul. As a result of the research, it was seen
that 60% of the participants experienced social stigma, and the professional dignity dimension was negatively
correlated with the other sub-dimensions of the Social Stigma. It is among the important findings obtained as a
result of the research that developing a more sensitive attitude to protect from the disease and protect the people
around it has a positive effect on the perception of social stigma, and the perceived institutional support has a
negative effect, although at a lower rate. It is thought that the support of pharmacy workers by institutions and
professional organizations about training programs and mental processes will reduce the perception of social
stigma.

Keywords: Pharmacy workers, social stigma, COVID-19 Outbreak, institutional support, individual attitude.
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Eczane Caliganlarinin Salgin Siireci Ve Sosyal Damgalanma Algisi

I.GIRIS

Eczane calisanlar1 saglik hizmetlerinin 6nemli ve ayrilmaz bir parcasidir. Hastalarin ila¢ kullanimi
konusunda bilgilendirilmesi ve izlenmesi konularinda 6nemli bir rol iistlenen eczane calisanlari,
COVID-19 Kiiresel Salgini siirecinde de aktif rol oynamaktadir. 22 Mayis 2014 Tarihli ve 29007
Sayili Resmi Gazete’de yayinlanan yonetmelikte hem eczacilar hem de eczane teknikerleri icin is ve
gbrev tamimlar1 yer almaktadir. Tlgili mevzuatta daha detayli olarak ele alinmis olan bu gorev tanimi
icinde eczacilarin; ilaglarin iiretim siireci, kalite kontrolii, depolanmasi, dagitimi, hastaya sunulmasi,
hastanin ila¢ kullanimi konusunda bilgilendirilmesi ve ila¢ kullanma siirecinde izlenmesi, gerektiginde
hekimle iletisim kurmasi konularinda gérev ve yetkileri bulunmaktadir.

COVID-19 Kiiresel Salgimi eczacilara ve eczane calisanlarina diisen sorumlulugu arttirmistir. Bu
siiregte eczane caliganlart yeni Onlemler almigs ve yeni gorevler istlenmistir. COVID-19 Kiiresel
Salgini ile miicadelenin 6n saflarinda yer alan eczane c¢alisanlarini desteklemek i¢in Uluslararasi
Eczacilik Federasyonu (FIP) 26 Mart 2020 tarihinde bu siire¢ i¢in COVID-19: Eczacilar ve Eczane
Isgiicii Kilavuzu’nu yaymlamis ve bu klavuz ¢alisanlar icin bir rehber olmustur. Kilavuzda hem
salgindan etkilenmis hem de etkilenmemis bolgelerde saglik durumu ile ilgili kaygilari olan, bilgiye ve
giivenilir bilgi kaynaklarina ihtiya¢ duyan kisiler ve hastalar igin serbest eczanelerin, saglik sistemi
icinde ilk temas noktasi oldugu belirtilmistir. Ayrica Saglik Bakanligi ve Sosyal Glivenlik Kurumu
tarafindan salgin siirecinde hastalarin hastaneye bagvurusunu azaltmak amaciyla raporlu ilaglariyla
ilgili prosediirel siire¢ degistirilmis ve ilaglarin rapor siireleri uzatilmistir. Bu siirecte maske
dagitiminin yapilmasi da 10/04/2020 tarihinden itibaren uygulanmaya baglanmis ve bu siirecteki yetki
ve sorumluluk eczanelere verilmistir.

COVID-19 Kiiresel Salgini siirecinde biitlin saglik calisanlar1 6n saflarda yer almis ve basta
hastaligin bulagsmasi olmak {izere cesitli risklerle karsi karsiya kalmistir. Baski altinda calismak
zorunda kalan saglik ¢alisanlarinin yasadiklari stresle basa c¢ikmasi igin desteklenmesi, yasam ve
calisma kalitelerini garanti altina almak ve tiikenmisligi 6nlemek saglik yoneticilerinin sorumluluklar
arasindadir (Ramaci ve ark., 2020). Sosyal damgalanma, cesitli nedenlerle toplum iginde bazi
gruplarin dislanmasiyla ortaya g¢ikmaktadir. Bu nedenler dil, din, ik, engellilik gibi durumlar
olabilecegi gibi bir hastalik da bu durumun nedenini olusturabilmektedir. Sosyal damgalanma hem
hastalar hem de saglik ¢alisanlar1 i¢in salgin siirecinde 6nemli bir risk faktorii haline gelmektedir
(Eren-Bana, 2020). Sosyal damgalanmanin ¢alisanlarda yorgunlugu ve tikkenmisligi arttirdigi ve
memnuniyeti azalttigi yoniinde kanitlar bulunmaktadir (Ramaci ve ark., 2020). Salgin siirecinde
kendilerinden yiiksek performans beklenen saglik calisanlari agisindan sosyal damgalanma algisinin
onemli oldugu diisiiniilmektedir.

Bu siirecte hastalarin hastalikla ilgili yasadigi durumlar1 yakindan gézlemleme firsati olan eczane
calisanlarinin salginla ilgili algisin1 ve hastalik riski dolayisiyla yasadiklar1 sosyal damgalanmanin
degerlendirilmesi bu calismanin g¢ercevesini olusturmustur. Sosyal damgalanma 6zellikle bulagic
hastaliklar s6z konusu oldugunda daha 6nemli bir sorun olmaya baslamaktadir. Hastalik dolayisiyla
damgalanma sosyal damgalamanin en zararli sekli olarak tanimlanmakta ve hatta bazen hastalarin
damgalanma korkusuyla tedavi i¢in bagvurmama ya da tedaviye reddetme egiliminde olmasina neden
olabilmektedir (Brooks ve ark., 2020; Verma ve ark., 2004; Maunder ve ark., 2003; Williams ve
Gonzalez 2011). Sosyal damgalanma maalesef bazen egitimli olunmasina ragmen akilci olmayan bir
sekilde silirmektedir (Williams ve Gonzalez 2011). Sosyal damgalanma, kisisel ve toplumsal
dinamiklere gore sekillenerek ortaya ¢ikmaktadir. Farkli inang sistemleri, kiiltiirler, alt kiiltiirler,
sosyal kapasite, kimlik ve aile yapisi sosyal damgalanmaya neden olan onemli faktorlerdir
(Doganavsargil-Baysal, 2013). ‘Biz’ ve ‘onlar’ seklinde iki grubun ortaya ¢ikmasi ile sekillenmekte ve
ozellikle damgalanma yagayan kisilerin ¢esitli olumsuzluklar yagamasina neden olmaktadir (Williams
ve Gonzalez 2011). Bu olumsuzluklardan birisi de damgalanan kisiler i¢in bu durumun bir gerceklige
doniismesi ve olumsuz duygularin ortaya ¢ikmasina neden olmasidir (Doganavsargil-Baysal, 2013;
Cam ve Cuhadar, 2011). Salgin siirecinde olduk¢a 6nemli gorevler iistlenen saglik caligsanlarinin
Ozverili cabasiyla birlikte degerlendirildiginde sosyal damgalanmanin daha olumsuz duygularin ortaya
¢ikmasina neden olabilecegi diisiiniilmektedir.
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Salgin siirecinde gorev ve sorumluluklar: artan eczane calisanlarinin salgin siireciyle ilgili algisim
degerlendirmek ve sosyal damgalanma yasayip yasamadiklari konusundaki bulgulara ulagmak, bu
arastirmanin amacint olusturmaktadir. Sosyal damgalanma, c¢esitli nedenlerle toplum iginde bazi
gruplarin diglanmasiyla ortaya ¢ikan bir durumdur. Bu durum dil, din, irk, engellilik gibi nedenlere
bagli olarak ortaya ciktig1 gibi hastaliklar dolayisiyla da ortaya ¢ikabilmektedir. Salgin siirecinde ve
sonrasinda olumsuz sonuglarin ortaya ¢ikmasina neden olabilen sosyal damgalanmanin, biitiin saglik
calisanlar1 agisindan 6nemli bir risk faktorii oldugu diistiniilmektedir.

II. ARASTIRMA YONTEMI

Aragtirma Istanbul Yeni Yiizyil Universitesi Etik Kurulu’ndan alman 2020/07-480 No’lu karar ile
elektronik  ortamda form gdnderilerek gerceklestirilmistir. Anket formunda ifadelerin
degerlendirilmesi igin “kesinlikle yanlhis ve kesinlikle dogru” araliginda 5°li Likert Olgegi
kullanilmistir. Katilimecilar igin 6n bilgilendirme yapilmis ve arastirma goniilli katilimcilarla
gerceklestirilmistir. Aragtirma, elektronik ortamda olusturulan bir form aracihigiyla ve kartopu
orneklem modeliyle katilimcilara iletisim gruplart ile sosyal medya araciligiyla ulasilarak, Agustos-
Eyliil 2020 tarihleri arasinda gergeklestirilmistir. Arastirma kapsaminda iki farkli 6lgme araci
kullanilmistir. Bunlardan ilki daha once FEren-Bana (2020) tarafindan olusturulan Saglik
Calisanlarinda Sosyal Damgalanma Olgegi’dir. Ikinci 6lgme araci ise eczane calisanlarinin salgin
algisin1 6lgmek amaciyla aragtirmacilar tarafindan olusturulmustur. Bu 6lgme aracinin olusturulmasi
siirecinde eczane calisanlarinin goriisleri alinmistir. Daha sonra olusturulan ifadeler i¢in ii¢ farkl
uzmanin goriisli alinmigtir. Arastirma kapsaminda toplam 203 katilimcidan yanit alinmis ve formu
eksik yanitlayanlar arastirma kapsami disinda birakilarak 189 katilimcinin verdigi yanitlar
degerlendirmeye alinmustir. Elde edilen verinin analizinde IBM SPSS 25.0 ve AMOS 25.0 paket
programlart kullanilmig, analiz Oncesi ters ifadeler donistiriilmiis, frekans analizlerinin yani sira
faktor, giivenilirlik ve korelasyon analizleri yapilarak elde edilen bulgular ilgili tablolarda
sunulmustur. Gruplar arasi karsilastirmalarda normal dagilim i¢in basiklik ve ¢arpiklik (+1,5) degerleri
ile varyanslarin homojenligi sonuclarmma gore degerlendirme yapilmistir. Calisma kapsaminda
dogrulayici faktor analizleri ve yapisal esitlik modeli ile yol analizi de yapilmistir. Analiz sonuglari
uyum degerleri ile birlikte verilmistir.

Salgin kosullar1 nedeniyle calismanin elektronik form araciligiyla gerceklestirilmis olmasinin,
katilimer sayisinin diisiik olmasina neden oldugu diisiiniilmektedir. Orneklem sayisinin genelleme
yapacak kadar yiiksek olmamasi arastirmanin kisithligi kapsaminda degerlendirilmistir. Ayrica
literatiirde hem eczane calisanlartyla hem de salgin siirecinin neden oldugu sosyal damgalanmayla
ilgili caligmalarin azlig1 calismanin Ozgilinliigline katki saglamakla birlikte, diger caligmalarla
karsilastirilmasini kisitlamugtir.

111. BULGULAR

Katilimcilara yas araliklar kategorik olarak sunulmus ve agirlikli olarak 26-35 yas grubunda yer
aldiklar1 goriilmiistiir (%37,8). Cinsiyet agisindan gruplarin dengeli oldugu goriilmektedir (%48,7-
%51,3). Katilimcilar agirlikli olarak evlilerden (%67,4), lise mezunlarindan (%51,6) ve eczane
teknisyen/teknikerlerinden (%68,1) olusmaktadir. Agirlikli olarak katihmeilarm Istanbul’da yasadig
(%40,4) ve semt eczanesi (%37,2) veya saglik ocagma yakin (%38,8) bir eczanede calistig
goriilmektedir. Mesleki deneyimi 1-5 yil olanlarla 20 yildan fazla deneyimi olanlar katilimcilarin
%49,9’unu  olusturdugu, ailenin aylik gelirinin ise toplam 2.500-3.500 TL arasinda oldugunu
belirtenlerin ise agirlikli grubu olusturdugunu sdylemek miimkiindiir (%46,8). Katilimcilarin %87,8’1
ailesiyle yasadigii, %3,7’si COVID-19 enfeksiyonunu gegirdigini ve %8,5’inin belirtiler olmasina
ragmen test sonucunun negatif oldugunu belirttigi goriilmektedir (Tablo 1). Katilimcilarin enfeksiyon
gecirme durumu agisindan yaptigi degerlendirmeler %3,7 oraninda enfeksiyonun gecirildigi ve %8,5
oraninda ise belirtiler olmasina ragmen test sonucunun negatif oldugu seklindedir.

Saglik Calisanlarinda Sosyal Damgalanma Olgegi’ne verilen yanitlar igin faktor analizi yapilmustir.
Olusturulan 6lgegin yeni olmasi dolayisiyla faktor analizi ve dogrulayici faktor analizi yapilarak
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gecerli ve giivenilir bulgulara ulasilmasi amaglanmistir. Saglik Calisanlarinda Sosyal Damgalanma
Olgegi icin yapilan faktdr analizi sonucunda elde edilen boyutlarin agiklayicilik ve giivenilirlik
degerlerinin kabul edilebilir araliklar i¢inde oldugu goériilmektedir (Tablo 2).

Tablo 1: Demografik Degiskenler*

| n | % | n | % [ n | %

Yas Meslek Calistigimz Eczanenin Yeri
18-25 yas 33 | 176 Egi‘;‘]?seyem Teknikeri | 128 | 681 | Semt Eczanesi 70 | 372
26-35 yas 71 | 37,8 | Kalfa 20 | 10,6 | Hastaneye Yakin 35| 18,6
36-45 yas 61 | 32,4 | Eczaci 38 | 20,2 | Saglik Ocagma Yakin 73 | 38,8

>45 yag 23 | 12,2 Diger** 9 4,8
Cinsiyet Kiminle Yasadig Mesleki Deneyim
Kadin 91 | 48,7 | Yalniz 16 | 85 | 1-5yil 47 | 25,5
Erkek 96 | 51,3 | Ailemle 165 | 87,8 | 6-10 yil 20 | 10,9
Medeni Annem ve veya 7 37 | 11-15 yil 30 | 163
Durum babamla
Evli 126 | 67,4 16-20 yil 42 | 22,8
Bekar 61 | 32,6 > 20 y1l 45 | 24,5
Egitim Durumu Ailenin Ayhik Toplam Geliri Yasadig1 Bolge
Hlf Ve.Orta 12 | 6,6 | 2.500-3.500 TL 87 | 46,8 | istanbul 76 | 40,4
Ogretim
Lise 94 | 51,6 | 3.501-5.000 TL ag | 25, | Marmara™*, Trakya, Bge | 5, | 45

ve Karadeniz Bolgesi
On lisans 13 7,1 | 5.001-8.000 TL 20 | 10,8 | Akdeniz Bolgesi 31| 16,5
Lisans 51 | 28,0 | 8.001-10.000 TL 12 6,5 | I¢ Anadolu Bolgesi 27 | 144
Yiiksek Dos Giinevdos
Lisans/ 12 | 66 | >10.000TL 19 | 10,2 | o8t Ve LuneyCost 19 | 10,1
Anadolu Bolgesi

Doktora

*: Demografik degiskenlere cevap vermeyen katilimcilara tabloda yer verilmemigtir.
**. AVM i¢i, cadde iisti, turistik, depo v.s.
***: Marmara Bolgesi Istanbul digindaki illeri kapsamaktadir.

Faktor analizi sonucunda elde edilen sonuglarin daha 6nce Eren-Bana (2020) tarafindan olusturulan
ve gegerlilik ve giivenilirlik analizleri yapilarak elde edilen sonuglarla genel olarak uyumlu oldugunu
sOylemek miimkiindiir. Ancak 6lgek gelistirme siireclerinde karsilagilan bazi temel giicliiklerin bu
calismada da ortaya ¢iktigimi sOylemek miimkiindiir. Calisma yapilan grubun saglik hizmetleri
alaninda calisiyor olmasi, ancak genel olarak hastane disinda calisgan bir grup olmasi ve her
arastirmanin iginde barindirdigi dinamiklerin farklilagsmasi dolayisiyla bazi ifadelerin faktor analizi
sonucunda ¢ikarilmas: gerekmistir. Olgegi gelistirmek amaciyla eklenen maddelerin bu calismada
yapilan faktor analizi sonucunda ilgili boyutlar altinda yer aldigi da gorilmektedir. Eren-Bana’nin
(2020) calismasinda ‘sosyal damgalanma’ ilk boyut olarak yer almig ancak bu ¢alismada yapilan
faktor analizi sonuglart ‘mesleki sayginlik® boyutunun ilk sirada yer aldig1 goriilmiistiir. Daha 6nceki
calismada en sonda yer alan ‘damgalanmaya sahit olma’ boyutunun ise bu ¢aligmada tiglincli boyut
olarak yer aldigi goriilmektedir. Daha 6nceki ¢alismada ‘sosyal damgalanma’ boyutu altinda yer
verilen ‘Cevremde enfekte birisinin bulunmasi benim de ayni olumsuz tepkileri sergilememe neden
olurdu.” ifadesi bu calismada faktor analizi sonucunda ¢ikarilmistir. ‘Komsularimin bana karsi
yaklagimi sosyal mesafe koymalar1 disinda genel olarak olumluydu.’ ifadesi ‘mesleki sayginlik’
boyutu altinda yeni eklenen bir ifadedir. ‘Salgin siirecinde saglik ¢aligan1 olmam dolayisiyla gesitli
jestlerle (ikramlar veya ayricaliklar, gibi) karsilagtim.’ ifadesi ise yapilan faktor analizi sonucunda
¢ikarilmustir. ‘Damgalanmaya sahit olma’ boyutunda ‘Hasta oldugu igin insanlarin kendisinden
uzaklastigini sdyleyen hastalar oldu.’ ifadesi eklenmistir. ‘Diglanma’ boyutunda yer alan ‘Yasadigim
yerde market aligverisi yaparken saticinin benden kacindigini hissettim.” ifadesi faktér analizi
sonucunda ¢ikarilmustir,
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Tablo 2: Saglik Calisanlarinda Sosyal Damgalanma Olgegi Agiklayici Faktor Analizi

= c -
= s | S ,
'g 3 T': ) 2 Zk/)
= Soru Ifadesi ) = = o
2 < = 2>; = S
< S |8 S| § =
< - = > [
= = | 35| & £
= <] O o
Salgin siirecinde hissettiklerimin meslegime olan bagliligimi
9 y o 0,88
arttirdigim distiniiyorum. (T)
Salgin siirecinde saglik ¢alisan1 olmak olumlu duygular
% 10 | . A 0,86
) hissetmemi sagladi. (T)
'S 8 Toplumun salgin siirecindeki saglik ¢alisanlari ile ilgili olumlu 083
ge yaklasimi meslegimle gurur duymami sagladi. (T) ’
3 insanlarin saglik calisanlartyla ilgili olumlu yaklagimiyla 23,1(0,87(2,4(1,05)
. 11 . 8 A 0,78
% konusunda samimi oldugunu diisiiniiyorum. (T)
'z 12 [Komsularimdan genel olarak olumlu bir yaklagim gérdiim. (T) | 0,68
= 13 Komsularimin bana kars1 yaklasimi sosyal mesafe koymalari 055
disinda genel olarak olumluydu. (T) ’
18 Saglik ¢aligan1 olmam dolayisiyla bazi iiriinleri ve hizmetleri 051
almak noktasinda daha 6zenli davranildigini hissettim. (T) ’
Saglik ¢aligan1 oldugum i¢in insanlar, hasta olmak korkusuyla
4 . . 0,88
bana ve aileme kars1 makul siirlar1 agan bir mesafe koydular.
5 Saglik caligani oldugumu 6grenen insanlarin benden uzak 088

durmaya calistigini hissettim.

Salgin siirecinde ¢evremdeki insanlarin saglik caligani
olmamdan dolay1 benden kactigin1 hissettim.

Saglik ¢aligan1 olmak, bu siiregte cevremdeki insanlarin tutum

0,84 21,7 0,90 41(0 83)

Sosyal Damgalanma
=

2 A 0,82
ve davraniglari acisindan benim i¢in zorlayiciydi.
Insanlarm saglik calisanlaria kars1 asir1 tedbirli olmasi beni
3 . 0,72
oldukca rahatsiz etti.
g Cevremde hastaligi dolayistyla insanlarla olan iligkisinde
g | 20 . 0,86
E E olumsuzluklar yasayanlara sahit oldum.
c = - T . N . .
c_(.g 9 21 }Iliasta oldugu i¢in insanlarin kgndlsgwl.den kagmasmdan dolay1 0,80 | 12,9 | 0,81 |3,7(1,15)
S, = astalarin olumsuz duygular hissettigine sahit oldum.
e g Hasta oldugu i¢in insanlarin kendisinden uzaklastigini sdyleyen
< 19 0,78
o) hastalar oldu.
Saglik ¢aligan1 oldugum i¢in bazi hizmetlerden gecikmeli bir
]
E 16 sekilde faydalanabildim. 0.76 | 9,0 10,6113,0(1.28)
]
é" 15 [Saglik ¢alisan1 oldugum igin bazi hizmetlerden faydalanamadim.| 0,73
Toplam 66,8 0,81 3,0(0,65)
KMO= 0,79

Bartlett Kiiresellik Testi
Ki Kare= 1621,79
Sd=136

p<0,001

*Bu boyuttaki biitiin ifadeler doniistiiriilerek analize dahil edilmistir.
**SS: Standart Sapma

Arastirma sonucuna Olgekten elde edilen ortalama puanin 3.0 oldugu goriilmektedir. Bu oran
yiizdelik olarak degerlendirildiginde ise %60’tir.



Eczane Calisanlarinin Salgin Siireci Ve Sosyal Damgalanma Algist

Yapilan agiklayici faktor analizi sonucunda elde edilen boyutlar dogrulayici faktdr analizi ile
yeniden degerlendirilmistir. Dogrulayici faktor analizi i¢in olusturulan model i¢in elde edilen uyum
degerleri kabul edilebilir araliklar i¢inde yer almaktadir (;(2 /DF=1,81; p<0,001; NFI=0,81; CFI=0,94;
RMSEA=0,068; PCLOSE=0,030).

64

) .
e b29 . .80 @
)

.30

Sosyal_Damgalanma

.95

145

9

@ -

g @

® ! < 20
2 -

@ 04

= (=)

(2)

Sekil 1: Saglik Caliganlarinda Sosyal Damgalanma Olgegi Dogrulayici Faktor Analizi

Bu aragtirma kapsaminda olusturulan ve katilimer ile uzman goriisleri 1s18inda diizenlenen Eczane
Calisanlarinin COVID-19 Salgini Siireci Algisi 6lgme araci toplam 26 ifadeden olusmustur. Yapilan
faktor analizi sonucunda hi¢bir ifade ¢ikarilmamig faktér analizi sonucunda elde edilen boyutlarin
genel olarak 6lgme aracinin tasarlanmasi siirecinde olugmasi beklenen boyutlar oldugu goriilmiistiir.
Olusan boyutlardan kurumsal 6nlem ve toplumsal siireg boyutlarinin beklenenden farkli bir sekilde
olustugu goriilmiistiir. Olgme aracimin tasarinm siirecinde bu boyutlarda yer alan ifadelerin sirasiyla
kurumsal destek ve kamusal siire¢ boyutlari altinda olusmasi tasarlanmus ancak analiz sonrasi
belirtilen ifadeler iki farkli boyutun altinda yer almistir.
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Tablo 3: Eczane Calisanlarinin COVID-19 Salgini Siireci Algisi Faktor Analizi

Bartlett Kiiresellik Testi
Ki Kare= 2582,586
Sd= 325

p<0,001

2 g o
E Bl o2 | &
‘g Soru ifadesi & =8| E ©
Py _— E=I~Y = e
= = |55 & s
= = 3
S 25 |25 2 | £
£« |£<| O | O
23 Siirecin bagli bulundugum Eczacilar Odast tarafindan iyi yonetildigini 089
%:n diisiinliyorum. '
:5 ;Eﬂ 21 [Salgin siirecinde bagli bulundugum Eczacilar Odasi’nin destegini hissettim. 0,89 207
’é g 24 Salgin siirecinin Tiirk Eczacilar1 Birligi (TEB) tarafindan iyi yonetildigini 087 14,7109 (1,24)
é diigiiniiyorum. '
25 [Salgin siirecinde Tiirk Eczacilar1 Birligi’nin (TEB) destegini hissettim. 0,86
1 Salgin siirecinde ailemi ve sevdiklerimi korumak igin en iist diizeyde titizlik 086
gosterdim. )
€ | 3 [Salgm siirecinde kendimi korumak i¢in en iist diizeyde titizlik gosterdim. 0,81
g 2 [Bu siirecte daha ¢ok ailemin sosyal destegini hissettim. 0,68
e — - - ———
= |18 Sa_lgln stirecinde ¢aligtigim eczanede eldiven, maske, gozliik gibi koruyucu 0,55 118 | 0,78 4,59
2 ekipmanlar1 kullandim. (0,44)
o Insanlar1 salgin siirecinde dikkatli davranmalar1 konusunda sik¢a uyarmak
= |11 0,50
m zorunda kaldim.
Salgin siirecinde hastalar1 anlamak konusunda daha hassas bir tutum
1377 = . 0,47
gelistirdim.
o 7 |Kendimi salgin siirecinde oldukga kaygili hissettim. 0,79
g;—} 8 [Salgin siirecinde en biiyiik korkum hastaligin bana bulagsmasiydi. 0,79 431
= 99 | 0,77 '
g 6 [Salgin siireci benim i¢gin duygusal agidan oldukg¢a zorlayiciydi. 0,72 (0,79)
é Salgin siireci ¢aligma arkadaglarimizla ayni duygular etrafinda
14 - 0,60
toplanmamizi sagladi.
= 4 Salgn siirecinde kurumuma olan bagliligim artt1. 0,84
B X
X — ST =
5 £ls ihe}lg.m“surecmm saglik calisanlarinin kurumlarina olan bagliligini artirdigini 0,82 9,0 0,80 i,;g
58 iistiniiyorum. (1,27)
X 19 [Calistigim kurumda dezenfeksiyon islemi diizenli olarak yapildi. 0,60
12 Sosyal izolasyon konusunda devlet tarafindan saglanan olanaklarin yeterli 060
< oldugunu diisiiniiyorum. '
.5 | 22 [Siirecin Saglik Bakanlig: tarafindan iyi yonetildigini diigiiniiyorum. 0,59
n . . . 1. ]
3 20 [Salgin siirecinde devletin destegini hissetim. 0,57 77 | 074 2,99
= | 15 |Salgin siirecinde uzun mesai saatlerinden dolay1 ¢ok fazla yoruldum. 0,57 (0,96)
§ Salgin siiresince maske dagitimi konusunda yasanan zorluklar konusunda
2 |26 medyanin eczane hizmetlerini destekleyici yonde yayin yaptigini 0,57
disiiniiyorum.
= Salgin siirecinde ¢alistigim eczanede bulasiciligin azalmasi igin plastik/cam
& g|16 : . 0,93
=) bariyerlerle diizenlemeler yapildi. 3.63
S = 7,4 | 0,92 (1162)
§ O | 17 |Plastik/cam bariyerler ilgili salgin basladiktan hemen sonra yapildi. 0,90 '
= Salgin siirecinde insanlarin evde kalmak konusunda yeterince hassas
& 9 - e 0,86
£ g davrandigini diigiiniiyorum. 208
3 .5 o . . . 74 | 0,79 '
S @10 Salgin siirecinde insanlarin sorumluluklarini yerine getirdigini 083 (1,23)
|9 diistiniiyorum. '
Toplam 67,9 0,88
KMO= 0,791

*Standart Sapma




Eczane Calisanlarimin Salgin Siireci Ve Sosyal Damgalanma Algisi

Eczane Caligsanlarinin COVID-19 Salgim Siireci Algisi i¢in yapilan agiklayic faktor analizinden
sonra dogrulayici faktor analizi yapilmistir. Dogrulayici faktor analzii sonucunda elde edilen uyum
degerlerinin kabul edilebilir araliklar i¢inde oldugu gériilmektedir (;52 /IDF=1,69; p<0,001; NFI=
0,81; CFI=0,91; RMSEA=0,061; PCLOSE=0,030).
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Mesleki orgilit desteginin salgin siirecinin nasil degerlendirildigiyle yiliksek diizeyde ve kamusal
siirecin degerlendirilmesiyle orta diizeyde ve olumlu yonde korelasyon olusturdugu goriilmektedir.
Bireysel tutumun salgin siirecinin nasil algilandigi, ruhsal siiregler ve sosyal damgalanma ile orta
diizeyde ve olumlu yonde korelasyon olusturmaktadir. Kurumsal destegin sosyal damgalanma algisi
ile oldukca yiiksek diizeyde ve olumlu yonde korelasyon olusturdugu goriilmektedir. Sosyal
damgalanma boyutunun salgin siireci algisi ile olumlu yonde ve yiiksek diizeyde korelasyon
gostermesi de dnemli bir bulgu olarak degerlendirilmistir. Mesleki sayginlik boyutunun aragtirmada
yer alan biitlin degiskenlerle olumsuz yonde korelasyon olusturmasi onemli bir bulgu olarak
degerlendirilmektedir (Tablo 4).
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Tablo 4: Eczane Calisanlarinin COVID-19 Salgimi Siireci ve Sosyal Damgalanma Algisi ile
Demografik Degiskenler ve Alt Boyutlar Arasindaki Korelasyonlar

oY) « P
g ¥ 5 2 | E |3
s 2| 2| g £ | 2|4
O k4 . = = B — I ]
5 2| 2] & & | © % g 2 5|z £
o0 —_ @» = = = S = %)) g £ i
= ) — @» » @» [=% _ ] = =
Q 7] ) E = E E S =< a s E z
=z oy 2 = = S = = ) - =5 a
=< = < = = = =3 ) > = & O
= = 2 = v = S : ) > fe)
s | 2| 2| 2 2 | = | 2| = | g|& 2
2 s wn (= <
Q Q . :Q . . . R a »n
= > ©Q % Q © ©
7)) A wn [75) wn 721 a :o QO
»n 2 %)
SSO Bireysel 0135
Tutum
S§O Ruhsal 0.139 0.456™
Siirecler
SSO Kurumsal | >0 | 397 | 0170°
Destek
SSO Kamusal | o\ | anee | 0236 | 0444
Siirec
QSO Kurumsal 0313 | 0205™ | 0142 | 0336™ | 0.250"
Onlem
SSO Toplumsal | o | 097 | 0020 | 0270 | 0.440™ | 0079
Siirec
SSO Toplam 0,705 | 0,505™ | 0,514 | 0,696 | 0,765 | 0,536™ | 0,460™
SDO Mesleki 0,450 | -0,323™" | -0,224" | ~0,602™ | —0,518™ | -0,260™" | -0,365™" | —0,632"
Sayginhk
SDO Sosyal 0372 | 0,673™ | 0,337 | 0,870 | 0,448 | 0,335 | 0,256 | 0,751 | -0,550™
Damgalanma
SDO
Damgalanmaya 0177 | 0314™ | 0,200 | 0206™ | 0295 | 0079 | 0127 | 0325™ | -0267"| 0,185
Sahit Olma
SDO Dislanma | 0,259™ | 0146° | 0,286™ | 0052 | 0,301™ | 0144" | 0,156" | 0297 | —0,159" | 0,105 | 0,172°
SDO Toplam 0,163 | 0040 | 0213 |-0351™ | -0097 | -0112 | -0,171" | -0137 | 0,593 | -0,255" | 0,361 | 0,314™
Yasiniz 0047 | 0014 | —0032 | 0125 | 0161° | 0041 | 0281 | 0133 | —0101 | 0091 | 0,075 | —0,019
Egitim 0078 | 0,060 | —0,083 | -0,036 | -0,213" | 0073 | -0,042 | —0,061 | 0063 | 0077 | —0,102 | —0,118
Durumunuz
é‘;ﬁ'r'im“ AYBK o070 | 0087 | o112 | o091 | 0217 | o011 | 0033 | 0050 | 0071 | o014 | 0063 | 0,135
SSO: Salgin Siireci Olgegi (Boyutlar faktor analizi sonucuna gore siralanmustir.)
SDO: Sosyal Damgalanma Olgegi (Boyutlar faktér analizi sonucuna gore siralanmistir.)
*: p<0,001;; *: p<0,01; ™*:p<0,05.

COVID-19 gecirme durumu konusunda katilimcilarin verdigi yanitlar degerlendirildiginde
katilimcilarmm  %3,7’sinin  COVID-19 gecirdigi, %8,5’inin ise belirtiler olmasina ragmen test
sonucunun negatif oldugunu belirttigi ve %87,2°sinin ise enfeksiyonu gecirmedigi sonucuna
ulagilmaktadir. Belirtiler olmasina ragmen test sonucu negatif olanlar da enfeksiyonu gegirmis olarak
kabul edilerek degerlendirmeye alinarak gruplar arasi karsilagtirma yapilmistir. COVID-19 gegirme
durumuna gére Salgm Siireci Algis1 Olgegi’nin bireysel tutum boyutunda hastalifi gegirmeyenler
gegirenlere gore ortalama 0,30 daha yiiksek puanlama yapmustir (F=11,45; t=2,24; p=0,001).

Katilimcilarin %10,1°1 ¢alisma arkadaglar1 arasinda COVID-19 geciren en az bir kisi oldugunu
belirtmistir. Calisma arkadaslarindan en az bir kisinin COVID-19 ge¢irmesi durumuna gore yapilan
gruplar arasi karsilagtirma sonucunda oOlgekler ve alt boyutlar1 arasindan Sosyal Damgalanma
Olgegi’nin dislanma boyutunda 0,64 ortalama farkla olumlu yénde farklilasma oldugu goriilmektedir
(F=0,36; t=2,06; p=0,039). Gegirdigi enfeksiyon siirecinde ¢aligma arkadasinin tedavisine destek olan
katilimcilarin oran1 %17 olup, o6lgekler ve alt boyutlar arasinda bu grup i¢in anlamli farklilagma
goriilmemektedir.
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Katilimeilarin ¢alistigi eczanenin bulundugu yere gore yapilan gruplar arasi karsilagtirmalarda
Salgin Algis1 Olgegi’nin kamusal siire¢ boyutunda farklilasma oldugu goriilmektedir (Fgsz: 3= 2,79;
p=0,041). Diger olarak nitelendirilen cadde tstii, AVM igi ve/veya turistik bolgede yer alan
eczanelerde gorev yapmakta olan katilimcilar saglik ocagma yakin eczanelerde gorev yapanlara gore
0,87 ortalama farkla olumlu yonde farklilagmaktadir (Tukey, SH=0,34; p=0,05). Diger gruplar
arasinda ise anlamli bir fark gézlenmemistir.

Katilimcilarin %94’ ikamet ettikleri ¢evrede saglik ¢alisani olarak bilindiklerini belirtmistir.
Calisanlarin ikamet ettigi yerde ¢evresindekilerin saglik ¢alisan1 olmasini bilme durumuna gore olgek
toplam puanlari ile alt boyutlarinda farklilagma goriilmemektedir. Katilimcilarin mesleki deneyimine
ve kiminle yasadigina gore de yapilan gruplar arasi karsilastirmalarda her iki Olcekte ve alt
boyutlarinda anlamli bir fark goriilmemistir.

Aragtirmada gruplar i¢in elde edilen diger ortalama degerler ile farklilasmalar Tablo 6’da
gosterilmektedir. Cinsiyet degiskeni acisindan sadece ruhsal siirecler boyutunda kadinlarin daha
yiiksek puanlama yapmasiyla olusan farklilagmanin anlamli oldugu goriilmektedir. Yas gruplarina
gore yapilan Kkarsilastirmalarda ise Sosyal Damgalanma Olgegi ve alt boyutlarinda farklilasma
olmadig, ancak Salgin Siireci Algis1 Olgegi toplam puani ile alt boyutlarinda ise 45 yas iistii grubun
diger yas gruplarina gore anlamli bir sekilde farklilagtign goriilmektedir. Medeni durumun sadece
mesleki orgiit destegi boyutunda farklilasmaya neden oldugu ve ayni boyutta 18-25 yas ile 26-35 yas
grubunun anlamh bir sekilde farklilagtig1 goriilmektedir. Yas degiskeni agisindan Salgin Siireci Algisi
Olgegi’nin toplam puan ile kurumsal destek, kamusal ve toplumsal siire¢ boyutlarinda da dzellikle 45
yas ustii grubun diger gruplara gore anlamli bir sekilde farklilastigi dikkat ¢ekmektedir. Eczanenin
bulundugu bodlge acisindan degerlendirildiginde ruhsal siiregler ile dislanma boyutlarinda Istanbul
ilinin diger bolgelere gore anlamli bir sekilde farklilastigi goriilmektedir. Egitim durumunun kamusal
siire¢ boyutunda anlamli bir fark olusturdugu, yiiksek lisans ve doktora diizeyinde egitim durumuna
sahip olanlarin diistik egitim diizeylerine gore farklilasmaya neden oldugu goriilmektedir. Gelir
gruplarinda goriilen farklilasma ise yiiksek gelir diizeyine sahip olan grupla diisiik gelir diizeyine sahip
gruplar arasinda ve kamusal siire¢ boyutundadir (Tablo 6).
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Tablo 6: Demografik Degiskenlere Gore Boyutlara Ait Ortalama Degerler

ve Gruplar Arast

Farklilagmalar
Bo =
Z 2|3
8 % E| g 2 £ %
- E| 8| £ g | =2 £ = | = | 2
= = >3 5] —_ = = en Y ]
80 = o a = ') @ > £ £
14 = = R p— < ]
S| 12| 3| 3| % ¢ sl 815 | g
2 2| = £ g £ E E| 2| 2|3 £ £
= > 2 = 2 s = = = g - = =
z o = £ £ = 2 ) g z | § 2 5
o= = = « = =) =) 2 =) < — =)
= -2 & M M M = = @ | A 8 =
o) o) o) ) ©Q ) fe) fe) Q Q | Q| © Q
7} [72) 77} 7} 2} 2} 72} 72} 2 a 2= a a
n n n wn wn wn n n [9p] wn n O wn n
o Kadin 222 | 454 | 445" | 367 | 295 | 357 | 223 | 350 | 245 | 419 | 367 | 303 | 304
Cinsiyet
Erkek 1,90 | 445 | 401 | 361 | 297 | 352 | 226 | 334 | 240 | 409 | 380 | 295 | 2,94
Medeni | Bekar 2482 | 443 | 417 | 368 | 300 | 3,66 | 210 | 344 | 245 | 413 | 353 | 3,04 | 2,95
Durum Evli 1,832 | 451 | 424 | 3,63 | 295 | 3,52 | 233 | 341 | 241 | 414 | 382 | 297 | 3,01
18-25 yas 2483 | 456 | 434 | 374 | 2,96 | 3,71 | 1,945 | 352 | 2,34 | 423 | 370 | 323 | 3,04
26-35 yas 172 | 443 | 419 | 336 | 271 | 335 | 1,99 | 323 | 264 | 399 | 358 | 284 | 301
Yas 36-45 yas 1,97 | 450 | 419 | 373 | 3,005 | 357 | 230 | 346° | 236 | 415 | 391 | 298 | 3,03
> 45 yas 270 | 455 | 425 | 419 | 336° | 3,89 [3,1167 | 376° | 2,05 | 446 | 379 | 307 | 272
Istanbul 219 | 458 |450°°| 390 | 3,11 | 399 | 232 | 362 | 217 | 434 | 372 | 3331 | 292
Marmara* Ege Karadeniz | 4 29 | 458 | 410 | 317 | 289 | 276 | 221 | 326 | 276 | 401 | 381 | 279 | 3.18
Eczanenin |.ve Trakya Bolgesi
Bulundugu | Akdeniz Bolgesi 244 | 427 | 381°| 349 | 272 | 316 | 221 | 321 | 271 | 390 | 347 | 2581 | 296
Bolge i¢ Anadolu Bélgesi 202 | 437 | 435 | 359 | 310 | 396 | 235 | 346 | 234 | 402 | 401 | 294 | 3,02
Dogu ve Gineydogu 159 | 445 | 3780 | 374 | 267 | 339 | 1,82 | 314 | 256 | 409 | 372 | 263 | 2,97
Anadolu Bolgesi
Ik ve Orta Ogretim 221 | 452 | 431 | 383 |3482| 383 | 292 | 362 | 212 | 422 | 408 | 342 | 3,10
Lise 1,88 | 454 | 427 | 368 | 3,020 | 338 | 218 | 341 | 243 | 421 | 378 | 3,08 | 3,03
Egitim [ o 233 | 450 | 456 | 400 | 314 | 377 | 208 | 356 | 222 | 427 | 403 | 3,00 | 3,07
Durumu
Lisans 225 | 433 | 415 | 346 | 289 | 334 | 235 | 336 | 249 | 396 | 353 | 280 | 2,87
Yiiksek Lisans/Doktora 194 | 474 | 398 | 392 |2132¢| 471 | 1,96 | 338 | 254 | 430 | 369 | 283 | 2,95
2.500-3.500 TL 1,88 | 451 | 430 | 344 |304% | 341 | 224 | 337 | 242 | 406 | 378 | 306 | 3,08
3.501-5.000 TL 218 | 457 | 422 | 391 |3145| 380 | 221 | 354 | 232 | 435 | 38 | 317 | 299
Ailenizin 150018000 TL 213 | 432 | 428 | 350 | 269 | 3,68 | 243 | 3,37 | 251 | 390 | 3,39 | 266 | 2,83
Aylik Geliri
8.001-10.000 TL 235 | 443 | 402 | 392 | 300 | 342 | 279 | 351 | 252 | 410 | 358 | 242 | 280
14,
>10.000 TL 201 | 438 | 396 | 377 | 2% | 342 | 176 | 320 | 266 | 417 | 367 | 271 | 290
Eczane 201 | 454 | 432 | 370 | 304 | 360 | 220 | 346 | 238 | 418 | 377 | 3,13 | 305
Teknisyeni/Teknikeri
Meslek | Kalfa 191 | 433 | 404 | 316 | 302 | 333 | 233 | 325 | 227 | 394 | 377 | 2,70 | 2,80
Eczaci 222 | 439 | 399 | 377 | 263 | 349 | 230 | 335 | 263 | 413 | 352 |255% | 285
1-5y1l 212 | 440 | 414 | 361 | 271 | 362 | 1,82 | 333 | 264 | 406 | 358 | 283 | 298
6-10 yil 200 | 431 | 415 | 337 | 289 | 340 | 200 | 330 | 235 | 397 | 38 | 338 | 305
Mesleki 7,7 s il 181 | 459 | 429 | 376 | 290 | 327 | 235 | 336 | 235 | 430 | 365 | 250 | 2,89
Deneyim
16-20 yil 1,96 | 458 | 447 | 355 | 310 | 364 | 249 | 352 | 238 | 416 | 356 | 312 | 3,02
>20yil 215 | 449 | 402 | 381 | 315 | 358 | 246 | 345 | 230 | 414 | 403 | 311 | 2,97

* Marmara Bélgesi Istanbul harig seklinde kategorize edilmistir.

SSO: Salgin Siireci Olcegi; SDO: Sosyal Damgalanma Olcegi.

1: F=12.3, t=3.3, p=0.001; 2: F=8.72, t=3.25, p=0,002; 3: F(13:3=5.66, p=0.001, SH= 0,25 p=0.023, (Dunnet T3), 4: F(s33=13.4, p=0.044,
SH= 0.29, p=0.033, (Dunnet T3); 5: Fugxy=5.2, p=0.02, SH= 0.23; p=0.025 (Tukey); 6: Fpas=26.09, SH=0.32; p=0.002, (Tukey), 7:
F(134;3)=26.09, SH:028, p=0001 (Tukey), 8: F(174;3):5.2, p:0004, SH= 015, p:OOO4, (Tukey), 9: F(177;4):5.02, SH:019, p:OOO3 (Dunnet
T3), 10: F(177;4)=5.02, SH=022, p:0014 (Dunnet T3), 11: F(181;4):2.79, SH:027, p:0046 (Tukey), 12: F(175; 4= 360, SH:O38, p:0,00S
(Tukey), 13 Furs: = 3.60, SH=0.29; p=0.02 (Tukey), 14: Fyzo. 4= 3.63, SH=0.24, p=0.011 (Tukey), 15: F7o: 4= 3.63, SH=0.25, p=0.006
(Tukey), 16: Fagz, = 3.56, SH=0.23, p=0,038 (Tukey)
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Tablo 5: Arastirma Hipotezleri

Kabul
edildi.
Sosyal damgalanma algisi/alt boyutlari cinsiyete gore farklilagmaktadir. X
Salgin siirecinin ruhsal etkisi cinsiyete gore farklilagmaktadir. X
Medeni durum sosyal damgalanma algisi/alt boyutlarinda farklilasmaya neden
olmaktadir.

Medeni durum salgin siireci algisi/alt boyutlarinda farklilagmaya neden
olmaktadir.

Sosyal damgalanma algisi/alt boyutlar1 yas gruplarina gore farklilasmaktadir. X
Salgin siireci algisi/alt boyutlar1 yag gruplarina gore farklilagmaktadir. X
Sosyal damgalanma algisi/alt boyutlar1 eczanenin bulundugu cografi bolgeye
gore farklilasmaktadir.

Salgin siireci algisi/alt boyutlari eczanenin bulundugu cografi bolgeye gore
farklilagmaktadir.

Egitim durumu sosyal damgalanma algisi/alt boyutlarinda farklilasmaya neden
olmaktadir.

Egitim durumu salgin siireci algisi/alt boyutlarinda farklilagmaya neden
olmaktadir.

Aile gelir durumu sosyal damgalanma algisi/alt boyutlarinda farklilasmaya
neden olmaktadir.

Aile gelir durumu salgin siireci algisi/alt boyutlarinda farklilagmaya neden
olmaktadir.

Sosyal damgalanma algisi/alt boyutlar1 meslek  gruplarina  gore
farklilagmaktadir.

Salgin siireci algisi/alt boyutlart meslek gruplarina gére gore farklilagmaktadir. X
Mesleki deneyim sosyal damgalanma algisi/alt boyutlarinda farklilasmaya X
neden olmaktadir.
Mesleki deneyim salgin siireci algisi/alt boyutlarinda farklilasmaya neden X
olmaktadir.
Bireysel tutum sosyal damgalanma algisini olumlu yonde etkilemektedir. X
Kurumsal destek sosyal damgalanma algisini olumlu yonde etkilemektedir. X

Reddedildi.

X

IV. SONUC VE TARTISMA

Salgin siirecinde 6nemli risklerle kars1 karsiya kalan eczane calisanlarinin kisisel ve mekansal
onlemlerle ilgili yaklagimlar1 bazi ¢alismalarin konusunu olustursa da (Calikusu ve ark., 2021,
Samanci ve Tarcan, 2021) 6zellikle eczane ¢alisanlariyla ilgili calismalarin literatiirde oldukca sinirlt
oldugu goriilmektedir. Bu nedenle calismanin diger calismalarla karsilastirilmasi siirecinde bazi
kisithiliklarla karsilagilmis ve konuyla baglantili olabilecek arastirma sonuglari da tartisma siirecine
dahil edilmistir.

Daha 6nce olusturulan dlgekte yer almayan bazi ifadeler dlgegin gelistirilmesini saglamak amaciyla
eklenmis ve eklenen ifadelerle tekrar faktor analizi yapilmistir. Faktor analizi sonucunda bazi
ifadelerin ¢ikmasi eczane g¢alisanlarinin bir saglik calisani olarak genellikle hastane disinda gorev
yapmalariyla ilintili olabilir. Hastanede gorev yapmakta olan saglik ¢alisanlarinin daha fazla hastalik
etkeniyle temas ettigi yoniindeki alginin faktor analizi sonucunda elde edilen boyutlarin siralamasinda
ve bazi ifadelerin ¢ikarilmasinda etkili olabilecegi diisiiniilmektedir. Ayrica daha 6nce faktor analizi
yapilan 6lgekler icin tekrar faktor analizi yapilmasina gerek olmadigi yoniinde siiregelen tartigmalar
agisindan da elde edilen bulgularin 6nemli oldugu diisiiniilmektedir. Bu baglamda her aragtirma i¢inde
yeni dinamikleri barindirdigindan her calisma igin agiklayici faktor analizi yapilmasi gerektigi
diisiiniilmektedir. Ozellikle 6lcek gelistirme siirecinde bu durumun daha hassas bir sekilde ele alinmasi
gerektigine inanilmaktadir.

Cinsiyet degiskenine gore Salgin Algis1 Olgegi’nin ruhsal siire¢ler alt boyutunda kadilarm
erkeklere gore olumlu yonde farklilastigi goriilmektedir. HIN1 Salgini ile ilgili Cirakoglu (2011)



282 Hacettepe Journal of Health Administration, 2022; 25(2): 269-286

tarafindan gerceklestirilen ¢alisma, kadinlarin hastalikla ilgili bulagicilik algisinin ve kaygi puaninin
daha yiiksek oldugunu ortaya koymaktadir. Ekiz ve arkadaslart (2020) ile Gencer (2020) yaptiklar
calismada kadinlarin saglik anksiyete diizeylerinin ve COVID-19 Salgimi kontrol algilarinin erkeklere
gore daha yliksek oldugu sonucuna ulagmistir. Selcan ve Sarikaya da (2020) eczane caligsanlarina
yonelik olarak yaptiklar1 calismalar1 sonucunda kadin olmanin, yalniz olmanin ve bir ruhsal hastaliga
sahip olmanin depresyon puanini arttirdigi yoniinde sonuglara ulasmustir. Bu siirecte eczane
calisanlarinin %9,5 oraninda psikolojik destek alma ihtiyaci hissettigini de belirtmektedir. Cinsiyet
degiskeni dolayisiyla ortaya ¢ikan farklilasmanin literatiirle uyumlu oldugu sdylenebilir.

Bu c¢alismada salgin siirecinde bireysel tutum puanmin yiiksek oldugu da dikkat ¢ekmektedir.
Selcan ve Sarikaya (2020) c¢alismalarinda eczane ¢alisanlarinin %73’{inlin enfekte hastalarla
karsilagma olasiligini yiiksek olarak gordiigiinii; %70.6’smin yiiksek diizeyde enfekte olma korkusu
tagidiklar1 yoniinde bulgular elde etmistir. Aynmi ¢aligmada salgindan korunmayla ilgili verilen
egitimleri %42,1°1 yeterli olarak goriirken; %71,4’i tlim c¢alisanlarim korunmaya yonelik yeterli
tedbirleri aldigimi diistindiigiini belirtmigtir. Kiiglikali ve Cimar (2020) da caligmalarinda salgin
stirecinin Ozellikle kisisel hijyen kurallarina uymak noktasinda bir katki sagladigini belirtmektedir.
Hastalig1 bir tehlike ya da tehdit olarak algilamanin bireysel tutum iizerindeki etkisinin de bu durumu
destekledigi diisiiniilmektedir (Cirakoglu, 2011). Salgin siirecinde kurallara uymamak yoniinde
bireysel tutumlarin varligina dikkat ¢eken calismalar olmakla birlikte (Aksoy ve Mamatoglu, 2020)
arastirma grubunu saglik ¢alisanlarinin olugturmasi bu puanlarin yiiksek olmasini agiklamaktadir.

Kurumsal destek puanlarinin genel olarak yiliksek oldugu ancak mesleki orgiit destegiyle ilgili
puanlamanin diisiik oldugu goriilmektedir (Tablo 5). Literatiirde salgin doneminde isverenlerin salgin
riskine karst alinmasi gereken tedbirler konusunda farkindaliklarinin arttigi ve salgin siirecinde
COVID-19 riskini oncelik haline getirdikleri yoniinde kanitlar bulunmaktadir (Aksoy ve Mamatoglu,
2020). Bu durum kurumsal destek puaninin yiiksek olmasini destekleyen bir bulgu olarak
degerlendirilebilir. Ancak literatiirde salgin siirecinde mesleki orgiit destegi veya beklentisi konusunda
bir bulguya rastlanmanmustir. Medeni durum degiskenine gore ise Salgin Siireci Algis1 Olgegi’nin
mesleki orgiit destegi boyutunda bekarlarin evlilere gore olumlu yonde farklilagmasi da konuyla ilgili
ilging bir bulgu olarak degerlendirilmektedir. Bu durum mesleki 6rgiit destegini hissetmek konusunda
evli ¢alisanlarin daha fazla beklenti i¢inde olmasiyla agiklanabilir.

Kamusal siirecin yas, egitim durumu ve gelir durumundan etkilendigi yoniinde bulgulara
ulagilmistir. Genel olarak bu demografik degiskenlerle ilgili olumlu yondeki artigin kamusal siireglerin
yetersizligi yoniinde bir degerlendirmeye neden oldugu bu arastirma sonucunda elde edilen diger
bulgular arasindadir. Kiigiikali ve Car (2020) tarafindan Atatiirk Universitesi'nde gérev yapan
akademisyenlerin katilimiyla gergeklestirilen arastirma sonucunda saglik alaninda alinan kamusal
onlemlerin genel olarak orta ve yiiksek diizeyde yeterli oldugunu ortaya koymaktadir. Arslan (2020)
tarafindan yapilan calismada elde edilen bulgular da oOgrencilerin devlet tarafindan yapilan
uygulamalar1 olumlu bir sekilde degerlendirdigini ortaya koymaktadir. Bu arastirmada elde edilen
bulgularin Kiigiikali ve Cinar’m (2020) ve Arslan’m (2020) elde ettigi sonuglarin tersi yoniinde
kanitlar igermesi, kamusal siire¢ algisinin arastirmalarin farkli katilimcilarla yapilmasindan dolayi
degistigini dislindiirmektedir. Saglik alaninda caliganlarin kamusal siiregte yapilmasi gereken
diizenlemeler konusunda farkli degerlendirmeler yapmis olmasi bu sonucun ortaya ¢ikmasina neden
olabilir. Literatiirde egitim diizeyinin salginin algilanmasi {izerinde etkili oldugu, genel olarak egitim
diizeyi arttikga COVID-19 Salgin1 kontrol algisinin diistligii yoniinde de kanitlar bulunmaktadir (Ekiz
ve ark., 2020). Dolayisiyla bu ¢alismada elde edilen sonuglarin Ekiz ve arkadaslarinin (2020) elde
ettigi sonuglarla uyumlu oldugu sdylenebilir.

Mesleki duruma gore yapilan karsilastirmalarda Sosyal Damgalanma Olgeginin dislanma
boyutunda eczacilarin eczane teknisyen/teknikerlerine gore farklilastigi goriilmektedir. Eren-Bana
(2020) galismasinda sosyal damgalanma toplam puaninda ve alt boyutlarinda mesleklere gore
farklilagma oldugunu gostermistir. Dislanma boyutunda saglik teknisyen/teknikerlerinin iginde
bulundugu grubun hemsirelere gore anlamli bir sekilde farklilastigi yoniinde elde ettigi bulgu, bu
calismayla uyumludur. Cankaya (2020) c¢alismasinda salgin siirecinde saglik c¢alisanlarinin idari
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calisanlara gore daha fazla korku, kaygi ve depresyon yasadigimi belirtmektedir. Salgin siirecinin
calisan saglik ¢alisanlari arasinda farkli tepkileri ortaya ¢ikarabilmesi bu baglamda beklenen bir durum
olarak degerlendirilmistir. Bu calismada ortaya ¢ikan farklilasmanin statiiyle de ilintili olabilecegi
disiiniilmektedir. Sosyal damgalanma toplam puanina gore degerlendirildiginde daha once eczane
disindaki saglik calisanlari i¢in damgalanma ortalama puaninin %51 oldugu, bu calismada ise oranin
%60 oldugu da eczane calisanlarinin diger saglik c¢alik calisanlarina gore daha fazla sosyal
damgalanma yasadigini géstermektedir (Eren-Bana, 2020).

Mesleki sayginlik boyutunun arastirmada yer alan biitiin degiskenlerle olumsuz yonde korelasyon
olusturdugu goriilmektedir. Eren-Bana (2020) saglik c¢alisanlarinin sosyal damgalanma algisin
degerlendirdigi calismasinda mesleki sayginligin sosyal damgalanma 6l¢eginin diger boyutlariyla
korelasyon olusturmadigi bulgusuna ulagmistir. Bu arastirmada farkli bir sonucun elde edilmesinin
orneklemin farkli olmasindan kaynaklandig1 diisiilmektedir. Ayni1 calismada sosyal damgalanma
algisinin yasa, cinsiyete, medeni duruma, yas gruplarina gore farklilasmamasi bu calismada elde
edilen bulgularla uyumludur.

Katilmcilarin yasadigi bolgelere gore degerlendirildiginde gruplar arasinda farklilagmalar oldugu
goriilmektedir. Gruplar aras1 karsilastirmalara gore Salgin Siireci Algis1 Olgegi’nin ruhsal siirecler
boyutunda ve sosyal damgalanma toplam puaninda Istanbul’un diger bélgelere gore farklilastigi
goriilmektedir. Bu durumun kiiltiirel farkliliklardan ve Istanbul’un kozmopolit yapisindan
kaynaklanabilecegi diistiniilmektedir.

Aragtirma sonucunda elde edilen bulgular degerlendirildiginde asagidaki sonuglara ulasilmistir:

e Mesleki sayginligin arastirmada yer alan biitiin degiskenlerle olumsuz yonde korelasyon
olusturmasi bu siiregte mesleki sayginligin 6nemli bir unsur oldugu yoniinde bir kanit olarak
degerlendirilmistir.

o Kamusal siireg algisimin yas, egitim durumu ve gelir degiskenlerine gore farklilastigi
goriilmektedir. Kamusal onlemlerin yeterliligi konusundaki alginin egitim durumunun ve gelir
durumunun artmasiyla daha olumsuz hale geldigini sdylemek miimkiindiir.

e Bireysel tutumun ve kurumsal destegin sosyal damgalanma algisi {izerinde %88 oraninda etkili
oldugu gorilmektedir.

Arastirma sonucunda elde edilen bulgular 15131nda COVID-19 Kiiresel Salgimi dolayisiyla 6nemli
sorumluluklar istlenen eczane ¢alisanlarinin salgin siirecinde yasadigi sosyal damgalanmayi azaltmak
icin ozellikle salgin siirecinde daha fazla 6nlem alan ¢alisanlarin ruhsal olarak desteklenmesi gerektigi
goriilmektedir. Kendilerini korunmak ve g¢evrelerine hastaligi bulastirmak konusunda daha duyarli
davranan ¢alisanlarin sosyal damgalanma konusunda daha hassas olmast, bu kisilerin daha fazla ruhsal
acgidan desteklenmesi gerektigi sdylenebilir. Bu konuda hem kurumlarin hem de meslek orgiitlerinin
calisanlara egitim ve ruhsal destek saglamasinin 6nemli oldugu diisiiniilmektedir.

Etik Kurul izni: Arastirma Istanbul Yeni Yiizyil Universitesi Etik Kurulu tarafindan 2020/07-480
No’lu karar ile etik kurul onay1 alinmustir.
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ABSTRACT

Nurses are exposed to physical and psychological pressure in the workplace due to adverse workplace
conditions such as heavy workload and working conditions. The low quality of work life of nurses causes poor
performance, medical errors and prevents reaching the desired health outcomes. In order to achieve the desired
health outcomes, nurses' quality of work life should be measured and improved. This study aimed to determine
the psychometric properties of the Turkish version of the Work-Related Quality of Life scale. The study was
conducted with nurses in a training and research hospital in Central Anatolia Region, Turkey (N = 226).
Confirmatory factor analysis was performed to determine the scale’s factor structure. The regression analysis
was performed to determine sociodemographic variables affected the quality of working life. The scale’s factor
structure was confirmed (y*/df = 2.370, RMSEA = 0.070). The scale had a high level of reliability (Cronbach's
alpha = 0.944). Among socio-demographic variables, age, gender, marital status and years of working in the
hospital have an effect on the scale or at least one subscale. The Turkish version of the Work-Related Quality of
Life scale is a valid and reliable instrument for assessing the nurses’ quality of working life.
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ARASTIRMA MAKALESI

HEMSIRELERDE iSLE iLGILI YASAM KALITES| OLGEGININ
TURKGE VERSIYONUNUN PSIKOMETRIK OZELLIKLERI

Cahit KORKU ~

0z

Hemgireler yogun is yiikii ve agir ¢alisma kosullart gibi olumsuz isyeri kosullar nedeniyle isyerinde fiziksel
ve psikolojik baskiya maruz kalmaktadirlar. Hemsirelerin iy yasam kalitelerinin diisiik olmasi, diisiik
performansa, tibbi hatalara neden olmakta ve istenen saglhk sonuglarina ulasmayr engellemektedir. Arzulanan
saglik sonuglarina ulasabilmek icin hemsirelerin is yasam kalitesinin olgiilmesi ve iyilestirilmesi gerekir. Bu
calisma, Isle Ilgili Yasam Kalitesi élgeginin Tiirk¢e versiyonunun psikometrik ézelliklerini belirlemeyi
amaclamistir. Arastirma Tiirkiye'nin I¢ Anadolu Bélgesi'nde bir egitim ve arastirma hastanesindeki (N=226)
hemgireler iizerinde yapumistir. OlceSin faktor yapisim belirlemek icin dogrulayici faktor analizi yapilmistir.
Calisma yasam kalitesini etkileyen sosyo-demografik degiskenleri belirlemek icin regresyon analizi yapilmistir.
Olgegin faktor yapisi dogrulanmistir (x2/sd = 2.370, RMSEA = 0.070). Olgegin yiiksek diizeyde giivenirlige
sahip oldugu belirlenmistir (Cronbach’s Alpha = 0.944). Sosyo-demografik degiskenlerden yas, cinsiyet, medeni
durum ve hastanede ¢alisma siiresi élgek iizerinde veya en az bir alt boyut iizerinde etkiye sahiptir. Isle Ilgili
Yasam Kalitesi lgeginin Tiirkce versiyonu hemgirelerin ¢alisma yasam kalitesini degerlendirmede gecerli ve
giivenilir bir aractir.
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I. INTRODUCTION

The aging world population and increasing healthcare needs cause an increase in nurses' workload
and lead to nursing shortage (Liu et al.,, 2012). Nurses encounter greater challenges during
extraordinary periods such as that of the COVID-19 (Mo et al., 2020; Halcomb et al., 2020). This
nursing shortage caused by the increasing demand and decreasing supply is one of the most critical
problems regarding healthcare services worldwide (Dai et al., 2016; Wang et al., 2019). The
distribution of nurses is also an important issue, and there are significant differences between countries
in terms of rates of nurses to population. For example, there are 18 nurses per 1,000 people in Norway,
8.2 (on average) in the OECD countries, 2.3 in Turkey, and 1.3 in Colombia as from 2018 (OECD,
2020). Nurses, who comprise the largest part among healthcare professionals in hospitals, are exposed
to physical and psychological pressure more than employees in other relevant professions (Abbasi et
al., 2017). Nurses and other healthcare professionals have to deal with numerous risk factors (For
example; time pressure, insufficient rewards, workload, violence, communication-related challenges,
and nonideal organization of work) (European Commission, 2011). These factors have undesirable
individual and organizational consequences (Suzuki et al., 2004; Almalki et al., 2012; Akar, 2018;
Casida et al., 2019). For this reason, it becomes important to improve the nurses’ quality of working
life. Health outcomes can be improved if nurses’ quality of working life is assessed, and related
improvements are made.

The concept of quality of working life goes back a long way, and it has been in the literature since
the 1950s (Ferreira et al., 2017; Easton & Van Laar, 2018). The quality of working life, which is
considered to be one of the most important issues of human resource management, is a
multidimensional concept that addresses one’s state inside and outside the workplace (Dai et al., 2016;
Alvanoudi, 2020). It affects not only one’s work performance but also other aspects of one's life such
as happiness, social life, and recreational activities (Wang et al., 2019). The quality of working life can
be defined as consideration of an employee’s needs and longing related to working conditions, wage
and career development opportunities, work—family role balance, safety and social interactions at
work, and employees’ social relativity (Kanten & Sadullah, 2012). It is associated with numerous
concepts that have an impact on organizational results. The quality of working life has a positive
relationship with organizational commitment (Nayak et al., 2018), job satisfaction, and productivity
(Almalki et al., 2012) and a negative relationship with cognitive failure (Abbasi et al., 2017), burnout
(Akar, 2018; Casida et al., 2019), work alienation (Akar, 2018) and employee turnover (Almalki et al.,
2012). These relationships make it important for management to assess and improve nurses’ quality of
working life.

It is highly difficult to find measurements that basically focus on quality of working life when the
quality of life is measured under certain conditions. While some of them assess people’s overall
quality of life, others are aimed at measuring the quality of life in the chronic condition. (Garzaro et
al., 2020). Some of the scales used to assess the quality of work life require lengthy procedures that
are not easily performed in daily clinical practice due to their long duration (Dai et al., 2016; Garzaro
et al., 2020). Work-Related Quality of Life (WRQoL) was developed by Van Laar et al., (2007). The
WRQoL is widely used to measure the quality of working life of healthcare professionals (Dai et al.,
2016; Garzaro et al., 2020). The WRQoL was translated into a variety of languages and used to
analyze the quality of working life in numerous fields of profession (Easton and Laar, 2018). Easton
and Van Laar (2012) suggested the conceptual and operational definitions of the six independent
factors contributing to the WRQoL. The WRQoL and its subscales allow researchers, organizations,
and individuals to determine the most important problems within the broader context (Easton and
Laar, 2018).

Duyan and others (2013) conducted a validity and reliability of the WRQoL scale in Turkish
Language and confirmed its 6-subscale and 21-item structure. Then, Akar and Ustiiner (2017)
conducted its (WRQoL) validity and reliability study for the education sector. Akar and Ustiiner
(2017) also confirmed its 6-subscale and 23-item structure. By contrast, no studies were conducted in
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Turkey that determine the validity, reliability, and psychometric properties of the WRQoL in the
health sector. This study aimed to determine the psychometric properties of the Turkish version of the
WRQoL scale for nurses.

Il. MATERIALS AND METHODS
2.1. The Work-Related Quality of Life Scale

The WRQoL scale consists of 23 items and 6 subscales. The Job and Career Satisfaction (JCS)
subscale assesses one’s level of job satisfaction in terms of various factors such as personal
development, career development, meeting of educational needs, and rewarding. The General Well-
Being (GWB) subscale assesses one’s general well-being in terms of general life satisfaction, overall
quality of life, and mental health problems such as depression and anxiety disorders. The Stress at
Work (SAW) subscale assesses one’s state of feeling under too much pressure at work and not being
able to meet the expectations. The Control at Work (CAW) subscale reflects employees’ level of
confidence in their feelings that they are in control of their work. This subscale is mainly related to
one’s state of getting involved in decisions that affect one's way of working. The Home—Work
Interface (HWI) subscale analyzes the relationship between home life and work life. The results of this
subscale can be affected by a number of factors such as opportunities provided at work, flexible
working hours, maternity and parental leave, and child and dependent care. The Working Conditions
(WCS) subscale assesses employees’ level of satisfaction in terms of primary resources, working
conditions, and state of working in a safe and effective manner (Easton and Van Laar, 2018).

The WRQoL is a five-point Likert-type scale (Strongly disagree = 1 to strongly agree = 5). The
factor structure of the reverse-coded items (7, 9, and 19) is determined by reversing the items before
analysis. Higher scores of scale, indicate higher levels of quality of working life. The total and
subscale scores can also be classified as low, medium, or high level of quality of working life to
improve the interpretation of the scale (Easton & Van Laar, 2018).

2.2. Data Analysis

The data were analyzed using Statistical Package for Social Science for Windows (SPSS) 21.0
and Linear Structural Relations (LISREL) 9.30 programs. Bartlett’s test of sphericity and the Kaiser—
Meyer—Olkin (KMO) coefficient were used to determine the data’s suitability for factor analysis. The
item analyses regarding the scale items were also performed. The confirmatory factor analysis was
used in the LISREL 9.30 program to test the construct validity of the scale. The scale’s suitability for
the second-order multi-factor model was determined through the chi squared goodness of fit
test/degrees of freedom (2/df), the root mean square error of approximation (RMSEA), the root mean
square residual (RMR), the goodness of fit index (GFI), the comparative fit index (CFl), the non-
normed fit index (NNFI), and t-values. Cronbach’s alpha coefficient was used for the entire scale and
its subscales to determine their level of reliability. A regression analysis was performed to determine
the impact of the sociodemographic variables on the entire scale and its subscales. In order to
determine the suitability of the data for regression analysis, the distribution of the data, covariance,
multicollinearity and extreme values were analyzed.

2.3. Participant

The target population consisted of all nurses who had been working in the same unit for at least 6
months in a training and research hospital in Nigde, Turkey. Prior to the study, ethics committee
approval, written permission, and informed consent were obtained from the Nigde University Ethics
Committee [Number: 2019/5-7], the hospital, and the nurses, respectively. This study was conducted
from July 1 to July 31, 2019. It was completed with 226 (55.4%) of 408 nurses who met the inclusion
criteria. Table 1 lists the participants’ descriptive statistics.
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Table 1. Occupational and Demographic Characteristics of the Nurses (N = 226).

Characteristics Proportion, M# + SD
n (%) Mdne (25th-75th percentiles)

Age

<30 62(27.4) 35.26+£7.96

30-39 76 (33.6) 38 (29-41)

>40 88 (38.9)

Gender

Female 164 (72.6)

Male 62 (27.4)

Education Level

High school 18 (8.0)

Associate degree 51 (22.6)

Bachelor’s degree 139 (61.5)

Master’s degree 18 (8.0)

Marital Status

Single 55 (24.3)

Married 171 (75.7)

Number of Children

None 57 (25.2)

One 55 (24.3)

Two 81 (35.8)

Three or more 33 (14.6)

Working Time

Daytime 72 (31.9)

Daytime and night-time 154 (68.1)

Years of Professional Experience

<10 90 (39.8) 12.68 £ 6.57

>10 136 (60.2) 12 (6.50-18.27)

Years of Working in the Hospital

<5 107 (47.3) 6.57 £6.02

>5 119 (52.7) 5 (1.75-8.70)

aMean, Pstandard deviation, *median.

Nearly three-fourths of the participants (72.6%) were female, and their mean age was 35.26 years.
More than half of them (61.5%) had a bachelor’s degree. Nearly three-fourths of them were married
(75.7%) and had at least one child (74.8%). Less than one-third of the participants were working in the
daytime, had approximately 12 years of professional experience, and had approximately 6.5 years of
working in the hospital (Table 1). The legislation indicating who could work as a nurse in Turkey has
changed over time. People who received nursing education at the high school or associate degree level
could be appointed as a nurse until 2014. Today, contrarily, only nurses who have a bachelor’s
diploma in the nursing department are allowed to be appointed as a nurse to hospitals. The wages of
nurses vary by education level, but there are no differences between their tasks and powers (Yildiz et
al., 2020). Therefore, this study also included nurses who did not have a bachelor’s degree (appointed
before 2014).

I11. RESULTS

The WRQoL scale has 23 items. Items 7, 9, and 19 were reverse-coded; thus, these items were
recorded in line with the rest of the scale. The item analyses were performed to determine which items
of the WRQoL scale would be included in the scale. The item-total correlation ranged from 0.470 (I1)
to 0.760 (I14). No items were detected that lowered the reliability of the scale. Iteml (I11) did not
contribute to the reliability of the scale. The first- and second-order confirmatory factor analyses were
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performed for all scale items. The t-values of all items were significant (p <0.01), and the error
variance of item 11 was high for the first- (0.720) and second order (0.850) multi-factor models.
Cokluk and collegues (2016) suggested different views on the acceptable values of the fit indices. A
value <2.5 indicated a perfect fit, and <5 indicated a good fit for x2/df. A value <0.05 indicated a
perfect fit, <0.08 a good fit, and <0.1 a poor fit for RMSEA and RMR; >0.95 indicated a perfect fit
and >0.90 a good fit for GFI; >0.95 indicated a perfect fit and >0.90 a good fit for CFI; and >0.95
indicated a perfect fit and >0.90 a good fit for NNFIL. The indices used in the study are analyzed to
determine whether the model is confirmed or not (Cokluk et al., 2016). The values of fit indices were
found to be y?/df = 626/215 = 2.910, RMSEA = 0.090, RMR = 0.060, GFI = 0.800, CFI = 0.970, and
NNFI = 0.960 for the first order of the model, whereas they were found to be x?/df = 661/224 = 2.950,
RMSEA = 0.090, RMR = 0.070, GFI = 0.800, CFI = 0.960, and NNFI = 0.960 for the second order of
the model. The y?/df value indicated an acceptable fit, and the RMESEA value indicated a poor fit in
both models. The goodness of fit indices significantly improved when the 11 was excluded from the
model. The values of fit indices were found to be y%/df = 449/194 = 2.310, RMSEA = 0.070, RMR =
0.050, GFI = 0.850, CFI = 0.980, and NNFI = 0.097 for the first-order multi-factor model, whereas
they were found to be ¥?/df = 483/203 = 2.370, RMSEA = 0.070, RMR = 0.060, GFI = 0.840, CFI =
0.970, and NNFI = 0.097 for the second-order multi-factor model. The fit indices, except for GFl,
indicated a good or perfect fit in both models. The path coefficients were indicated only for the second
order because the WRQoL scale was determined to be suitable for both the first- and second-order
multi-factor models (Figure 1).
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Figure 1. Confirmatory Factor Analysis Results of the Work-Related Quality of Life Scale
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Direct effects on latent variables were above 60, except for the 120, and all t-values were
significant. The confirmatory factor analysis determined that the second-order multi-factor model of
the WRQoL scale had a compatible structure. The reliability analysis also found that the entire scale
and its subscales had a sufficient level of reliability (Table 2).
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Table 2. Reliability Analysis Results Regarding the Scales and Subscales

Scales and Cronbach’s Alpha Guttman Split-
Subscales Item Mean SD* Coefﬁcientp half CoefficFi)ent
WRQoL (Overall) 22 3.24+0.71 0.944 0.924
GWB 6 3.29+0.83 0.891

HWI 3 3.29+0.92 0.778

JCS 5 3.31+£0.76 0.800

CAW 3 3.34+£0.85 0.729

WCS 3 3.01 £0.83 0.693

SAW 2 3.17 £0.92 0.691

aStandard deviation.

The WRQoL scale had a high level of reliability (0.944) in terms of internal consistency. One of
the most common methods of determining the reliability of the scale is to split the test into two parts
(Alpar, 2012). The scale was found to be highly reliable (Guttman Split-Half Coefficient = 0.924)
when the test was split into two parts. The reliability levels of its subscales (Cronbach’s Alpha
coefficient) ranged from 0.691 to 0.891. The CAW subscale had the highest mean score (3.34 £ 0.85),
and the WCS subscale had the lowest mean score (3.01 = 0.83).

The multiple linear regression analysis was performed to determine impacts of the
sociodemographic variables on the scale scores (Table 3) and before that, the test assumptions were
examined. A Dublin-Watson value between 1.5 and 2.5 indicates that there is no autocorrelation, a
WIF value less than 5 indicates no multicollinearity, and a Mahalanobis value less than 2 table value
indicates that there is no multicollinearity (Demir, 2020). The data provided the regression analysis
assumptions. WIF values for the variables vary between 1.02 and 2.15. These values, and the Dublin
Watson coefficient, vary between 1.786 and 1.925. There is 1 extreme value according to
Mahallonobis distance. There is no extreme value according to the Cook distance coefficient (0.66).
Therefore, all data were analyzed.

Table 3. Regression Analysis Results

Variable WRQoL | GWB HWI JCS CAW WCS SAW
Model summary

R 0.170 0.206 0.280 0.167 0.155 0.265 0.211
R squared 0.029 0.042 0.078 0.028 0.024 0.070 0.045
Adjusted R squared 0.024 0.034 0.066 | —0.003 | —0.007 0.058 0.040
ANOVA

F 6.634 4.921 4.922 0.896 0.771 5.594 10.460
Sig. 0.011 0.008 0.000 0.510 0.612 0.001 0.001
Beta (B) (Standardized)

Constant 3.106° 3.413° | 4.439° 3.534* | 3.771% | 3.564* | 2.956°
Age —-0.142 -0.135 | -0.186% | —0.079 | —-0.117 0.009 | -0.098
Gender -0.034 -0.026 | —0.033 | —0.076 | —0.045 | 0.012 0.065
Education Level 0.010 0.004 —0.016 | 0.053% | —0.002 0.038 0.030
Marital Status -0.107 -0.067 | —-0.162% | 0.018°? 0.004 | —0.150% | —0.059
Number of Children —-0.108 -0.106 0.043 | —0.039* | 0.008 0.013 —0.076
Years of Working in the Hospital 0.1702 0.150* | 0.245° | 0.152 | 0.164* | 0.227° | 0.2112
Weekly Working Hours -0.085 | —0.155% | —0.069 | —0.026% | —0.022 | —0.151% | —0.039

3p <0.05, °p <0.01.

According to regression results, of the seven models, five were significant (p <0.05), and two were
insignificant (p >0.05). The age variable had a negative impact on the HWI subscale. The balance
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between home and work deteriorated as the age increased. The number of years of working in the
hospital had a positive impact on WRQoL, GWB, HWI, WCS, and SAW. Weekly working hours had
a negative impact on GWB and WCS. The gender, education level, and the number of children had no
significant impacts on the scale scores.

IV. DISCUSSION

In this research confirmatory factor analysis performed to test the construct validity of the WRQoL.
First, Van Laar and collegues (2007) used confirmatory factor analysis to test the scale’s suitability for
the first-order multi-factor model; then, Duyan and collegues (2013) used this analysis to test the
scale’s suitability for the first- and second-order multi-factor models. However, the 23-item structure
of the WRQoL indicated a poor fit for the RMSEA, whereas its 21-item structure was suitable for both
the first- and second-order multi-factor models. This study also found that the scale’s 23-item structure
for the first- and second-order multi-factor model had a poor fit for RMSEA. Accordingly, this result
agrees with that of the study by Duyan and collegues (2013). The scale’s 22-item structure had a good
fit for the first- and second-order multi-factor models.

The results in the literature show that WRQoL and its subscale have sufficient reliability. This
study found that the scale had a high level of reliability (o = 0.944). This study’s results regarding the
reliability level of the entire scale agree with results of the previous studies. The alpha reliability levels
were found to be 0.952 by Zubair and others (2017), 0.910 by Casida and others (2019), and 0.910 by
Alvanoudi (2020). The reliability coefficients of the subscales of WRQoL ranged from 0.690 to 0.880
in this study. The reliability coefficients ranged from 0.700 to 0.830 in the study by Chen and others
(2014), 0.778 to 0.829 in the study by Alvanoudi (2020), 0.690 to 0.760 in the study by Duyan and
others (2013), and 0.732 to 0.911 in the study by Zubair and others (2017). The overall reliability of
the scale was good.

The results in the literature show that the employees do not have high WRQoL scores. The mean
WRQoL score in this study was 3.24. The mean WRQoL score was 3.40 in the study by Dai and
others (2016), 3.35 in the study by Hu and others (2020), 3.32 in the study by Wang and others (2020),
3.30 in the study by Zubair and others (2017), 3.30 in the study by Casida and others (2019), 3.11 in
the study by Yoosefi Lebni and others (2021), and 2.97 in the study by Opollo and others (2014). The
mean score in this study was lower than those in other studies, except for the ones conducted by
Yoosefi Lebni and others (2021) and Opollo and others (2014).

In the literature, different results were obtained in terms of the relationship between socio-
demographic variables (age, gender, marital status and working years) with WRQoL and its subscale.
This study found that age had a negative impact on HWI but did not have a significant impact on the
WRQoL and its other subscales. Opollo and others (2014) found no significant relationships between
age and WRQoL. Hu and others (2020), also found no significant differences in WRQoL between age
groups. Wang and others (2019), by contrast, found that age had a negative impact on WRQoL.
Carrillo-Garcia and others (2013) found that people in the 41-50 age group had lower levels of job
satisfaction than those in the 20-30 age group and who were 60 years old or older. Wang and others
(2020) and Abbasi and others (2017) also found that WRQoL varied by a number of age some groups.
This study found that gender did not have a significant impact on the WRQoL and its other subscales.
Similarly, Shukla and others (2017), Wang and others (2019) and Hu and others (2020) also found that
WRQoL did not significantly vary by gender. By contrast, Opollo and others (2014) found a
relationship between gender and WRQoL, and Zubair and others (2017) found that scores on the
except WRQoL and two subscales (JCS and SAW) significantly vary by gender; male have higher
score than female. This study found that marital status did not have an impact on WRQoL. Similarly,
Wang and others (2019) and Hu and others (2020) found no significant WRQoL differences based on
marital status between the groups. However, this study found that marital status had a significant
impact on HWI and WCS. This study found that years of working in the hospital had a positive
significant impact on WRQoL, GWB, WCS, and SAW. Wang and others (2019) found a difference
between the WRQoL scale scores by years of working. Yoosefi Lebni and others (2021) found that
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people who had more work experience had higher scale scores. By contrast, Akter and others (2018)
found that work experience did not have a significant impact on WRQoL, and Opollo and others
(2014) found no significant relationships between work experience and the WRQoL.

From this study and the limited number of studies in the literature, there is no evidence that there is
a relationship between education level and number of children, and the WRQoL and its sub-
dimensions. This study found that the education level and number of children did not have a
significant impact on the WRQoL scale and its subscales. Similarly, Wang and others (2019), Hu and
others (2020) and Wang and others (2020) found that WRQoL did not significantly vary by the
education level, and Akter and others, (2018) found that years of education did not have a significant
impact on WRQoL. Wang and others (2019) found no significant differences between the WRQoL
scores based on number of children.

V. CONCLUSION

This study aimed to determine the validity and reliability of the WRQoL scale for the nurses in
Turkey and to analyze the relationship of the entire scale and its subscales with demographic and
work-related variables. The WRQoL scale is a valid and reliable instrument for assessing the nurses’
quality of working life. According to the scores obtained from the scale, the quality of working life of
nurses is moderate. Nurses' WRQoL in our research is generally lower when comparision to other
researh. Accordingly, strategies should be developed to improve the quality of nurses' working life.
Considering the low ratio of nurses to the population, the number of nurses can be increased to reduce
the workload of nurses. Professional powers and responsibilities can be clarified by legal regulations.
They can be empowered in the work environment in which they work. Effective strategies are needed
to improve the quality of nurses' working life in order to improve organizational outcomes. There is
evidence that socio-demographic variables have an effect on WRQoL and its sub-dimensions.
However, more studies and larger samples are needed for these variables to be taken into account in
working life. In addition, studies investigating the effect of socio-demographic variables on the sub-
dimensions of WRQoL are limited. In future studies, not only WRQol but also the sub-dimensions of
the scale should be investigated.

Nurses are the occupational group that faces the most physical and psychological pressure. The
results obtained from WRQoL also show that the quality of work life of nurses is not high. Managers,
play an important role in ensuring the welfare of nurses and improving their organizational outcomes.
Managers, have an impact on both employees and organizational outcomes by providing appropriate
working conditions, motivating them and creating a supportive organizational climate. For this, the
problems of the employees should be recognized, and their needs and priorities should be determined.
It is recommended that managers obtain information related to the quality of working life of their
employees with appropriate measurement tools and methods and develop strategies in this direction.

Ethical Approval: Ethics committee approval, written permission, and informed consent were
obtained from the Nigde University Ethics Committee [Number: 2019/5-7].
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ARASTIRMA MAKALESI

SAKARYA AKYAZI ILGESININ TERMAL TURIiZM
POTANSIYELININ DEGERLENDIRILMESI
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0z

Arastirma kapsaminda Akyazi'daki termal turizm potansiyelinin saglik ve turizm yénetimi, pazarlama
yaklasimi  ve siirdiiriilebilirlik  agisindan incelenmesine yénelik SWOT analizinin ortaya ¢ikariimasi
amaglanmaktadwr. Bu amag¢ dogrultusunda saghk turizmi paydaglart olarak yerel yonetimler ve isletme
yetkilileriyle yiiz yiize gériismeler yapilmistir. 10 paydasin katilimi ile tamamlanan goriismeler ortalama bir saat
stirmiistiiv. Toplanan veriler SWOT analizi alt boyutlariyla degerlendirilmis ve bunlara dayali olarak ilgenin
termal saglk turizm potansiyelinin ortaya ¢tkarilmast ve gelistirilmesi icin ¢esitli stratejik oneriler sunulmugtur.
Arastirma sonuclarina gore Akyazi‘'min termal saghk turizmi agisindan dogal giizelliklere, termal su
kaynaklarina sahip olmasi, ulasim imkanlarimin kolay olmast gii¢lii yonleri arasinda yer almaktadwr. Zayif
yénleri arasinda sehir tamtimimin, sosyal etkinlik alanlarmmin yetersiz olmasi gosterilmektedir. Sektor
yatrimlariin ¢ogunlukla biiyiik illere yoneltiliyor olmasi ise ¢evresel tehditler arasinda yer alir. Diinya
niifusunun yaslaniyor olmasi, saglk turizm hizmetlerinin SGK kapsaminda olmast da Akyazi saghk turizminin
gelisimini destekleyecek firsatlar olarak degerlendirilmektedir.
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. INTRODUCTION

Health tourism is the planned travels of people to regions other than they live in order to get the
treatment and therapy services they need to heal their psychological and physical diseases and to
improve and support their existing health status (Carrea and Bridges, 2008). In this context, people
stay in touristic areas, benefit from complementary cure treatments, and meet their catering and
entertainment needs (Izadi et al., 2012). For this reason, health tourism mobility is towards places
where the quality of health services is high, the costs are low, the air and nature are clean, and the
diversity of social-cultural activities is high. As stated above, health tourism carried out within the
scope of different purposes is diversified as medical tourism, thermal tourism, senior and accessible
tourism, wellness tourism etc. (Smith and Puczko, 2009).

Health tourism, which is one of the alternative tourism types, is developing rapidly with
globalization and increasing demands of people such as leading a healthy life, recognizing different
culture sand traveling abroad. People are more aspirational to prevent diseases, to be treated, to have
information about their treatments and to apply new methods supporting a healthy life today than in
the past. The development of health tourism offers people to recognize different cultures, to have fun
and holiday, as well as the opportunity to regain their health with affordable costs and higher quality
(Sengiil and Bulut, 2019). In addition, thermal tourism based on cultural values such as spas that
provide vitality, wellness therapies, mud baths, massage cures are also within the scope of health
tourism. One of these is thermal tourism, where medical health services and traditional therapies are
offered together. It is known that Turkey is among the advantageous countries in terms of thermal
tourism opportunities around the world (Doruk, 2019).

It is thought that there are new thermal resource areas that support treatment in Akyazi district of
Sakarya province in the Marmara Region and that should be evaluated in the context of health tourism.
However, it is known that the thermal facility, located in a single region in Akyazi district, has been
operating in the direction of tourism and support for the treatment of various diseases for many years.
Inadequacy of qualified treatment services, quality and modern accommodation facilities, and the lack
of treatment recommendations and follow-up by qualified health professionals limit the use of existing
resources and the provision of health services at an international scale. Present research is aimed to
reveal the SWOT analysis to examine the thermal tourism potential in Akyazi in terms of health and
tourism management, marketing approach and sustainability. For this purpose, in-depth interviews
were conducted with stakeholders in the field of health tourism and thermal tourism in Akyazi. The
collected data were evaluated with SWOT analysis sub-dimensions and based on these, various
strategic suggestions were offered to reveal and develop the thermal health tourism potential of the
district.

Il. LITERATURE
2.1.Concept and Types of Health Tourism

Medical tourism: They are the journeys that people make to benefit from the medical services
provided by specialist physicians in health institutions such as hospitals, medical centers or diagnosis
centers outside the regions they live in. In short, medical tourism is a type of tourism that includes all
medical and surgical applications (Bookman and Bookman, 2007). In order to talk about effectiveness
and efficiency in medical tourism, 4 main factors must be provided: General tourism potential (natural
resources, climatic elements, historical structure, etc.), all medical services (hospital, medicine,
technology, health professionals, etc.), customer potential and the presence of institutions that can
bring these three factors together (agents, etc.) (Connell, 2011). Thailand, Turkey, India, South Korea,
Germany, Netherlands and many more countries are among the countries that are the most preferred in
the world by meeting these 4 factors together required for medical tourism (Leonova, 2018).
Procedures such as aesthetic surgery, cardio-vascular surgery, dental / prosthetic treatments and organ
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transplantation can be ranged as the most preferred medical tourism services in these countries (Singh,
2019).

Senior (Geriatric) Tourism: Senior tourism, which is also expressed with different terms
(geriatrics/elderly/third age tourism), is a type of health tourism made to treat the existing health
problems of the elderly, to diagnose and prevent possible diseases that may be encountered in the
future, to improve social life activities and to support their current lifestyles. There are health
institutions, hotels, private nursing homes and recreation centers, personal geriatric therapy centers
providing services on these issues in many countries (Sézen, 2014).

Thermal-Spa-Wellness Tourism: Thermal tourism is travel to take advantage of the healing
opportunities provided by the mineral waters coming from the underground (Charlier and Chaineux,
2009). In some sources, thermal tourism is also called hot spring tourism (Doruk, 2019). In thermal
tourism, remedial methods are applied such as healing water-based cure therapy, balneotherapy,
peloidtherapy, climatotherapy, etc. are used to support the treatment of people and to regain their
health faster (Aydin, 2014).

Spa-Wellness Tourism, which is evaluated in the context of thermal tourism, is highly developed in
various parts of the world and has just begun to gain ground in Turkey. SPA, which is called the
healing provided by water, is the applications carried out for the purpose of spiritual and physical
well-being. Wellness, which means gaining physical and mental well-being and increasing the quality
of life, includes applications that provide all kinds of vitality (skin care, massage, natural origin care
services, socialization activities, etc.) (Ozsar1 and Kartana, 2013).

2.2. The Importance of Thermal Tourism in the Context of Health Tourism in the World and
in Turkey

Today, it is stated that health tourism has a volume of 100 billion dollars of market size in the
world. In addition, the development of technological opportunities, the ease of access to services and
the removal of barriers to transportation contribute to the emergence and popularity of health tourism.
The developments occurred have also caused the awareness of healthy life in people, the search for
quality and affordable service and contributed to the international health tourism mobility. The
demand for cardiovascular surgery, neurosurgery, aesthetic surgery, dental treatment, hair transplant,
physiotherapy and rehabilitation services, which are out of the insurance coverage of countries and
offered at high prices, are among the main activities of health tourism (Connell, 2013). Many countries
such as India, Malaysia, Argentina, Brazil, Dubai, Thailand, Singapore, Turkey, etc., which use the
potential in the field of health tourism quite well, gain strategic advantages thanks to their high profits
(Buzinde and Yarnal, 2012).

While thermal health tourism provides similar benefits in the countries of the world, it differs in
some aspects. For instance, the development of thermal tourism in Asian countries dates back to
ancient times and is developing faster depending on the cultural infrastructure of the society.
Especially East Asian countries such as South Korea, Japan and Thailand are among the leading
countries in spa-wellness tourism thanks to traditional Thai massage, traditional body care and
therapeutic applications. In addition, the fact that South Asian countries are located on tectonic fault
lines and have high mineral spring waters are important for the development of thermal/spa tourism
(Edinsel and Adigiizel, 2014). In European countries, thermal health tourism has become a rapidly
developing sector by integrating with the geographical and climatic structure of the regions. In
particular, the natural beauties of developing countries such as Hungary and Austria, their policies in
the field of health tourism, and the fact that the countries are centers of attraction for tourism at
international level also positively affect the activities of thermal tourism (Johnston at al., 2011).

Thermal tourism in North America includes the provision of integrated health services with
comprehensive practices such as spa, yoga, and meditation in order to support the social,
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psychological and cultural development of people. Health institutions serving in this context in the
USA are inspected by quality institutions such as JCI (Joint Commission International) and their
sustainability is ensured. It is stated that the contribution of thermal health institutions that have JCI
accreditation in the American tourism sector is 72.4%. The high-income level of the society and the
potential for the elderly population has also increased the demand for thermal health tourism in the
USA (Csirmaz and Peto, 2015).

From the perspective of Turkey, it is seen that the popularity of thermal tourism services and
businesses within the scope of health tourism has increased. Factors that play a role in the
development of thermal tourism in Turkey can be listed as the increase in people's interest in thermal
treatment methods, the increase in the proportion of the elderly population in the world, and the high
pricing implementation in other world countries (Selvi, 2011). Besides to these, Turkey's high
geothermal resource potential has a very important place in the development of thermal health
tourism. The characteristics of geothermal waters in Turkey are that the output flow is high, the depth
of arrival and temperature are high, and high mineral content. In addition, the fact that the regions
where thermal springs are located has the maritime climate, clean air and forestlands, increase their
attractiveness (Tirksoy and Tiirksoy, 2010).

According to statistical data, there are more than 1800 spot with thermal spring Turkey. However,
only 6% of these resources are actively used. An average of 10 million domestic and more than
300,000 foreign tourists stay in these thermal facilities annually. 267 of these facilities were approved
as cure centers by the Ministry of Health and received a tourism investment certificate from the
Ministry of Culture and Tourism. Considering the distribution of thermal health facilities to the
regions of Turkey, 33.5% is in the Aegean, 28% in Central Anatolia, 20% in the Marmara, 10% in the
East and Southeast, and 8% in the Mediterranean and Black Sea Regions (SGK, 2019). It is seen that
thermal facilities in Turkey have a lower share in the market when compared in Turkey and at an
international level. The reasons for this can be listed as the property rights in the areas where thermal
facilities are established, lack of legal and political regulation, insufficient integration of health
services, deficient marketing approaches, inadequacy of facility design, etc. (Selvi, 2011). When we
look at world, 10 million foreign tourists in Germany and Hungary, 8 million in Russia, 1 million in
France and 800 thousand in Switzerland are hosted in spa facilities for thermal health tourism. In
Japan, 13 million tourists go to city of Beppu annually only for thermal tourism purposes. This value
is equivalent to 61.9% of Turkey's tourism, and this value is only for the city of Beppu. There are also
many cure centers in Russia and these cure centers host 8 million tourists annually (Global Wellness
Institute, 2021).

Thermal health facilities in Turkey are demanded by people with certain diseases. Certain diseases
that thermal springs in Turkey with different features support the healing and medical treatment
process are in general diseases related to rheumatic, dermatological, blood circulation disorder, liver,
gallbladder, cardiovascular, respiratory, paralysis, kidney and surgery indications (Tengilimoglu and
Karakog, 2020).

It is seen that various strategies are included in the country's policies in order to evaluate the
thermal spring waters in Turkey more efficiently and effectively. In this context, the first strategic plan
was prepared by Republic of Turkey Ministry of Culture and Tourism in 2007. Within the scope of
Turkey Tourism Strategy (2023), action plans have been created in terms of the problems, solutions
and sustainability of health tourism. With the Thermal Tourism Master Plan (2007-2023), it is aimed
to determine the areas where the thermal springs are located and their characteristics, to provide the
necessary investments and incentives to the relevant geographical regions, to carry out studies for the
efficient use of resources, and to protect natural areas. In order to achieve these goals, the Tourism
Incentive Law No. 2634 came into force and some regions were declared as thermal tourism areas in
order to benefit from the incentives. The places declared as Thermal Tourism Region are as follows:
(Numanoglu et al., 2014):
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Southern Marmara Thermal Tourism Cities Region: Balikesir, Bursa, Canakkale, Yalova

East Marmara Thermal Tourism Cities Region: Bilecik, Kocaeli

South Aegean Thermal Tourism Cities Region: Aydin, Denizli, Manisa, Izmir,

Phrygian Region Thermal Tourism Cities Region: Afyonkarahisar, Ankara, Usak, Eskisehir,
Kiitahya

Central Anatolian Thermal Tourism Cities Region: Aksaray, Kirsehir, Yozgat, Nevsehir

¢ North Anatolian Thermal Tourism Cities Region: Amasya, Sivas, Tokat, Erzincan

e Western Black Sea Thermal Tourism Cities Region: Bolu, Diizce, Sakarya

2.3. General Information About Akyazi

Akyaz district is located at a distance of 27 km from Sakarya city center, 88 km from Kocaeli, 270
km from Ankara, 190 km from Bursa, and 175 km from Istanbul in terms of its geographical location.
Transportation to the district can be made both by intercity bus services and transferring from Istanbul
and Sabiha Gokgen Airports, which are a few hours away. In addition, the fact that Akyazi district is
located on the Northern Marmara Highway facilitates transportation from many regions by private
vehicles.

Climate: Since Akyazi district is located in the climate transition zone, four seasons are
experienced distinctly. Predominantly, Mediterranean and Black Sea climate characteristics are felt.
Average temperatures range between 3-29 degrees Celsius. The highest temperatures (29 degrees)
occur in July-August, and the lowest (3 degrees) in January-February. Precipitation is generally in the
form of rain and mostly pours in the months of December-January-February and March (Culture and
Tourism Ministry, 2021).

Flora: Due to the Mediterranean and Black Sea climates in the Marmara region of Akyazi, there
are large forestlands in Samanli Mountain, which is a part of the North Anatolian Mountains. Regional
forests; consists of chestnut, maple, hornbeam, linden, poplar, plane tree and oak tree communities.
Especially beech and oak communities are used in the lumbering and sub-industry sector under the
control of the General Directorate of Forestry (Akyazi Municipality, 2020).

Nature Beauties: Akyazi has a young surface structure that was formed in the 3rd and 4th
geological times. Some mountain and plain shapes were formed as a result of fractures and folds in the
earth's crust due to fault movements in these periods. Especially as Akyazi residential district, it was
built on flat plains at the foot of folded mountains. The most important of the mountains surrounding it
and the one having a unique view are Mount Keremali and Aksartepe. There is the Mudurnu Stream,
which takes its source from the waters on the mountain peaks, in the north of Akyazi, where the slope
of Askartepe decreases towards the Black Sea. In the Kuzuluk region, there is Siiliiklii Lake, which is
formed by the spring waters coming to the surface from the fault cracks in the region collapsed as a
result of tectonic movements. In addition, Acelle Plateau in Akyazi is covered with coniferous and
broad-leaved forests. Eniste Stream runs through the middle of the plateau, and there are fungal
species that appear in certain periods, such as milk cap and morel, which strengthen the immune
system. Sultanpinar Plateau, whose altitude is 1200 mt. and to where access is rather easy is one of the
natural beauties of Akyazi. There are mixed forests on the skirts of this plateau and fir forests on the
upper borders. The fact that Sultanpmar Plateau is surrounded by wide meadow plains offers
opportunities for people to spend time with nature and to camp. Davlumbaz Plateau is one of the
geographical beauties of the region where wooden houses, walking and recreation areas are located,
covered with forests, located to the west of Siiliiklii Lake. On the other hand, there is a walking track
whoose length is 13 km where scotch fir forestland in Akyazi Ahmediye region and Karadagdere
waterfall at the end of the track (Sakarya Governorate, 2020).

Demographic Structure: The widespread industrialization around Akyazi caused immigration
from the undeveloped regions around it. In addition, the thermal tourism-based thermal springs of
Kuzuluk operate with a time-share system, which also affects the population growth in the district. In



Assessment of Thermal Tourism Potential 307

addition, the fact that the common livelihood in the district is based on agriculture causes the
population density to be higher in the plain villages.

Features of Thermal Springs in Akyazi: The characteristics of the thermal waters of Akyazi were
analyzed by the General Directorate of Mineral Research and Exploration (2017) during the drilling
studies. It has been determined that the water comes from three different fault sources, is in the soda
hot water group, and contains carbon dioxide. Its temperature is 59-80 degrees. In addition, the
radioactivity of Akyazi thermal waters is between 3.9-7.3 mean, and the pH is between 6.8-8.2. It is
known that thermal waters with these properties can be used with bath cures to support the treatment
of rheumatism, arthritis, gynecological diseases, dermatological and blood circulation diseases. It is
stated that the therapies applied with thermal water vapor in Akyazi are soothing and relaxing to the
nervous system. Akyazi has a soil structure similar to the world-famous mud called Fungo, and it is
known that mud baths accelerate the healing process of skin diseases. In addition, there is potable
mineral water containing sodium bicarbonate and chloride with a radioactivity of 8.6 mean and a pH
of 6.6 at a temperature of 18 degrees in the region. It is known that this water especially benefits
individuals with stomach, intestine, kidney and diabetes diseases. It is stated that this water, which is
especially drinkable, does not have diuretic and laxative effects (Termalrehber, 2012).

I1l. METODOLOGY
3.1. Purpose and Importance of the Research

It is aimed to reveal the health tourism potential of Akyaz1 and to present an objective point of view
to the relevant stakeholders and investors in present study. In countries with thermal health tourism
potential such as Singapore, Bangladesh, and Mexico, scientific studies are used while creating
strategic plans and targets (Borovi¢ and Markovig, 2015; lzadi at al., 2012; Sigh, 2019). In Turkey,
there are many academic studies that support to reveal the potential of thermal health tourism and to
create strategic plans and targets. It is seen that current situation analyzes and strategic action plans
are created based on national data (TURKSTAT etc.) and stakeholder views, especially in many
regions like Afyon, Kocaeli, [zmir/Cesme, Denizli/Karaayit etc., which has been declared as a thermal
tourism city (Sandik¢1 and Ozgen, 2013; Cicek and Avderen, 2013; Kaya, 2019; Doruk, 2019).
However, there are no studies in the literature on the determination of Sakarya/Akyazi thermal health
tourism potential. It is thought that this research will be a guide to revealing the thermal health tourism
potential in Akyazi and to the studies that will be carried out by local administrators, investors and
national level administrators for Akyazi.

3.2. Method

This study was designed as qualitative research. Within the scope of the study, in-depth interview
method was applied on the subject and SWOT analysis was carried out in accordance with the purpose
of the research. Semi-structured interviews were conducted with the health tourism stakeholders in the
district who accepted the interview proposal according to the research purpose. The data obtained
were made ready for evaluation by dividing them into dimensions with the qualitative analysis
method. For this purpose, 10 stakeholders including 2 officials from Akyazi Municipality, 1 thermal
facility operation manager, 1 tourism tour company official, district state hospital chief physician,
district health director, 1 academician, District Forestry Affairs Director, 1 Chamber of Industry and
Commerce official, the secretary-general of district governorship were interviewed in January 2021.
The interviewees were determined according to the purposive sampling method in order to evaluate
different perspectives. Due to the Covid-19 pandemic process, some stakeholders could not make an
appointment, and some did not return. For this reason, the number of people interviewed was limited
to 10. The research protocol was approved by the Sakarya University of Applied Sciences Ethics
Committee with the decision dated 31.03.2021 and numbered E-26428519-044-8871.
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The questions asked to participants are as follows:

- What are strengths and weaknesses of Akyazi in thermal health tourism?

- What are environmental opportunities and threats of Akyazi in thermal health tourism?
- What are your current or planned projects in Akyazi for health and thermal tourism?

- If thermal health tourism develops, what will be its contribution to the region?

- What are your suggestions for development of health tourism in Akyaz1?

The interviews were completed within 60-90 minutesand recorded with a voice recorder upon
permission of the participants. After all the interviews were completed, the audio recordings were
transcribed and the data was transferred to the demo version of MAXQDA-12, a qualitative data
analysis program. Then, the items in Table 1 below were obtained according to the SWOT analysis
sub-categories (strengths, weaknesses, opportunities, threats) and other (contributions, suggestions)
categories.

IV. FINDINGS

The data obtained as a result of in-depth interviews with Akyazi health tourism stakeholders within
the scope of the research are analyzed in Table 1 below under the SWOT analysis sub-categories.
According to this;

Strengths: Participants argue that existing resources and opportunities should be discovered and
used for the development and sustainability of health tourism and other types of tourism in Akyazi. In
addition, the participants agree that the region will turn into a brand destination in the field of thermal
health tourism with the systematic and integrated management and evaluation of existing
opportunities. According to the information obtained during the interviews, the presence of plateaus,
lakes, forested areas and endemic plant species unique to the region in Akyazi is considered as a
strong aspect that offers tourists the opportunity to spend time with nature. The fact that Akyazi is one
of the very few places with high temperature (60-80 degrees) thermal springs in Turkey is an
opportunity that will provide a competitive advantage in the development of health tourism. In
addition, as a result of underground water potential and drilling studies carried out by authorized
institutions, new sources were discovered in various areas in the district. The fact that investments are
directed to these places in the context of health tourism also provides convenience in terms of
developing the health tourism potential. It is also thought that its geographical and geopolitical
location would provide an opportunity for the development of health tourism in Akyazi. The fact that
the region is located on the E-5 and the North Marmara highway is considered among the strengths.
Especially being located in the temperate climate zone are evaluable opportunities for the creation and
revive the existing tourism potential in Akyazi. The fact that not only health tourism but also other
types of tourism (highland, eco, geriatrics, disabled, etc.) can be developed in Akyazi will offer
various socio-cultural alternatives to health tourists who come for treatment and rehabilitation. Thus,
with its strengths, Akyazi will provide incoming tourists with versatile and integrated tourism options.

Weaknesses: According to the interviewees, the most important of the current negativities in the
development of the health tourism potential in Akyazi is the lack of necessary promotion and
marketing activities. Promotion activities are not based on a strategic plan and inadequate, especially
since the region needs investment in the field of health tourism and creating a customer profile and
destination image. Apart from this, the lack of activity areas that can be promoted, support health
tourism and attract the attention of incoming tourists and investors is one of the deficiencies in the
development of tourism in Akyazi. In addition, the most important feature of a tourism destination in
terms of positively affecting the perception of investors and customers is the attractiveness and
modernization of environmental/urban design. However, it is stated by the research participants that
Akyaz1 is quite inadequate in this regard. In the city, there are mostly slum-style construction,
unplanned urbanization, urban transportation problems. Although there is a potential for the
development of health tourism in the city, it is emphasized that the cooperation and communication
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with the stakeholders necessary for its development is insufficient. In order to revive health tourism in
the region and attract investors and customers, stakeholders do not have clear job descriptions and
responsibilities, and joint activities and projects are not organized. The lack of institutions providing
tourism and quality health services in the region and the lack of qualified personnel are considered
among the obstacles to the development of health tourism in Akyazi. In addition, the lack of public
knowledge, interest and support about the activities for the development of health tourism in Akyazi is
also expressed as one of the current weaknesses.

Threats: Interviewees state that there are some environmental factors that are effective in the
development of health tourism in Akyazi and that their negative effects on Akyazi can be prevented if
required precautions are taken. Accordingly, one of the most important external environmental threats
in health tourism in Akyazi is the directing of public and private sector investments to other nearby
cities and districts. For this reason, the faster development of these places within the scope of health
tourism compared to Akyazi is also considered as a threat. Apart from these, the presence of factories
around the district, the deterioration of natural beauties and the increase of environmental pollution
pose a great risk. Supporting industry, agriculture, etc. sectors, instead development of the service
sector (tourism and health, etc.) for both employment and capital investment in the regions is one of
the factors that threaten the development of health tourism in Akyazi. In addition, socio-economic
events in Turkey and in the world (economic crisis, epidemic, etc.), decrease the income level /
solvency of individuals, social and political instability in neighboring countries are expressed as
external environmental factors that may adversely affect the current customer-investor potential by
interviewees.

Opportunities: Participants see that providing policies and incentives for local regions as an
opportunity to facilitate access to communication and technological opportunities with globalization,
and to develop global health tourism mobility between Turkey and international organizations. In
addition, the development and facilitation of transportation facilities, the increase in the average life
expectancy of people, the increase in the demand for protective, supportive and complementary health
services rather than medical services are also seen as opportunities.

Table 1: SWOT Analysis of Akyazi1 Related to Thermal Health Tourism

I: Interviewees

[0)
STRENGTHS 11213lals5l6l718!l9l10 Number] %
Having natural beauties ++ |+ |+ |+ |+ |+ +|+] + 10 100.0
Co-development of other types of tourism (nature, clelelelalslslslel s 10 100.0
plateau, thermal, etc.)
Having thermal spring waters ++ |+ |+ |+ |+ |+ +|+] + 10 100.0
Favorable climatic conditions +l |+ | H ||+ |+ ]+ + 9 90.0
Geographically close to major cities + |+ + |+ |+ |+ |+ |+ + 9 90.0
It is located where intercity transportation networks
(e-5, Northern Marmara highway) are developed. T R R 9 900
Finding investment areas + |+ |+ |+ ]|+ + |+ |+ |+ 9 90.0
The faculty providing education in the field of
health services and tourism is located in Akyaz LTI T 8 800
Currently, projects in the field of health tourism A R A A 8 80.0
have been developed
The high quality of thermal waters to support cl el sl alsl+1+ 7 700
treatments
Carr){lng out organic farming activities that will + 4 + |+ 4 400
contribute to tourism
Organization of local entertainment-festivals + | + 2 20.0
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Table 1: SWOT Analysis of Akyaz1 Related to Thermal Health Tourism - Continue

WEAKNESSES

::?ts;fflmentpromotlon and marketing activities of the el sl el 4l sl sl el sl & 10 100.0
Lack of places to have a good time (cafe, park, el el ol el sl el 41+ + 10 100.0
restaurant)

L?tz:\;jequate transportation and infrastructure in the I O R el 4] 9 90.0
Lack of qualified personnel required for tourism and ol el el ol el 4l 8 80.0

health tourism activities

Insufficient cooperation between institutions |+ H| |+ + +] + 8 80.0

The city has an unattractive structure in terms of

. +| +| +| + +| + + 7 70.0
urban design.
Lack of quality certified chain and group style hotels I I O O I O 6 60.0
and health institutions ]
Low potential of young population who can work + o+ + 4| 4+ 6 60.0
actively '
Insufficient number and quality of thermal facilities +|+| + + +| + 6 60.0
Having a negative image of the city among the el o4 + 5 500
society '
Inability of local governments to provide the el s + + 5 500
necessary resource allocation '
Health services are limited to state hospitals only. + +|+| + + 5 50.0
Lack of public interest and support +| + +|+| + 5 50.0
Restrlcted intercity public transport services, no + + + + 4 400
terminal
THREATS
Increased private and public investments in nearby el el ol o+l el 41+ + 10 100.0

cities and towns

Being a first degree earthquake zone +| + ||+ | ]+ 9 90.0

Nearby provinces and districts are more developed in

the field of health tourism Sl Bl Tl Bl Bl B 9 90.0

Factories operating in the immediate vicinity

. . +| +| +| + +| 4+ +| + 8 80.0
intensively

Giving more importance to other sectors (industry,

- ) . |+ |+ O+ 8 80.0
agriculture, etc.) in the region
The out-migration of the city ++|+H] + + + 6 60.0
Decrease in the income level of the society ||+ ] +] + 6 60.0
Negative events like political etc. in neighboring + + 4|+ 4 40.0
countries affecting Turkey as well
Inadequate legislative regulations +| + 2 20.0
Uneven distribution of thermal water resources + + 2 20.0
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Table 1: SWOT Analysis of Akyaz1 Related to Thermal Health Tourism — Continue

OPPORTUNITIES

Expansion o_f com_mumcatlon and information el el ol 4+l 4l 4] + 9 90,0
resources (social media, web, etc.)

S_tate _mcentlves_for the development of cities in the + el sl sl sl ol s 8 80,0
direction of tourism

Having  public-private _partnershlps for the + ++ I I O O 7 70.0
development of health tourism

Development and facilitation of transportation + ol el 4l 4 + 4 7 70,0
systems around the world

The aging of_the world population and the I I P O O O 7 70,0
prolongation of life expectancy

Increasing health tourism education in universities + + +]+] + 5 50,0
The services prowdegl in health tourism are covered + + + +l 4 5 50,0
by the general health insurance

Increasmg_demand for complementary alternative O O 4 40,0
health services

I: It represents the interviewees. Within the scope of the privacy of personal information, the participants were
codedasl, 12, ...

Do you have any work for the development of health tourism?

As a result of the interviews, it was determined that interviewees carried out certain studies within
their own authority and duty responsibilities. The participants, who do not have any study, stated that
they are willing to establish partnerships and contribute to the projects created and supported within
the scope of the state-private sector.

According to the statements of the interviewees, it was learned that the establishment of a physical
therapy and rehabilitation center, which can also be benefited from thermal waters, in order to develop
health tourism in Akyazi, was carried out and zoning plans were prepared. It has been determined that
the establishment location of this center has been allocated, other tourism areas that will provide
support have been started to diversify, a 4-year undergraduate education faculty has been established
in order to create employment power, and relations with senior management have been kept alive for
capital needs.

If Tourism and Health Tourism develops, what will be its contribution to the region?

In the interviews with the research participants, it was stated that Akyazi could become a brand city
in the field of health tourism if the projects carried out are completed and the new plans planned to be
created are implemented. It has been stated by the participants that Akyazi's gaining a destination
characteristics in the field of thermal health tourism contributes to the economic development and
modernization of the region, to increase its social-cultural interaction, to gain international
recognition, to turn it into a center of attraction for customers and investors, to increase health
indicators, to increase access to quality health services, to prevent local people from emigration, to the
creation of a qualified health workforce potential and to increase in income and development of
different sectors (travel tours, restaurant shopping businesses, banking, accommodation businesses,
etc.) (See Table 2).
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Table 2: Contribution of Tourism and Health Tourism to the Region

CONTRIBUTIONS L1213 (141516 |17 18|19 | 110 | Number | %
It will provide economic development. | + | + | + | + | + | + | + | + | + | + 10 100.0
It will also enable the development of

different sectors (accommodation, | + | + | + | + | + | + | + | + | + | + 10 100.0
transportation, etc.)

The income _of local people and el e lalel sl slslel sl + 10 100.0
tradesmen will increase.

Social activity areas will increase. + | + + |+ |+ |+ |+ |+ ]|+ 9 90.0
A modern city image will be created by

contributing to the socio-cultural | + | + | + | + | + | + | + | + + 9 90.0
development of Akyazi.

It will attract the attention of new

investors and develop investment | + | + | + | + + | + + | + 8 80.0
projects.

The increase in  social-cultural

interaction provides the development + |+ |+ |+ |+ |+ |+ 7 70.0

of the region in this sense.

If the foreign market develops, foreign
exchange flow accelerates local + |+ |+ |+ |+ + 6 60.0
development.

It will create employment for the

; + + + + + 5 50.0
unemployed and young population.
It will increase the value of property + + |+ + 3 300
and lands.
It will increase the customer potential + + |+ + 3 300

in the field of health tourism.

What are your suggestions for the development of health tourism in Akyazi?

In the interviews held with 10 stakeholders in the field of health tourism in Akyazi, they were
asked to provide their suggestions and opinions in order to shed light on this research and the practices
to be carried out. With the data obtained, it was determined that the interviewees stated that strategic
partnerships and collaborations should be provided and coordination between institutions should be
increased in order to develop health, thermal and other types of tourism in Akyazi. Many suggestions
such as removing the negative perception about Akyazi from the 1970s, which is not valid today,
increasing the promotion of the city with the effective use of new communication technologies,
determining the priorities in health services by considering the health needs of the world, country and
local people, structuring the facilities to provide health services according to international standards ,
making feasibility and cost/profit analyzes on resource allocation, ensuring the controlled use of
natural resources by taking them under protection, creating a modern and orderly city environment by
creating urbanization/structuring plans, revitalizing social-cultural activity areas, etc. are offered.
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Table 3: What Can Be Done for the Development of Tourism and Health Tourism in Akyaz1

SUGGESTIONS 1 ; é ‘Il :3 é ; ;3 é 1|0 Number | %

To increase cooperation and communication

between institutigns. R R R R 10 100.0
Increasing the promotion of the city + |+ |+ |+ |+ |+ ]|+ ]+ + 9 90.0
Conducting feasibility studies (cost, capital, clalslelslelsls 8 80.0
market research) '

Protection and development of the natural + 4 tlalelels + 8 80.0
structure of other tourism areas ]

Renovation and modernization of existing I P O O O + 7 20.0
facilities. '

Ensuring the employment of qualified and + R P R O O 7 20.0
expert personnel '

Pilot implementations of projects and I R A + 1+ 6 60.0
research '

Utilizing government incentives + |+ |+ + |+ |+ 6 60.0
The destruction of negative perception from

the 19705, which is not valid tgday.p It ¥ ¥ 5 500
Based on compliance with International I R A + 5 500
Standards '

Informing, raising awareness, participation + + |4 + 4 400
and support of the local people '

V. CONCLUSION AND RECOMMENDATIONS

It is known that there is the potential to carry out various tourism activities such as Health, thermal,
nature, etc. in Akyaz1 (Sandik¢1 and Ozgen, 2013). Provided that Akyazi's natural beauties, healing
water resources and climatic conditions are evaluated and used in the context of health tourism from
different perspectives, it will become an important tourism attraction center and gain a health tourism
destination characteristic. In this context, a SWOT analysis was conducted by conducting in-depth
interviews with the relevant stakeholders in the region in order to reveal the health tourism potential of
Akyazi from a strategic point of view. Based on the results obtained, various suggestions were
presented.

Akyazi's most important strengths revealed with the SWOT analysis conducted based on
stakeholder views in terms of health tourism potential are It has therapeutic, high-temperature
geothermal springs, natural beauties such as plateaus, lakes, forest areas, plant diversity, etc. In this
context, Akyazi should use its existing natural resources as a tourism tool within the permissions and
controls of the authorized institutions without harming the environment. E.g; The effect of thermal
spring water resources, which are determined other than Kuzuluk thermals, on treatments should be
determined by pilot studies, and their preferability should be ensured for patients and institutions by
making cost-benefit analyzes. In literature, it is stated that using spring water accelerates healing
process after medical treatment and customer loyalty in application centers is high (Celik, 2016). The
results of the analysis should be announced in national and international broadcast and press channels,
used within the scope of marketing activities, and the city should be promoted in this sense. In
addition, in the context of health tourism and thermal tourism, target markets should be determined
and information should be given about the natural beauties in the surrounding area. When choosing the
target market, big cities with high potential for both customers and investors and countries with similar
socio-cultural aspects should be selected. Tools such as social media, websites, notice boards,
brochures should be preferred for promotional activities. Forest hiking trails, camping areas, recreation
facilities, social life areas, etc., can be installed through organizations such as NGOs and
municipalities in order to provide a health tourism experience intertwined with nature (Piri, 2012). In
international studies, it is stated that there is a high increase in number of customers compared to



314 Hacettepe Journal of Health Administration, 2022; 25(2): 301-318

previous years, as corporate promotions of complementary treatment centers with thermal tourism
content are made on the web and social media. In addition, in project for revitalization of thermal
tourism in Kayseri, local governments have taken initiatives to increase attractiveness of region by
organizing social-cultural activities for tourists. It has been stated that satisfaction of health tourists
about these activities and environmental regulations has increased (Bayram and Akkiilah, 2020).

According to the SWOT analysis, Akyazi's deficiencies in terms of the development of tourism,
health tourism and other tourism activities was determined as insufficient city promotion and modern
urbanization, lagging behind the existing thermal facilities compared to other regions and facilities
around the world in terms of number and quality, not meeting thermal health tourism standards,
having no institution other than the state hospital that provides direct health services, the lack of
qualified employees who can offer health and thermal cure services together, the inadequacy of
investments and cooperation needed for the development of tourism, and the reluctance of the public
to support. First of all, in order to attract investors to the region on thermal tourism and health tourism
facilities, relevant stakeholders should promote the region through collaborations and meetings. For
example, sector managers, non-governmental organizations, health workers, etc. should be able to
hold panels, seminars, congresses, etc. for the development of health tourism in Akyazi, by coming
together and inviting special guests. Promotional activities can be organized for potential customers,
various campaign packages and accommodation opportunities can be offered (Bayat and Yalman,
2020; inci and Sancar, 2017). In addition, not only local governments should be authorized for
systematic urbanization and construction, but also the relevant authorities of the ministries should be
mobilized. The reports and projects needed for this should be prepared and presented to those
concerned, and their awareness of Akyazi should be increased. High quality and eligible activities that
will provide differentiation in the region should be developed for the new thermal and health facilities
to be established. Employment of well-equipped and experienced healthcare professionals who can
follow the before and after treatment of patients who come to the facilities for treatment and apply
thermal cure methods to support the treatment process should be provided (Heung and Kiigiikusta,
2013). For this, the potential of university students having education in the field of health sciences in
Akyazi should be evaluated. In addition, it is very important to get the support of the public for the
development of health tourism in Akyazi. To this end, public information can be provided, and their
perceptions and expectations can be measured and evaluated using various scientific methods.

The opportunities and threats obtained by SWOT analysis within the scope of the research are the
factors that should be evaluated in terms of Akyazi's development in health tourism. In this context,
the opportunity to benefit more from government incentives in the field of health tourism should be
created, and coordination between local governments and the Ministry of Health should be ensured for
the implementation of the public-private partnership model proposed in the Health Transformation
Plan in Akyazi (Zengin and Eker, 2016). Thermal therapies for the care of the elderly, cures,
recreational activities that facilitate life for individuals with disabilities, nutritional counseling for
nutritional disorders, wellness programs for gaining vitality and eliminating mental and psychological
disorders should be offered (Choi and Sirakaya, 2006). While planning thermal and health tourism
activities, developing technologies in the world should be closely followed and included in the
provision of health services by purchasing/leasing. Health and thermal tourism areas should be
prevented from being affected by environmental negativities. Particularly, the factories operating
extensively in Akyazi should be trained on waste management and environmentally friendly
production practices, and protected areas should be created to prevent damage to natural beauties.

One of the important limitations of this research is that data was collected from a limited number of
participants in order to evaluate thermal health tourism potential of Akyazi. In addition, study is in
qualitative research design and face-to-face interviews were conducted with local governments to
collect data. In future studies, quantitative research can also be conducted with local health tourism
stakeholders using the survey method. The perception and support of local people is also important in
terms of sustainability of tourism activities in a region. Further studies can be done to measure the
health tourism perception and support of Akyazi people.
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ARASTIRMA MAKALESI

_ DAHILIYE KLINIKLERINDEKI HEMSIRELERIN YENILIKCI
OZELLIKLERININ VE KANIT TEMELLI HEMSIRELIGE ILISKIN
TUTUMLARININ BELIRLENMESI

*

Safiye YANMIS
Sadiye OZCAN ™

0z

Bu ¢alismanin amaci, dahiliye kliniklerinde c¢alisan hemsgirelerin yenilikci o6zelliklerinin, kanit temelli
hemgirelige iliskin tutumlarimin ve bunlart etkileyen faktorlerin belirlenmesidir. Tammlayici nitelikteki bu
arastirma, dahilive kliniklerindeki 76 hemsire ile yiiriitiildii. Verilerin toplanmasinda Kisisel Ozellikler Formu,
Bireysel Yenilik¢ilik Olgegi (BYO) ve Kanita Dayali Hemsgirelige Yonelik Tutum Olgegi (KDHYTO) kullanild:.
Veriler SPSS V23 program: kullanilarak analiz edildi. Hemsirelerin BYO toplam puan ortalamasinin
68,05+7,05, KDHYTO toplam puan ortalamasinin 48,20+2,78 oldugu tespit edildi. Calismada KDHYTO ile BYO
ortalama puanlart arasinda pozitif yonde bir iligki saptandi (p<0,05). Arastirmaya katilan dahiliye kliniklerinde
calisan hemgirelerin yenilik¢ilik diizeylerinin orta ve yenilik¢i ozelliklerinin “sorgulayict” oldugu, kanit temelli
uygulamalara karst tutumlarmin da orta diizeyde oldugu belirlendi. Ayrica bu kliniklerdeki hemsirelerin
yenilik¢i ozelligi arttikga, kanita dayali uygulamayla ilgili tutumlarinin da arttigi belirlendi. Hemsirelerin kanita
dayali uygulamalar: kullanmalart icin yenilik¢i ozelliklerinin 6n plana ¢ikarilmast ve desteklenmesi
gerekmektedir.

Anahtar Kelimeler: Hemsgirelik, dahiliye klinikleri, bireysel yenilik¢ilik, kanita dayali hemsirelik, tutum

MAKALE HAKKINDA

* Ars. Gor. Dr., Erzincan Binali Yildurim Universitesi, Saghk Bilimleri Fakiiltesi, I¢ Hastaliklar Hemsireligi Anabilim Dali,
safiyeyanmis61@gmail.com

https://orcid.org/0000-0002-9095-4048

™ Dr. Ogr. Uyesi., Yalova Universitesi, Saghk Bilimleri Fakiiltesi, Dogum ve Kadin Hastaliklari Hemsireligi Anabilim Dals,
sadiyeozcan24@gmail.com

https://orcid.org/0000-0003-4468-5542

Gonderim Tarihi: 29.09.2021
Kabul Tarihi: 11.04.2022

Atifta Bulunmak Igin:

Yanmus, S., & Ozcan, S. (2022). Dahiliye kliniklerindeki hemsirelerin yenilik¢i ozelliklerinin ve kanit temelli hemsirelige
iliskin tutumlarinim belirlenmesi. Hacettepe Saglik Idaresi Dergisi, 25(2): 319-334


https://orcid.org/0000-0002-9095-4048
https://orcid.org/0000-0003-4468-5542

320 Hacettepe Journal of Health Administration, 2022; 25(2): 319-334

RESEARCH ARTICLE

DETERMINATION OF INNOVATIVE CHARACTERISTICS AND
ATTITUDES TOWARDS EVIDENCE-BASED NURSING IN
INTERNAL MEDICINE CLINICS

Safiye YANMIS *
Sadiye OZCAN ™

ABSTRACT

The aim of this research is to determine the innovative characteristics of the internal medicine nurses, their
attitudes towards evidence-based nursing and the factors that affect it. This descriptive study was conducted with
76 nurses in internal medicine clinics. Personal Information Form, Individual Innovativeness Scale (I1S) and
Evidence-Based Nursing Attitude Questionnaire (EBNAQ) were used to collect data. Data were analyzed by
using SPSS v23. Total mean score of ISS was 68.05+7.05, while total mean score attitude towards EBN was
48.20+2.78. In this study, a positive relationship was determined between total mean score attitude towards EBN
and total mean score IIS (p<0.05). It was determined that the internal medicine nurses who participated in this
study had moderate innovativeness and “questioning” innovative characteristic, and they had moderate level of
evidence-based practice attitudes. In addition, it was determined that as the innovativeness of the nurses in these
clinics increased, their attitudes towards evidence-based practice also increased. In order for nurses to use
evidence-based practices, their innovative features should be highlighted and supported.

Keywords: Nursing, internal medicine clinics, individual innovativeness, evidence-based nursing, attitude

ARTICLE INFO

* Res. Assist. Dr., Erzincan Binali Yildirim University, Faculty of Health Science, Department of Internal Medicine Nursing,
safiyeyanmis61@gmail.com

https://orcid.org/0000-0002-9095-4048

™ Assist. Prof., Yalova University, Faculty of Health Science, Department of Obstetrics and Gynecology Nursing,
sadiyeozcan24@gmail.com

https://orcid.org/0000-0003-4468-5542

Recevied: 29.09.2021
Accepted: 11.04.2022
Cite This Paper:

Yanmus, S., & Ozcan, §. (2022). Determination of innovative characteristics and attitudes towards evidence-based nursing in
internal medicine clinics. Hacettepe Saglik Idaresi Dergisi, 25(2): 319-334


https://orcid.org/0000-0002-9095-4048
https://orcid.org/0000-0003-4468-5542

Hemsirelerin Yenilik¢i Ozelliklerinin ve Kanit Temelli Hemsirelige Iliskin Tutumlart

I. GIRIS

Hizli degisen diinyada degisikliklere uyum saglamak, bireysel ve toplumsal agidan mesleki yasami
stirdiirebilmek i¢in kurumlar, ¢aliganlar, idareciler ve 6grenciler kendilerini siirekli olarak yeni gelisen
durumlara hazirlamalidir (Almansa vd., 2013; Sarioglu Kemer ve Altuntag, 2017). Bireylerin
yenilikleri kabul etme diizeyleri farklilik gostermektedir. Bu farkliliklar, bireylerin yeni gelisen
durumlar1 daha geg veya erken kabul etmesine, daha az veya daha fazla degisimi istemesine ve sonug
olarak az ya da ¢ok riske girmesine neden olmaktadir. Literatiirde yenilik¢i 6zellige sahip olmayan
kisilerin bilgiye ulasma, onu kullanma ve tekrardan yapilandirma, problem ¢dzme, iiretme, analiz ve
sentez yapma, yeniliklere adapte olma, elestirel ve yaratici diisinme konularinda da basarili
olamadiklar bildirilmektedir (Hughes, 2006; Kaya vd., 2015).

Saglik alaninda yenilik¢i hizmetlerin ve iriinlerin kullanimiyla birlikte erken tani ve tedavi
olanaklar1 arttirilarak, gelecekteki olasi maliyetler i¢in Onlem alinabilir. Hemsireler, yenilikei
hizmetleri toplum ve bireylere ulastirmada 6nemli rolii olan saglik profesyonelleri arasindadir (Ertug
ve Kaya, 2017; Kartal ve Kantek, 2018; Sengiin, 2016). Hemsirelerin yeniliklere agik olmasi, yenilikgi
uygulamalara karsi diren¢ gostermemesi, yeni hizmetler {iretebilmesi, yenilikleri pratige
uyarlayabilmesi ve yenilik¢i rollerini yerine getirmesi sayesinde, hasta bakiminda gereksinimlerin
neler oldugu 6nemli Glgilide tespit edilmekte ve bu gereksinimlerin kargilanmasi miimkiin olmaktadir
(Baksi vd., 2020; Thomas vd., 2016). Profesyonel anlamda yenilik¢i 6zellige sahip olan hemsireler,
hastalarin ihtiyaclarin1 karsilamada yeni fikir, hizmet, uygulama ve {iriinler iiretebilir ya da halihazirda
var olan {irlinleri degisik sekillerde kullanabilir.

Yenilik¢i ugulamalar1 kanita dayali uygulamalardan ayr1 diistinmek miimkiin degildir. Bilgiyi
bulma, degerlendirme, yorumlama ve uygulama gibi kanita dayali uygulama becerileri, 21. yiizyil
saglik profesyonelleri igin temel niteliklerdir (André vd., 2016; Horntvedt vd., 2018). Kanit temelli
uygulamalar, herhangi bir konuyla ilgili literatiiri tarama, bu taramaya yonelik sonuglart
degerlendirme ve eldeki tiim bu verileri temel alarak karar vermenin gerceklestigi klinik problem
¢ozme siireci olarak tanimlanmaktadir (Dastan ve Hintistan, 2018; AbuRuz vd., 2017). Kanita dayali
uygulamalar, yeniliklerin bireylerin kullanimina, yasanilan ¢evreye, kuruma ya da meslek gruplarina
sunulmasini saglamaktadir. Bu uygulamalarin sonucunda da, meslegin amacina yonelik istendik bir
bliylime ve gelisme ortaya ¢ikmakta, yeniliklerle ilgili uygulamalarda siireklilik miimkiin olmaktadir
(Ayhan vd., 2015).

Giiniimiizde iletigim teknolojilerinin kullaniminin artmasiyla birlikte bilgiye ulasim kolaylagmus,
yeni teknolojik gelismeler meydana gelmis ve dolayisiyla hasta beklentileri de yiikselmistir. Bu
nedenle kanita dayali uygulamalarin modern hemsirelik yaklagimlarinda kullanilmasi hayati éneme
sahiptir (Oztiirk Copur vd., 2015; Stevens, 2013; Tingen vd., 2009). En iyi kanitin tanimlanmas1 ve
hemsirelik uygulamalarina etkin olarak aktarilmasi i¢in dncelikle kanit temelli uygulamalar1 kavramak
gerekmektedir. Kanita dayali hemsirelik kapsaminda hemsireler hasta bakimina iliskin karar verirken
aragtirma sonuglarini ve kanitlanmis bilgileri dikkatli, titiz, agik ve mantikli bir sekilde hastalarin
tercihlerini de dikkate alarak kullanmalidir (Ruzafa-Martinez vd., 2011). Saglik kurumlarinda en
bliyiik grubu olusturan hemsirelerin kanita dayali uygulamalar1 kavramalari, en iyi kanitlar
tanimlamalar1 ve uygulamalarina uyarlamalari gerekmektedir (Dikmen vd., 2018). Hemsirelerin kanita
dayali uygulamalar1 klinik ¢alismalarda kullanabilmeleri ig¢in de yenilikleri takip etmeye istekli
olmalar1 gerekmektedir. Yeniliklere agik olmayan bireyler problemleri ¢6zmede ve yeniliklere uyum
saglamada basaril1 olamamaktadir.

Tim klinik hemsirelerde oldugu gibi dahiliye klinik hemsirelerinin de bireysel yenilikgi
Ozelliklerinin ve kanita dayali uygulamalara yonelik tutumlarinin ele alinmasi kritik 6neme sahiptir.
Nefroloji, hematoloji, kardiyoloji, noroloji onkoloji gibi kliniklerden olusan dahiliye kliniklerinde
bakim ve tedavi alan hastalar, ¢ogunlukla yogun bir sekilde tedavi ve bakim hizmetine ihtiya¢ duyan,
yasam kalitesi diisiik ve tekrarli hastaneye yatislara maruz kalabilen kronik hastalardir (Korhan vd.,
2013). Bakim ihtiyac1 fazla, hastanede kalis siiresi uzun ve bagimlilik diizeyi yiiksek olan hasta
gruplarma bakim verilen bu kliniklerde kanita dayali uygulamalarm kullanimi yasamsal Oneme
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sahiptir (Dalheim vd., 2012). Dahiliye Kliniklerinde bakim ve tedavi veren hemsirelerin kronik
hastaligin ilerlemesini ve komplikasyonlarm gelismesini 6nlemek, hemsirelik girisimlerini etkin bir
sekilde kullanmak, hastalara sunulan bakimin kalitesini ve etkinligini arttirmak amaciyla kanita dayali
uygulamalar1 kullanmasi gereklidir (Dalheim vd., 2012; Salah ve Abu-Moghli, 2020). Bu kliniklerde
calisan hemsireler hastalara bakim verirken, klinik karar verme siirecinde kanita dayali uygulamalari
etkili bir sekilde kullandiklarinda bakim kalitesinin ve hasta memnuniyetinin artmasi, tibbi hata
olasiliginin azalmasi, bakimin standardize edilmesi ve maliyetin azalmasi miimkiin olabilir (AbuRuz
vd., 2017; Salah ve Abu-Moghli, 2020). Bu ag¢idan disiiniildiigiinde, dahiliye kliniklerindeki
hemsirelerin yenilik¢i 6zelliklerini arttirarak, kanita dayali uygulamalarin klinik uygulamalarda daha
cok kullanilmasi saglanabilir. Hemsirelik egitimi ve uygulamalari konusunda yeni diisiinme
yollari/fikirleri kesfetmek ve bunlari hemsirelik alanina entegre etmek icin hem yenilik¢i hemsirelik
yaklagimimi benimsetebilecek, hem de kanita dayali hemsirelik siirecini hizlandiracak stratejilerin
gelistirilebilmesine ihtiya¢ duyulmaktadir. Bunun igin ilk olarak, dahiliye kliniklerindeki hemsirelerin
bu konudaki 6zellik ve tutumlart belirlenmelidir. Bu c¢alismada arastirmacilarin amaci, dahiliye
kliniklerinde galisan hemsirelerin yenilik¢i dzelliklerini, kanit temelli uygulamalara karsi tutumlarini
ve bunlar etkileyen faktorleri arastirmaktir.

Il. YONTEM
2.1. Arastirmanin Tiirii

Aragtirma kesitsel ve tanimlayici-iliski arayici niteliktedir. Arastirma 25.06.2019 - 25.10.2019
tarihleri arasinda Tirkiye’nin dogusunda bulununan bir egitim arastirma hastanesinin dahiliye
kliniklerinde yapilda.

2.2. Arastirmanin Evren ve Orneklemi

Bu arastirmanin evrenini, bir tiniversite hastanesinin dahiliye kliniklerinde (Dahiliye I ve II servisi,
Palyatif bakim servisi, Gogiis hastaliklar1 servisi, Kardiyoloji servisi) hizmet veren toplam 90 hemsire
olusturdu. Arastirmanin O6rneklemini ise, belirtilen kliniklerde hizmet veren, aragtirmaya alinma
kriterlerine uyan ve galigmaya katilmaya goniilli 76 hemsire olusturdu. Arastirmaya dahil edilme
kriterleri; 18 yas ve {izeri olmak ve dahiliye kliniginde hemsire olarak ¢alismaktir. Arastirmaya dahil
edilmeme kriterleri; 18 yas altinda olmak, dahiliye kliniginde hemsire olmamak ve anket sorularini
eksik yanitlamaktir. Bu arastirmada anket sorularia eksik yanit veren katilimeci bulunmamaktadir.
Arastirmanin 6rneklemini hesaplamak i¢in herhangi bir metod kullanilmamus olup Kriterlere uyan
biitiin hemsireler arastirmaya dahil edildi. Arastirmaya katilim oran1 %85 olarak belirlendi.

2.3. Veri Toplama Aragclari

Arastirma verilerinin toplanmasinda Kisisel Ozellikler Formu, Bireysel Yenilik¢ilik Olcegi (BYO)
ve Kanita Dayali Hemsirelige Yonelik Tutum Olgegi (KDHYTO) kullamld.

2.3.1. Kisisel Ozellikler Formu

Bu form yas, cinsiyet, medeni durum, egitim durumu, ¢aligma siiresi gibi 6zellikleri sorgulayan 12
sorudan olusmaktadir.

2.3.2. Bireysel Yenilikg¢ilik Olcegi (BYO)

Olgek, Hurt ve digerleri (1977) tarafindan gelistirilmis, Tiirkge gecerlik ve giivenirlik ¢alismasi
Kiliger ve Odabasi (2010) tarafindan yapilnmustir. Bu ¢alismada kullanilan BYO*niin bu versiyonunun
gecerlik giivenirlik c¢alismasi hemsireler iizerinde Sarioglu Kemer ve Altuntas (2017) tarfindan
yapimustir. Olgek, 18 madde ve ii¢ alt boyuttan olusmaktadir. Olgek, toplam puan iizerinden
degerlendirilmektedir. Puanlamaya gére 82 puan ve {istii “Yenilik¢i”, 75-82 puan “Oncii”, 66-74 puan
“Sorgulayic1”, 58-65 puan “Kuskucu” ve son olarak 57 puan ve alti “Gelenek¢i” olarak kategorize
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edilmektedir. Ozgiin dlgegin giivenirlik katsayisinin 0,82 oldugu ve alt boyutlarmmn giivenirlik
katsayisinin da 0,72 ve 0,80 arasinda degistigi bulunmustur (Sarioglu Kemer ve Altuntas, 2017). Bu
caligmada giivenirlik katsayisi, Fikir Onderligi alt boyutu a=0,73; Degisime Direng alt boyutu 0=0,83;
Risk Alma alt boyutu 0=0,60; BYO 0=0,73 olarak bulundu.

2.3.3. Kamta Dayal Hemsirelige Yénelik Tutum Ol¢egi (KDHYTO)

Olgek, Ruzafa-Martinez ve digerleri (2011) tarafindan gelistirilmis ve olgegin Tiirkge’ye
uyarlanmas1 Ayhan ve digerleri (2015) tarafindan yapilmistir. Olgcek, 15 madde ve ii¢ alt boyuttan
olusmaktadir. Olgek, toplam puan iizerinden degerlendirilmektedir. Olgekten en diisiik 15, en yiiksek
75 puan alinmaktadir. Olgekten yiiksek puan alinmasi kanita dayali hemsirelige yonelik tutumun
olumlu oldugunu goéstermektedir. Ozgiin 6lgegin giivenirlik katsayis1 0,85°tir. Alt boyutlarm
giivenirlik katsayilar1 ise, Inang ve Beklentiler alt boyutu i¢in a=0,86; Uygulama Niyeti alt boyutu icin
a=0,63; Duygular alt boyutu i¢in 0=0,70"dir (Ayhan vd., 2015). Bu ¢alismada alt boyutlarin giivenirlik
katsayilar1 Inang ve Beklentiler alt boyutu igin 0=0,78; Uygulama Niyeti alt boyutu igin 0=0,74;
Duygular alt boyutu igin 6=0,63 olarak bulunurken, KDHYTO igin 0=0,75 olarak bulundu.

2.4. Verilerin Toplanmasi

Aragtirmacilar tarafindan veri toplama araglart dahiliye kliniklerindeki hemsirelere verildi ve
onlardan veri toplama araglarini doldurmalar1 istendi. Hemsirelerin birbirlerinden etkilenmemeleri i¢in
cevaplarim gizli tutmalari sdylendi. Hemsirelerin veri toplama araglarini doldurmalari yaklasik 10-15
dakika siirdt.

2.5. Verilerin Analizi

Verilerin analizinde SPSS (Statistical Package for Social Sciences) v23 programi kullanildi.
Verilerin normal dagilima uygunlugu Skewness ve Kurtosis degerleri ile belirlenerek, -1.5 - +1.5
araliginda olanlar i¢in parametrik testler, bu aralikta olmayan degerler igin non-parametrik testler
kullanild1 (Tabachnick ve Fidell, 2013). Verilerin analizinde, tanimlayici istatistikler, Mann-Whitney
U testi, Bagimsiz Guruplarda t Testi, Kruskal-Wallis testi, Dunnet T3 post-hoc testi, Pearson
Korelasyan Analizi ve Cronbach Alfa kullanildi. Bu arastirmada istatistiksel anlamlilik diizeyi p<0,05
olarak kabul edildi.

2.6. Arastirmammn Etik Boyutu

Arastirma Helsinki Bildirgesi‘ne uygun olarak gerceklestirildi. Arastirmaya baglamadan once, bir
tiniversite hastanesinin klinik aragtirmalar etik kurulundan onay (Karar no: 33216249-604.01.02-
E.27035; Tarih: 10.06.2019) ve hastaneden gerekli izinler alindi. Arastirmaya katilan hemsirelere
calismanin amag¢ ve igerigi hakkinda bilgi verilerek yazili ve sozlii onamlari alindi. Arastirmaya
katilan hemsirelere, gizlilik ilkesi dogrultusunda kisisel bilgilerinin saklanacagi konusunda bilgi
verildi.
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I11. BULGULAR

Tablo 1. Dahiliye Kliniklerindeki Hemsirelerin Bireysel Ozellikleri (n=76)

Degiskenler n %
Yas

22-30 yas 36 47,4
31-40 yas 27 35,5
41 yag ve iistii 13 17,1
Min-Max 22-47 yas

X £S.8 32,33+7,45
Cinsiyet

Kadin 74 97,4
Erkek 2 2,6
Medeni durum

Evli 38 50,0
Bekar 38 50,0
Egitim durumu

Lisans 45 59,2
Yiiksek Lisans 13 17,1
Doktoraya devam ediyor 18 23,7
Hemsirelik mesleginde calisma siiresi

1-10 y1l 45 59,2
11-20 yil 18 23,7
21-30 y1l 13 17,1
Min-Max 1-30 y1l

X £S.8 11,00+8,44
Herhangi bir mesleki dernege iiyelik

Evet 35 46,1
Hayir 41 53,9
Meslegiyle ilgili yayinlar takip etme durumu

Evet 46 60,5
Hayir 30 39,5
Meslegiyle ilgili kongre, panel, sempozyum vb. katilma

Evet 42 55,3
Hayir 34 447
Meslegiyle ilgili arastirma yapma durumu

Evet 61 80,3
Hayir 15 19,7
Kanita dayal hemsirelik uygulamalarini kullanma durumu

Evet 56 73,7
Hayir 20 26,3

Aragtirmaya katilan dahiliye kliniklerindeki hemsirelerin %47,4’i4 22-30 yas (yas ortalamasi
32,3347,45), %97,4’{iniin kadin, %50’sinin evli, %59,2’sinin lisans mezunu oldugu, %59,2’sinin 1-10
yildir hemsire olarak ¢alistigi (hemsirelik mesleginde ¢alisma ortalamasi 11,00+8,44 yil), %53,9’unun
mesleki bir dernege iiye olmadigi, %60,5’inin meslegiyle ilgili yaymlari takip ettigi, %55,3 tiniin
meslegiyle ilgili kongre, panel, sempozyum v.b toplantilara katildigi, %80,3’liniin meslegiyle ilgili
aragtirma yaptig1l, %73,7’sinin kanita dayali hemsirelik uygulamalarimi kullandigir goriilmektedir
(Tablo 1).
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Tablo 2. Hemsirelerin BYO ve KDHYTO Puanlarina iliskin Tanimlayic1 Istatistiklerin Dagilimi

Olcek ve Alt Boyutlar Minimum | Maximum | A7Metik oo
ortalama

Fikir Onderligi Boyutu 20 34 26,53 3,65
Degisime Diren¢ Boyutu 12 34 24,49 5,61
Risk Alma Boyutu 13 20 17,04 1,73
BYO Toplam 56 83 68,05 7,05
Kanita Dayali Hemsirelige Yonelik Inang ve

Beklentiler Boyutu 19 32 24,28 2,67
Kanita Dayali Uygulama Niyeti Boyutu 8 14 11,32 1,25
Kanita Dayali Hemsirelikle Ilgili Duygular Boyutu 7 16 12,61 2,65
KDHYTO Toplam 40 53 48,20 2,78

Aragtirmada dahiliye kliniklerindeki hemsirelerin BYO toplam puan ortalamasmin 68,05+7,05
oldugu ve 6lcegin alt boyutlarindan en yiiksek puanin Fikir Onderligi Boyutuna (26,53+3,65) ait
oldugu belirlendi. KDHYTO toplam puan ortalamasinin 48,20+2,786 oldugu ve Olgegin alt
boyutlarindan en yiiksek puanin Kanita Dayali Hemsirelige Yonelik Inang ve Beklentiler Boyutuna
(24,28+2,676) ait oldugu goériilmektedir. Buna gore, hemsirelerin sorgulayici nitelige sahip oldugu ve
kanit temelli uygulamalara kargi tutumlarmin da orta diizeyde oldugu bulundu (Tablo 2).
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Tablo 3. Dahiliye Kliniklerindeki Hemsirelerin Bireysel Ozelliklerine Gore BYO ve KDHYTO Puanlan A¢isindan Farklar

Kanita Kamt
s e Dayali anita Kamita Dayah
 Fikir Degisime Risk Alma BYO Hemsirelige Dayah Hemsirelikle KDHYTO
Onderligi Direng W Uygulama S
Boyutu Toplam Yonelik A Igili Duygular Toplam
Boyutu Boyutu i Niyeti
Inang ve Bovut Boyutu
Beklentiler oyutu
Ort. £SS. Ort. £SS. Ort. +SS. Ort. £SS. Ort. +SS. Ort. +SS. Ort. +SS. Ort. £SS.
30yasvealtn | 256443929 | 257245246 | 16941241 | 68,31+8.828 | 23,9242,335 | 1128+1,406 | 12,58+2,590 47,783,044
31-40 yas 27,78+3,598 | 23,1546,017 | 17,1942,321 | 68,11£5308 | 23,89+1,649 | 11,48+,753 12,59+2,206 47.96+2,579
Yas 41 yas ve iistii | 26,38+2,142 | 23,85+5383 | 17,00£1,633 | 67,23+4,622 | 26,08+4,329 | 11,08+1,656 | 12,693,750 49.85+1,864
TEST KW=4,159 KW=2,845 KW=0,350 KW=0,206 KW=3,034 | KW=0,365 KW=0,663 KW=4,430
p=0,125 p=0,241 p=0,840 p=0,902 p=0,219 p=0,833 p=0,718 p=0,109
Lisans (1) 25,69+3,692 | 23,64+5,318 16,78+1,565 66,11+5,626 23,00+,840 11,161,476 12,1342,634 47,7342,895
‘L{i‘;'a‘z‘;k(z) 26,31£2,840 | 26,54+4,666 | 16,15£1,908 | 69,00£7,337 | 24,44+3,145 | 11,08+1,038 12,0043,109 48,5442,904
dff&mu Doktora (3) | 28,78+3282 | 25,146,694 | 1833+1372 | 722248385 | 2546+1,854 | 1180+323 | 1422+1,665 49,112,246
TEST KW=9,308 KW=3,198 KW=16,403 KW=6,398 | KW=12276 | KW=6,336 KW=8,082 KW=2,507
p=0,010" p=0,202 p=0,000" p=0,041 p=0,002" p=0,042" p=0,018" p=0,286
Fark 3>1 - 3>1-2 3>1 3>1-2 3>1-2 3>1 -
Medeni Evli 27,03£3,694 | 24,66£4.917 | 17,13+1,742 | 68,82+5,045 25,1143,029 | 11,051,251 | 12,082,832 48.24+2.823
durum Bekar 26,0343,598 | 243246291 | 16,95£1,754 | 67,29+8,608 23,45:1,982 | 11,581,222 | 13,132,396 48,162,785
TEST t=1,195 t=0,264 t=0,459 1=0,943 t=1,522 t=-1,855 t=-1,749 t=0,123
p=0,236 p=0,792 p=0,647 p=0,349 p=0,132 p=0,068 p=0,084 p=0,903
Hemsirelik | 1-10 y1l 25,93+3,756 | 25,715,328 | 16,84+1,809 | 68,498,209 230122234 | 11,47+1.254 | 12.,73£2.425 48.11=3.062
;‘:;f;leng;“de 11-20 y1l 27.56£3.365 | 22,44+5617 | 17,11=1,410 | 67,115,098 24,782,734 | 10,89+,900 11,89+2,763 47,56+2,121
siiresi 21-30 yil 27,15£3,532 | 23,0845,823 | 17,62+1,895 | 67,854,964 24,8553,826 | 11,381,609 | 13,15£3,262 493842364
TEST KW=2,281 KW=4,758 KW=1,580 KW=0,203 KW=0,661 | KW=5,239 KW=2,075 KW=3,433
p=0,320 p=0,093 p=0,454 p=0,904 p=0,719 p=0,073 p=0,354 p=0,180
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Tablo 3. Dahiliye Kliniklerindeki Hemsirelerin Bireysel Ozelliklerine Gore BYO ve KDHYTO Puanlan A¢isindan Farklar (Devami)

Kanita Dayal Kanita Kanita Dayah
Fikir <. . 2 Hemysirelige Dayal Hemysirelikle 2
Onderligi Dilgflgli;:)ni tu RE'; 'ﬁlt[?a T]c?YIgm Yonelik inan¢ | Uygulama Mlgili K% H?;:,]O
Boyutu ¢ boy y P ve Beklentiler Niyeti Duygular P
Boyutu Boyutu Boyutu
Ort. +SS. Ort. +S8S. Ort. +SS. Ort. +SS. Ort. +SS. Ort. +SS. Ort. SS. Ort. +SS.
Evet 27,3743,598 | 25235662 | 17,03£2,149 | 69,63£7,264 | 23,80+1952 | 11,54+852 | 12,57+2,500 | 47,912,672
Herhangi bi
ngle?gg' bir Hayir 25,8043,593 | 23,85+5,557 | 17,05£1,322 | 66,71£6,657 | 24,68+3,134 | 11,1241,503 | 12,6342,817 | 48,4442.890
dernege iiyelik | 1o t=1,893 t=1,066 t=-0,048 t=1,828 t=-1,496 t=1,528 t=-0,102 t=-0,817
p=0,062 p=0,290 p=0,962 p=0,072 p=0,139 p=0,131 p=0,919 p=0,417
Evet 26,7443,797 | 259845706 | 17,281,747 | 70,00£7,489 | 25,87+3,104 | 11,83£950 | 13,3542,540 | 48,413,310
Meslegiyle ilgili | .o, 2620:3.468 | 22,20:4,686 | 166741688 | 650745126 | 23241715 | 10,53£1279 | 11,47+2,460 | 47,87+1,697
yaymnlar takip
etme durumu | oot t=0,626 t=3,021 t=1,522 t=3,408 t=-4,234 t=4,747 t=3,195 t=0,945
p=0,533 p=0,003" p=0,132 p=0,001" p=0,000" p=0,000" p=0,002" p=0,348
... | Evet 28,3143,446 | 24,79+6388 | 17,69+1,828 | 70,797,182 | 24,0542368 | 11,48+917 | 12,79+2.833 | 4831+3,032
Meslegiyle ilgili
kongre, panel, | Hayr 243242567 | 24,1244538 | 16241232 | 64,68£5255 | 24,56+3,027 | 11,1241,572 | 12,3842,450 | 48,062,486
f{eTi’ozy“m"'b TEST t=5,600 t=0,532 t=4,129 t=4,277 t=-0,826 t=1,178 t=0,655 t=0,388
attima p=0,000" p=0,596 p=0,000" p=0,000" p=0,411 p=0,244 p=0,514 p=0,699
Evet 26,2543,576 | 24,77+5.649 | 16,891,827 | 67,9047,500 | 23,97+2,510 | 11,381,344 | 12,74+2,689 | 48,08+3,002
::z:‘tfrgl‘z;e"g“‘ Hayir 27,673,885 | 233335486 | 17,67+1,175 | 68,67+4,967 | 25,533,044 | 11,074,799 | 12,0742,549 | 48,67+1,633
yapma durumu | ;oo U=357,000 U=397,000 U=488,000 U=408,000 U=349,000 | U=347,000 | U=387,500 U=431,000
p=0,188 p=0,429 p=0,390 p=0,518 p=0,148 p=0,119 p=0,356 p=0,726
Kanita dayali | Evet 26,96+3459 | 262745161 | 16,911,781 | 70,14£6,521 | 23,9542,611 | 11,54+1,235 | 12,7542,692 | 48,23+2.892
hemsirelik Hayir 25,30+4,001 19,5043,411 | 17,40£1,603 | 62,20£4,916 | 2520£2,707 | 10,701,129 | 12,202,587 | 48,102,532
uygulamalarim
kullanma TEST U=396,000 U=431,000 U=492,000 U=201,000 U=420,000 | U=331,000 | U=488,000 U=500,000
durumu p=0,052 p=0,726 p=0,405 p=0,000" p=0,091 p=0,004" p=0,390 p=0,473

Ort.= Aritmetik Ortalama, SS.= Standart Sapma, U= Mann-Whitney testi, KW= Kruskal-Wallis testi, t= Bagimsiz Gruplarda t testi, 'p<0,05, BYO: Bireysel Yenilik¢ilik
Olgegi, KDHYTO: Kanita Dayali Hemgirelige Yonelik Tutum Olgegi
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Arastirmada dahiliye kliniklerindeki hemsirelerin cinsiyet, yas, medeni durum, meslekte ¢alisma
siiresi, herhangi bir mesleki dernege iiyeligi, meslegiyle ilgili arastirma yapma durumu ile BYO
toplam, KDHYTO toplam ve bu dlgeklerin alt boyut toplam puan ortalamalari arasinda istatistiksel
olarak farklilik saptanmadi (p>0,05). Doktoraya devam eden hemsirelerin lisans mezunu olanlara gore
Fikir Onderligi Boyutu, BYO toplam ve Kanita Dayali Hemsirelikle Ilgili Duygular Boyutu puanlart
daha yiiksek bulunurken, doktoraya devam edenlerin lisans ve yiiksek lisans mezunu olanlara gore
Risk Alma Boyutu, Kanita Dayali Hemsirelige Yénelik Inang ve Beklentiler Boyutu ve Kamita Dayali
Uygulama Niyeti Boyutu puanlarinin daha yiiksek oldugu tespit edildi (p<0,05). Meslegiyle ilgili
yaynlar1 takip eden hemsirelerin etmeyenlere gére Degisime Direng Boyutu, BYO toplam, Kanita
Dayali Hemsirelige Yonelik Inang ve Beklentiler Boyutu, Kanita Dayali Uygulama Niyeti Boyutu ve
Kanita Dayali Hemsirelikle ilgili Duygular Boyutu puan ortalamalarmin daha yiiksek oldugu goriildii
(p<0,05). Dahiliye kliniklerindeki hemsirelerden Meslegiyle ilgili kongre, panel, sempozyum gibi
etkinliklere katilanlarin katilmayanlara gore Fikir Onderligi Boyutu, Risk Alma Boyutu ve BYO
toplam puan ortalamalarinin daha yiiksek oldugu belirlendi (p<0,05). Meslegiyle ilgili kanita dayali
hemsirelik uygulamalarini kullanan hemsirelerin kullanmayanlara gére BYO toplam ve Kanita Dayali
Uygulama Niyeti Boyutu puan ortalamalarinin daha yiiksek oldugu sonucuna ulagildi (p<0,05) (Tablo
3).

Tablo 4. Dahiliye Kliniklerindeki Hemsirelerin BYO ve KDHYTO Puanlar1 Arasindaki liski ile
Ilgili Korelasyon Degerleri

Fikir Degisime Risk BYO
Olcekler ve Alt Boyutlar Onderligi Direnc Alma Toplam
Boyutu Boyutu Boyutu P
Kanita Dayah Hemsirelige Yonelik inang ve r 0,009 -0,256 -0,203 0,249
Beklentiler Boyutu p 0,935 0,026" 0,079 0,030"
- r 0,114 -0,441 0,183 0,456
Kanita Dayal Uygulama Niyeti Boyutu 0 0.326 0.000° 0.113 0,000°
Kanita Dayah Hemsirelikle ilgili Duygular r 0,053 -0,487 0,274 0,483
Boyutu p 0,648 0,000" 0,016" 0,000"
.. r 0,111 -0,418 0,150 0,427
KDHYTO Toplam b | 0338 0,000" 0,197 | 0,000°

r= Pearson Korelasyon Katsaysz, "p<0,05, BYO: Bireysel Yenilik¢ilik Ol¢egi, KDHYTO: Kanita Dayali
Hemgirelige Yonelik Tutum Olcegi

Arastirmada KDHYTO toplam ve alt boyut puanlar ile Degisime Direng alt boyutu puam arasinda
negatif yonde anlaml1 bir korelasyon bulunurken (p<0,05), BYO toplam puani arasinda pozitif yénde
anlaml1 bir korelasyon saptand: (p<0,05). Ayrica Kanita Dayali Hemsirelikle ilgili Duygular Boyutu
puani ile Risk Alma Boyutu puam arasinda pozitif yonde anlamli bir korelasyon oldugu tespit edildi
(p<0,05) (Tablo 4).

IV. TARTISMA

Dahiliye Kliniklerindeki hemsirelerin kanita dayali uygulamalari etkili bir sekilde kullanmasiyla
birlikte hastaligin ilerlemesi yavaslatilmakta, olas1 komplikasyonlarin gelismesi dnlenmekte, hastalara
saglanan bakimin etkinligi ve kalitesi artmaktadir (Dalheim vd., 2012; AbuRuz vd., 2017). Genis bir
hasta popiilasyonuna hizmet veren dahiliye kliniklerindeki hemsirelerin, kanita dayali uygulamalari
etkin bir sekilde kullanabilmesinde yenilik¢iligi benimsemelerinin 6nemli bir etkisi olacagi
diistiniilmektedir. Bu arastirmada dahiliye kliniklerindeki hemsirelerin yenilik¢i 6zellikleri ve kanita
dayali hemsirelige yonelik tutumlar1 ve bunlar etkileyen faktorler incelendi. Bu ¢alismada
hemsgirelerin yenilik¢i 6zelliklerinin “sorgulayici” oldugu belirlendi. Rogers (2003) yenilikgilikle ilgili
ozellikleri bes sinifa ayirmig yenilikei, 6ncii, sorgulayici, kuskucu ve gelenekgi olarak adlandirmistir.
Bunlardan yeniliklere karsi temkinli olanlar1 da “sorgulayici” olarak tanimlamigtir. Hemsirelerin
bireysel yenilikgilik o6zelliginin X ve Y kusagi agisindan incelendigi c¢alismada, X Kkusagi
hemsirelerinin sorgulayici nitelikte oldugu tespit edilmistir (Yayla ve Sarioglu Kemer, 2020). Yapilan
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bagka galigmalarda da hemsirelerin yenilikg¢ilik agisindan “sorgulayici” diizeyde oldugu bildirilmistir
(Sarioglu Kemer ve Yildiz, 2020; Zengin vd., 2019). Calismamizin sonuglar literatiirle benzerlik
gostermektedir. Sorgulayici bireyler, yeniliklerin ortaya c¢ikmasiyla ilgili diisiincelerinin olmasinin
yaninda, bu uygulamalar1 hayata gecirme konusunda nadiren liderlik 6zelligi gostermektedir (Kose,
2012). Bu nedenle, ¢alismaya katilan hemsirelerin yeniliklerle ilgili olarak aktif bir sekilde goriis
sunduklari, fakat bu uygulamalar1 gergeklestirme anlaminda nadiren liderlik yaptiklar1 sdylenebilir.

Calismada dahiliye kliniklerindeki hemsirelerin kanit temelli uygulamalara karsi tutumlarinin orta
diizeyde oldugu bulundu. Kanit temelli uygulamalar, hemsirelik bilgisinin kullanilmas1 ve uygulamaya
konulmasini saglayarak bilimsel ve profesyonel tani, tedavi ve bakim siirecini miimkiin kilmaktadir.
Hemsirelik hizmetlerinde kaynaklarin amacina uygun kullanilmasi, genis kitleye kaliteli bakim
sunulmasi ve hemsirelerin i doyumunun arttirilmasina yonelik olarak kullanilabilecek en elverisli
yaklasim kanita dayali uygulamalardir (Diizgiin vd., 2020; Oztiirk Copur vd., 2015). Calismaniza
benzer olarak literatiirde yapilan calismalarda da hemsirelerin kanit temelli uygulamalara karsi
tutumlarinin orta diizeyde oldugu bildirilmistir (Dastan ve Hintistan, 2018; Diizgiin vd., 2020; Pereira
vd., 2018; Rudman vd., 2020; Sadi Sen ve Yurt, 2021; Thorsteinsson, 2013). Ayrica hemsirelerin
kanita dayali uygulamalara karsi tutumlarinin yiiksek oldugu ¢alismalar da mevcuttur (Dogan vd.,
2019; Erisen vd., 2019). Literatirde hemsirelerin kanita dayali uygulamalari olduk¢a yararli
bulmalarina ve kullanmak istemelerine ragmen is yiikiinlin fazla olmas1 ve zaman yetersizligi gibi
nedenlerle giincel arastirmalarin takibini yapamadiklar1 ve klinik uygulamalara aktaramadiklar
bildirilmistir (Arslan vd., 2015; Tan vd., 2012). Bu c¢alismadaki hemsgirelerin de kanita dayali
hemsirelige karsi tutumlarinin orta diizeyde olmasi is yiikii, zaman yetersizligi ve c¢alisilan
popiilasyonun kiigiik olmasi gibi nedenlerden kaynaklanabilir.

Doktoraya devam eden hemsirelerin lisans mezunu olanlara goére yenilikgilik 6zelliginin yiiksek
oldugu bulundu. Dy Bunpin ve digerlerinin (2016) yaptig1 ¢alismada, lisansiistii egitim diizeyine sahip
hemsirelerin yenilik¢ilik davraniginin daha fazla oldugu bildirilmistir. Yine yonetici hemsirelerle
yapilan bagka bir caligsmada, lisansiistii egitim diizeyinin yenilik¢i davranisi olumlu yonde etkiledigi
belirlenmistir (Clement-O’brien vd., 2011). Ayrica literatiirde egitim diizeyi arttik¢a hemsirelerin yeni
diistince ve uygulamalara daha olumlu baktig1 bildirilmektedir (Sonmez ve Yildirim, 2014). Bu
caligmanin sonuglari, literatlirdeki c¢alismalarla benzerlik gostermektedir. Literatiirde lisansiistii
egitimin hemsirelik bakiminin kanita dayandirilmasinda, 6grencilerin bilim ve teknolojideki
gelismelerden haberdar olmasinda, problem ¢dzme becerisinin kazanilmasinda, yenilikgilik
caligmalarina yon verilmesinde énemli rolii oldugu bildirilmistir (Erol vd., 2018; Kaya vd., 2015). Bu
nedenle lisansiistii egitim alan hemgirelerin lisans egitimi alan hemsirelere gore daha fazla yenilikgi
davranisi benimsemesi beklenen bir sonugtur.

Bu galigmada meslegiyle ilgili yaymlari takip eden hemsirelerin etmeyenlere gore yenilikgilik
Ozelliginin daha yiiksek oldugu bulundu. Hemsireligin mesleksel gelisiminin hizlanmasinda,
hemsirelikte arastirma sonuglariyla elde edilen bilgiler etkin bir rol oynamaktadir. Bu nedenle
hemsgirelerin kliniklerde karsilastiklar1 vakalar {izerinde aragtirma yapmalar1 ve onlarin gelismeleri
takip etmesi yeniliklerin ortaya ¢ikmasinda énem tasimaktadir (Adigiizel vd., 2011; Diizgiin vd., 2020;
Stokke vd., 2014). Bu ¢alismadaki yeniliklere iligkin tutumun olumlu yénde olmasinin, hemsirelerin
meslegi ile ilgili glincel yayinlar takip etmesinden ve bu galismalarin sonuglarini klinik uygulamalara
entegre etmesinden kaynaklandigi diistiniilebilir.

Bu c¢alismada hemsirelerden meslegiyle ilgili kongre, panel, sempozyum gibi etkinliklere
katilanlarm katilmayanlara goére yenilikgilik 6zelliginin daha yiiksek oldugu belirlendi. Bilimsel
toplantilar, hemsirelerin mesleki gelisiminde etkin rol oynamasini yaninda, hemsireler arasinda
bilimsel bilgi paylasimini artirmada da onemli bir yere sahiptir (Dikmen vd., 2018). Bu acidan
diistintildiigiinde, mesleki etkinliklere katilan hemsirelerin yenilikgilige yonelik farkindalik kazandigi,
yeniliklere daha agik ve uyumlu hale geldigi, dolayisiyla hasta bakimindaki gereksinimlerin neler
oldugunu tespit etmede ve bu gereksinimleri karsilamada daha basarili olabilecegi sdylenebilir.
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Calismada meslegiyle ilgili kanita dayali hemsirelik uygulamalarimi kullanan hemsirelerin
kullanmayanlara gore yenilik¢i Ozelliginin daha yiiksek oldugu bulundu. Ayrica, dahiliye
kliniklerindeki hemsirelerin yenilik¢ilik 6zelligi arttiginda kanit temelli uygulamalara yonelik
tutumlarinin da arttig1 goriildii. Bireylerin dahil oldugu ¢evre, kurum ve meslek gruplaria yeniliklerin
sunulmasinda kanita dayali uygulamalar 6nemli role sahiptir. Bu uygulamalarin meslegin amacina
uygun olarak etkin bir sekilde kullanilmasiyla da, yeniliklerle ilgili uygulamalarda stireklilik
saglanmaktadir (Ayhan vd., 2015). Yenilik¢i bireyler, kanita dayali uygulamalarin hayata
gegcirilmesinde ve bu yondeki projelerin basarili olmasinda 6énemli inisiyatif ve sorumluluga sahiptir
(Sarioglu Kemer ve Yildiz, 2020). Literatiirde hemsirelik uygulamalarinda ortaya g¢ikan sorunlari
tespit etmek, bu sorunlara ¢dziim bulmak ve kanita dayali uygulamalari hayata gecirmek igin
hemsgirelerin yenilik¢i 6zellige sahip olmalar1 ve bu 6zelliklerini tanimalar gerektigi belirtilmektedir
(Joseph, 2015; Polster ve Villines, 2017). Yapilan bir ¢alismada, yenilik¢i fikirlere agik olan ve kanita
dayali uygulamalar1 klinik ortamda etkin kullanabilen hemsirelerin yenilik¢ilik 6zelliginin oldukga
yiiksek oldugu bildirilmistir (Sarikose ve Tiirkmen, 2020). Yine ayni ¢alismada hemsirelerin kanita
dayali uygulamalar etkin bir sekilde kullanabilmeleri icin yenilik¢i olmalar1 gerektigi vurgulanmigtir
(Sarikose ve Tiirkmen, 2020). Conner ve digerlerinin (2013) yaptig1 calismada, egitim ve protokollerle
hemsirelerin yeniliklere karsi olumlu tutum gelistirmesi saglandiginda, onlarin kanita dayali
uygulamalari kullanmada daha basarili oldugu bildirilmistir.

V. SONUC VE ONERILER

Arastirmaya katilan dahiliye kliniklerindeki hemsirelerin yenilik¢ilik diizeylerinin orta ve yenilikgi
ozelliklerinin “sorgulayici” oldugu, kanit temelli uygulamalara karsi tutumlarinin da orta diizeyde
oldugu bulundu. Egitim, meslegiyle ilgili yayinlar1 takip etme durumu, meslegiyle ilgili kanita dayal
hemsirelik uygulamalarin1 kullanma durumu, meslegiyle ilgili kongre, panel, sempozyum gibi
etkinliklere katilma durumu gibi degiskenlerin bireysel yenilik¢iligi etkiledigi saptandi. Ayrica
dahiliye hemsirelerinin yenilikgi 6zelligi arttik¢a, kanita dayali uygulamayla ilgili tutumlarinin da
arttigi  belirlendi. Bu dogrultuda dahiliye kliniklerindeki hemsirelerin yenilikgi 6zelliginin
gelistirilebilmesi i¢in lisans iistil egitim alma, meslegiyle ilgili yayinlar1 takip etme, meslegiyle ilgili
kongre, panel, sempozyum gibi bilimsel etkinliklere katilim saglamasi Onerilmektedir. Dahiliye
alaninda yenilik¢i uygulamalara yonelik hastaneler ve akademik birimler is birligiyle kongre, panel,
sempozyum gibi bilimsel etkinlikler diizenlenebilir ve bu alandaki hemsirelerin katilimi saglanabilir.
Bu kliniklerdeki hemsirelerin hastane yoneticileri ve akademisyen hemsireler tarafindan yenilikgi
ozelliklerinin belirlenmesi ve onlarin bu 6zelliklerinin hastane akademisyen hemsire is birligiyle
planlanan hizmet igi egitimlerle gelistirilmesi, kanita dayali hemsirelik uygulamalarimin etkin bir
sekilde kullaniminin arttirilmasina ve dolayisiyla da hasta bakiminin genel kalitesinin iyilestirilmesine
katki saglayabilir. Ayrica hemsirelik bolimii lisans Ogrencileri i¢in miifredata kanmita dayali
uygulamalarin yanisira yenilik¢i yaklasimlarla ilgili derslerin yerlestirilmesi, onlarin mezun olduktan
sonra hasta bakimina iliskin karar verirken kanitlanmig bilgileri, yenilikleri klinik uygulamalara etkin
ve kolay bir sekilde aktarmalarim saglayabilir. Bu durum gelecekte klinik uygulamalarda kanita dayali
ve yenilik¢i uygulamalarin kullanimina yonelik kiiltiiriin olugturulmasi agisindan yol gosterici olabilir.

Etik Kurul izni: Bir iiniversite hastanesinin klinik arastirmalar etik kurulundan onay (Karar no:
33216249-604.01.02-E.27035; Tarih: 10.06.2019) ve hastaneden gerekli izinler alinmustir.
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ARASTIRMA MAKALESI

~ BIR SAGLIK KURULUSUNDA KALITE FONKSIYON
GOCERIMINE DAYALI YENi URUN GELISTIRME SURECININ
UYGULANMASI'

Aliye Kiibra UNAL"™
Aynur TORAMAN™

0z

Yeni Uriin Gelistirme siireci, diger pek ¢cok kurulus icin 6nem tasidig1 gibi saglik kuruluslart icin de hayli 6nem
tastyan bir konudur. Bu ¢alismada, saglik kuruluglarinda yeni tiriin gelistirme siireci icerisinde kullanilan Kalite
Fonksiyon Gégerimi (KFG) yontemi ile alandaki ¢alismalara katki saglamak amaci giidiilmektedir. Bu amag
dogrultusunda, genel kullanim alani endiistriyel tasarim siire¢lerinin desteklenmesi ve tiretim siire¢leri olan KFG
yonteminin bir hizmet isletmesi olan saghk kuruluslarinda, yeni iiriin gelistirme stire¢leri kapsaminda bir 6rnegi
ortaya konulmugstur. Yiiksek kaliteli bir saglik hizmeti sunumunun saglanabilmesi i¢in, hizmet alan bireylerin istek
ve ihtiyaglarinin dogru bir sekilde anlagilmast biiyiik 6nem tagimaktadr. KFG yéntemi bu noktada profesyonellere
kolaylik saglamaktadir. Bu kapsamda literatiirdeki diger arastirmalar incelenerek ¢alismaya baslanilmis olup,
KFG temelli bir yeni iiriin geligtirme stireci olugturulmustur.

Anahtar Kelimeler: Kalite fonksiyon gocerimi (KFG), hastanmin sesi, kalite evi, saghkta kalite, yeni iiriin
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Implementation of New Product Development Process Based on Quality Function Deployment

I. INTRODUCTION

In today's world, rapid changes are taking place in the economic and social environment. Every day,
a new technological invention is added and organizations struggle to survive within the framework of
these innovations. As a result of the increase in innovations and diversity, the products or services that
people can choose also increase, so the work of organizations becomes more difficult (Benner et al.,
2003). The success of organizations in such an unstable environment requires that they be able to offer
products or services with the qualities demanded by the customers to the market at the time they demand,
without creating a decrease in the quality of the product and service (Costa et al., 2001). It can be said
that it is more complex and difficult for health institutions in the service sector to provide high quality
service provision that can meet the wishes and needs of the individuals receiving service (Asunakutlu,
2005). This difficulty is related to health services; consumption is random, has no substitute, cannot be
postponed, consumer behavior is irrational, information asymmetry is, the services are public goods, the
output cannot be converted into money and externality (Devebakan, 2001). From this point of view, it
is necessary for health institutions operating in a tight competitive environment arising from national
and international markets to be successful and to be able to offer new products that meet or exceed
customer expectations to the market at any time (Lazer and Layton, 1999). Quality Function Deployment
(QFD) method emerges as an approach that can provide successful results in the development of new
products in healthcare institutions or in the redesign of existing products in line with customer
expectations. QFD is one of the methods introduced to support the product design process. As the
usefulness of the method has come to the fore, its applications in the field of service have also been
revealed in the following years, and it has found its place among the quality improvement tools (Cohen,
1995). Table 1 contains data on seven frequently used quality methods and QFD. When these data are
compared, it is seen that the concept of Voice of Customer, which forms the basis of the working
principle of QFD, makes a difference compared to the working principles of other methods. While other
methods focus on the errors and the process after being included in the process, the process is designed
with the target audience from the very beginning of the process and the errors are tried to be eliminated
in QFD.

Since new product development is a concept that triggers growth and progress, it has managed to
attract the attention of institutions. It is essential for any institution, whether it is a production business
or a service business, to present different and remarkable products or services (Mucuk, 2000). There are
various factors that lead companies to develop new products. At the beginning of these factors are being
sustainable and providing an advantage against their competitors (ilhan, 2018).

In this study, information about QFD, which is an approach that can be used in the new product
development process in healthcare institutions, is given and a new product development process based
on QFD is presented. Firstly, important literature information was mentioned and in the following titles,
the new product development approach based on QFD was explained in this study.
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Table 1. Seven Basic Tools of Quality Control and QFD

Quality Occurrence of Tools Usage

Tools

1. Fishbone This diagram was developed | e Cause-Effect Diagram.

Diagram by Kaoru Ishikawa in 1943. | e Focuses on the causes of a problem and their relationship.

o Itis a method used in data collection and storage.

éhCe::teck It Vfégﬁ:\?vlﬁ zfr(:?nbilg\gvf Iter o Itincludes questions and focused on process and errors.

e It is an improved version of control charts.

o It focuses on abnormal changes by examining the change in a process.

o It helps to identify and prevent changes in the process.

o Although it resembles control charts in some respects, it does not show

3. Control It was developed by Walter the control limits of the process. For this reason, the_y are easier to
Charts A Shewhart in 1924. construct but do not allow the use of all analytical techniques supported
by Check Sheet.

o Customer requests can be compared and the process can be improved
according to the customer, but customers are not included in the process
from the beginning with Control Charts.

It was first derived from the | e It helps to better understand and recognize the distribution by showing
4. Histogra concept of "Historical the distributions of the data values.
ms Diagram™ by Karl Pearson in | e Focuses on statistical monitoring of processes and making data
1891. meaningful.
5. Pareto It was developed by Vilfredo | e Itisa custom bar chart.
Analysis Pareto in 1897. o The relative importance of problems or situations is listed visually.
6. Scatter AII{ZI?‘L;?)helstc\a,lvrﬁsdiilvflllzple;jtl?y o |t focuses on the relationship between two data.
Diagram century, its first definition e In the process, “Wha_t affects what and how?” works within the
was made by John Herschel. framework of the question.
It\\(l\é ajrgg?gﬂzd&:rsd o |t is_the represt_entation of the steps ip a process with graphical syn_]bols.
7. Flowchart Constantine in the early o Various steps in the process are defined and a clearly understanding of
1970s. the work is provided.
It was introduced by Y oji
8. Quality S'Tﬁg;;“&;ﬁfg%'g;gjjm e Customer demands and requirements turn into product/service
Function Furukawa created the first characteristics in all functional components of processes.
Deploymant matrices for the QFD to be e Customer satisfaction is guaranteed from the very beginning of the
(QFD) implemented at the Kobe process and spread to all elements of the system.
Shipyard.

Resource: Kolarik (1995); Cartin (1993); Mears (1995)

Considering the other studies on QFD that were examined in the literature, it was seen that the method

mostly focused on the House of Quality Matrix and the method could not go beyond this matrix. This
study differs from other studies in terms of incorporating the QFD method, which has been mostly
studied in production enterprises, into the new product development process by establishing other
matrices in the method, and presenting a different perspective to the literature by applying it in the
selected health institution, which is a service business.

I1. MATERIALS AND METHODS

In the application part of this study, the QFD method was included in the new product development
process from the concept development stage and was used to analyze the service quality provided in
Suleyman Demirel University Research and Application Hospital, Pediatric Health and Diseases
Department. The study has a research ethics committee approval of Suleyman Demirel University in
accordance with the no 99/9 and date 30.11.2020.

The main purpose of this study is to include the QFD method, which has mostly been studied in
production enterprises, in the new product development process and to apply it in a health institution,
which is a service enterprise, and to contribute to the quality of service provided in the Pediatric Health
and Diseases Department, Siileyman Demirel University Research and Application Hospital. The
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department where the research will be conducted has been finalized as a result of the interviews with
the Suleyman Demirel University Research and Application Hospital Quality Department and the
Patient Rights and Public Relations Department. It has been stated that it is not appropriate to carry out
work in some departments due to Covid-19. Thereupon, it was decided in the Pediatric Health and
Diseases Department among the medical units decided together with the department of Quality Units
and Patient Rights and Public Relations.

Regarding the QFD, when the other studies examined in the literature are considered, it is seen that
the method mostly focuses on the House of Quality Matrix and the method cannot go beyond this matrix.
It is another issue that the study aims to set an example for future researchers by establishing other
matrices in the method.

The sub-purpose of the study is to set an example, to contribute to the academic literature, and to
encourage further practices, with the QFD application concluded within the body of a health institution
that provides service output for individuals in the health sector, different health institutions and relevant
units in the institutions, practitioners and researchers.

For all these purposes, first of all, a questionnaire study was conducted to determine the wishes and
needs of the patients and their relatives. The survey was conducted by the researcher between
01.12.2020-31.04.2021 dates. In the implementation of the questionnaire, it was tried to reach all patient
groups who received treatment without making any preference among the patients who received service
from the department. The SERVQUAL scale was used in the questionnaire form created to collect first-
hand data in the research. The questionnaire form consists of two pages. The open-ended question on
the second page of the form helped to gather the needs of patients and their relatives, which is of great
importance for the application of QFD.

Information about the target patients and their relatives, which will be needed in the QFD application,
was searched, and the data obtained as a result of the evaluation of the questionnaire formed the basis
for the QFD application. Thanks to QFD, the needs of the patients and their relatives, whether they can
be expressed or not, whether they are explicit or implicit, were determined and migrated to the necessary
functional departments in the health institution and transformed into service features, and a flexible and
easy-to-understand service development method carried out by a QFD team was presented. The QFD
team consists of eight people, including the researcher. The team includes the researcher and her
academic advisor, the head of the pediatric health and diseases department, the chief physician, deputy
chief physician, the hospital chief director, the hospital manager and the quality director. The meetings
of the QFD team were held in a reserved hall within the hospital. A meeting was held and ideas were
discussed, while creating each matrix.

After determining the needs of the patients and their relatives, who constitute the basic data in the
QFD application, a flow of four matrices for service processes was continued based on “The Four Phase
Macabe’s QFD Model” (Shillito, 1994). In the first stage (Phase 1) of the matrix flows of this study, a
“House of Quality (Service Planning) Matrix” was created, which shows the service planning process.
In the second stage (Phase 2), a “Service Process Planning Matrix” was created by associating the
technical answers conveyed from the first stage with the service process elements in question. In the
third stage (Phase 3), the “Service Quality Control Matrix” was created, which relates the service process
elements and the service quality control steps, which are followed in order to ensure customer
satisfaction in the service production area. The fourth and final stage (Phase 4), the “Task Deployment
Matrix”, was created and the tasks that are of importance for the relevant service production area were
planned in detail.

The department where the research will be conducted has been finalized as a result of the interviews
with the Suleyman Demirel University Research and Application Hospital Quality Unit and the Patient
Rights and Public Relations Unit. In order to determine the sample size for the research, the data of the
patients who received service in 2019 in the department where a questionnaire will be applied in the
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hospital were used. Due to the Covid-19 and pandemic conditions affecting the world, 2019 data was
used as the service figures calculated in 2020 were lower than usual. In 2019, the number of patients
receiving service from the Department of Pediatrics was 39,150. If the population size was accepted as
39,150, it was calculated that the sample size should be at least 381 for the research with a 95%
confidence level and + 5 margin of error.

2.1. Application of QFD

After the organizational support was provided before the study, the objectives were determined, the
patients and patient groups were defined, the time interval was determined, and the services to be
included in the study were decided. In order to carry out the QFD application in the most healthy and
correct way, the QFD Team was formed. While forming the team that will take part in the execution of
the QFD studies, care was taken to include the necessary representatives from the health institution in
the team. A QFD team of 8 people, including the researcher, was formed. The team includes the
researcher, facilitator, the head of the pediatric health and diseases department, the chief physician, the
assistant chief physician, the hospital chief director, the hospital manager and the quality director.

Determining the needs by listening to the voices of patients and their relatives is the first step of
QFD. This process was carried out through a structured questionnaire. As a result of the survey, 400
patients and their relatives were reached. The questionnaires were evaluated with the help of the SPSS
22.0 (Statistics Program for Social Sciences) package program (the package program was accessed from
the database of Suleyman Demirel University). In the first part of the questionnaire, 22-item statements
were directed to the participants and they were asked to evaluate the expected and perceived quality
perception of the institution. The dimensions in the questionnaire were analyzed and formed the basis
for another structured questionnaire prepared to determine the importance of the needs of patients and
their relatives.

The second part of the questionnaire contains demographic information of the participants. In this
section, each question is analyzed in terms of frequency distributions. The data obtained from this
section are presented in Table 2. When the findings related to the demographic structure are examined,
65.5% of the participants who answered the questionnaire are women and 35.5% are men. Looking at
the marital status of the participants, 89.3% are married and 10.8% are single. When the educational
status of the participants is examined, it is seen that 6.3% have completed primary education, 36% have
completed high school, 14.5% have completed associate degree, 43.3% have completed undergraduate
and other education levels. 20% of the participants are 25 years old and younger, 20.5% are 26-30 years
old, 18.3% are 31-35 years old, 18.3% are 36-40 years old and 23% are individuals aged 41 and over.



Implementation of New Product Development Process Based on Quality Function Deployment

Table 2. Demographic Information

Variables Numerical Distribution (N) Percentage (%0)
Gender
Women 262 65.5
Men 138 35.5
Marital Status
Married 357 89.3
Single 43 10.8
State of Education
Primary education 25 6.3
High school education 144 36.0
Associate degree 58 145
Undergraduate degree and others 173 43.3
Age
25 years old and younger 80 20.0
26-30 82 20.5
31-35 73 18.3
36-40 73 18.3
41 years old and over 92 23.0
Total 400 100

After determining the patients and their relatives to whom the study will be conducted, a second
structured questionnaire was applied to determine the wishes and needs of the individuals and their
degree of importance. This survey study was conducted to determine the degree of importance, including
the wishes and needs of the patients and their relatives.

2.1.1. Phase 1, Build a House of Quality (Service Planning) Matrix

At this stage, the processes of determining the requirements and technical requirements for
improvements in the field of activity of Suleyman Demirel University Research and Application
Hospital, Pediatric Health and Diseases Department them in the House of Quality Matrix were
discussed. First of all, the needs of the patients and their relatives were created, as seen in Table 3, at
the point of Determination of Customer Requests and Importance Levels.

After this stage, the QFD Capture Professional Edition (Developed by the International TechneGroup
Inc.) program was used to create the matrices and make the calculations.
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Table 3. Requiements of Patients and Their Relatives

Dimensions Requirements of Patients and Their Relatives

F1. Ensuring the adequacy of lactation rooms

F2. Arrangement of children's areas

F3. Arrangements of waiting areas for patients and their relatives

F4. Arrangement for people with disabilities

Dimension of F5. Revision of examination rooms

Physical F6. Elimination of equipment problems of patient rooms in the clinic

Property
F7. Zone off areas for meet eating and drinking needs

F8. Arrangement of personal hygiene areas

F9. Arrangement of bloodletting areas

F10. Arrangement of smoking lounge

H1. Reducing waiting period

Dimension of H2. Attach importance to the dress and appearance of the employees

Service H3. Troubleshoot routing information issues
Encounter H4. Arranging the disruptions in service delivery in Pediatric Health and Diseases
Department

Dimension of | A1, Be attentive to staff behavior

Consideration

and Interest A2. Equality of service provided for every individual
T1. Compliance with working hours and times
Dimension of . . -
Qualificaion T2. Arrangement of magnetik resonanse imagining
T3. Arrangement of buildings and furniture in accordance with patients
E1. Arranging transportation to the hospital and parking facilities
Dimension of E2. Increasing to information and information points
Accessibility

E3. Organizing the appointment system and accessing easy appointments

Secondly, the stages of the planning matrix, which is one of the sub-matrices, have been completed.
In this sub-matrix, calculations such as the degree of importance factor, business satisfaction, goal,
improvement ration, point of sale, absolute weight and relative weight, as seen in Table 4, were made.
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Table 4. Planning Matrix
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The following steps have been taken into consideration for account while calculating the planning
matrix;
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Regirements of Patients and Their Relatives: This stage is the part expressed as customer needs. The
expressions determined in the Servqual Scale are included in this section. This column is based on the
needs of individuals in service delivery (Cohen, 1995).

Importance Factor: In some studies, these data are created with the data collected from the experts
working in the institutions, while in some studies, these data are created with the people who receive
service or product offerings from the institutions. In this study, individuals who contributed to the survey
study contributed to the determination of the degree of importance. The importance degrees of the
requirements were calculated by using the direct rating method. Degrees of importance factor express
how much importance patients and their relatives attach to each need.

Business Satisfaction: Business satisfaction is the column that shows the current performance level
of the department in which the study is conducted. It is formed as a result of the evaluations of the
patients and their relatives (SERVQUAL Analysis) and the information retrieval from the department.

Goal: The goal column informs the researchers about the targeted performance level. In other words,
it expresses the level of performance of the institution to fullfilled each patient requirement (Shahin,
2005). It is significant to targeting, as studies are carried out with limited resources. The data in this
column is acquired by the researcher and the QFD team. Hospital management provided the data in the
study.

Improvement Ration: The improvement ration refers to the effort required by the institution where
the study is conducted to change the level of customer satisfaction for a customer need. This ratio is
calculated by dividing the value determined in the target column by the business performance value for
each patient requirement. For example, the improvement rate calculated for the requirement of
“Ensuring the adequacy of lactation rooms”, indicated by the F1 code in the Table 4, is 1.2936, which
is obtained by dividing the goal score of 4.8350 by the business satisfaction score of 3.7375.

Point of Sale: Point of sale value expressing to the ability of the good or service to be sold in relation
to the level of each customer's needs (Shiu, 1978). The values to be included in the point of sale are
determined as a result of the evaluation of the QFD team. The listed values were also used in this study.
The most commonly used values for the point of sale can be listed as follows;

1  :No effect on Sales Increasing
1.2 :Has arenable effect on Sales Increasing
1.5 : Has a Strong Effect on Sales Increasing

Absolute Weight: The Absolute Weight Score is calculated using a set of data in the planning matrix.
If the absolute weight value is increasing, the value of the patient requirement for QFD increases at the
same time (Kurtulmusoglu et al., 2016). This value is found by “Importance Factor”, “Improvement
Ration” and “Point of Sale” values are multiplying the with each other.

Relative Weight: Relative Weight Value is the normalized form of Absolute Weight values. In other
words, it is the expression of absolute weight scores as a percentage (Can et al., 2017). It is obtained by
dividing the absolute weight score found for each patient requirement by the total absolute weight score.

Third, the technical answers shown in Table 5 were created.
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Table 5. Technical Requirements

TECHNICAL REQUIREMENTS

K1. Making physical arrangements in lactation rooms and increasing the number of lactation rooms

K2. Creation of a playground in the garden for children

K3. Increasing the number of seats in the waiting areas both in the outpatient polyclinic and service in the expanding the
area

K4. Determination of special areas for people with disabilities

K5. Increasing the number of examination rooms and interior decoration for children

K6. Renewal of items like that patient beds, shelves, etc. in the pediatric health and diseases department

K7. Creation of canteen, cafeteria, patisserie-style sections for patients and their relatives

K8. Increasing the number of personal hygiene areas (washbasins and restroom) and creating a common parent toilet

K. Create of a separate section for pediatric patients in the bloodletting unit

K10. Creating an area for smokers, taking into account the smoke-free air zone

K11. Reviewing processes to reduce waiting periods in service delivery

K12. Attire and appearance of employees

K13. Guidance tools for foreign patients and their relatives and determination of the personnel who will take special care

K14. Arrangement of the services provided in the patient rooms of the pediatric clinic (regular collection of garbage, supply
of linen, provision of companion chair or bed, etc.)

K15. Planning the necessary trainings for employees' interest, friendly approach, openness to help, ability to solve problems
and friendly service delivery

K16. Clearly identifying priority disease groups and preventing problems in service delivery

K17. Determining the working hours clearly and ensuring that all employees comply with these times

K18. Reducing appointment times and minimizing problems related to magnetik resonanse imagining

K19. Qualification of equipment

K20. Access to the service delivery point

K21. Routing information issues

K22. Appointment procedures

Technical requirements were focused on and the service offered was defined in a technical language,
while creating this sub-matrix. Technical answers show how to supply with the requirements of patients
and their relatives. They are positioned at the top of the House of Quality matrix. Technical requirements
are determined by the QFD team. This part may include processes, methods, performance measures,
facilities, people and departments. The final decision on which aspects to include while creating the sub-
matrix rests with the QFD team. There is no general rule regarding the technical answers to be produced.
Determinations should be made according to the needs of the research (Guinta and Praizler, 1993).

At this stage, the relationship matrix shown in Table 6 was created fourthly.
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Table 6. Relationships Matrix
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In the fifth stage, the relationship between the technical answers shown in Figure 1 was examined.

Figure 1. Roof/Colleration Matrix
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In the last stage, all these sub-matrices were combined to form the House of Quality Matrix.
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Table 7. House of Quality (Service Planning) Matrix
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2.1.2. Phase 2, Create of Service Process Planning Matrix

The service process planning matrix, which is the matrix after the House of Quality the QFD method
used in the study, includes associating the technical answers transferred from the first matrix with the
service process elements that have an important place in the service production process. The service
process planning matrix formed by the service process elements shown in Table 8 and the technical
answers transferred from the previous stage is as shown in Table 9.

Table 8. Service Process Elements

1.

Appointment

S1. Acceptance of patients' appointment requests

S2. Informing patients about appointments

S3. Entering patient information into the system

S4. Confirmation of transactions

2.

Check in/Registration
Procedures

S5. Welcoming the patients

S6. Completing the necessary registration procedures of the patients

S7. Providing necessary guidance to patients

S8. Transfer of patients to the point where they will receive service

S9. Processing of hospitalized patients

3.

Service Process

S10. Managing consulting services

S11. Managing staff attitudes and service delivery processes

S12. Managing the special requests of patients and their relatives

S13. Management of processes related to medical analysis, examinations and results

S14. Management of service delivery times

S15. Control and management of equipment

S16. Management of room allocation processes for patients who will receive service
in the service

S17. Considering patient requests in service delivery

S18. Transactions of Patient Accompanist

S19. Management of patient transfer and processes

S20. Management of suggestion/complaint processes of patients and their relatives

S21. Management of emergencies

4.

Check out Procedures

S22. Managing the discharge and discharge procedures of patients
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Table 9. Service Process Planning Matrix
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2.1.3. Phase 3, Create of Service Quality Control Matrix

The purpose of creating this matrix is to determine the necessary quality control criteria for the
service process elements that are thought to be critical in order to produce services that can provide
satisfaction as a result of the services that patients and their relatives benefit from.

Service process elements migrated from the previous matrix are located on the left side of the service
quality control matrix. At the top of the matrix, the created process and quality criteria, namely service
quality control steps, are placed. The Service quality control steps shown in Table 10 were determined
by the QFD team. The service quality control matrix created is as shown in Table 11.

Table 10. Service Quality Control Steps

Service Quality Control Steps

R1. Assigning the right healthcare personnel to appropriate service processes

R2. Organizing in-hospital trainings and within the pediatric health and diseases department

R3. Teamwork

R4. Support of equipment

R5. Developing interpersonal communication within the health institution

R6. Ramp up care services

R7. Ensuring delegation of authority when necessary

R8. Create a procedure

R9. Adaptation and familiarization of pediatric patients to the service delivery process

R10. Development of service standards
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Table 11. Service Quality Control Matrix

Service Quality Controll
Step: o -
P - I ] =T wy 0 - og oy = £ 'El
Service Process = = = = = = = = = ) % R
Elements =
1 O A A A ® [0
2 | A ° ) A ® |v
LAppointment
83 @ O A |22
54 ® ® A O |
85 O A O 18
56 318
2.Check o A Q J
in/Registration 87 . @) 3.65
Procedures
58 @] @ 1.84
59 ® ® O O 1.93
sw | O o A A A A i
s11 A A O O O |ie
512 O O O 733
813 O (S k51
$14 A O 146
813 O A 6.82
3.Service Process
816 O A A |
817 A ® ® 406
818 L ® [
519 O A 3o
520 O O O 2.96
521 O A A 246
4.Check out
Procedures 2 A O 24
Absolute Weight 18498 3146 49,43 12668 [157.71 109.13 6378 93.34 3773 12428
Relative Weight 1876 319 501 1285 16.01 11.07 6.97 9.67 3.2 1264 100

2.1.4. Phase 4, Create of Task Deployment Matrix

The task deployment matrix, created by the QFD team and shown in Table 12, clarified the tasks that
were determined to be important in service delivery and suggestions such as by whom, where, how and
when these tasks should be performed.



Table 12. Task Deployment Matrix
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AT WHAT
WHO WHAT WHEN HOW . . WHY
INTERVALS
Hospital Head Regulations regarding the appointment 0 6 months Revising the appoiatment system and applying the MERS system |Cortimity To reduce the time loss of individuals lf}meﬁﬁx?g froml service delivery and to provide more
Management system effective service delivery.
Hospital Head , , , , , Appointment of appropriate and sufficient personnel for information| To reduce the time loss of indfviduals benefiting from service delivery and to provide more
Regulations on information services in 6 months \ Continuity , . \
Management services effective service delivery.
ality M t . . L . . . L . To recuce the time loss of individuals benefiting fr ice delivery and to provid
Qulty aillagemen Begulations on guidance and orientation in 6 months Assigning personnel for guidance and orientation Contimity O reclice fie fatie 05 Ot memcnas ) - ,g Um, service Ceiery anco promde more
Committee effective service delivery.
Coordinatingina | At this point, the waiting petiod of individuals s a enormous
Hospital Head ] . period of 3 months. problem It has been determined that the problems in the . To reduce the time loss of individuals benefiting from service delivery and to provide more
Watch the prosess of service times . i i Contimity ] i i ’
Management Daily follow up | appointment system have a important place here, and when these effective service delivery.
every 6 months problems are resolved, this stage will also be in order.
Organizing in-hospital trainings and Within the institution, some problems have been identified,
. . g . ¢ N 3 ¢ . Coe ) P o , . . For healtheare professionals to wotk more comfortably and communicate more effectively with
Education Committee trainings within the department of in 6 months | especially in interpersonal communication. [n particular, training can | Continuity et : :
pediatrics be organized for this situation. patetis-
Demands of the patients and their relatives such as eafing and
drinking areas and personal cleaning areas, children's areas,
‘ Supply with th ial demands of dequate breastfeedin . v equipment for thy ‘ : .
Hospital Head , el , g spfam @m ® , @ equale e ele g 100IS: neclessan z?qmpmen ot . In order to provide the most accurate service for the purposes of the health institution, both in
patients and their relatives, equipment and| in 12 months | attendants in the service, blood collection section and arrangement | Continuity .
Management , , , appearance and function.
software arrangements of smoking areas have been determined. Hospital management can
revise them by providing the necessary support. For cigarette areas,
a joint study can be carried out by activating the tobacco board.




354 Hacettepe Journal of Health Administration, 2022; 25(2): 335-360

I1l. FINDINGS

After the phase of determining the needs of the patients and their relatives, which forms the basis of
the QFD application, the QFD application was started. The first stage of the process was the House of
Quality matrix seen in Table 7. When the importance factors of the requirements after the Quality House
matrix are examined, the ones with the highest degree of need, respectively, with the F2 code
“Arrangement of children's areas” with a rate of 12.39%, and with the F3 code “Arrangements of
waiting areas for patients and their relatives” with a rate of 11.45%, respectively. It is seen that there is
the need for “Increasing to information and information points” with E2 code, which has a rate of 5.45%.
These ratios expressed in the relative weight column indicate that the fulfillment of the F2, F3 and E2
coded requirements has a high impact on patient satisfaction. At the same time, these requirements can
be expressed as the points that the institution should primarily provide improvement and reflect these
improvements during service delivery to individuals.

The last three requirements were F10 coded “Arrangement of smoking lounge” with 1.33%, F4 coded
“Arrangement for people with disabilities” with 2.21%, and H2 coded “Attach importance to the dress
and appearance of the employees” with 2.23%. These rates are; Compared to other customer
requirements, the requirements coded F10, F4 and H2 do not have a high impact on patient satisfaction.

Considering the needs of all patients and their relatives, it is seen that the performance of the
institution in terms of expectations of individuals is insufficient. When the business performance column
was examined in more detail, it was understood that the F10 coded “Arrangement of smoking lounge”,
F4 coded “Arrangement for people with disabilities” and A1 coded “Be attentive to staff behavior” were
the weakest points. Among the F2, F3 and E2 coded requirements, which are relatively more important
among the needs of patients and their relatives, it is seen that the E2 coded “Increasing to information
and information points” need more improvement. This is followed by the requirements of F3 coded
“Arrangements of waiting areas for patients and their relatives” and F2 coded “Arrangement of
children's areas”.

When the technical part of the matrix is evaluated, technical answers that come to the fore in ensuring
the satisfaction of patients and their relatives can be seen. When the relative absolute weights of the
technical requirements are examined, the answers in the first three rows are K3 coded “Increasing the
number of seats in the waiting areas both in the outpatient polyclinic and service in the expanding the
area” with 8.17%, and K7 coded “Creation of canteen, cafeteria, patisserie-style sections for patients
and their relatives” with 7.11% and K2 coded “Creation of a playground in the garden for children”
with a rate of 7.6%. These technical answers have more impact on the service provided to patients and
their relatives than other technical answers. It can be interpreted that the steps to be taken at the point of
realizing these technical requirements will increase the quality of service delivery.

The next step of QFD from the House of Quality Matrix was the Service Process Planning Matrix.
At this stage, it has been revealed which process steps are more effective on the satisfaction levels and
satisfaction of individuals. As seen in Table 8, the process elements S1 coded “Acceptance of patients'
appointment requests”, S5 coding “Welcoming the patients” and S17 coded “Considering patient
requests in service delivery” are be in the first place. These elements, which are at the top of the list
compared to the others, can be shown as points that should be emphasized while providing service. If
the health institution catches breakthroughs or improvements on these issues, it will be able to increase
patient satisfaction.

The third matrix of the QFD application is the Service Quality Control Matrix. At this stage, the
service process elements and the service quality control steps determined are correlated. In other words,
it gives a clue to the institution about which control steps should be put into practice in order for the
service process elements to function well. As seen in Table 10, the quality control steps of R1 coded
“Assigning the right healthcare personnel to appropriate service processes”, R5 coded “Developing
interpersonal communication within the health institution” and R4 coded “Support of equipment” are
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be in the first three places. From here, it can be interpreted that these control steps should be given
priority when other resources, especially management resources, will be directed for service delivery.

The last step of the QFD application was the creation of the Task Deployment Chart. This chart is a
collective request and recommendation chart for the institution where the research is carried out as a
result of the information gathered from all the matrices carried out during the QFD application and is
accepted as the service output (product) revealed as a result of the New Product Development Process.
In Table 12, it is stated that the tasks should turn into a concrete output in order to increase the quality
of service delivery as a result of the tasks mentioned.

As a result of the QFD application, many data were obtained that will be beneficial for the service
delivery of the Pediatric Health and Diseases Department. In order for the data revealed in the QFD
application to have a positive return on behalf of the institution, it must be put into practice and concrete
steps must be taken. Although the data obtained as a result of the study carried out in Suleyman Demirel
University Research and Application Hospital, Pediatric Health and Diseases Department, were
presented to the management, concrete steps that could be taken were discussed with them. The final
decision on whether or not to put this data into practice rests with the organization and management. As
a result of the interviews, it was stated by the management that the Covid-19 process had a negative
effect on the physical and equipment features such as waiting areas or playgrounds. In addition, it has
been reported that some studies have been carried out to improve the appointment system and even an
application has been made to the MHRS system?. In addition, it has been stated that the H1 coded
“Reducing waiting period” requirement is Closely related to the H3 coded “Troubleshoot routing
information issues” requirement and that steps can be taken in this regard. In addition, it was determined
that the E2 coded requirement for “Increasing to information and information points” also affected the
H1 coded requirement, and the institution management stated that it would deal with this issue as soon
as possible. In addition to all these, the issue of re-activating the tobacco board and continuing its
activities was also discussed. By fulfilling his responsibility for the implementation of the QFD phases,
the researcher fulfilled the purpose of this study in providing information about quality service delivery
to the institution.

As a result of the research, the QFD application helped to shorten the different stages in the new
product development process. That is the matrix applications in the QFD process were used instead of
the steps in the New Product Development Process.

IV. RESULTS AND DISCUSSION

After the 20th century, which is known as the “productivity century”, it is stated that the 21st century
is the “quality century” (Juran, 1999). Two of the many meanings of the word "quality” are critical to
the management of quality. First, “quality” is the product feature that meets customer needs and thus
ensures customer satisfaction. In this sense, quality is income oriented. Second, “quality” is to be free
from errors that require repeated work or defects that result in customer dissatisfaction (Alramazanoglu
etal., 2021). In this context, it can be stated that high quality service provide is one of the prerequisites
that businesses in the service sector must fulfill in order to be successful in today's highly competitive
environment (Kaya, 2005). Quality Function Deployment (QFD) may be a good option for patient-
focused strategies that will provide patient satisfaction. With the Quality Function Deployment (QFD)
method, which is one of the patient-focused Total Quality Management applications, health institutions
managers can provide a high quality service to their patients, whose wishes, needs and expectations are
determined, that meets or even exceeds these requests, needs and expectations (Karahan, 2019).

L1t is the Central Physician Appointment System (MHRS) that provides examination appointment services to all health
institutions and organizations affiliated to the Ministry of Health in Turkey.
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In this study, an application example is presented by including the QFD method, which supports the
improvement of service quality, customer satisfaction and saturation, into the new product development
process, taking into account the characteristics of health institutions.

In the academic literature, there are various studies on QFD. The study of Radharamanan and Godoy
(1996) at Santa Maria University Hospital is one of the first examples of the method in the health sector.
Researchers investigated how to cater to patient expectations by using the QFD method in the study.
They emphasized issues such as rapid response, appropriate treatment, post-treatment follow-up, and
good counseling as important patient expectations.

Kriewall and Widin (1991) used QFD in the design of the Cochlear Implant, a medical device that
enables patients with severe hearing loss to hear better.

Nallioglu (2014) designed a medical equipment cabinet that can be controlled based on computer
systems in order to manage materials in hospitals with an automation system using the QFD method in
the thesis she presented.

In the study conducted by Dehe and Bamford (2017) in the United Kingdom, they conducted a QFD
application during the opening process of the healthcare institution by interviewing people living in that
area about how a new healthcare institution should be.

Although there are many studies that measure service quality by including the original SERVQUAL
scale in the management of health institutions, it is recommended and emphasized in the literature to
adapt the SERVQUAL scale according to the requirements of the service (Kaya, 2003). Patients who
receive service from health institutions also evaluate the service they receive by taking into account the
health professionals who provide health services to them and the hotel services offered. For this reason,
SERVQUAL and QFD can be used together in order to listen to the voice of the patients
comprehensively, in order to improve the quality of service in a health institution with a patient focus.

Karahan (2019)'s dissertation, a SERVQUAL scale modified according to the needs of a university
hospital was developed and an integrated QFD application was made with fuzzy logic. The author stated
that in the academic literature at the time of the study, there was no study in the health sector that used
the modified SERVQUAL scale and fuzzy logic integrated.

While this study was being conducted, the authors reached to QFD studies integrated with
SERVQUAL in the field of health, as well as different studies using fuzzy logic or Kano Model. Some
sample studies are listed above. When these case studies and some studies in the literature are examined,
some gaps have been found. For starters, it is seen that it is limited to the house of quality matrix, when
the studies in the literature related to Quality Function Deployment are examined. What is meant here
is that other matrices in the method are not sampled except for the house of quality matrix. Another gap
concerns the new product development process. The usability of this process is often associated with
production business enterprises like QFD. But new product ideas are not only associated with products
but also with services. Many different businesses, such as health institutions that provide service output,
can benefit from this process to increase customer satisfaction. At this point, QFD emerges as a useful
method that researchers can apply in the new product development process (Yenginol, 2008). Another
study that has the output that the studies on gfd are more in production business is the study of Unal and
Toraman (2022). They conducted a bibliometric analysis of thesis studies published in YOKTEZ
between 1995 and 2020 about of QFD. In the study, it was determined that the number of theses carried
out in service enterprises is more limited than in production enterprises and it is less in health-related
studies than in other fields. As a result of the researches, a few studies have been reached on the
application of the sevqual-based quality function deployment model in the new product development
process. At the time of the this study, no example was found in health institutions.
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QFD aims to facilitate the new product development process from product conceptualization to
production requirements; however, conventional QFD has its shortcomings. Even though modified QFD
models have been proposed in literature, a comprehensive model is necessary (Lee and Lin, 2011). This
is where the new product development process comes into play. Some examples, especially related to
these integrated studies, are listed below.

Akao and Mazur (2003) referred to the use of QFD in product development and new product
development processes and the richness of its applications in different industries.

Lockamy and Khurana (1995) presented a study that proposes to demonstrate how QFD can be used
as a mechanism to incorporate Total Quality Management (TQM) into the product design process.
Provides a case study illustrating the use of QFD by the Chrysler Motors Corporation, as well as
preliminary conclusions on the use of QFD to facilitate TQM in new product development.

Curcic and Milunovic (2007), in measuring the quality of soap produced, customer satisfaction was
addressed by including quality function deployment in the new product development process.

Delice and Giingor (2009), a new QFD optimization approach combining MILP model and Kano
model is suggested to acquire the optimized solution from a limited number of alternative DRs, the
values of which can be discrete. The proposed model can be used not only to optimize the product
development but also in other applications of QFD such as quality management, planning, design,
engineering and decision-making, on the condition that DR values are discrete.

Akbaba (2003) in his dissertation, he made an adaptation of QFD in lodging industry. This study is
one of the rare studies in which other matrices are sampled apart from the quality house matrix. In
addition, Akbaba (2005) conducted a study on a QFD-Based product development process for tourism
business.

As can be seen in the examples given above, the applications of the new product development process
in service businesses are more limited than in production businesses. In service enterprises, there is no
such study on health institutions. The closest examples are the studies carried out for tourism businesses.
In this study, it is aimed to exemplify the application of a sevgqual-based QFD method in the new product
development process and to present an example to future researchers by creating other matrices other
than the quality house matrix in quality function deployment. For this purpose, servqual analysis was
used to measure patient expectations. For the service delivery of the institution, Macabe's 4-stage QFD
Method was used in the new product development process and 4 different sub-matrix examples,
including the house of quality matrix, were presented. The process was shortened by using matrix
applications in the QFD process instead of the steps in the New Product Development Process.

Some important results were obtained in this study on QFD. The data obtained as a result of the QFD
application can be generalized and the following suggestions can be presented for the institution;

e The evaluations of the individuals who receive service from the Pediatric Health and Diseases
Department of the health institution regarding medical services are closely related to
technological and infrastructure issues. Improvements to be made in these matters will increase
the level of patient satisfaction.

¢ Placing sufficient and correct personnel in the necessary service delivery processes affects the
service delivery guality of the institution before patients and their relatives.

e The health institution should create an appointment system that works regularly by increasing the
number of personnel and making various appointment system corrections.

e By placing the specialist health personnel in the necessary service delivery stages, the health
institution can provide friendly service for patients and their relatives and sufficient examination
times for each patient.
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e Increasing in-service trainings, congress opportunities, telemedicine and home care services
organized for health professionals within the health institution will increase the service quality.
However, care must be taken that all these processes do not adversely affect the functioning of
the appointment system within the organization and the examination times.

e In addition to providing medical services, which is the main field of activity of the health
institution, additional efforts can be made to increase the performance of the institution, including
the management of support services (food, cleaning, security, automation, parking services).

e Improvements should be made in some structural issues (breastfeeding rooms, children's
playgrounds, waiting areas, children's blood collection unit, parent toilets, etc.) that are important
for individuals receiving service within the Pediatric Health and Diseases Department in the
health institution.

After these recommendations for the institution, researchers who will work on QFD can focus on the
following issues and offer different perspectives in the future;

¢ In this study, a research based on perceived service quality on the basis of quality dimensions was
conducted and it was tried to reach individuals who received service from all units of the Pediatric
Health and Diseases Department. Researchers who want to work on QFD can reach individuals
who receive service in the inpatient services of a certain department and conduct research on
whether the perceived service quality differs statistically according to the length of stay of the
patient.

o Researchers who are authorized within the institution and have strong knowledge about QFD can
contribute to the academic literature by conducting larger matrix and complex studies without
limiting themselves to a single department or unit.

o Researchers can conduct a QFD study on healthcare professionals who represent internal
customers in healthcare organizations.

e This research was conducted in a public health institution. In future studies, researchers can
include private sector health institutions in their research, so that a comparison can be made on
the basis of the private and public sector and original results can be obtained. Or they can direct
their work on two different public institutions.

o Researchers can integrate the QFD method with various process improvement tools and enable it
to be used in research.

Ethical Approval: The study has a research ethics committee approval of Suleyman Demirel University
in accordance with the no 99/9 and date 30.11.2020.
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ABSTRACT

Obesity has become one of the most critical problems faced by health systems worldwide, particularly the
increased rate of childhood obesity. The present study investigates the short-run and long-run effects of childhood
obesity on total health spending in Turkey. Since obesity may have different effects in the short and long run as a
health problem, Autoregressive Distributed Lag (ARDL) method has been adopted to obtain both short and long-
run effects in a single model. Separate models have developed for the obesity measures of children from age groups
of 5-9 years, 10-19 years and 5-19 years to encompass the different effects based on gender and age groups in the
short or long run. Since the increase of income in the short run enables families and the state to make more health
expenditures, a positive relationship between income and health spending is found. On the other hand, the rise in
long term income provides health infrastructure and preventive and treatment opportunities confirming a negative
relationship. The results have revealed the presence of a positive and statistically significant long-run relationship
between obesity and health expenditures for all age groups and all gender groups. The findings have confirmed
that the increase in the prevalence of obesity in children in the long term would increase health expenditures.
Income and obesity have different effects on health expenditures in the long and short run. Therefore, policymakers
in the health sector must be aware of these effects. Health status is a long-run phenomenon that changes over a
long period. Obesity has a negative relationship with health spending in the short run. In contrast, health spending
is expected to increase in the long run due to its adverse effects on adults health in future. The results reveal the
positive impact of per capita income on health expenditures in the short run and the reverse impact in the long
run. The policymakers at the macroeconomic level should be aware that health infrastructures will decrease
society's economic burden in the long run.

Keywords: Obesity, public health, child health, health spending

ARTICLE INFO

*Assist. Prof., Karabuk University, Faculty of Health Sciences, elnazkaramelikli@karabuk.edu.tr

https://orcid.org/0000-0002-4100-9533

** Assoc. Prof. Dr., Istanbul University, Department of Public Health, hulyagul@istanbul.edu.tr
https://orcid.org/0000-0002-2276-6184

Recieved: 07.10.2021
Accepted: 07.03.2022
Cite This Paper:

Karamelikli.E. & Giil,H (2022) The effects of childhood obesity on health spending: Evidence from Turkey. Hacettepe Saglik
Idaresi Dergisi, 25(2): 361-372


https://orcid.org/0000-0002-4100-9533
https://orcid.org/0000-0002-2276-6184

2 Hacettepe Journal of Health Administration, 2022; 25(2): 361-372

ARASTIRMA MAKALESI

GOCUKLUK GAGI OBEZITESININ SAGLIK HARCAMALARINA
ETKILERI: TURKIYE'DEN KANITLAR

Elnaz KARAMELIKLI *
Hiilya GUL ™

0z

Obezite, ozellikle ¢ocukluk ¢agi obezitesinin artan orani, diinya ¢apinda saglik sistemlerinin karsilagtigt en
kritik sorunlardan biri haline gelmistir. Bu c¢alisma, Tiirkiye'de ¢ocukluk cagi obezitesinin toplam saglik
harcamalart tizerindeki kisa ve uzun vadeli etkilerini arastirmaktadir. Obezite bir saglik sorunu olarak kisa ve
uzun vadede farkli etkilere sahip olabileceginden, tek bir modelde hem kisa hem de uzun vadeli etkileri elde etmek
icin Autoregressive Distributed Lag (otoregresif dagitilmis gecikme-ARDL) yontemi benimsenmigtir. 5-9 yas, 10-
19 yag ve 5-19 yas gruplarindaki ¢ocuklarin obezite 6l¢iimleri igin kisa veya uzun vadede cinsiyet ve yag gruplarina
gore farkl etkileri kapsayacak sekilde ayri modeller gelistirilmistir. Kisa donemde gelirin artmas, ailelerin ve
devletin daha fazla saghk harcamas: yapmasni sagladigindan, gelir ile saglik harcamalart arasinda pozitif bir
iliski bulunmugstur. Ote yandan, uzun vadeli gelirdeki artis, olumsuz bir iliskiyi teyit eden saglk altyapisi ve
onleyici ve tedavi olanaklart sunmaktadir. Sonuglar, tiim yas gruplar: ve tiim cinsiyet gruplart igin obezite ve
saglk harcamalart arasinda pozitif ve istatistiksel olarak anlaml uzun vadeli bir iliskinin varligini ortaya
koymustur. Bulgular, uzun vadede ¢ocuklarda obezite prevalansindaki artisin saglik harcamalarint artiracagini
dogrulamistir. Gelir ve obezitenin saglk harcamalari tizerinde uzun ve kisa vadede farkl etkileri vardir. Bu
nedenle saglik sektériindeki politika yapicilarin bu etkilerin farkinda olmasi gerekmektedir. Saghk durumu, uzun
bir siire boyunca degisen uzun vadeli bir olgudur. Obezitenin saglik harcamalart ile kisa vadede negatif bir iliskisi
vardir. Buna karsilik, gelecekte yetiskin saghgu iizerindeki olumsuz etkilerinden dolayt saglik harcamalarinin uzun
vadede artmasi beklenmektedir. Sonuglar, kisa vadede kigi basina diisen gelirin saglik harcamalart iizerindeki
olumlu etkisini, uzun vadede ise tersini ortaya koymaktadir. Makroekonomik diizeydeki politika yapicilar, saglik
altyapilarinin uzun vadede toplumun ekonomik yiikiinii azaltacaginin farkinda olmalidir.
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I. INTRODUCTION

Obesity is a social dilemma that costs a great deal to many countries in the world every year. Obesity
is a multifactorial chronic disease caused by a chronic positive energy imbalance in which energy intake
exceeds consumption (Chooi et al., 2019). According to the World Health Organization (WHO),
overweight and obesity are defined as abnormal or excessive fat accumulation that poses a health risk.
Obesity is defined as being overweight rather than excess body fat because it is not easy to determine
body fat percentage (Tiirkiye Endokrinoloji ve Metabolizma Dernegi, 2014). Body mass index (BMI)
is commonly used to classify adults' weight status (underweight, overweight, obese). BMI is defined by
dividing a person's weight in kilograms by the square of his/her height in meters (kg / m2). A person
with a BMI of 30 or greater is considered obese, and a person with a BMI of 25 is deemed to be
overweight (WHO, 2020). In addition, it is also challenging to develop a simple index for the
measurement of overweight and obesity, as a number of physiological changes occur as the body
develops in childhood and adolescence, so BMI should be considered a rough guide (WHO, 2016). BMI
for children and adolescents is calculated differently than adults. Estimates of BMI in children and
adolescents are explained by differences in adiposity, growth, and other factors specific to developing
youth. WHO defined development reference values for children and adolescents aged 5-19 years in
2007. According to this scale, we use today, children and adolescents are classified as underweight,
normal weight, overweight and obese by looking at the distribution of BMI Z-scores by age and gender
(Leeetal., 2011).

The rapid increase in the rate of childhood obesity poses serious health risks for children. It hinders
opportunities to participate in educational and recreational activities, along with the increased economic
burden at family and societal levels (WHO, 2016). For this reason, states should take the necessary
measures to control this disease and reduce its harmful effects. The increasing prevalence of obesity in
children and adolescents leads to various comorbidities and complications stemming from overweight
and obesity. These complications can occur in the short and long run. Previously thought to only find in
adulthood, some complications have now been diagnosed in children and adolescents (Daniels, 2009).

There are numerous causes of childhood obesity with various pathological features. It is generally
believed that increasing childhood obesity results from long-term positive energy imbalance due to the
Western lifestyle (polygenic obesity); some cases may be of genetic origin and are caused by disorders
related to the endocrine system. Although the number of these cases is more limited, physicians should
not ignore these other causes (Martos-Moreno et al., 2014).

Il. THE PREVALENCE OF OBESITY IN THE WORLD AND TURKEY

At the global level, 8% of total deaths in 2017 were due to obesity. There is an increase of more than
4.5% in the number of deaths associated with obesity from 1990 to 2017. This rate varies significantly
according to different regions around the world. In many middle-income countries, especially in Eastern
Europe, Central Asia, North Africa and Latin America, more than 15% of deaths in 2017 were associated
with obesity. In most high-income countries, this rate ranges from 8% to 10% (Ritchie and Roser, 2020).

The prevalence of obesity worldwide nearly tripled between 1975 and 2016. In 2016, 39% of adults
aged 18 and over were found to be overweight. An estimated 38.2 million children under the age of 5
were affected by obesity in 2019. Although it was once seen as a high-income country problem,
overweight and obesity rates increase in low- and middle-income countries, especially in urban settings
in present days (Ritchie and Roser, 2020). In Africa, the number of children with obesity has nearly
doubled from 5.4 million in 1990 to 10.3 million in 2014. Besides, the number of overweight children
(under the age of 5) in the same category has increased by about 24% since 2000 (WHO, 2016; WHO,
2020).

In the WHO report, more than 340 million children and adolescents between the ages of 5-19 were
reported to be affected by obesity in 2016. According to this report, the prevalence of overweight and
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obesity among children and adolescents between the ages of 05-19 increased from 4% in 1975 to over
18% in 2016 (Ritchie and Roser, 2020).

Figure 1. Prevalence of Children Aged 10-19 Affected by Obesity in 2016

Prevalence
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Source: WHO (2016)

This figure shows the obesity prevalence among children worldwide. In this way, the highest rate
belongs to the United States of America. A high prevalence of obesity is observed in the Middle East,
South America, and Australia, while low prevalence is observed in Central Africa and the Indian
subcontinent. The situation in Turkey is similar to Europe and its other neighbours. The prevalence of
obesity in Turkey's adult population is high above the critical value of 30% (Tiirkiye Endokrinoloji ve
Metabolizma Dernegi, 2018). Figure 2 depicts the prevalence of obesity in children aged 10-19 years in
Turkey in 2016. It is found that obesity in both genders between the ages of 10 and 19 is constantly
increasing over the years. The rate of obesity was higher in females than males until 2005, while
afterwards, it was higher in males than in females.

Figure 2. Prevalence of Children Aged 10-19 with Obesity in Turkey in 2016
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It is argued that obesity overburdens health expenditures and reduces economic efficiency (Cawley,
2010; Hammond and Levine, 2010). Rosin  (2008) reviewed the economic causes of obesity and found
strong relationships between those variables. Similarly, Anderson and others (2007), with the help of
regression analysis, found that obesity increases health expenditures. Thorpe and others (2004)
determined causal links of obesity on health expenditures using data from 1987 to 2001 in the United
States. Finkelstein and others (2009) analyzed the data for the period between 1998-2006 using a time
series approach and found that obesity significantly contributed to private and public expenditures.

According to John and others (2012) findings regarding the economic burden of childhood obesity
are inconclusive. Comparing different cost components and age groups has shown that children with
obesity pay more healthcare costs than typical weight peers. The studies of Kinge and Morris (2018)
have shown that obesity has a significant contribution to health expenditures, which is also valid for
childhood obesity. According to Lehnert and others (2013), while overweight children cause decreased
economic efficiency of the parents or related diseases in the short run, the cost of these children's obesity-
related diseases in adulthood may increase the health expenses in the long run. Sonntag and others
(2016) showed that most of the individuals who were affected by obesity in childhood remained in the
same BMI category during adulthood, thus incurring indirect costs over their lifetime. The literature
review has revealed that various methods are used to explain the determinants of health expenditures in
which the Autoregressive Distributed Lag (ARDL) method has also been used in some studies (Khan et
al., 2016; Murthy and Okunade, 2016; Yap and Selvaratnam, 2018).

The present study has employed time-series data to demonstrate the short and long-run effects of
childhood obesity on Turkey's total health spending. Since obesity may have different effects in the short
term and long term as a health problem, the ARDL method has been adopted to obtain long-term and
short-term effects in a single model.

I11. MATERIALS AND METHODS

The ARDL model is widely used for cointegration analysis among different variables of interest in
the long run. The bound test developed by Pesaran and others (2001) has some advantages over other
approaches. For this analysis, all variables need not have the same stationarity level, and series that are
the first-order stationery can be used together with stationery series. Besides, the results of short and
long-run relationships can be obtained with a single estimate.

The model in equation (1) was used to show whether health expenditures are affected by obesity in
the long term. Per capita income is included in the model as a control variable.

HS; = ag + a;OBEZ; + a,GDP; + €, (1)

In this equation, HS (health spending) refers to the prevalence of children with obesity according to
different age and gender groups and GDP (Gross domestic product) per capita national income. Equation
(2) was developed by using equation (1) in the framework of ECM (Error Correction Model). The ARDL
model is shown in equation (2), and short-term and long-term variables are available in the model.

p q
AHSt = ll) + r’OHSt—l + nloBEZt_l + nZGDPt—l + z ﬁleHSt_] + z ﬂZ]AGDPt—]
=1 j=o

m
=0

Here, A represents the difference of variables, and t denotes the trend. The coefficient of variables

represented by B represents short term estimates, while long term estimation results can be found by

using a; = — %ve a, = — "9—2 relationships in the same model to obtain long term coefficients.
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3.1. Data

We have used time-series data of health expenditures and obesity, which are available on the WHO
and Organization for Economic Co-operation and Development (OECD) websites. The data about
childhood obesity from 1975 to 2016 available in the WHO database were used in the present analysis.
Considering that gender and age groups may have different effects in the short or long term, the obesity
measures of children between 5-9 years, 10-19 years and 5-19 years were used in separate models. Total
health expenditures per capita in dollars were obtained from OECD database, while National income
per capita was obtained from the World Bank (WB) database. Table 1 shows the descriptive statistics
of the data used in the model.

Table 1. The Descriptive Statistics of Selected Variables

Mean | Min. | Max. | Std.Dev | Skewness |Stickiness ‘Jaégﬁae'
Girls 6.03 07 | 138 4.19 0.33 1.78 3.36 *
> | Boys 6.40 07 | 16.0 4.87 0.47 191 3.66 *
Both Genders 6.22 0.7 14.9 4,53 0.40 1.84 3.49
2| & |Girls 3.79 04 | 94 2.87 0.45 1.90 3.52 *
8 | & |Boys 373 03 | 102 | 310 0.62 2.09 412*
O | — | Both Genders 3.76 0.3 9.8 2.97 0.54 2.00 3.77*
> | Girls 4.55 05 | 109 3.29 0.40 1.85 3.43*
= | Boys 4.64 05 | 12.1 3.66 0.55 2.00 3.88 *
Both Genders |  4.59 05 | 115 3.48 0.48 1.93 3.61*
Per Capita Income 4822 | 1136 | 12614 | 3878 0.86 2.14 6.47 **
Health Spending 388 38 1129 342 0.72 2.07 5.14 ***

*, ** and *** show the normal distribution at 10%, 5% and 1% significance levels, respectively.
IV. RESULTS

Unit root test of the selected variables is necessary to avoid any spurious regression calculations. For
the analysis based on the ARDL method used in this study, the variables in the model must be zero or
first-order stationery. Therefore, variables that are second- or higher-degree stationery cannot be
included in the analysis. Table 2 shows the results of the unit root tests.

Table 2. The Unit Root Test Results

Augmented Dickey-Fuller Phillips-Perron
Level [First Difference S_econd Level .F'rSt S_econd
Difference Difference | Difference
Girls -5.69* -1.54 -7.88* -6.96* -4.38* -38.23*
3 Boys -5.45* -1.04 -9.77* -5.08* -5.82* -13.59*
Both Genders -5.87* -3.99** -9.02* -6.39* -4.2* -35.48*
2 | o |Girls -4.38* -4.33* -6.98* -5.25* -6.82* -11.92*
8 | & [Boys -1.49 -8.89* 7.12% 131 [ -8.69* -19.66*
O | ' | Both Genders | -3.46*** -9.85* -6.56* -2.85 -9.31* -33.07*
o | Girls -4.67* -6.75* -3.12 -5.73* -6.8* -21.62*
;._" Boys -3.82** -7.39* -7.03* -3.87** -7.31* -16.93*
Both Genders -4.7* -7.22* -8.99* -5.12* -7.27* -21.99*
Per Capita Income -1.77 -6.15* -7.99* -1.79 -6.15* -13.49*
Health Spending -0.57 -5.77* -11.08* -0.57 -5.77* -13.09*

*and ** show that it is stable at 1% and 5% significance levels, respectively.

Augmented Dickey-Fuller (ADF) and Phillips-Perron (PP) tests are widely used for unit root testing.
According to the results of Table 2, all variables are stationary at advanced or first difference. Therefore,
no problem has been detected in using the ARDL method.



Childhood obesity and health spending 7

The model's estimated results in equation (2) are given in Table 3 the obesity prevalence values of
three different age groups of girls, boys, and both genders.

Table 3. The Estimation Results

Obesity
5-9 10-19 5-19
. Both . Both . Both
Girls Boys Genders Girls Boys Genders Girls Boys Genders

Panel A: Results for Long run

GDP 0.010 0.004 0.006 0.02 -0.09** | -0.06* 0.005 0.006 0.005

OBEZ 126*** | 115.42** | 149.23** | 149.58** | 244.79 | 325.69* | 185.22** | 134.96* | 153.42**

Panel B: Results for Short run

TREND -2.43 -4.80 -6.93 -2.69 10.14 | -13.08* -4.30 -71.57** -3.36

Sabit 11.10 13.85 11.18 13.74 -3.53 84.62* 13.86 17.34 10.71

AHE¢1 0.15 0.17 0.13 0.21 -0.38***| -0.02 0.12 0.24 0.19

AHE, 0.36** 0.37**

AGDP; 0.005 0.005 0.004 0.007 | 0.0005 | 0.001 0.005 0.006 0.005

AGDPy; 0.02* 0.02*

AGDPy, 0.02* | 0.02**

AGDPy3 0.03* 0.02*

AGDPy4 0.02* 0.02*

AOBEZ; 18.98 7.80 50.38 [-135.8***| -56.30 -16.70 -64.33 | 146.68*** | -24.21

AOBEZ:1 | -150** -245***

AOBEZ:., -423.62*

AOBEZ:.3 -261.2**

Panel C: Diagnostic test results
Bound F 2.67 2.48 2.22 3.34 7.37 ** | 7.33** 2.28 3.62 1.84
Pesaran t -0.19 -0.17 -0.15 -0.26 -0.24 -0.20 -0.15 -0.22 -0.16
SS'J“S“’O' 042 | 038 | 037 | 047 | 064 | 057 | 039 0.46 0.36
JBagﬁa“e' 008 | 0.11 0.15 0.6 246 | 033 0.29 0.71 0.19
Cusum S S S S S S S S S
CusumQ S S S S S S S S S
2‘; LM 009 [314*| 145 | 022 | 021 | 011 | o052 063 | 5.08%*
RESET test 0.68 1.03 2.45 2.57 0.36 1.49 2.24 1.79 1.08
Harvey test 0.56 1.07 1.29 1.14 1.34 0.91 1.13 1.55 1.21
BPG test 0.65 0.86 1.42 0.52 2.03***| 0.47 0.91 1.23 0.78
IARCH test 0.94 0.08 0.02 0.65 0.79 0.49 0.16 0.4 0.05

Note: *, **, (***) indicate null hypothesis rejection with 1%, 5% and 10% margin of error, respectively. The
critical values of t distribution used in short and long term panels are 2.71, 2.02 and 1.69.

Table 3 shows the long-term, short-term and diagnosis statistics in separate panels. Standardized
long-term estimation results are given in Panel A, while Panel B shows the short-term forecast results.
The results show that the national income per capita is statistically significant in the short term only for
the age group between 10-19 years in the variables including males and both sexes. However, when
looked carefully, it seems that the existence of a positive relationship also emerges.

Panel C presents diagnostic statistics of the analysis. The LM (Lagrange Multiplier) test was applied
for the measure of serial correlation. This test has y2 distribution with one degree of freedom, and the
critical values at 1%, 5% and 10% were determined as 6.63, 3.84 and 2.71, respectively. RESET Ramsey
test was used to assess modelling error. This test also has a distribution of 2 with one degree of freedom.
The F test is a cointegration detection tool developed by Pesaran and others (2001) through which
critical values at 1%, 5% and 10% significance levels were obtained as 7.52, 5.85 and 5.06, respectively,
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with two independent variables (k = 2) using the table (Table Cl-Case V, page 301). Cusum and CusumQ
show the stability of the model. There is no statistical problem in any of the diagnostic tests applied for
estimations. Looking at the Pesaran F test, cointegration was found only in the group of males and both
genders aged between the ages of 10-19.

V. DISCUSSION

Studies investigating the effect of national income on health expenditures found a strong relationship
between national income and health expenditures (Atilgan et al., 2017; Blazquez-Fernandez et al., 2014,
Bukhari and Butt, 2007; Kumar, 2013). Analysis of per capita income in the present investigation has
shown that a statistically significant association has been found only in males and genders in the age
group of 10-19. The presence of an adverse effect draws attention while analyzing the direction of the
relationship. This means that as the country's national income increases in the long term, health
expenditures decrease. Thus, a contradiction between long term and short term estimation results has
been detected. Since the rise in income in the short term enables families and the state to make more
health spending, a negative relationship should be expected in the long run because the increase in long-
term income provides health infrastructure and the development of preventive and treatment
opportunities. With the rise in national income, the development of health infrastructure, and the
increase in preventive and treatment possibilities, health expenditures decrease. Considering the short
term estimation results, the rise in income increases the health expenditures. This situation can be
explained by employing expanding the state and the family's income to increase the health sector's share.

Several studies have found that obesity causes an increase in health expenditures. By reviewing
studies conducted in the European region, Miiller-Riemenschneider and others (2008) showed that
obesity strongly affected health expenditures. Similarly, Withrow and Alter (2011) reviewed studies
showing the impact of obesity on immediate costs. Rtveladze and others (2014) also reached the same
conclusion in their studies in Mexico. Andreyeva and others (2004) found that the economic burden of
excessive obesity is higher for overweight individuals. In another study, Sandalci and Tuncer (2020)
examined the direct and indirect costs of obesity in Turkey, advocating the need to tackle this issue.

The liability of childhood obesity on health care payments has also been the subject of many
empirical studies (Wang and Dietz, 2002). The present analysis results have found a positive and
statistically significant long-term relationship between obesity and health expenditures in all age groups
and all gender groups. These findings confirm that the increase in the prevalence of obesity in children
in the long term will increase future health expenditures significantly. It appears that there is an inverse
relationship between obesity and health expenditures in the short run. According to Thorpe and others
(2015) chronic diseases related to obesity have enormously increased health expenditures. Since the
negative effect of obesity on health is linked to chronic diseases, and this may explain its significant
long-term impact.

The present study results are not statistically significant in all age and gender groups considering the
short-term effects of obesity on health care spending and show a negative relationship except males in
the 5-19 age group. According to the study of Doherty and others (2017), although obesity and being
overweight did not make a difference in healthcare use for 9-year-olds, there was a significant
association to 13-year-old children.

VI. CONCLUSION

While there is a positive relationship between the obesity prevalence in children and health
expenditures, there is a reverse relationship between national income increase and health spending in
the long term. According to the short-term estimation results, a positive association was observed
between income and health expenditures. This situation can be explained by the fact that the rise in
income increases the family's share and the state of the health sector. There is an inverse relationship
between obesity and short term health expenditures. This situation suggests that the negative impact of
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obesity on health will be significant only in the long term. A continuous struggle against obesity will
provide long-term social and economic well-being in the future. Besides, it is expected that this struggle
will help to solve some financial crises too.

Income and obesity have different effects in the long-run and short-run on health spending.
Therefore, policymakers should be aware of these effects to make more robust future health strategies.
Health status is a long-run phenomenon that changes over a long period. Obesity has a positive
relationship with health spending in the short run. In contrast, health spending is expected to increase in
the long run due to its adverse effects on adults health in future. The results reveal the positive impact
of per capita income on health expenditures in the short run and the reverse impact in the long run. The
policymakers at the macroeconomic level should be aware that health infrastructures will decrease the
population's economic burden in the long run.

Ethical Approval: The data used in the study were obtained from open sources, therefore, ethics
committee approval is not required.
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ARASTIRMA MAKALESI

KRONIK HASTALIGA SAHIP OLAN BIREYLERE BAKIM VEREN
HASTA YAKINLARININ HASTALIK SURE_Ci YéNETiMiN_E
ILISKIN DAVRANISLARININ INCELENMESI *

Elif AKDOGAN ™
Elif KAYA ™

0z

21. yiizyilda teknolojinin gelismesi ve saghk sektériinde hastaliklarin tedavisinin bulunmast ya da hastanin
yasam kalitesini yiikselterek hayatina devam etmesi seklinde gelismeler olmaktadir. Yasam siiresinin uzamasi
sevindirici bir durum olsa da kronik hastaltklarin artis géstermesine zemin hazirlamistir. Artan kronik hasta sayisi
ve kronik hastaliklarin tedavisinin uzun siirmesinden dolay: hastalarin bakimina evlerde devam edilmektedir. Evde
bakimin 6n plana ¢ikmast hasta yakinlarini hastalik siirecine dahil etmistir. Hasta yakinlarinin hastalik siirecine
dahil olduklarinda hastalarmmin yasam kaliteleri yiikselmektedir. Bu c¢alismada, hasta yakinlarimin siireci
yonetmesini kolaylastiracak ve hasta olan bireyin yasam kalitesini yiikseltecek konular aragtirilip; hasta
yakinlarimin bu siireci nasil degerlendirdigine ulasmak amag¢lannmigtir. Bu amagla Antalya, Burdur ve Isparta’da
yasayan 448 hasta yakinina ulasilmistir. Arastirmada veri toplama aract olarak alanyazin ¢aligmast yapilmis,
alanminda uzman hekimlerle ve kronik hasta yakinlary ile goriismeler yapilarak gelistirilen “Kronik Hastaliga Sahip
Olan Bireylere Bakim Veren Hasta Yakinlarvmin Hastalik Siireci Yonetimi” anketi olusturulmug ve kullanimustur.
Anket formunda hasta yakinlarinin hastalik siirecindeki deneyimlerini paylasabilecekleri bir tane a¢ik uglu soruya
yer verilmistir. Bu ankette “sosyo-psikolojik destek”, “tedavi siirecini takip ", “aile iligkileri”, “fizyolojik destek”
ve “destekleyici girisimler” boyutlarmi 6lgen 40 ifade bulunmaktadir. Bu ¢alismanin sonucunda, kadin hasta
yakinlarimin erkeklere gore hastalarina psikolojik ve fizyolojik destek verme davramislarini onemsediklerine
ulasilirken, destekleyici girisimler davranislarini erkek hasta yakinlarinin kadinlara gore daha fazla yaptiklarina
ulasilmigtir. Hasta yakinlarmmin gelir ve egitim seviyesi arttikca hastalik siirecinde psikolojik destek ve tedavi
stirecini takip hususlarima daha fazla dikkat ettikleri tespit edilmistir. Hasta yakinlarimin; cinsiyeti, medeni
durumu, yas grubu, gelir durumu, egitim durumu, hastaya tek basina bakim vermesi, evde bakim hizmetinden
yararlanmasi, hastaya yakinlik derecesi ve hastanin hastaligi seklinde siralanan sosyo-demografik degiskenlerinin
hastalik siire¢ yonetimini etkiledigine ulasiimistir.

Anahtar Kelimeler: Kronik hastaliklar, kronik hastalik yonetimi, bas etme stratejileri, gii¢clendirme, hasta
yakinlart.
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EXAMINATION OF THE BEHAVIORS OF PATIENT RELATIVES
WHO CARE FOR INDIVIDUALS WITH CHRONIC DISEASES
REGARDING DISEASE PROCESS MANAGEMENT *

Elif AKDOGAN **
Elif KAYA™

ABSTRACT

In the 21st century, there are developments in the form of the development of technology and the discovery of
the treatment of diseases in the health sector or the continuation of the patient's life by increasing the quality of
life. Although the prolongation of life expectancy is a pleasing situation, it has paved the way for an increase in
chronic diseases. Due to the increasing number of chronic patients and the long duration of the treatment of
chronic diseases, the care of the patients is continued at home. The prominence of home care has included the
relatives of the patients in the disease process. When relatives of patients are involved in the disease process, their
patients' quality of life increases. In this study, subjects that will facilitate the management of the process by the
relatives of the patients and increase the quality of life of the sick individual were investigated; It is aimed to reach
how the relatives of the patients evaluate this process. For this purpose, 448 patient relatives living in Antalya,
Burdur and Isparta were reached. In the research, a literature study was conducted as a data collection tool, and
the “lllness Process Management of Relatives of Patients Caring for Individuals with Chronic Diseases”
questionnaire, which was developed by interviewing specialist physicians and relatives of chronic patients, was
created and used. In the questionnaire form, one open-ended question was included in which the relatives of the
patients could share their experiences during the disease process. In this questionnaire, there are 40 statements
measuring the dimensions of "socio-psychological support”, "*following the treatment process”, "family relations”,
"physiological support” and "supportive interventions™. As a result of this study, it was found that female patients'
relatives gave importance to their psychological and physiological support behaviors to their patients compared
to men; It was found that male patients' relatives performed supportive intervention behaviors more than females.
It has been determined that as the income and education level of the relatives of the patients increase, they pay
more attention to psychological support and follow-up of the treatment process during the disease process.
Relatives of patients; It has been found that socio-demographic variables such as gender, marital status, age
group, income status, education level, caring for the patient alone, benefiting from home care services, degree of
closeness to the patient and the patient's disease affect the disease process management.
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I. GIRIS

Son yillarda yasam siiresinin uzamasi ve bulasici hastaliklarin azalmis olmast olumlu sonuglar gibi
gortinse de kronik hastaliklarin artig egilimi gostermesine sebep olmustur. Kisilerin giinlilk yasamda
hareketsiz kalmalari, beslenme seklindeki degisimler ve bunlara benzer yagsam bi¢imleri kronik hastalik
oranlarini artirmaktadir. Tedavisi uzun siiren kronik hastaliklar hasta bireyi ve hasta yakinlarini bir¢ok
boyutta etkilemektedir.

Kronik hastaliklar; uzun yillar siirebilen, kiginin yasaminda kisitliliklar olusturabilen, tibbi bakimi
siirekli kilan ve bulasict olmayan durumlardir. Kalp ve damar hastaliklari, kronik solunum sistemi
hastaliklar1, kanser, obezite ve diyabet bireyin yasaminda ciddi sorunlara sebep olan baslica kronik
hastaliklara 6rnek verilebilir (Akalin, 2012; Pelin, 2017). Kronik hastaligin tedavisi siirecinde bireyin
uymast gereken belirli kurallar ve kisitlamalar olmaktadir. Bu kurallar ve kisitlamalar hastaligin
ilerlememesi i¢in gerekli olsa da hasta bireyin yasam kalitesini diisiirmektedir (Milli Egitim Bakanlig
[MEB], 2012).

Kronik hastaliklarda tani ve tedavi yontemlerindeki gelismelerle sag kalma siiresinin uzamasi ve
evde bakimin 6nem kazanmasi hasta yakinlarina sorumluluklar yiiklemektedir (Kitrungrote, 2006).
Ornegin, kanser hastaliginda hasta yakinlarmin ve bakim vericilerin hasta bakiminin “omurgasi” olarak
nitelendirilmesi hasta yakinlarinin bakim vermedeki énemini vurgulamaktadir (Kagmaz vd., 2015). Bu
yiizden hasta bireyin olumsuz duygularini uzaklastirarak ve hasta bireye fiziksel agidan yardim ederek
yasam kalitesini artirmak i¢in tedavi siirecine hasta yakinlarimin dahil olmasi gerekmektedir. Kronik
hastalik yonetimine hasta yakinlarmin aktif olarak katilimlar1 hastalarinin 6z-yonetim basarisi
gerceklestirmesini kolaylastirmaktadir (Rossland, 2009). Denilebilir ki, tedavinin devam etmesinde ve
hastalik siirecinde hasta yakinlar1 hayati rol oynamaktadirlar. Ozellikle hastalarin ve hasta yakinlarinin
hastalig1 6grendikten sonra aktif, 6grenmeye acik ve tedaviye uyum saglama odakli olmasi karsilagilan
veya karsilagilacak fiziksel, sosyal, duygusal ve ekonomik sorunlarin yonetimini kolaylastirabilir
(Discigil ve Ayan, 2019; Kabali ve Ozen, 2020; Tiirkoglu ve Kilig, 2012). Aynm1 zamanda yapilan
arastirmalarda, hastalarin evde bakilmasinin sonucunda yasam kalitelerinin arttigi da gorilmiistiir
(Kahraman, 2012).

Hasta yakinlarinin hastalik siirecinde karsilastiklar fiziksel, psikolojik ve maddi zorluklarla bag
edebilmesi ve yeni yasama uyum gosterebilmesi acisindan hasta yakinlar1 gii¢lendirilmelidir. Hastalarin,
hastaligin getirdigi zorluklarla basa c¢ikma stratejileri liretebilmesi ve yonetmeyi Ogrendigi siirece
‘gliclendirme’ denmektedir (Akgiin ve Citci, 2010; Yildiz, 2016). Kronik hastaliga sahip olan bireylere
bakim veren hasta yakinlarinin evde ve hastanede birtakim gorevlerinin bulunmasi ve hastaliktan 6nceki
yasamini devam ettirmesi hususlarin1 dengelemesi acisindan bu gorevlerin bilincinde olmasi siireci
olumlu etkilemektedir (Given vd., 2001; Tabar, 2006). Yemek yapma, hastasin1 randevulara gotiirme,
hastanin kaldig1 ortamin hijyenini saglama, kullanilan ilaglarin yonetimini ve idaresini yapma seklinde
hasta yakinlarinin gorevleri bulunmaktadir. Bu gorevlerin bilinmesi ve planlanmasi durumunda hasta
ve hasta yakii hastalik siirecinin kontroliinii eline almakta, kendilerine glivenmekte, anksiyete
seviyesinde azalma olmakta, tedaviye uyumlar1 artmakta ve tekrarli hastane yatigslarindaki oran
azalmaktadir (Softa vd., 2016).

Hasta yakinlarmin giiglendirilmesi faktorleri arasinda onemli olan mevzulardan biri saglik
profesyonelleri tarafindan hastalar ve hasta yakinlarina verilen hastalik ile ilgili egitimlerdir. Hasta ve
hasta yakin1 kars1 karstya olduklari hastaligin hayatlara getirdigi problemleri bilmedikleri durumlarda
¢cozlim liretememektedirler. Bu yiizden hasta, sagligima kavusmada basarili olamamaktadir (MEB,
2012). Saglik profesyonelinin verecegi egitim ve damismanlik, hasta birey ve hasta yakinmin
giiclenmesinde ve hastaligin getirdigi sorunlarla bas edebilmelerinde 6nemli bir yeri vardir (Kumsar ve
Yilmaz, 2014). Saglik profesyonelleri tarafindan verilen taburculuk egitimine benzer hasta ve hasta
yakinlarimi bilgilendirici egitimler, hasta bireyin benlik saygisini, kontrol duygusunu ve 6z-yeterlik
diizeylerini giiclendirmesini olumlu etkilemektedir (Johansson, 2004). Bu verilere bakilarak denilebilir
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ki, hastalar gibi hasta yakinlarinin da bilgi ile giiglendirilmesiyle hastalik siireci daha basarili bir sekilde
yOnetilebilir.

Hasta bireye tan1 konmasi ve tedavisinin baglamasinin yan1 sira hastaya bedensel, ruhsal, sosyal ve
manevi etkilesimin de dahil oldugu biitlinciil saglik hizmeti verilmelidir. Biitiinciil saglik hizmetinin
saglanmasi bireyin tani ve tedavisinin kalitesini arttiracaktir (Kocaman, 2006). Psikososyal bakimin
genel olarak; bireyin hastaligin tedavisine uyum saglamasini, yeni yasamin getirdigi sorunlara kars1
psikolojik tepkilerini yonetebilmesini, hastanin mevcut durumu hakkinda dogru bilgi edinebilmesini,
gelecek umudunu yasatabilmesini, sorunlarina uyum saglama ugrasi vermesini ve yagamini kaliteli hale
getirmeyi amaglar (Aydemir ve Cetin, 2019).

Sosyal destek ve umudun hastalar ve hasta yakinlar iizerinde olumlu etkileri bulunmaktadir. Ayrica
hastalik yonetiminde onemli yere sahip iki unsurdur. Calismada sosyal destek kavrami ile hastanin
ailesinden, esinden, akrabalarindan ve dostlarindan aldigi destekler kastedilmistir. Sosyal destek
gereksinimi karsilanan hastalarin tedaviye uyumu arttigi, kendi sagligini koruyucu davranislarda
bulundugu, 6z-yonetim becerilerini yerine getirdigi, kronik hastaliklarin sorunlari ile bag etmesinde daha
basarili oldugu, hastaneye tekrarli yatiglarin, 6liim oranlarinda azalmalar ve hastalarin yasam
kalitelerinde artiglar yasandigina vasil olundu (Aras vd., 2009; Hutcison, 1999). Umut ise, bireyin
kendini giivende hissetmesi, gelecekle bag kurmasini, yasama yonelik olumlu beklentilerinin olmasini,
depresyon ve caresizlik gibi olumsuz duygular1 6nleyen ve tedaviye uyumu arttiran 6nemli bir bag etme
mekanizmasidir (Arslantas vd., 2010).

Bu calismada, sosyal hizmetler konusuna hasta ve hasta yakinlarinin hastaligin getirdigi ekonomik
yiikle bas edebilmeleri konusunda saglanan yardimlarla ilgili bilgi eksikliginin (Akyar ve Akdemir,
2009) oldugu diisiiniildiigii icin yer verilmistir. Kronik hastaliklarin uzun siirmesi, tedaviler ve ilaglarin
maliyetleri, kronik hastaliklarin bakiminin evde devam etmesi ayn1 zamanda evde bakim veren kisilerin
biiyilk ¢ogunlugunu kadinlarin olusturmasi gibi sorunlar kronik hastaliklari ekonomik ydnden
zorlamaktadir (Altay vd., 2018; Inem, 2019; Tasdelen ve Ates, 2012). Tedavinin evlerde devam
etmesine karsin hanehalki i¢erisinde herhangi bir iste ¢alisan sayisinin artmasi durumu yaslilik ve kronik
hastaliklarla ilgili politikalar iiretilmesine ve sosyal diizenlemeler yapilmasina zemin hazirlamaktadir
(Giirer vd., 2019). Bireyin kendi sosyal varlik alaninda yasama hakki g6z éniinde bulundurularak kendi
yasam alaninda ya da evinde saglik ve sosyal bakimi gerceklestirilmelidir (Abay ve Giingor, 2015).

Ulusal alanyazinda kronik hastalig1 olan kisilere bakim verenlerin psikolojisinin nasil etkilendigi ve
kronik hastaligin bakim veren kisiye getirdigi yiik ile ilgili onemli sayida aragtirma yapilsa da, kronik
hastaliga sahip olan bireylere bakim veren hasta yakinlarinin bu siireci nasil degerlendirdigi ile ilgili
yeterli sayida arastirma yapilmamistir. Ayrica kronik hastalik siirecinin yonetilmesi konusuyla ilgili
yapilan ¢aligmalar saglik calisanlari ve hastalar {izerinde galisilmistir. Hasta yakinlar1 hastalardan sonra
kronik hastalik siirecinden en ¢ok etkilenen kismi olusturmasina ragmen bu siireci nasil yonettikleri
konusunda ulusal alanyazinda yeterli ¢alismanin olmadigi goriilmiistiir. Bu ¢alismanin amaci, kronik
hastalik siirecinde hasta yakinlarina diisen gorevleri saptamak ve bakim verilirken yaygin yapilan
davranislar1 belirlemektir.

I1. ARASTIRMANIN YONTEMI

Alanyazin taramasinda hastalik yonetimine hasta yakiinin katkisi ve hastanin tedaviye uyumunu
etkileyen faktorler ilizerinde kapsamli arastirma yapilmistir ayrica hekim, hemsire ve kronik hastaliga
sahip olan bireylere bakim veren hasta yakinlar1 ile goriismeler yapilarak maddeler hazirlanmistir.
Yapilan agimlayici faktor analizi sayesinde sosyo-psikolojik destek, tedavi siirecini takip, aile iligkileri,
fizyolojik destek ve destekleyici girisimler boyutlar1 olmak iizere bes boyut dogrulanmistir. Ac¢ilan
agimlayict faktor dogrultusunda ifadelerin tutarliligi test edilmistir ve bununla ilgili degerler de
psikometrik degerler tablosunda yer almaktadir.
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Bu ¢alisma ¢evrimigi platformlar ve fiziksel ortamlarda anket formalar1 kullanilarak Antalya, Burdur
ve Isparta illerinde yasayan hasta yakinlaria ulasilnustir. Tiirkiye Istatistik Kurumu’na (TUIK) (2020)
verilerine gore Antalya (2.548.308), Burdur (267.092) ve Isparta (440.304) illerinin toplam niifusu
3.255.704°diir (TUIK, 2020). Kesin olarak bakima muhtag hasta sayisin1 ortaya koyacak herhangi bir
istatistiksel kaynak olmadigindan dolayr Bati Akdeniz bolgesinin toplam niifusu dikkate alinarak
orneklem biiytkligii hesaplanmistir. %95 giiven araligi, %35 hata pay: diisiiniildiigiinde bu evrenden
secilecek 384 kisilik 6rneklem yeterli olabilmektedir (Biiyiikoztiirk vd., 2014). Calismada 448 hasta
yakinina ulagilmistir ve érneklem biiyiikliigiiniin arastirilmak istenen evren 6zellikleri hakkinda yeterli
bilgi verdigine karar verilmistir.

Anket formlar1 araciligi ile elde edilmis olan veriler, Statistical Package for the Social Sciences
(SPSS 22) programu ile analiz edilmistir. Veriler standart sapma, aritmetik ortalama, yiizde ve frekans,
independent sample t-testi ve ANOVA hesaplamalari yapilarak analiz edilmistir. Bu ¢alismada en
yaygin kullanilan 5°li Likert yontemi kullanilmistir.

Calismada normallik testi yapilmis ve her bir boyutun basiklik (kurtotis) ve ¢arpiklik (skewness)
degerleri bulunmustur. Boyutlarin degerlerinin, -2 ile +2 arasinda olmasi boyutlarin normal dagilim
gosterdigini ifade etmektedir. Boyutlar ve karsilastirilan maddeler normal dagilim gosterdiginden sosyo-
demografik degiskenlere gore karsilastirmalar yapildiginda parametrik testler kullanilmistir. Ug ve iizeri
grubun kargsilastirilmast yapilirken “varyans analizi (ANOVA) (F testi)” ve ikili gruplarin
karsilastirilmas: yapilirken ise “independent sample t testi” kullanilmustir. Ug ve iizeri gruplarda fark
bulundugu zaman farkin kaynagini bulmak i¢in “Tukey’s-b testi” ve “LSD testi” yapilmistir.

Arastirma Siileyman Demirel Universitesi Etik Kurulu tarafindan 23.02.2021 tarihli (Say1: 103/18)
karart ile uygun bulunmustur.

111. BULGULAR

Bu boliimde c¢alismanin bulgularina yer verilmistir. Tablo 1°de ¢aligmaya katilan kronik hastaliga
sahip olan bireylere bakim veren hasta yakinlarinin hastalik siire¢ yonetimi boyutlarinin psikometrik
ozelliklerinin degerleri verilmistir. Aragtirmada kronik hastaliga sahip olan bireylere bakim veren hasta
yakinlarinin hastalik siirecini degerlendirmek igin bes boyut olusturulmustur. Her bir boyutun aldig
degerler Tablo 1°de verilmistir.

Tablo 1: Kronik Hastahga Sahip Olan Bireylere Bakim Veren Hasta Yakinlariin Hastahk Siire¢
Yonetimi Boyutlarinin Psikometrik Ozellikleri

ifade . Cronbach < Carpikhik Basiklik
Boyutlar Sayisi Min/Max Alfa X SS (Ske\?vness) (Kurtosis)
Sosyo-Psikolojik Destek 12 1-5 0,948 4,258 | 0,662 -1,592 4,564
Tedavi Siirecini Takip 12 1-5 0,942 4,111 | 0,730 -1,061 1,757
Aile Iliskileri 4 1-5 0,874 3,973 | 0,793 -0,820 1,040
Fizyolojik Destek 9 1-5 0,934 4,258 | 0,699 -1,754 4,827
Destekleyici Girisimler 3 1-5 0,754 3,411 | 1,018 -0,382 -0,027

Sosyo-Psikolojik Destek Boyutu: Bu boyutta 12 ifade bulunmaktadir. Hasta yakinlariin
hastalarma kars1 psikolojik desteklerini 6lgmeye yonelik ifadeler bulunmaktadir. Sosyo-psikolojik
destek boyutunun aritmetik ortalamasi 4,258 ve standart sapmasi 0,662 olarak bulunmustur. Bu boyutun
giivenirlik derecesi (Cronbach’s Alpha) ise 0,948 olarak giivenilir bulunmustur.

Tedavi Siirecini Takip Boyutu: Bu boyut 12 ifadeden olugmaktadir. Hasta yakinlarinin hastalarinin
tedavisini takip etmek i¢in hangi davraniglart yaptiklarimi 6l¢meye yonelik ifadelerden olusturulmus bir
boyuttur. Tedavi siirecini takip boyutunun aritmetik ortalamasi 4,111 ve standart sapmasi 0,730 olarak
bulunmustur. Bu boyutun giivenirlik derecesi (Cronbach’s Alpha) ise 0,942 olarak bulunmustur.
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Aile iligkileri Boyutu: Bu boyutta 4 ifade yer almaktadir. Hastalik siirecinde hasta yakinlarmnin ailesi
ve cevresiyle olan iletisimini 6lgmeye yonelik ifadeler vardir. Aile iliskileri boyutunun aritmetik
ortalamasi 3,973 ve standart sapmasi 0,793 olarak bulunmustur. Bu boyutun giivenirlik derecesi
(Cronbach’s Alpha) ise 0,874 olarak verilmistir.

Fizyolojik Destek Boyutu: Bu boyutta 9 ifade bulunmaktadir. Hastalik siirecinde hastalarin yasam
kalitesini ylikselten beslenme ve fiziksel aktivitelere uymasi i¢in hasta yakinlarinin ne derece yardimc1
oldugunu 6l¢meye yonelik ifadeler olusturulmustur. Fizyolojik destek boyutunun aritmetik ortalamasi
4,258 ve standart sapmasi 0,699 olarak bulunmugtur. Bu boyutun giivenirlik derecesi (Cronbach’s
Alpha) ise 0,934 seklinde giivenilir bir degere sahiptir.

Destekleyici Girisimler Boyutu: Bu Boyutta 3 ifade vardir. Hasta yakinlarinin hastalik siirecini
daha kolay atlatabilmesi i¢in hastalarini yonlendirme durumlarini ve hastaligi basarili yonetebilmek i¢in
egitimlerden, faydalanma durumlarin1 6lgmeye yonelik ifadelere yer verilmistir. Destekleyici girisimler
boyutunun aritmetik ortalamasi 3,999 ve standart sapmasi 1,018 olarak bulunmustur. Bu boyutun
glivenirlik derecesi (Cronbach’s Alpha) ise 0,754 seklinde giivenilir bir degere sahiptir.

Tablo 2. Sosyo-Psikolojik Destek Boyutunun Sosyo-Demografik Degiskenlere Gore

Karsilastirilmasi

Degiskenler | N | X | SS | Test Degerleri

Cinsiyet

Kadin 331 4,336 0,580 t=3,439

Erkek 145 4,085 0,791 p=0,001*

Toplam Gelir Durumu (TL)

-3500 132 4,138 0,711 F=3.131

3501-5000 171 4,321 0,562 0=0,045%

5001 TL ve iizeri 169 4,287 0,708 '

Egitim Durumu

Ilkokul/Ortaokul 80 4,081 0,688

Lise 130 4,172 0,695 F=4,691

On lisans/Lisans 220 4,355 0,584 p=0,003*

Lisansiisti 46 4,358 0,774

Bakim Verme Siiresi (Yil)

-3 148 4,250 0,672 _

4-7 _ 186 4,238 0,703 5;8311(2)

8 ve Uzeri 142 4,297 0,592 '

Hastasina tek basina bakim verme durumu

Evet 174 4,199 0,686 t=-1,494

Hayir 302 4,294 0,645 p=0,136

Hastasi icin evde bakim hizmetlerinden faydalanma durumu

Evet 141 4,303 0,679 t=0,778

Hayir 334 4,251 0,630 p=0,437
*=p<0,05

Tablo 2°de sosyo-psikolojik destek boyutunun demografik degiskenlere gore karsilastirilmasina
iliskin degerler yer almaktadir. Sosyo-psikolojik destek boyutunun katilimcilarin cinsiyetlerine goére
karsilastirildiginda anlamli bir farklilik oldugu tespit edilmistir (t=3,439, p=0,001). Burada olusan fark
kadinlarin erkeklerden yiiksek puan almasindan kaynaklanmaktadir. Sosyo-psikolojik destek boyutunun
katilimcilarm toplam gelir durumlarina gore istatistiksel olarak karsilastirilma yapildiginda anlamli bir
farklilik oldugu tespit edilmistir (F=3,131, p=0,045). Yapilan Tukey’s-b testi sonucuna gére 3501-5000
TL arasinda toplam gelire sahip olan hasta yakinlar1 3500 TL ve alt1 toplam gelire sahip olan hasta
yakinlarindan sosyo-psikolojik destek boyutu puaninin yiiksek olduguna ulagilmistir.
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Sosyo-psikolojik destek boyutunun hasta yakinlariin egitim durumlarina gore karsilastirilmasi
yapildiginda istatistiksel olarak anlamli farklilik bulunmustur (F=4,691, p=0,003). Yapilan ileri analiz
sonucuna gore ilkokul ve ortaokul egitim seviyelerindeki hasta yakinlarinin hastalik siirecinde hastaya
verdikleri sosyo-psikolojik destek 6n lisans ve lisans egitim seviyesine sahip olan hasta yakinlarina gore
sosyo-psikolojik destek boyutu puani diisiik ¢ikmistir. ilkokul ve ortaokul egitim seviyesinde olan hasta
yakinlarinin sosyo-psikolojik destek boyutu lisansiistii egitime sahip olan hasta yakinlarina gére de daha
diisiik ¢ikmustir.

Sosyo-psikolojik destek boyutunun hasta yakinlarinin bakim verme siirelerine (F=0,342, p=0,710)
ve tek bagina bakim verme durumlarina (t=-1,494, p=0,136) gore karsilagtirilma yapilmistir ve anlamli

farklilik bulunmamustir.

Tablo 3. Tedavi Siirecini Takip Boyutunun Sosyo-Demografik Degiskenlere Gore

Karsilastirilmasi

Degiskenler | N | X | SS | Test Degerleri

Cinsiyet

Kadm 331 4,157 0,684 t=1,767

Erkek 146 4,020 0,815 p=0,079

Toplam Gelir Durumu (TL)

-3500 132 3,957 0,779

3501-5000 172 4,125 0,696 pF:_04E)%98%‘

5001 ve tizeri 169 4,218 0,702 '

Egitim Durumu

Tlkokul/Ortaokul 80 3,959 0,730

Lise 131 4,021 0,735 F=4,146

On lisans/Lisans 220 4,179 0,701 p=0,006*

Lisanstuistii 46 4,347 0,761

Bakim verme siiresi (Yil)

-3 149 4,155 0,663 _

T 185 4,099 0,785 0704

8 yil ve Uzeri 142 4,090 0,722 '

Hastasina tek basina bakim verme durumu

Evet 174 4,002 0,777 t=-2,488

Hayir 303 4,179 0,692 p=0,013*

Hastasi icin evde bakim hizmetlerinden faydalanma durumu

Evet 141 4,315 0,713 t=3,879

Hayir 334 4,038 0,705 p=0,000*
*=p<0,05

Tablo 3’te tedavi siirecini takip boyutunun sosyo- demografik degiskenlere gore karsilastirilmasiyla
ilgili degerlere yer verilmistir. Tedavi siirecini takip boyutunun hasta yakinlarinin toplam gelir
durumlarina gore karsilastirilmasi yapildiginda istatistiksel olarak anlamli farklilik tespit edilmistir
(F=4,899, p=0,008). Yapilan ileri analizlere gore farkin; 5001 TL ve {izeri gelire sahip olan hasta
yakinlarinin 3000 TL ve altinda gelire sahip olan hasta yakinlarina gore tedavi siireci takip boyutunun
puan1 yliksek bulunmustur. Hasta yakinlarinin tedavi siirecini takip boyutundan aldiklari1 puanlar1 egitim
durumlarina gore karsilagtirildiginda istatistiksel olarak anlamli farklilik oldugu bulunmustur (F=4,146,
p=0,006). Yapilan ileri analizlere gore, lisansiistii egitime sahip olan hasta yakinlarinin tedavi siirecini
takip boyutu puani ilkokul ve ortaokul egitim diizeyinde olan hasta yakinlarinin tedavi siireci takip
boyutu puanina gore yiiksek oldugu tespit edilmistir. Ayrica, lisansiistii egitime sahip olan hasta
yakinlarinin tedavi siireci takip boyutu puant lise diizeyinde egitimi olan hasta yakinlarindan da yiiksek
oldugu bulunmustur.

Tedavi siireci takip boyutunun hasta yakinlarinin hastasina bakim verirken tek basima m1 ya da
cevresinden yardim alarak mi bakim verdigine gore karsilastirilma yapilmistir ve aralarinda anlamh
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farklilik oldugu tespit edilmistir (t=-2,488, p=0,013). Hastasma tek basmma bakim veren hasta
yakinlarinin tedavi stireci takip boyutu puani ¢evresinden yardim alarak bakim veren hasta yakinlarinin
puanlarina goére diisiik c¢iktigr goriilmektedir. Tedavi takip boyutunun hasta yakinlarinin hastalik
siirecinde evde bakim hizmetlerinden faydalanma degiskenine gore karsilastirildiginda, anlamli farklilik
oldugu saptanmustir (t=3,879, p=0,000). Farkliligin, evde bakim hizmeti alan hasta yakinlarinin tedavi
stireci takip boyutu puanm, evde bakim hizmeti almayan hasta yakinlari puanina gore yiiksek
¢ikmasindan kaynaklandigi bulunmustur. Evde bakim hizmetinden faydalanmak tedavi siirecinin
takibini olumlu yonde etkiledigini sdyleyebiliriz. Ayrica, evde bakim hizmetinden faydalanmak, hasta
yakinlarinin tedavi siirecini takip etmesini etkileyen bir faktordiir.

Tedavi siirecini takip boyutunun, hasta yakinlarimin cinsiyetlerine (t= 1,767, p=0,079) ve bakim
verme siresine (F=0,351, p=0,704) gore karsilagtinldiginda istatistiksel olarak anlamli farkliliga

ulasilmamustir.

Tablo 4. Aile Iliskileri Boyutunun Sosyo-Demografik Degiskenlere Gore Karsilastirilmasi

Degiskenler | N | X | SS | Test Degerleri

Cinsiyet

Kadm 331 3,970 0,782 t=-0,326

Erkek 147 3,996 0,816 p=0,745

Toplam Gelir Durumu (TL)

-3500 132 3,899 0,813 F=0.966

3501-5000 173 4,020 0,794 0=0.381

5001 ve tizeri 169 4,003 0,781 '

Egitim Durumu

Tlkokul/Ortaokul 81 3,854 0,795

Lise 131 3,937 0,801 F=1,566

On lisans/Lisans 220 4,058 0,771 p=0,197

Lisansiisti 46 3,934 0,845

Bakim verme siiresi (Y1)

-3 149 3,939 0,802

a7 186 3,970 0,826 o

8 ve Uzeri 142 4,026 0,739 !

Hastasina tek basina bakim verme durumu

Evet 174 3,788 0,836 t=-3,900

Hayir 304 4,087 0,745 p=0,000*

Hastasi icin evde bakim hizmetlerinden faydalanma durumu

Evet 141 4,031 0,801 t=0,904

Hayir 335 3,959 0,782 p=0,367
*=p<0,05

Tablo 4’te aile iliskileri boyutunun sosyo-demografik degiskenlere gore karsilatilmasina iliskin
degerler bulunmaktadir. Aile iligkileri boyutunun hastaya bakim verirken hasta yakinlarinin tek basia
bakim vermeleri ya da ¢evresinden yardim alma durumlarina gore karsilastirildiginda, istatistiksel
olarak aralarinda anlamli farklilik oldugu bulunmustur (t=-3,900, p=0,000). Bu ortaya ¢ikan anlaml
farkliliga tek basina bakim veren hasta yakinlarmin puaninin ¢evresinden yardim alan hasta yakinlarina
gore disiik ¢ikmasi neden olmustur.

Aile iligkileri boyutu hasta yakinlarin cinsiyetine (t=-0,326, p=0,745), toplam gelir durumlarina
(F=0,966, p=0,381), egitim durumlarma (F=1,566, p=0,197), hastasina verdigi bakim siiresi (F=0,447,
p=0,640), evde saglik hizmetlerinden faydalanma (t=0,904, p=0,367) degiskenleri agisindan anlamli
farkliliga ulagilamamustir.
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Tablo 5. Fizyolojik Destek Boyutunun Sosyo-Demografik Degiskenlere Gore Karsilastirilmasi

Degiskenler | N | X | SS | Test Degerleri

Cinsiyet

Kadin 331 4,372 0,589 t=4,824

Erkek 147 4,002 0,842 p=0,000*

Toplam Gelir Durumu (TL)

-3500 132 4,094 0,791 _

3501-5000 173 4,319 0,620 pF:_04680%i

5001 ve iizeri 169 4,312 0,680 '

Egitim Durumu

Ilkokul/Ortaokul 81 4,145 0,661

Lise 131 4,205 0,756 F=1,639

On lisans/Lisans 220 4,319 0,655 p=0,180

Lisansiisti 46 4,318 0,765

Bakim verme siiresi (Y1l)

-3 149 4,184 0,673 _

4-7 _ 186 4,276 0,776 Egégg

8 ve Uzeri 142 4,309 0,607 '

Hastama tek basima bakim veriyorum

Evet 174 4,248 0,697 t=-0,239

Hayir 304 4,264 0,699 p=0,811

Hastam icin evde bakim hizmetlerinden faydalaniyorum

Evet 141 4,279 0,745 t=0,290

Hayir 335 4,258 0,662 p=0,772
*=p<0,05

Tablo 5’te hasta yakinlarinin demografik 6zellikleri ile fizyolojik destek boyutunun
karsilastirilmasina ait degerler bulunmaktadir. Fizyolojik destek boyutunun hasta yakinlarinin
cinsiyetlerine karsilastirilmasi yapildiginda istatistiksel olarak anlamli farklilik oldugu tespit edilmistir
(t=4,824, p=0,000). Bu anlaml farklilik kadinlarin erkeklerden daha yiiksek puan almasi sonucunda
ortaya ¢ikmigtir. Hasta yakinlarinin fizyolojik destek boyutundan aldiklari puanlari toplam gelir
durumlarina gore karsilastirildiginda ise, aralarinda anlamli farklilik oldugu ortaya ¢ikmistir (F=4,886,
p=0,008). Yapilan fark analizlerine gére 3000TL ve altinda gelire sahip olan hasta yakinlarinin
fizyolojik destek boyutu puani, 3001-5000TL arasinda geliri olan hasta yakinlar1 ve S000TL ve {izeri
gelire sahip olan hasta yakinlarindan diisiik oldugu sonucuna ulasilmustir.

Fizyolojik destek boyutu hasta yakinlarinin demografik 6zelliklerine gore karsilastirildiginda egitim
durumuna (F=1,639, p=0,180), verme siirelerine (F=1,270, p=0,282) ve hastalik siirecinde evde bakim
hizmetlerinden faydalanma (t=0,290, p=0,772) degiskenlerine gore aralarinda anlaml farklilik oldugu
sonucuna ulasilamamustir.

Tablo 6’da destekleyici girisimler boyutunun sosyo-demografik degiskenlere gore karsilastirilmasina
iliskin degerler vardir.
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Tablo 6. Destekleyici Girisimler Boyutunun Demografik Degiskenlerle Karsilastirilmasi

Degiskenler | N | X | SS | Test Degerleri

Cinsiyet

Kadin 331 3,353 1,055 t=-2,081

Erkek 147 3,551 0,911 p=0,038*

Toplam Gelir Durumu (TL)

-3500 132 3,462 0,981

3501-5000 173 3,366 1,025 E;gggg

5001 ve iizeri 169 3,433 1,043 '

Egitim Durumu

Ilkokul/Ortaokul 81 3,469 1,020

Lise 131 3,361 0,948 F=0,215

On lisans/Lisans 220 3,428 1,050 p= 0,886

Lisansiisti 46 3,398 1,053

Bakim verme siiresi (Y1)

-3 149 3,472 0,880 _

4-7 _ 186 3,338 1,061 E;g?‘g‘l‘

8 ve Uzeri 142 3,450 1,090 '

Hastasina tek basina bakim verme durumu

Evet 174 3,193 1,045 t=-3,573

Hayir 304 3,540 0,978 p=0,000*

Hastasi icin evde bakim hizmetlerinden faydalanma durumu

Evet 141 3,829 0,927 t=6,151

Hayir 335 3,242 1,004 p=0,230
*=p<0,05

Aragtirmaya katilan hasta yakinlarinin destekleyici girisimler boyutundan aldiklar1 puanlar
cinsiyetlerine gore karsilastirildiginda anlamli farklilik bulunmustur(t=-2,081, p=0,038). Anlaml
farkliliga neden olan durum ise kadinlarin erkeklerden daha diisiik puan almasindan ortaya ¢ikmaktadir.
Destekleyici girisimler boyutunun hasta yakinlarinin hastalarina bakim verirken destek alip almamalari
durumlarina gore karsilastirilmasi yapildiginda anlamli farklilik oldugu tespit edilmistir (t=-3,573,
p=0,000). Bu fark, hastalik siirecinde hastasina tek bagina bakim veren hasta yakinlarinin destekleyici
girisimler boyutu puaninin, cevresinden destek alan hasta yakinlarini puanlarmma gore diisiik
cikmasindan olugmaktadir. Bakim verirken destek alan hasta yakinlari hastasinin yasam kalitesini
yiikseltecek yonlendirme bulunmada tek basina bakim veren hasta yakinlarina gore daha yiiksek puana
sahiptir.

Destekleyici girisimler boyutunun puanlari arastirmaya katilan hasta yakinlarinin toplam gelir
durumlarina (F=0,368, p=0,692), egitim durumlarina (F=0,215, p= 0,886), bakim verme siiresine
(F=0,844, p=0,431) ve hastalik siirecinde bakim hizmetlerinden faydalanma (t=6,151, p=0,230)
degiskenlerine gore karsilastirildiginda istatistiksel olarak anlamli farklilik tespit edilmemistir.

IV. TARTISMA
Bu baglik altinda verilerin analizleri sonucunda elde edilen bulgular tartisilmustir.

Mollaoglu ve digerleri (2011) inmeli hasta yakinlarina yapmis oldugu c¢alismada hastaligin ileri
evresinde hasta yakinlarinin psikolojik ve fiziksel yardima ihtiya¢ duyduklarina ulagmistir. Yapilan
calismada ise, hasta yakinlarmin hastalik siirecini yonetmede problem yasadiklari zamanlarda
cevresinden yardim alma davranigini diger davranislara gore daha az yaptiklan tespit edilmistir. Farkli
bir ¢alismada, hasta yakinlarinin ¢evresinden aldiklari yardimlar ile hastalik siirecinde yagsamis olduklari
sorunlar azalmakta ve yasam kaliteleri yiikselmektedir (Inem, 2019). Benzer olarak farkli bir calismada,
sosyal destek eksikliginin hasta yakinlarinin hastalik siirecini yonetme bigimlerini olumsuz etkiledigi
bilgisi verilmistir (Hutton vd., 2012). Hasta yakinlarinin sosyal destek almasi hem hastalarin hem de
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hasta yakimlarmin yasam kalitesini olumlu y6nde etkilemesine ragmen yapilan calisma, hasta
yakinlarinin karsilagtiklar1 sorunlarda ailesinden veya ¢evresinden destek alma, hastasina bakim verdigi
zamanlarda ailesiyle iletisim kurmaya devam etme ve hastalik siirecinde ¢evresiyle iliskilerini giiclii
tutma davraniglarinda yetersiz kaldiklarmi gostermektedir. Hasta yakinlarinin hastalik siirecinde
cevresinden yardim almasi1 durumunda olumlu etkilenim oldugu literatiir ile paraleldir.

Akyar ve Akdemir (2009) tarafindan yapilan calismada hasta yakini olarak kadinlarin (%86) fazla
olduguna ulagilmigtir. Altay ve arkadaslar1 (2018) tarafindan yapilan c¢aligmada, bakim vericilerin
(%75,9) kadin oldugu bilgisi verilmistir. Inem (2019) tarafindan yapilan ¢alismada da 6nceki drneklerle
benzer bulgularin var oldugu gériilmiistiir ve hasta yakini olarak kadinlar (%60) ¢ogunluktadir. Yapilan
calismaya katilan hasta yakinlarinin %68,8’ini kadinlarin olusturmasi alanyazin ile uyumludur. Kadin
hasta yakinlarmin erkeklere gore hastalarinin daha fazla duygularmi paylastiklarii, fiziksel
aktivitelerine ve beslenmelerine dikkat ettikleri ve hastaligin psikolojik etkilerini en aza indirmek i¢in
hastalarini terapilere veya aktivitelere yonlendirdigine ulasilmistir. Tiirk toplumunda ev hanimlarinin
calisan hanimlara gore sayica fazla olmasi ve ev isleri ile bakimin kadinin sorumlulugunda oldugu
algisinin Tiirk kiiltiiriinde yaygin olmasi bakim vericilerin cogunlugunu kadinlarin olusturmasina zemin
hazirladig1 disiiniilmektedir. Ayrica, sosyo-psikolojik destek, destekleyici girisimler ve fizyolojik
destek alt boyutlar1 arasinda anlamli farkliligin nedenleri; Tel’in (2010) yapmis oldugu calismanin
sonucuna gore, kadinlarin hastalariyla arasinda duygusal bag kurarak hastalarina yardime1 olmay1 gérev
ve sorumluluk olarak gérmeleri; erkeklerin ise bakim vermeye duygusal yaklasim gostermemeleri ve
bir ig bilincinde olmalar1 seklinde agiklanmaktadir.

Kiziler’in (2007) yaptig1 ¢alismada, hasta yakinlarmin egitim diizeyi arttikca hastalik hakkinda
bilgilerinin arttig1 fakat umut diizeylerinin azaldigi saptanmistir. Sonug olarak, hastalik konusunda
bilginin fazla olmasi durumunda hasta yakinlarinin i¢inde bulunduklar1 durumu daha gergekei
degerlendirdiklerine ulagsmustir. Bir diger ¢aligmada da hasta yakinlarinin egitim diizeyinin yiiksek
olmas1 bakim vermedeki yiikiin azalmasina etki ettigini vurgulamaktadir (Mollaoglu vd., 2011). Aym
zamanda yapilan c¢alismada, hasta yakinlarinin egitim diizeyi arttik¢a hastalarima vermis olduklar
psikolojik destek, muayene ve kontrollerin takibi, ilaglarin diizenli kullanilmasi ve hastalik hakkinda
bilgi arayisinda olunmasi gibi hususlarin daha fazla yapildigina ulasilmistir. Yapilmis olan ¢aligma ve
onceki calismalar hastalik siirecinde egitimin 6nemli bir faktor oldugunu gostermektedir.

Kumsar ve Yilmaz’in (2014) yapmis oldugu calismada, kronik hastaliklar, hasta ve hasta yakinlarina
ekonomik yiik olusturdugu i¢in yasam Kkalitelerini olumsuz etkiledigi belirtilmigtir. Yildirirm ve
arkadaslar1 (2013) tarafindan yapilan ¢aligmada, inme hastaligi olan hastalarin akut tedaviden sonra
rehabilitasyon tedavi siireclerinde sosyal sigortaya ihtiya¢ duyduklar: belirtilmistir. Benzer diger bir
calismada, sosyal giivencesi olmayan ve ekonomik durumu kétii olan hasta yakinlariin yasam kalite
diizeyinin diisiik olduguna ulasilmistir (Kurt vd., 2020). Yapilan ¢alismadaki sonuglar da hastaliklarin
ekonomik yiik olusturdugu ve hasta yakinlarinin siireci yonetmesinde etkili oldugu literatiirle
benzesmektedir.

Hasta yakinlarinin gevresinden yardim alma durumuna gore degerlendirildiginde, hasta yakinlarmin
%50’sinin diger aile iiyelerinden yardim aldig1 %50’sinin yardim almadig1 (inem, 2019), %58’inin ev
temizlik iglerinde haftanin 6 giinii ticretli kisilerden yardim aldigina ulagilmistir (Akyar ve Akdemir,
2009). Hasta yakinlarinin; ailelerinden, arkadaslarindan, akrabalarindan aldiklar1 yardimlarla hastalik
siirecinde yasadiklar1 sorunlar azalmakta ve hasta yakinlar1 bag etme stratejileri gelistirmede basarili
olmaktadirlar (Arslantas, 2018; Inem, 2019). Ayrica, hasta yakinlarmin sosyal destek almalari ve
kendileriyle ayn1 durumdaki bireylerle goriismelerinden sonra kendilerini daha iyi hissettikleri ve
hastalarina karsi davranislarinin olumlu yonde degistigine ulagilmigtir. Yasanan bu degisimin, bakim
vermekte olduklart hastalarin tedaviye uyumunun artmasi gibi hastalik siirecini etkileyen dnemli etkileri
oldugu saptanmustir (Ay, 2019). Yapilan caligmada, hasta yakinlarinin %36,4’iiniin tek basina bakim
verdigi, %63,6’sinin ise g¢evresinden yardim aldigr goriilmektedir. Ayni zamanda, hastalik siireci
yonetiminde sosyal destek alan hasta yakinlarinin tedavi takibini siirdiirme, aile iliskilerini devam
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ettirme ve destekleyici girisimler faaliyetlerini yaparak siireci sosyal destek almayanlara gore daha iyi
degerlendirdigi sonucuna ulasilmistir.

Evde bakim hizmetleri, hastalarin ev ortaminda saglik hizmeti almastyla tedavinin hizlanmasi, ilag
ve tedavi kontrollerinin yapilmasi, hasta yakinlarinin tedaviye katilmasim kolaylastirmasi ve hastanin
kendini rahat hissettigi ev ortaminda saglik hizmeti verilmesine olanak tanir (Karahan ve Giiven, 2002).
Hasta yakinlarinin gereksinim duydugu saglik bilgisine evde bakim hizmeti tarafindan ulasabildikleri
disiiniilerek tedavi siirecini yonetmede ve hastalarinin iyilesmesi i¢in yoOnlendirme becerileri
kazanmaktadirlar (Given, 2008). Benzer bulgularin elde edildigi 2010 ve 2012 yillarinda yapilan
calismalara gore, evde bakim hizmetleri ile hasta yakinlarindaki hastalik, tedavi ve ila¢ kullanimina dair
bilgi eksikliklerinin giderilmesi durumunda hasta yakinlarindaki korku ve stresin azaltilabilecegini,
hastaligin tekrar etmesinin Oniine gecilebilecegi ve hastaneye basvurularin azalacagina ulasilmistir
(Kahraman vd., 2012; Yilmaz ve Kantar, 2010). Bu ¢alismada, hasta yakinlarinin, %29,5’inin evde
bakim hizmetlerinden yararlandigini, %70,5’inin ise yararlanmadigi goriilmektedir. Evde bakim
hizmetinden yararlanan hasta yakinlarinin ilag kullanimi, muayene takibi, hastalik semptomlarini
yonetme, hastalik hakkinda yeterli bilgiye sahip olmasi ve hastasini hastaliin psikolojik etkilerini
azaltma konusunda daha iyi yonlendirdigine ulasilmstir.

V. SONUC VE ONERILER
Bulgulardan yola ¢ikilarak elde edilmis olan sonuglara yer verilmistir ve 6nerilerde bulunulmustur.

Kadinlarin erkeklerden daha fazla hastasina duygusal destek verdigine, hastalik ve tedavi siirecinde
hastalarini yonlendirdikleri goriilmektedir. Evde bakimda; kadin hasta yakinlari hastasinin yasam
kalitesini ylikseltmek, tedaviye uyumunu gergeklestirmek ve iyi olusunu siirdiirmek i¢in beslenmeye
erkeklere gore daha ¢ok onem vermektedirler. Fakat; erkek hasta yakinlar1 kadin hasta yakinlarina gore
hastalari1 daha fazla destek gruplarina katilmasi dogrultusunda tesvik etmektedirler. Erkek hasta
yakinlar1 aynt zamanda kendilerini hastalik siirecini yonetme konusunda gelistirdikleri sonucuna
ulagtimigtir.

Hasta yakinlarinin tek bagina bakim verdiklerinde hastalik stirecindeki ilaglarin takibi ve kullanimi
konusunda bilgi arama, hastalik ile ilgili genel bilgilere sahip olma, tedavinin/hekim kontrollerinin
takibini yapma, ailesi ile iletisim kurma, sorunlar karsisinda ailesinden ve gevresinden yardim alma,
hastasi tizerindeki hastalik etkilerini azaltmak i¢in hastasini destek gruplarina yonlendirme ve kendini
hastalik siireci yonetiminde gelistirmeye yonelik egitimler almakta cevresinden yardim alan hasta
yakinlarina gore yetersiz kalmaktadir.

Evde bakim hizmetinden yararlanan hasta yakinlarinin yararlanmayanlara gore hastalik siirecindeKi
var olan asamalarda yani ila¢ kullaniminda daha dikkatli oldugu, tedavi ve kontrollerin takibini diizenli
bir sekilde yaptig1, hastasinin hastalig1 hakkinda bilgilere ulagsmak i¢in ¢abaladigi sonucuna ulasilmistir.
Ayrica, hastaligin yol agtig1 olumsuzluklardan dolay1 hastasinin psikolojik iyi olugunu siirdiirmesi igin
hastasini destek gruplarina yonlendirdigi bulunmustur. Evde bakim hizmetinden yararlanan hasta
yakinlarinin hastalik siirecini yonetme konusunda da kendini gelistirdikleri sdylenebilir. Evde bakim
hizmetleri, kronik hastaliga sahip olan bireylere bakim veren hasta yakinlarinin siire¢ yonetimi tizerinde
onemli bir degiskendir.

Hastalik siireci yonetiminde hasta yakinlarinin gelir durumu bu siiregte 6nemli bir faktdr olarak
bulunmustur. Maddi geliri yiiksek hasta yakinlarinin hastalarina duygusal destek vermesi, hastasiyla
hastalik ve duygular1 hakkinda konusmasi, hastasina karsi olumlu davraniglar da bulunmasi, hastalik
stirecinde hastasinin psikolojik olarak hastalikla bas etmesine yardimci olmasi davraniglarini daha fazla
yapmaktadirlar. Ayni1 zamanda maddi geliri yiiksek olan hasta yakinlarinin ilaglarin kullanimi hakkinda
daha fazla bilgiye sahip olduklari, tedavi ve hekim kontrollerinin takibini daha diizenli yaptiklari,
hastalik hakkinda genel bilgilere sahip olduklarini, hastaligin niiks dénemlerini daha iyi bildikleri ve
hekime bagvurduklar1 ve hastalik hakkinda bilgilenme konusunda arastirma yaptiklar1 bulunmustur.
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Calismada, egitim seviyesinde yiikselme olmas1 durumunda hasta yakinlarinin hastalarina daha fazla
psikolojik destek verdikleri bulunmustur. Egitim seviyesi yiiksek olan hasta yakinlarinin ayni1 zamanda,
hastalarmin ilag kullanimimnin takibini yapmasi, hastalik hakkinda bilgiye sahip olmasi ve hastalik
hakkinda bilgi edinmek amaciyla saglik c¢alisanlartyla iletisim kurduklarina bdylece hastalik siirecini
daha iyi yonettiklerine ulasilmistir. Egitim diizeyi arttik¢a hasta yakinlarinin hastalik siireci yonetiminde
basarili ve etkili olduklar1 saptanmugtir.

Calismanin bulgularina gore, hasta yakinlarinin zorluk/sorun yasadiklar1 anlarda kolaylikla
ulasabilecekleri hastalik siireci yonetimi danigmanlarinin olmasi hastaligin hasta yakinlarina yasattig
yiikii hafifletecegi diistiniilmektedir. Aile hekimlikleri gibi belirli sayida hasta yakinina hastalik siireci
yonetiminde yasanan sorunlara ¢ozliim iireten, hastanedeki biirokratik siireglere hakim, mevzuat bilgisi
olan, iletisim bilgileri yliksek ve egitimini saglik sistemini yonetmek tizerine almig tam donanimli saglik
yoOneticilerinin ve sosyal hizmet uzmanlarinin gérev aldig1 danigsmanlik hizmeti verebilecek birimler
olusturulmas1 ve yayginlastirilmasi dnerilmektedir.

Etik Kurul Izni: Siileyman Demirel Universitesi Sosyal ve Beseri Bilimler Etik Kurulu tarafindan,
23.02.2021 tarihinde, 103/18 sayil karar ile etik kurul onay1 alinmstir.
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ARASTIRMA MAKALESI
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SAGLIK HIZMET HATALARININ BELIRLENMESINE YONELIK
BiR OLGEK GELISTIRILMESI
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0z

Bu ¢alismanin temel amact saglik hizmet hatalarinin belirlenmesine yonelik bir olcegin gelistirilmesidir. Bu
amag kapsaminda literatiiv incelemesi ve saglik kurumlart yéneticileri ile yapilan goriismeler sonucunda 57
ifadeden meydana gelen soru havuzu olusturulmustur. Pilot uygulama saglhk hizmet yoneticisi ve alaninda uzman
akademisyenler ile gortismeler sonucunda yapiimistir. Madde havuzunda kalan toplam 53 ifade ile 392 kisiden
kolayda érnekleme yontemi ile veriler toplanmistir. Elden birakip-alma yontemi ile toplanan anketlerin analizinde
giivenilirlik ve gegerlilik testleri yapiumistir. Acimlayici faktér analizi sonucunda sekiz boyut ortaya ¢ikmistir. Bu
boyutlar “‘fiyatlandirma ile ilgili hatalar”; “hak ihlali ile ilgili hatalar”; “hizmet sunum hatalart” “davranissal
hatalar” “fiziksel altyapi ile ilgili hatalar” “e-hizmet hatas1” “mahremiyet ile ilgili hatalar” ve “erisilebilirlik ile
ilgili hatalardir”. Ayrica dogrulayict faktor analizine iliskin model uyum degerlerinin belirtilen kriterleri

sagladigi belirlenmistir.
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I. INTRODUCTION

In today's world where competition and consumer expectations are increasing, customer retention
has become more important than acquiring new customers. Accordingly, businesses value the issues of
why customers are lost in their customer satisfaction studies, which actions of the business or its
employees cause customers to switch from one service provider to another. Due to various reasons,
business practices, policies or situations arising by employees cause customers to choose different
businesses, make complaints, claim their rights or leave the business. In this case, the concept of "service
error" attracts the attention of businesses and researchers.

If the service applications offered by businesses are below consumer expectations, service error
occurs (Hoffman and Bateson, 1997; Bell and Zemke, 1987). From this definition, service failure simply
means problems with perceived service (Palmer, 2000). Errors may arise in case of disruption that will
occur in any part of the service process. In the service quality gap model (GAP) studied by Parasuraman
and others (1985), it is stated that the errors that can mostly arise from the business may consist of five
gaps. These gaps are: the difference between the business management's perception of what customer
expectations are and the actual customer expectations, the management's inability to understand the
quality standards, the difference between the quality standards and the service, communication issues,
the difference between expectations of the customers and the perception of the service offered.

Service errors can be perceived differently in various service sectors. The fact that health services
are touched and oriented to the human body (health) also increases the sensitivity of consumers in
service perception. In addition, the fact that health services are labor intensive and that they have a
complex structure based on continuous service that includes different professions together make
mistakes inevitable. According to a research report, at least 44 thousand people die every year in
America due to health service errors. It has been stated that there are more people who die from
healthcare failures than from traffic accidents, breast cancer and AIDS (Kohn et al., 2000). In Turkey,
it is stated that an annual average of 35 thousand people die due to medical errors.

Errors in health services may cause a number of financial (monetary) and non-material
(psychological, time, social) losses (Hess, 2008). In researches, it is stated that the average cost of
medical errors in the world constitutes a large part of the country's income and is between 17 billion and
29 billion dollars (Kohn et al., 2000). Another study conducted in Turkey shows that as a result of 30
law cases which was later transferred to the Supreme Court, medical specialists held responsible for the
failure of health services (mostly in surgery) (Can et al., 2011).

It is as important to compensate for errors as well as detecting service errors. Improving the
determined service errors or eliminating them with the appropriate compensation method can positively
affect the satisfaction of the customers (Hess et al., 2003). According to Davidow (2000), service failure
compensation methods can be examined in six dimensions. These are: punctuality, apology, correction,
facilitation, reliability and courtesy. According to a study, it has been revealed that reliability, courtesy
and correction dimensions among service compensation strategies have a significant effect on
satisfaction after service compensation and repurchase intention (Mete, 2021). It should be
acknowledged that health service providers are not only institutions equipped with information, but also
places that should be considered as humanitarian care centers (Wei et al., 2018).

While many academic studies have been conducted to measure the satisfaction perceptions of health
consumers, there are few studies on "health service errors” or "dissatisfaction with health services". In
this direction, there is a need to study the sources of errors that affect the quality of healthcare services
(Umand Lau, 2018). There are not many studies in the literature to develop scales for determining health
service errors. Studies on service failures are either referred to as medical errors, investigated as causes
of complaints or dealt with professionally-clinically (doctor, nurse, intensive care, examination, etc.).
With this study, the types of errors that may occur in health services are examined in a comprehensive
way. In this direction, we hope to contribute to the literature, as well as help healthcare service providers
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to improve themselves in terms of quality. In addition, we think that this study can be a guide to prevent
material and intangible consequences that may occur as a result of errors.

Il. LITERATURE

Healthcare providers are generally places where people go to resolve their health-related problems.
Peoples’ perception of going to hospitals is very different from going to a restaurant, hotel, grocery store
or a movie theater. Therefore, when people go to healthcare providers, they have feelings of anxiety,
stress, fear, anxiety, and uncertainty. In this case, people give stronger emotional, cognitive and
behavioral responses to errors in health services (Tsarenko, 2009).

Healthcare errors are explained with different classifications in the literature. It would not be a good
approach to consider healthcare errors as medical errors only. It is possible to classify health services in
two groups; as main services and complementary services (Walton and Hume, 2012). In this respect,
health care errors can be divided into two as medical errors and non-medical errors. Alternatively, it can
be classified as non-delivery of expected service, incorrect delivery of expected service, and incorrect
service delivery (Mackie and Sommerville, 2000). Healthcare errors can also be classified as
consequence and process errors (Smith et al., 1999). While the service provider does not meet the basic
service needs (the patient cannot be examined despite the appointment, lack of physical infrastructure,
errors related to accessibility, not being able to receive health services) in result errors, the service
provided is defective (rude treatment, wrong drug use, pricing errors, privacy related errors). In this
case, it is important to know which types of mistakes health consumers care more about for healthcare
providers to compensate.

Healthcare errors can also be classified as clinical errors, administrative errors, and relationship-
based errors (Salazar et al., 2018). Bitner and collegues (1990) basically divided service errors into three
parts in their study. These are behavioral errors (apathy, inability to empathize, rude behavior, lack of
emphasis on privacy, gender discrimination, etc.), errors in meeting customer needs (inability to respond
to special needs, failure to assist with customer mistakes) and service delivery errors (unavailable
service, slow service offered and low value service).

In a study conducted by Keaveney (1995), among more than 500 service customers, he identified
more than 800 behaviors that cause customers to change the company they receive service from. He
divided these behaviors into eight categories. These are: pricing error, incompatible service to the
customer, core service failure, behavioral errors, employee and company response to service failures,
competition, ethical problems, and involuntary substitution.

In the study performed by Krishna and collegues (2011), health service errors were divided into three
parts. These are errors related to hygiene and physical evidence (poor cleaning, physical appearance of
the staff, ambient temperature, defective facilities, untidy waiting rooms in clinics, etc.), errors related
to the procedures (uncertainty in waiting times, mispricing, loss of personal items, appointments. related
mistakes etc.) and errors related to employees (careless-indifferent employees, inability to empathize,
inexperienced employee, etc.).

Wei et al. (2018), it has been observed that among the 821 complaints, apathetic behaviors (careless
attitudes) are among the most frequently received complaints. Later followed with, respectively,
inadequate treatment quality or competence, communication problems, care process, fees and billing
problems.

Hosgor and Cengiz (2020) have conducted a literature review on Turkey as their research sample,
they found out that subject of complaints were errors in management (47.78%), errors in relationships
(32.76) and clinical errors (19.46) respectively. It has been revealed that the mistakes in the field of
administration are service problems, environment, bureaucracy/paper work, finance and billing,
personnel employment, access to health services and patient admission, delays, discharge and referrals.
It has been determined that the mistakes in the field of relations are patient rights, way of
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conduct/attention and communication. Clinical errors have emerged to be related to quality (treatment,
care, examination, referral) and patient safety (diagnostic errors, medication errors, skills and
professional compliance).

Reader and others (2014) found that the patient safety and quality (33.7%) was the most common
among the classification of patient complaints in various academic databases. They have also captured
that the types of error that are the subject of the other two important complaints are the management of
health institutions (35.1%) and the healthcare worker-patient relationship (29.1%).

Ten themes emerged according to the qualitative study of Ocel (2020) on 1274 complaints from 2018
on the sikayetvar.com website. These are behavioral complaints, waiting times, not being able to receive
health care service, lack and ignorance of personnel, lack of physical infrastructure, accessibility
problem, ethical problems, weakness of security, price and payment problems and other complaints.

Kroening and collegues (2015) revealed that the most common complaint by healthcare consumers
is the attitude of employees. Other complaints are problems with diagnosis and delays in treatment. In
addition, physical environment and administrative problems and problems of coordination were among
the complaints in the study.

In the study of Coskun (2014), the causes of dehumanization in health services were investigated.
According to the research, dehumanization was examined in three categories: sectoral, organizational
and relational.

Considering the studies in the literature, it is observed that the error types are diversified in both
classification and sizing. Subsequently, we intended to research these many dimensions that appears in
literature in order to determine these varying errors in health services These dimensions are described
below with examples from the literature.

Behavioral errors

One characteristic of the healthcare industry is simultaneous production. In this direction, healthcare
professionals and patients can take part in the production together. There is physical and verbal
interaction between healthcare consumers and employees. Relationships between healthcare
professionals and healthcare consumers constitute the most fundamental relationship dimension in
health interaction (Giiven and Tagkiran, 2019). Health consumers may have some expectations in this
relationship. Examples of these expectations are mutual understanding, trust, sincerity, affection,
empathy, interest, etc. (Parasuraman et al., 1985; Giliven and Taskiran, 2019). Behavioral errors may
arise as a result of this interaction that occurs below the expectations of healthcare consumers. These
mistakes can occur in the form of indifference, rude behavior, disregarding complaints, and ridiculing
(Daniel et al., 1999; Wei et al., 2018; Kroening, 2015; Ocel, 2020). In a study, it was stated that
healthcare workers behave differently according to the occupational groups, gender, education status,
and ethnic origin of the patients (Cirhinlioglu, 2001). The most frequently reported complaints in the
studies were the reckless attitudes of the healthcare personnel (consecutively doctors with highest
number 56%, civil servants 15%, nurses 7%) (Wei et al., 2018) (Kroening, 2015). Another study
conducted in Turkey demonstrates that the highest rates of observed complaint type is behavioral errors
in health services (Ocel, 2020).

Service delivery errors

In health services, service delivery error (medical error) can be defined as healthcare professional’s
inappropriate and unethical behavior, and the patient's harm as a result of inadequate and negligent
behavior in professional practices (Wei et al., 2018; Intepeler and Dursun, 2012). Among those errors
are; wrong treatment, wrong examination / test, wrong drug use, lack of medical equipment, lack of
healthcare workers. In addition, these types of errors can be classified as medication errors, surgical
errors, errors in diagnosis, errors due to system failure, and other errors (hospital infections, wrong blood
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transfusion, etc.) (Akalin, 2005). Errors arising from the lack of required material and information can
be added to this group (Tucker, 2004). In a study, the biggest mistake of nurses during oral drug
application was not being present until the patient takes the drug, leaving the drug next to the patient,
and applying the drug prepared by another person (Ayik et al., 2010). Another study (Walton and Hume,
2012) shows that basic health service errors cause lower satisfaction, higher level of word-of-mouth
communication, and higher negative reactions than complementary health service errors. Research
results revealed that some of the preventable medical errors (95% of medication errors) were not
reported to managers by employees for fear of punishment (Hume, 1999). In a study, it was stated that
nurses only reported 25% of all medication errors (Mayo and Duncan, 2004). It is beneficial to look at
the causes of medical errors as well as their consequences. In the studies conducted, the factors that
cause medical errors can be examined in three parts as health worker factors, institutional factors and
technical factors (McNutt et al., 2004). Factors related to healthcare professionals, fatigue, lack of
education, logic error, lack of communication, etc. Institutional reasons may occur as a result of
workplace layout, management policy, wrong distribution of personnel, etc. Technical factors, on the
other hand, may appear as insufficient medical devices, lack of automation, etc.

Physical infrastructure-related errors

In this type of error, there are deficiencies, insufficiencies or malfunctions in the physical
infrastructure of healthcare providers. These are the kind of errors that are related to Web site, e-health
systems, medical devices or other equipment, food and beverage services, etc.. According to the results
of a study conducted by examining the intensive care unit, it is stated that the main factor that causes
medical errors is due to system inadequacy and deficiency rather than personal errors (Akalin, 2005).

Waiting related errors

Waiting occurs before, during and after the process (Dube-Rioux et al., 1988). The waits that occur
before, during and after the examination are among those. In healthcare services, there are error types
that result from the perception that work and processes take slower than it normally should and the
perception of unnecessary waiting and waiting too long. According to a study conducted in India, it was
observed that the highest type of error encountered in health services was the delivery of the service too
slow (67%) (Krishna et al., 2011). Waiting is an important indicator in the positive-negative perception
of service quality (Parasuraman et al., 1985). It has been revealed that patients complain about the
quality and adequacy of the treatment if they do not feel that healthcare workers are doing a
comprehensive job of examining or observing and perceive this as the cause of delays in treatment or
medical errors (Wei et al., 2018).

Errors related to violation of rights (ethical concerns)

The concept of violation of rights is actually a concept that includes whether the decisions are correct
or not (Tax et al., 1998). It is possible to examine the concept of violation of rights perceived by health
consumers in three dimensions: distributive justice, procedural justice, and interaction justice (Austin,
1979). Distributive justice is the type of justice that is related to results. It is the case that is related to
how physical, psychological and financial results received by a person supposed to be (Kog, 2015). In
some cases, irreversible (unavoidable) mistakes can be made. Procedural justice arises as a result of the
mistakes experienced in the process about how the results are reached and the methods of compensation
(Lind and Tyler, 1988). In communicative justice, it refers to situations related to how the client should
be treated (Bies and Moag, 1986). Concepts such as respect, kindness, and empathy fall under this
dimension of justice (Bies and Shapiro, 1987). In a study, it was revealed that nurses have difficulty in
deciding what is the ethically right action and they often have conflicts about how they should approach
the patient (Filizoz et al., 2015). In addition, the cancellation of the appointment by the health service
company, non-compliance with the appointment time, discrimination among patients, creating unfair
examination queues, healthcare workers’ prioritizing their own financial interests in service delivery,
etc. these can be considered among the types of errors.
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Accessibility errors

This type of error occurs as a result of the person's physical and virtual inability to access health
services and employees. Examples such as not being able to reach to the results, not being able to reach
via phone, not being able to reach the authorized person physically can be given. In a study conducted
in Australia, it was revealed that 621 of 1308 complaints were caused by communication problems
(Anderson, 2001).

Information errors

It is the type of error that occurs when the health consumer cannot obtain the information that is
legally requested or required to be given about health services. Not providing information about the
appointment, not providing information about the surgery, not giving information about the medication
to be used, not giving information about the fee are common errors under this category (Wei et al. 2018).
In another study, it was revealed that information errors cause serious problems in health services. For
example, it was reported that patients were faced with infection because they were given wrong
instructions regarding the medical supplies they use (Salazar, 2018). This situation can also be
considered as problems in communication. The reason for the closure of the communication channel
between doctor and patient in general can be attributed to the fact that doctors use the scientific
terminology when they communicate with their patients (Yagbasan and Cakar, 2000). In a study, it was
stated that 63.9% of the problems that patients had was due to the miscommunication with doctors which
was based on frequent use of medical terminology. In this study, they argued that half of the women
receiving breast cancer treatment did not understand the information given to them about their disease
(Yagbasan and Cakar, 2000).

Pricing errors

Pricing is an important tool in the outright perception of services. It can be an indicator that can affect
the perception of service quality. In this type of error, charging outside the legal limits, invoicing the
same transaction multiple times, charging a fee for a transaction that is not performed, applying a high
price, etc. errors are common examples.

Errors related to privacy

Privacy is a concept that defines the state of immunity related to the areas that are forbidden to look
at, touch and talk about on human body, and in short, it indicates an "inaccessible" area (Ozata and Ozer,
2017). This type of error may differ according to beliefs, culture and legal situations. Examples of
mistakes made in cases such as health worker preference in terms of gender, suitability of the physical
environment according to gender, confidentiality of personal information can be cited as examples to
this group. Privacy can be listed under four factors (Health Quality Standards). These are cognitive,
physical, psychological and social intimacy. Cognitive privacy is the state of sharing personal
information with others. Physical privacy involves the individual's physical contact and control over that
contact. Psychological privacy constitutes the situation regarding the values, beliefs, thoughts and
feelings of the individual. Social privacy is related to the individual's management of social relations. A
possible privacy-related error can lead to psychological traumas that will not be erased from the memory
of the patient for a lifetime (Ozata and Ozer, 2017). In a study, it was found that receiving health service
from the same gender is 50% more effective in communicating with the healthcare worker (Yagbasan
and Cakar, 2000).
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I11. METHOD

Surveys are one of the most widely used methods for research in the field of data collection (Stone,
1978). Performing the measurement in a valid and reliable manner ensures that the research results are
interpreted correctly. The first requirement for a valid and reliable measurement is to have a valid scale.
Perhaps the biggest challenge in building surveys is the questionnaire's ability to accurately measure the
subject of research (Barrett, 1972). The measurement accuracy of a scale can be achieved by finding the
correspondence of the concepts of validity (construct validity, content validity, face validity, criterion
validity, predictive validity, etc.) and reliability (test-re-test reliability, alternative forms, internal
consistency-cronbach’s alpha) (Altunisik et al., 2010; Biiyiikoztiirk, 2015). Perhaps the most important
concept that should be emphasized among these concepts is content validity (Hinkin, 1995). Content
validity is to make sure that the statements in the questionnaire contain sufficient number of statements
that can represent the phenomenon to be measured (Altunisik et al., 2010). In this study, the steps to be
followed in the research were determined in order to establish the accuracy of the content validity. The
steps of the research are included in Figure-1.

Figure 1. Steps for Developing the Health-Service-Failure Scale.

Step 1: Literature review on the concept of health service failures and its domain.

Step 2: Developing the item pool (57 statements and showing health service errors in 9

2

Step 3: Interviews with healthcare managers and academicians who are experts in their
fields (43 people in total). Evaluation of expressions according to Davis's (1992) method.
Removal of inappropriate expressions.

L 2

Step 4: Application of the questionnaire to 392 people, conducting reliability and validity
analyzes, applying exploratory and confirmatory factor analyzes

2

Step 5: Creating the health-service-failure scale with 42 expressions and 8 dimensions

In this study, the deductive method was used to determine the dimensions and expressions about
which health service errors might be in the scale. Dimensions created by deductive method can be used
to examine the previously defined population (Hinkin, 1995). In this context, the literature was examined
and the dimensions were determined by investigating what kind of error types exist in the health service
sector. Specifically in the creation of the dimensions of service errors, the dimensions of errors and
complaints in Bitner and collegues (1990), Keaveney's (1995), Krishna and collegues (2011) and Ocel's
(2020) study were taken into account (Table 1). Later, the managers of health institutions and
academicians who have encountered errors in health services, have been experienced in this field and
have served for years were interviewed. Each interview has taken 30 to 50 minutes. During the
interview, we asked whether the participants find the expressions and the dimensions suitable. We
created an item pool by preparing 57 statements as a result of the interviews based on the specified
dimensions and expressions. No expressions that need to be reverse scored were used among the created
items. It is stated that the inclusion of an expression that needs to be reverse coded in the scale decreases
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the validity of the scale, decreases the factor load, and may cause systematic error (Schriesheim and
Hill, 1981; Jackson et al., 1993; Hinkin, 1995).

Table 1. Distribution of Items in the Scale in the Pilot Implementation by Sub-Dimensions

Sub-dimension Number of items
Behavioral errors 6
Service delivery errors 10
Physical infrastructure related errors 8
Waiting related errors 4
Errors related to infringement of rights 7
Accessibility errors 6
Information errors 4
Pricing errors 7
Privacy errors 5
Total 57

In order for a scale to be valid and reliable, it is necessary to work and comment in accordance with
many criteria and standards during the development and use of the scale (Karakog and Donmez, 2014).
In this study, in accordance with the technique developed by Davis (1992) to test the content validity,
explanatory and confirmatory factor analyzes were used to test the construct validity. In the technique
developed by Davis (1992), the experts submit the statements to the researcher by choosing one of the
options "Item Suitable", "Item Should Be Slightly Revised", "Item Should Be Seriously Reviewed" and
"ltem Not Suitable". For any of the items, if the ratio that is calculated by dividing the number of experts
marking the "Item Suitable” and "Item Should Be Slightly Revised" to the total number of experts is
greater than 0,80, in that case the content validity of the items is deemed to have been provided. This
means that the statement will continue to remain in the pool of questions (Davis, 1992). In order to
determine whether the content of the created items is suitable for health service error, a total of 43
people, who are expert health service managers and academicians, were interviewed. As a result of the
interview, face validity of the items is shown on the Table 2 below.

Table 2. Results on the Face Validity of the Items

Item
@ Suitable", Item Should
=] "ltem Be Item Not
% Statements Should Be Seriously Suitable
E Slightly Reviewed
o Revised
n % n % n | %
Indifference of health employee 40 930 | 2 47 1|23
s ., |_Rude behavior of health employee 39 90,7 | 3 7,0 1123
-g ‘8‘ Employee’s disregard for working hours 37 860 |4 9,3 2 |47
3 /5 |_Not taking the complaints serious by the hospital management 36 837 | 4 9,3 3170
& Not taking the complaints serious by the higher authorities 35 814 | 3 7,0 5 ] 11,6
Ridiculing language of health employee 33 76,7 | 2 4,7 8 | 18,6
Rude behavior during treatment 37 86,0 | 3 7,0 3170
w» | Wrong treatment 40 930 |1 23 |2 |47
é Wrongful diagnosis 41 953 |1 23 |1 |23
i Wrong examination / test 41 953 | 2 47 - -
> | Wrong drug use 41 953 |1 2,3 1|23
g Lack of medical equipment in the hospital when needed 41 953 |1 23 |1 23
E: Suffering from lack of hospital employee 41 953 |2 4,7 - |-
8 Not concluding the treatment 38 884 | 3 7,0 2 |47
S The treatment services that should be done are not provided 35 814 | 4 93 |4 |93
3 completely
Not paying enough attention to cleanliness (sink, room, corridor, 42 977 |1 23 o]
polyclinic, etc.)
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Table 2. Results on the Face Validity of the Items (continuation of the table)

Item

n Suitable",

é "ltem I;tgn;esrroouilld Item Not

S Statements Should Be - Y| suitable

QE) . Reviewed

E Slightly

a Revised

n % n % n %
The central physician appointment system (MHRS) and hospital 38 88.4 3 70 | 2 47
‘i:’ records do not match ’ ' '
5 The e-government system and hospital records do not match 39 90,7 3 70 | 1 2,3
w
g § The e-pulse system and hospital records do not match 38 88,4 5 11,6 -
(%2} A - - -
© & | Some medical devices not working effectively 39 90,7 3 7,0 1 2,3
£ }-3 Automation system not working effectively 40 93,0 3 70 | - -
% 2 | Other Equipment Other Than Medical Devices not working effectively
S e -~ 41 95,3 2 47 | - -
2 (Elevator, Ventilation, Bed, Door etc.)
= Not having enough patient beds in the hospital 39 90,7 4 93 | - -
Food and beverage services are not provided appropriately for patients 37 86,0 4 93 | 2 4,7
3 Time loss of the patient due to referral to unnecessary unit 39 90,7 2 47 | 2 4,7
% | Waiting unnecessarily during examination 36 83,7 2 47 | 5| 116
= § Disruption of the treatment process for emergency patients who come 40 93.0 3 70 | - i
£ & | to the emergency department for examination due to waiting too long ' '
'g Disruption of the patient's treatment process due to delay in the 40 | 93,0 3 70 | - )
examination appointment
2 Failure to comply with the appointment time 42 97,7 - - 1 2,3
8 2 Canceling the appointment 39 90,7 3 70 | 1 2,3
E % | Failure to pay attention to the patient examination order 41 95,3 - - 2 4,7
‘7‘3 £ | Creating unfair examination orders 38 88,4 1 23 | 4 9,3
E “E’ Physician's inhumane attitude (just having financial concerns) 40 93,0 2 47 | 1 2,3
o (3] - A
2 Ev Healthcare professionals making statements that do not reflect the 3 744 7 163 | 4 9.3
w £ | facts
.S | Discrimination among patients 38 88,4 2 4,7 3 7,0
Failure to reach test/examination results when needed 41 95,3 1 2,3 1 2,3
E‘ Inability to reach employees on the phone when needed 35 81,4 4 93 | 4 9,3
% g Difficulty in road accessibility 34 79,1 4 93 | 5| 116
8 £ | Failure to see results in E-Pulse system when needed 41 | 953 2 47 | - -
< Inability to reach results on the hospital's website when needed 40 93,0 3 70 | - -
Inability to physically reach authorized persons when needed 40 93,0 3 70 | - -
- Not reporting canceled appointments 42 97,7 1 2,3 -
2 | Inability to get detailed information on the phone 30 69,8 4 93 | 9| 209
© 5 | Not sharing enough information about health services to be provided
gL S s 43 | 100 - - - -
5 & | (surgery, medication, examination, etc.)
c fFallure t(_) _prowde the patlent with the necessary information about the 40 93,0 1 23 | 2 47
ee / additional fee to be paid
Charging for emergency services 37 86,0 4 93 | 2 4,7
Public hospital charging patients for services that should not be 35 814 3 70 | 5| 116

» ch_arged _ _ _

g leferent_prlce applications for the same process (analysis, 39 90,7 1 23 | 3 7.0

o examination, treatment, etc.)

o - ——— - —

E Charging multiple times for the one procedure (analysis, examination, 40 93,0 1 23 | 2 47

£ treatment, etc.)

o Different price implementations for the same drugs 38 88,4 - - 5| 11,6
Charge a fee for a service not received 39 90,7 - - 4 9,3
Requesting fees outside the legislation 40 93,0 1 23 | 2 4,7
Unauthorized use of personal data 41 95,3 1 23 | 1 2,3

g not given the rlght_to choose the health worker in terms of gender 36 83.7 5 47 | 5| 116

2 (doctor, health officer, nurse, nurse, etc.)

o Not caring patient’s privacy during service (examination, treatment, 43 100 ) ) ) )

8 etc.)

E Sharing patient information with third parties 41 95,3 1 2,3 2,3

& - - - - -

Unsmt_al?le physical environment for privacy (washbasin, rooms, 42 97.7 ) ) 1 23
polyclinic, etc.)
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When Table 2 is examined, it is seen that the items in the question pool are generally appropriate.
The expressions such as "Ridiculing language of health employee"”, "Healthcare workers making
statements that do not reflect the facts", " Difficulty in road accessibility " and " Inability to get detailed
information on the phone " were excluded from the item pool because they were below 80% in the scope
validity test.

After the items that did not pass the scope validity were removed, 53 statements remained in the item
pool. One of the ways to ensure reliability is related to the number of items. While scales created with
very few statements may lack content, having too many questions on a scale can prevent respondents
from focusing on statements. In a study conducted on scale development, it was stated that the number
of statements generally varied between 2 and 46 (Hinkin, 1995). However, the complex structure of
health services may require a higher number of questions.

The 5-point likert technique was used in the questionnaire form (1-strongly disagree, 2-disagree, 3-
moderately agree, 4-agree, 5-strongly agree). Data were collected from 413 people who have
encountered various errors in health services,with simple sampling method between 1 December and 30
January in 2019-2020. Of the collected data, 21 questionnaires were not processed due to incomplete
and incorrect filling. The remaining 392 data were processed. As a general rule, the sample size to be
taken should be at least 5 times or even 10 times the number of variables (Karagoz and Kosterelioglu
2008). In this study, it is seen that the sample is more than 5 times the number of statements (392 people
in total). In addition, it is stated that at least 150 samples are acceptable in scale development studies
(Hinkin, 1995). An ethics committee report was received from Diizce University Scientific Research
and Publication Ethics Committee that the study was ethically sound (Decision date: 21.02.2019,
Decision number: 2019/12, Meeting number: 3). SPSS and AMOS package programs were used for
analysis. Expressions with a factor load of less than 0.45 were excluded from the analysis (Biiyiikoztiirk,
2015). Eigen values are acknowledged above 1 (Altunisik et al., 2010). The eigenvalues of all factors
were found to be above 1 in all the analysis we have made. The Cronbach’s Alpha value is measured to
be above 0.70 (Altunisik et al. 2010).

IV. FINDINGS

This section includes demographic findings and results of explanatory and confirmatory factor
analysis. Factor analysis can be used to determine the construct validity of the studies (Biiyiikoztiirk,
2015). Findings about the demographic characteristics of the participants in the research are seen in
Table 3. The table shows that women and men participate almost equally in the study. Most of the
participants are between the ages of 18-29 or between 30 and 39. Married and single people participate
almost equally. Most of the participants are university graduates. Looking at the table, we can say that
public employees, private sector employees and students participate more in the study. There is almost
an even distribution among the participants in terms of income.
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Table 3. Demographic Findings

n %
Gender Male 189 48,2
Female 203 51,8
18-29 200 51
Age 30-39 119 30,4
40-49 49 12,5
> 50 24 6,1
. Married 200 51
Marital status Single 12 29
Primary 14 3,6
Secondary 11 2,8
Education High 79 20,2
University 222 56,6
Graduate 66 16,8
Worker 20 51
Government Officer 129 32,9
Private-sector 60 15,3
Job Housewife 33 8,4
Self-employment 14 3,6
Student 101 25,8
Not working 28 7,1
Retired 7 1,8
Below 2020 TL 34 8,7
2021 - 3500 TL 103 26,3
Income 3501-5000 TL 82 20,9
5001-6500 TL 64 16,3
6501 and above 109 27,8

Table 4 contains findings about the health service providers preferred by the participants in general.
The table demonstrates that public hospitals are preferred more than others (state and university hospitals
and family doctors). Among the public hospitals, it is seen that state hospitals are the most preferred.

Table 4. Hospital Preferences

Hospital type n %
Public hospitals 271 66,9
University hospitals 146 36,0
Private hospitals 130 32,1
Family doctors 84 20,7
Specialized hospitals 3 0,7

Table 5 includes the most common error types encountered by the participants. Studies in the
literature have been effective in determining these error types. Looking at the table, it is understood that
the most encountered errors are of behavioral followed by errors related to waiting. Delivery errors
(medical errors, etc.) come in the third place.
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Table 5. Most Common Types of Errors

Failure Type n %
Behavioral errors 296 74,7
Waiting related errors 249 62,9
Service delivery errors 140 35,4
Informational errors 112 28,3
Related to physical infrastructure 89 22,5
Accessibility errors 65 16,4
Errors related to infringement of rights 51 12,9
Privacy related errors 35 8,8
Pricing errors 17 4,3

Explanatory Factor Analysis (EFA) applied to the collected data is shown in Table 6. When Table 6
is examined, it is seen that the factor analysis Kaiser-Meyer-Olkin (KMO) sampling adequacy test and
Bartlett test result for health service errors are sufficient (KMO value is 0.931. Bartlett test result p
<0.000). Table 6 shows that, principal component analysis and varimax rotation were used for healthcare
errors factor analysis. Statements 12, 13, 24, 26, 34, 36, 39, 40 and 49 were excluded from the scale
since the factor load was low and there were close overlapping loads in different factors. As a result of
the factor analysis, 42 statements were remained out of 53 statements in the item pool. On Table 6 we
can see that the expressions in the scale are grouped under 8 factors. When the expressions in the factors
are considered together, the first factor appears to be "Pricing errors"”; the second factor is "Errors
regarding violation of rights"; third factor; “Service delivery errors” fourth factor is "behavioral errors".
Fifth factor; "related to physical infrastructure”, sixth factor "E-service failure", the seventh factor;
“Privacy related errors”, and the eighth factor was named “Accessibility errors”. When the table is
examined, it is seen that the total variance explained is 66,097%. With this result, it can be said that the
expressions in the scale have an acceptable share of 8 factors in explaining health service errors.
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Table 6. Factor Analysis Findings

EFA Results CFA Results
gl o | &
8 El2 188 8
Dimensions and Items s 2 ga, £ s
- g o o< .|
@)
44 Different prices are applied for the same process (test, examination, 0,850 0,897
treatment, etc.).
o 43 Public hospital charging patients for services that should not be charged 0,832 0,809
g 45 Charging multiple times for the one procedure (analysis, examination, 0,818 | o 0,872
> treatment, etc.) ©| 9
E’ 42 Charging for emergency services 0,753 S| o g 0,679
2 48 Requesting fees outside the legislation 0,713 0,731
o 46 Different price implementations for the same drugs 0,674 0,778
47 Charging a fee for a service not received 0,628 0,664
41 Not informing the patient about the charged extra fee prior to the service 0,491 0,612
@ 30 Failure to pay attention to the patient examination order 0,758 0,786
o 5, [ 31 Creating unfair examination orders 0,719 0,789
3 E 33 Discrimination among patients 0,704 0,756
® S |27 Disruption of the patient's treatment process due to delay in the 0677 <| o o~ 0.710
© $ | examination appointment ‘ S8 8 ’
¢ £ [28Failure to comply with the appointment time 0,643 ~ e e 0,724
g ? 25 Waiting unnecessarily in the queue for the examination 0,602 0,694
W& |29 Canceling the appointment 0,503 0,557
"~ | 32 Physician's inhumane attitude (just having financial concerns) 0,501 0,681
¢ | 8 Wrongful diagnosis 0,843 0,899
o |7 Wrongful treatment 0,834 0,880
-2 © |10 wrong drug use 0,831 QS| S | 0804
S > — ~| [}
% E 9 wrong examination / test 0,790 sl o 0,811
= 13 Not concluding the treatment 0,478 0,645
T | 14 The treatment services that should be done are not provided completely 0,469 0,630
2 Rude behavior of health employee 0,730 0,703
s " 4 Not taking the complaints serious by the hospital management 0,715 0,772
2 5 |5 Not taking the complaints serious by the higher authorities 0,714 § § % 0,686
S E 1 Indifference of health employee 0,664 | « s 0,650
& 6 Rude behavior of health employee 0,577 0,706
3 Employee’s disregard for working hours 0,544 0,612
19 Some medical devices not working effectively 0,724 0,734
S o | 21 Other Equipment Other Than Medical Devices not working effectively 0667 0.755
E =2 (Elevator, Ventilation, Bed, Door etc.) ! !
3 2 § 20 Automation system not working effectively 0,604 21 2 ] 0,719
o2 % 22 Not having enough patient beds in the hospital 0,564 2‘, :r." 2 0,650
§ 2 & [ 15 Not paying enough attention to cleanliness (sink, room, corridor,
= T 0,530 0,591
(g = [ polyclinic, etc.)
11 lack of medical equipment in the hospital when needed 0,492 0,634
g 18 The e-pulse system and hospital records do not match 0,814 0,872
S & |17 The e-government system and hospital records do not match 0,797 § (g) g 0,863
@ 5 | 16 The central physician appointment system (MHRS) and hospital records do 0706 ~| — S 0693
@© not match ' '
° 51 Not caring patient’s privacy during service (examination, treatment, etc.) 0,736 0,857
& § 50 not given the right to choose the health worker in terms of gender (doctor, 0650 0743
[ Z health officer, nurse, nurse, etc.) ' § g % '
g g 53 Un_su_ltable physical environment for privacy (washbasin, rooms, 0,633 N =) 0775
£ 8 | polyclinic, etc.)
w 52 Sharing patient information with third parties 0,581 0,689
E g 37 Inability to reach results on the hospital's website when needed 0,641 ol o - 0,696
g E 38 Inability to physically reach authorized persons when needed 0,615 E 3 §. 0,865
< 2 35 Inability to get detailed information on the phone 0,579 0,776
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Table 6. Factor Analysis Findings (continuation of the table)

Model Fit
2
Kaiser-Meyer-Olkin Measure of Sampling Adequacy: 0,931 X _ 2,260 <3
Approx. Chi-Square: 10097,334 CF1 =0.95<0.95<1
pprox. quare: ' IFI: 0,90<0,905

Bartlett's Test of Sphericity, p.: 0,000
Total variance Explained: %66,097
Extraction method: Principal Component Analysis
Rotation method: Varimax

NFI = 0<0,842<1
TLI = 0<0,896<1
RMSEA =0<0,057<1
p=0,000

Evaluation criteria

Not: CFA = confirmatory factor analysis; EFA = exploratory factor analysis

When the findings of the confirmatory factor analysis (CFA) are examined, it is seen that the values
are within the acceptable value margins. When CFA fit indices are examined, Chi-square goodness of
fit (x2) value is less than 3, comperative fit index (CFI) value is greater than 0.95, incremental fit index
(IF1) value is greater than 0.90, Normed fit index (NFI) value should be greater than 0.90, Tucker-Lewis
index (TLI) value should be greater than 0.90, rook men square error of approximation (RMSA) value
should be between 0 and 1 (Meydan and Sesen, 2015). When Table 6 is examined, it is seen that the fit
index values are within the specified ranges.

V. CONCLUSION, LIMITATIONS AND FUTURE DIRECTIONS

In this study, a scale for determining health service errors was developed. We think that this study
will be useful due to the limited number of comprehensive studies on healthcare errors in the literature.
In this direction, content and construct validity tests were applied to the statements in the item pool
created about health service errors. As a result of the tests applied, the dimensions and expressions of
health service errors suggested in the item pool created before the analysis and the dimensions and
expressions of health service errors emerging after factor analysis were found to be compatible. In
general, health service failures are classified as; monetary and non-monetary failures (Hess, 2008),
medical and non-medical failures (Walton and Hume, 2012), result and process failures (Smith et al.,
1999), clinical, managerial and relationship-based failures in the literature (Salazar et al., 2018). As a
result of this study, dimensions and expressions were created to cover these failures. In addition, the
classifications in the literature and the dimensions and expressions in this study were found to be
consistent. As a result of the exploratory factor analysis, 8 dimensions emerged. These dimensions are
similar to the studies of Krishna and others (2011) Keaveney (1995), Wei and others (2018), Kroening
and others (2015) and Ocel (2019). The alpha coefficient, KMO value and the variance results revealed
in the exploratory factor analysis show that the scale has a reliable structure. In the confirmatory factor
analysis, the results were within the limits of goodness of fit values. In addition, the exploratory factor
analysis findings and the confirmatory factor analysis results were also compatible. Considering all the
results, this paper suggests that;

e The statements made about health service errors represent the area
e The dimensions are consistent with the literature

e The dimensions and expressions are consistent with the item pool created before the analysis
and the dimensions and expressions revealed after the factor analysis.

It was revealed that the most common types of errors encountered by the participants were behavioral
errors. This result shows similarities with the studies conducted by Wei and others (2018), Ocel (2020),
and Kroening and others (2015). In this case, it was stated by the participants that health service
providers display rude, harsh and indifferent behaviors. In-depth research on this subject can be done
and suggestions for the solution of the problem can be presented. Next, it was understood that the errors
related to waiting were stated. This conclusion is similar to Krishna and collegues (2011). It can be said
that situations such as not paying attention to appointments, unnecessary waiting, and delays due to
unnecessary transfers cause these errors. Next, the service delivery errors were stated. This result is
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similar to Van Den Berg and collegues 2019, Salazar and collegues (2018), Bouwman and collegues
(2016), Kline and collegues (2008), Daniel and collegues (1999). When the expressions included in the
service delivery errors are considered together, errors such as misdiagnosis, treatment, drug use are
among the common complaints.

The limitations of this study can be explained by the following statements;

e This study is limited to 2019 and Bolu-Diizce provinces. The research can be widened by
implementing similar methods in different provinces, regions or at national level.

e This study determined the framework of errors in the provision of health services in the
provinces of Bolu and Diizce. Serving errors made in different countries may also be
researched.

¢ In the study, the experience and thoughts of the people working in Bolu and Diizce provinces
were effective in determining the error expressions included in the scale.

The large number of statements in the scale may avert the participants’ ability to focus on the
questions. In this direction, scales with less number of expressions can be developed in future studies.
For preventable error types it can be investigated why employees do not report errors to their superiors
or what kind of encouragement methods they should so that the health workers will report them. Studies
can be carried out on the method of remediation for mistakes encountered by healthcare service
consumers. Different forms of relationships between health care failures and compensation methods can
be established.

Ethical Approval: An ethics committee report was received from Diizce University Scientific Research
and Publication Ethics Committee that the study was ethically sound (Decision date: 21.02.2019,
Decision number: 2019/12, Meeting number: 3).
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0z

Bu ¢alismanin amaci, bireylerin Geleneksel ve Tamamlayict Tip (GETAT) konusundaki goriislerinin ve
GETAT yonetmeliginde gegen fitoterapi, kupa uygulamasi, siiliik uygulamasi, akupunktur ve ozon uygulamasina
yonelik kullamim durumlarmin saptanmast ve degerlendirilmesidir. Calismaya, Kirklareli’'nde bir Aile Saghgi
Merkezi’ne basvuran 400 erigkin dahil edilmistir. Arastirmada kullanmilan ankette, sosyo-demografik bilgileri
iceren sorularin yani sira GETAT kullanimina ve GETAT a yénelik gériislerin degerlendirmesine iliskin sorular
yer almaktadir. Calismada GETAT’a yonelik tutumun ve segilen tedavi yontemlerine ydnelik kullanim
durumunun sosyo-demografik ozelliklere gore farkiik gosterip gostermedigi incelenmigtir. Calisma sonucunda
bireylerin GETAT a yonelik ortalamanin tizerinde olumiu tutum sergiledikleri, GETAT ydntemlerinden herhangi
birini kullanma oranlarmin yiiksek, fakat bilgi diizeylerinin diisiik oldugu saptanmistir. GETAT kullanim
oranmmmin  yiiksek fakat GETAT yodntemlerine yonelik bilgi diizeyinin diisiik oldugu goéz oniinde
bulunduruldugunda;, GETAT alanindan egitim almig saghk calisanlar: tarafindan GETAT yontemleri hakkinda
toplumun bilgilendirilmesi ve ozellikle bilingsiz kullanimin oniine gegmek igin énlemler alinmasi énerilmektedir.
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ABSTRACT

The aim of this study is to determine and evaluate of the opinions towards Traditional and Complementary
Medicine (TCM) of individuals and the use cases of phytotherapy, cupping, leech application, acupuncture and
ozone application in the TCM regulation. 400 adults who applied to a Family Health Center in Kirklareli were
included to the study. In the survey forms used in the research, there are questions regarding the use of TCM
evaluation of opinions towards TCM as well as questions containing sociodemographic information. In the
study, it was examined whether the attitude towards TCM and its use cases of the selected treatment methods
differ according to sociodemographic characteristics. As a result of the study, it has been determined that
individuals have a positive attitude towards TCM above average, the rate of using any of the TCM methods are
high, but their knowledge level is low. Considering that the rate of TCM usage is high but the level of
knowledge towards TCM methods is low; It may be recommended to inform the public about TCM methods by
healthcare professionals trained in the field of TCM and to take measures to prevent unconscious use.
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I. GIRIS

Insanoglunun varolusuyla bir¢ok hastalik da olusmaya baslamis ve hastaliklara kars: miicadele igin
deneyimlerden ve dogadan yararlanarak hastaliga g¢are aranmasi sonucunda geleneksel tedavi
yontemleri dogmustur (Arslan, 2016). Yiizyillar boyunca, insanlar saglik sorunlart karsisinda kendi
bulduklar1 araclar1 ve geleneksel yontemleri kullanmis ve giiniimiiz modern tibbim1 da kullanmaya
devam etmektedir. Teknolojinin de ilerlemesi ile modern tipta siiregelen biiyiik gelismelere ragmen
geleneksel tip her zaman uygulanmaktadir (Shaikh ve Hatcher, 2005). Diinya Saglik Orgiitii (DSO)
(World Health Organization [WHO], 2013)’ne gore geleneksel tip hem fiziksel hem de ruhsal
hastaliklarin 6nlenmesi ve iyilestirilmesinin yani sira sagligin siirdiiriilmesinde kullanilan farkli
kiiltiirlere 6zgii yontemler, inanglar ve deneyimlere dayanan bilgi ve uygulamalarin tamanm olarak
tanimlanmaktadir.

Geleneksel ve tamamlayict tip (GETAT), diinya genelinde sagligi iyilestirme ve gelistirmede
onemli bir yere sahip olmus ve cesitli rahatsizlik ve sikayetlerde tedavi amacli kullanilmigtir. Kanada,
Fransa, italya ve Almanya gibi baz1 gelismis iilkelerde niifusun %70-90’1 ve gelismekte olan iilkelerin
cogunda ise niifusun %70-95’inin GETAT kullandig tespit edilmistir. Ayrica GETAT yontemleri ve
iiriinlerine yapilan harcamalarda artis yasanmus, kiiresel ¢apli harcamalarin 2008 yilinda yillik 83
milyar dolara ulagtigi belirtilmistir (WHO, 2011). Amerika Birlesik Devletleri (ABD)’nde 2012
yilinda iilke capinda yapilan bir ¢alismanin sonucuna gore ise GETAT’a yonelik yapilan cepten
O0demelerin yaklasik 30 milyar dolara ulastig1 tespit edilmistir. ABD’de saglik hizmetlerine cepten
yapilan 6demelerin %9,2’sinin GETAT harcamalarinin olusturdugu ifade edilmektedir (Nahin vd.,
2016).

GETAT’in diinya capinda yaygin olmasinda ve kullaniminin artmasinda pek c¢ok sebep
bulunmaktadir. Artan yasam siiresiyle birlikte bakimi ve tedavisi gii¢ olan kronik hastaliklarin artisi,
yeni teknolojilerden dolayi artan maliyetler, saglik hizmetine erisimdeki giicliikler, saglik personelinin
hastalara yeterli zaman ayiramayisi, modern tedavi yontemlerine ve ilaglara duyulan kugku ve ilaglarin
olas1 yan etkilerinden kaginmak gibi cesitli sebepler siralanabilir (Turan vd., 2010). Ozellikle bazi
bolgelerde modern tibba kiyasla GETAT yontemlerine erisilebilirlik ¢ok daha kolaydir. Diinya
niifusunun figte biri ve Afrika ve Asya’nin en fakir bolgelerindeki niifusun yarisindan fazlasi temel
ilaglara erisimde sorunlar yasamaktadir. Dolayistyla insanlar tibbi ilaglara kiyasla daha uygun fiyath
olan GETAT yontemlerine yonelmektedir. GETAT yontemleri ile kronik ve bulasici olmayan
hastaliklarin tedavisi, ruh sagliginin iyilestirilmesi, hastaligin 6nlenmesi ve yash niifusun yasam
kalitesinin artirilmasi gibi pek c¢ok alanda genis bir saglik hizmeti sunumu gergeklestirilmektedir
(WHO, 2001)

GETAT yontemlerinin artan talep gormesi birgok tedavi yontemi igin merdiven alti iglemlerin
uygulanmasini da beraberinde getirmis ve bu durum toplum sagligi agisindan risk olabilecek konuma
gelmistir. Dolayistyla GETAT yéntemlerinin diizenlenmesi ve denetlenmesi gerekli goriilmiis ve DSO
ve ilgili devlet kurum ve kuruluslar i¢in saglik politikalar1 alaninda énemli bir konu haline gelmistir
(Kocabas vd., 2019). Ornegin, GETAT ydntemlerinden dogabilecek zararl etkileri dnlemek ve kontrol
edebilmek i¢cin Amerika’da Ulusal Saglik Enstitiileri (National Institutes of Health - NIH) ne bagls,
Ulusal Tamamlayic1 ve Biitiinleyici Saglik Merkezi (National Center for Complementary and
Integrative Health - NCCIH), Avrupa’da da Avrupa Tamamlayici ve Alternatif Tip Federasyonu
(European Federation for Complementary and Alternative Medicine - EFCAM) kurulmustur (Tiitiinci
ve Etiler, 2017). Bir diger 6nemli gelisme ise, DSO (WHO, 2013) tarafindan yayimlanan “Geleneksel
Tip Stratejisi 2014-2023” adli raporu olmustur.

Diinya genelinde GETAT alaninda yasanan 6nemli gelismeler Tiirkiye’de de son yillarda etkisini
gostermeye baglamistir. Saglik Bakanligi, Ekim 2014 yilinda “Geleneksel ve Tamamlayici Tip
Uygulamalar1 Yonetmeligi'ni yayimlamistir. Yonetmelige gore hekimler ve dis hekimleri GETAT
alaninda hizmet sunabilmek i¢in yapilacak olan egitimlere katilarak sertifika alabilmektedir.
Uygulanacak yontemler yonetmelikte akupunktur, apiterapi, fitoterapi, hipnoz, siiliikk uygulamasi,
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homeopati, kayropraktik, kupa uygulamasi, larva uygulamasi, mezoterapi, proloterapi, osteopati, ozon
uygulamasi, refleksoloji ve miizikterapi olarak siralanmigtir (Resmi Gazete, 2014). Ancak bu
calismada, GETAT’a yonelik goriislerin degerlendirilmesinde GETAT yoOnetmeliginde gecen
fitoterapi, kupa uygulamasi, siiliik uygulamasi, akupunktur ve ozon uygulamasi ele alinacaktir.
Fitoterapi, bitkisel iiriin ve ilaclarin kullanimiyla yapilan bir geleneksel tedavi yontemidir (Resmi
Gazete, 2014). Kupa uygulamasi, yas ve kuru kupa olarak ikiye ayrilmaktadir. Yas kupa, viicudun
belirli bolgelerine kesik atildiktan sonra kupa vurarak kan dolagiminin hizlanmasi ve kirli kanin disari
atilmasi i¢in uygulanmaktadir, kuru kupa ise herhangi bir kesik atilmadan belirli bir siire vakumlama
islemi yapilarak uygulanan tedavi yontemidir. Tiirkce literatiirde genellikle yas kupa uygulamasi
“hacamat” olarak adlandirilmaktadir (Benli, 2017; Parlakpinar ve Polat, 2020). Siiliik uygulamasi,
steril siiliikklerin kullanilmasi ile uygulanan siiliiklerin viicuttan kan emerken bir yandan da dokuya
biyoaktif madde igerikli salgiyr birakmasiyla gerceklesen bir tedavi yontemidir (Ayhan ve
Mollahaliloglu, 2018). Akupunktur; igne, lazer isinlari, ses, manyetik titresimler ve elektrik
stimiilasyonu gibi uyar1 yontemleri ile viicudun belirli noktalarinin uyarilmasiyla yapilan bir tedavi
yontemi olarak tanimlanmaktadir (Resmi Gazete, 2014). Ozon uygulamasi ise hastaliklardan dolay1
bozulan fonksiyonlarin tekrar canlandirilmasi i¢in dolasim sistemine ya da viicut bosluklarina ozon-
oksijen karigiminin enjekte edilmesi ile yapilan bir tedavi yontemidir (Kutlubay vd., 2010).

Yukarida bahsi gecen GETAT yontemlerinden sadece akupunktur yontemine yonelik 1991 yilinda
Akupunktur Tedavi Yonetmeligi ¢ikartilmistir. 2014 yilinda yayinlanan Geleneksel ve Tamamlayici
T1ip Uygulamalar1 Yonetmeligi ile birlikte tedavi yontemleri yelpazesi ¢cok daha genis bir hal almis ve
bu tedavi yontemleri Saglik Bakanligi hastanesi, liniversite hastanesi, 6zel hastane, dis poliklinigi ve
tip merkezi gibi saglik kurumlarinda uygulanmaya baslamistir. Saglik Bakanlii’na bagli olan
Geleneksel, Tamamlayici ve Fonksiyonel Tip Uygulamalar1 Daire Baskanlig: istatistiklerine gore Mart
2021 itibariyle uygulama merkezleri ve tnitelerde en fazla akupunktur, ozon ve kupa tedavisi
yontemlerinin uygulanma izni bulunmasinin yani sira GETAT yonetmeliginde gecen biitiin tedavi
yontemlerinin de uygulanma izni bulunmaktadir (Geleneksel, Tamamlayict ve Fonksiyonel Tip
Uygulamalar1 Dairesi Bagkanligi, 2021). Bahsedilen bu gelismeler, Tiirkiye’de de son donemlerde
GETAT a verilen 6nemin gostergesi olarak kabul edilebilir. Dolayisiyla bu gesitli tedavi yontemlerine
yonelik toplumun bilgi diizeyi, hangi GETAT yo6ntemlerinin ne 6l¢iide ve ne amagla kullanildigimin
bilinmesi bu alanda yapilacak olan saglik politikalar1 i¢in 6nem arz etmektedir.

I1. YONTEM
2.1. Arastirmanin Amaci

Kesitsel ve tanimlayici nitelikte olan bu caligmada Aile Sagligi Merkezi’ne bagvuran 18 yas ve lsti
bireylerin GETAT’a yonelik goriislerinin, segilen tedavi yontemlerine (fitoterapi, kupa, siiliik,
akupunktur ve ozon uygulamasi) gore kullanim durumlariin belirlenip, degerlendirilmesi
amaclanmaktadir.

Calismanin amacina yonelik gelistirilen hipotezler su sekildedir;

H1: Geleneksel ve tamamlayici tibba yonelik tutumlar; a) cinsiyet, b) yas, ¢) medeni durum, d)
caligma durumu, e) egitim diizeyi, f) gelir durumu, g) kronik hastalik bulunma durumu ve h) algilanan
saglik durumuna gore istatistiksel olarak anlaml farklilik gostermektedir.

H2: Fitoterapi uygulamasi kullanim durumu; a) cinsiyet, b) yas, ¢) medeni durum, d) calisma
durumu, e) egitim diizeyi, f) gelir durumu, g) kronik hastalik bulunma durumu ve h) algilanan saglik
durumuna gore istatistiksel olarak anlamli farklilik gostermektedir.

H3: Kupa uygulamasi kullanim durumu; a) cinsiyet, b) yas, ¢) medeni durum, d) caligma durumu,
e) egitim diizeyi, ) gelir durumu, g) kronik hastalik bulunma durumu ve h) algilanan saglik durumuna
gore istatistiksel olarak anlamli farklilik gostermektedir.
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H4: Siilik uygulamasi kullanim durumu; a) cinsiyet, b) yas, ¢) medeni durum, d) calisma durumu,
e) egitim diizeyi, f) gelir durumu, g) kronik hastalik bulunma durumu ve h) algilanan saglik durumuna
gore istatistiksel olarak anlamli farklilik gostermektedir.

H5: Akupunktur uygulamast kullanim durumu; a) cinsiyet, b) yas, ¢) medeni durum, d) galisma
durumu, e) egitim diizeyi, f) gelir durumu, g) kronik hastalik bulunma durumu ve h) algilanan saglik
durumuna gore istatistiksel olarak anlamli farklilik gostermektedir.

H6: Ozon uygulamasi kullanim durumu; a) cinsiyet, b) yas, ¢) medeni durum, d) ¢alisma durumu,
e) egitim diizeyi, ) gelir durumu, g) kronik hastalik bulunma durumu ve h) algilanan saglik durumuna
gore istatistiksel olarak anlamli farklilik gostermektedir.

2.2. Arastirmanin Evreni ve Orneklemi
Calismanin evrenini, Kirklareli 5 No’lu Emine Tuncan Aile Sagligi Merkezi (ASM)’ne kayitli olan
18 yas ve iistii 11.276 kisi olusturmaktadir. Orneklemin secilmesinde, gelisigiizel 6rnekleme yontemi

kullanilmistir. Orneklem hesaplamasinda kullanilan formiil asagida verilmistir.

B Nt’pgq
~ d2(N —1) +t2pgq

n

n: Orneklem biiyiikliigii

N: Evren biiyiikliigii

t: Belirli bir anlamlilik diizeyinde t tablo degeri (%95 giiven diizeyi i¢in 1,96)
p: Incelenen olayin gergeklesme olasilig

q: Incelenen olayin gerceklesmeme olasilig

d: Hata pay1 (%95 giiven diizeyi icin 0,05)

Formiil kullanilarak yapilan hesaplama sonucunda 6rneklem biiyiikligii;

B 11.276 X 1,962 x 0,50 X 0,50
~ (0,05)2 x (11.276 — 1) + 1,962 x 0,50 X 0,50

n =372

Calismanin yiiriitiildiigii Temmuz 2019-Eyliil 2019 tarihleri arasinda Kirklareli 5 No’lu Emine
Tuncan ASM’ne herhangi bir sebeple bagvuran, okuma yazma bilen ve 18 yas ve istii olan 400 hasta
ile gorisiilmiistiir. Eksik veri olmasini 6nlemek amaciyla hesaplanan 6rneklem sayisindan bir miktar
fazla anket uygulanmistir.

2.3. Veri Toplama Yontemi

Aragtirma verileri, aragtirmaci tarafindan katilimcilarla yiliz yiize gériisme yapilarak anket yontemi ile
toplanmistir. Anket formu 3 béliimden olusmaktadir. ilk béliimde katilimcilarin bireysel 6zelliklerine
yonelik tanimlayici tiirde 11 soru yer almaktadir. Sonraki boliimde katilimeilarin GETAT’a yonelik
davraniglarini belirlemek amaciyla hazirlanan sorular bulunmaktadir. Son béliimde ise katilimcilarin
GETAT’a yonelik tutumlarmi saptamak amactyla Araz ve Harlak (2006) tarafindan gelistirilen
Geleneksel ve Tamamlayici Tibba Yonelik Tutum Olgegi yer almaktadir. Olgekte yer alan maddelerin
her biri 1 ve 5 arasinda puanlama ile (1=hi¢ katilmiyorum, 2=katilmiyorum, 3=kararsizim,
4=katiliyorum, 5=tamamen katiliyorum) degerlendirilmektedir. Olgekte bulunan 3 madde (5., 6., ve 8.
madde) ters kodlanmaktadir. Olgek 8 madde ve 2 alt boyuttan olusmaktadir. Bunlardan 1., 5., 6. ve 8.
maddeler “alternatif tibba yonelik tutumu, 2., 3., 4. ve 7. maddeler ise “tamamlayici tibba yonelik
tutumu” Olgmektedir. Orijinal ¢alismada hem alt 6l¢ek puanlari hem de toplam puan iizerinden
degerlendirme yapilabilecegi ifade edilmektedir. Bu nedenle, degerlendirmeler Ol¢ek alt puanlar
yerine toplam puan lizerinden yapilmistir. Toplam puanin 8-40 arasinda degistigi Olgekte toplam
puanin artis gostermesi GETAT’a yonelik olumlu tutumda artis oldugu anlamina gelmektedir.
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Giliniimiizde alternatif ve tamamlayici tip kavramlarim ayr1 ayr kullanmak yerine GETAT kavraminin
yaygin olarak kabul gérmesi nedeni ile 6l¢ekte yer alan alternatif ve tamamlayici tip ifadelerinin
yerine GETAT kullanilmistir. Orijinal ¢alismada O6l¢egin cronbach alfa katsayist 0,85 olarak
bulunurken bu ¢alismada 0,89 olarak hesaplanmustir.

2.4. Verilerin Degerlendirilmesi

Aragtirmadan elde edilen veriler IBM-SPSS 22.0 paket programi kullanilarak analiz edilmistir.
Coziimlemede tanimlayici testlerden sayi, yiizde, ortalama, standart sapma ve medyan kullanilmstir.
Bagimsiz gruplarda oranlarin karsilastirmasinda ise Pearson Ki-Kare Testi ve Fisher’in Kesin Ki-Kare
Testinden yararlanilmigtir. Arastirmada dagilimin normalligi Kolmogorov Smirnov Testi ile kontrol
edilmistir. Nonparametrik dagilimlarda iki grup ortalamasinin karsilastirmasinda Mann Whitney-U
testi, iic ve daha fazla ortalamasinin karsilagtirmasinda ise Kruskal Wallis Testi uygulanmistir.
Istatistiksel degerlendirmede anlamhlik diizeyi p<0,05 olarak kabul edilmistir. Olgege dair giivenilirlik
analizi yapilmistir.

2.5. Arastirmanin Etik Yonii

Veri toplama araci uygulanmadan &nce Hacettepe Universitesi Etik Komisyonu tarafindan
28.02.2019 tarih ve 16969557-499 sayili karar ile etik kurul izni alinmigtir. Arastirmanin, Kirklareli 11
Saghik Midiirliigii’'ne bagli Emine Tuncan 5 No’lu ASM’nde yapilmasi i¢in 16.05.2019 tarih ve
52576960-044-E.9084 sayili karar ile kurum izni alinmigtir
I11. BULGULAR

Tablo 1. Katihmailarin Sosyo-demografik Ozelliklerinin Dagilimi

Degiskenler n %
Cinsiyet Kadin 303 75,8
Erkek 97 24,2
Yas <40 220 55,0
> 40 180 45,0
Ortaokul ve alt1 97 24,2
Egitim durumu Lise 117 29,3
Yiiksekokul ve tisti 186 46,5
Medeni durum E\é:!ar igg g;g
Calisiyor 165 41,2
Calisma durumu Caligmiyor 235 58,8
<2.000 49 12,2
Gelir durumu (TL.) 2.001-4.000 171 42,8
>4.001 180 45,0
Kronik hastalik bulunma Var 94 23,5
durumu Yok 306 76,5
Algilanan saghk durumu g; e i?i ;;’g

Tablo 1’de arastirmaya katilan erigkinlerin demografik 6zelliklerine gore frekans dagilimlari yer
almaktadir. Aragtirmaya %75,8’1 kadin olmak iizere 400 kisi katilmistir. Yas gruplari bakimindan
incelendiginde katilimcilarin %55°1 40 yas alti ve %45°1 ise 40 yas ve Ustli oldugu saptanmuistir.
Aragtirmaya katilan kisilerin %67’si evli iken, %33’{i bekardir. Katilimcilarin egitim durumlari
incelendiginde %24,2’si ortaokul ve alti, %29,3’1 lise ve %46,5’1 ise yiiksekokul ve iistii egitim
durumuna sahip oldugunu ifade etmistir. Katilimcilarin %41,2’sinin ¢alismadigi, %58,8’inin ise
calistig1 belirlenmistir. Gelir durumlarina bakildiginda, katilimcilarin %45°1 4.001 ve lizeri, %42,8’i
2.001-4.000 TL arast ve %12,2°si ise 2.000 TL ve alti gelire sahip oldugu belirlenmistir.
Katilimeilardan %23,5’inin kronik hastaliga sahip oldugu saptanmustir. Algilanan saglik durumlar
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incelendiginde katilimcilarin %71,5°1 iyi ve %28,5°1 ise kot diizeyde saglik durumuna sahip oldugunu
ifade etmistir.

Tablo 2. Katihmeilarin GETAT Kullanmim ile Tlgili Ozelliklerinin Dagilimi

Degiskenler n %
Evet 213 53,2
GETAT kullanim Hayir 187 46.8
Evet 189 88,7
GETAT kullanimi sonrasinda hastaligin iyilesme durumu (n=213)
Hayir 24 11,3
. . . Evet 2 0,9
GETAT Kkullanim siirecinde yanhs tedaviye maruziyet durumu Hayr 211 99.1

Tablo 2’de aragtirmaya katilan kisilerin GETAT kullanimina iliskin frekans dagilimlar1 verilmistir.
Arastirmaya katilan 400 kisiden %.53,2’sinin GETAT kullandigi ve kullanan 213 hastadan
%88,7’sinde hastaligin iyilesme durumu gergeklestigi saptanmustir. Dolayisiyla katilimcilarin GETAT
kullanim1 sonrasi iyilesme durumunun oransal olarak olduk¢a yiiksek oldugu sdylenebilir.
Katilimeilardan 9%0,9’unda GETAT kullanimi sirasinda yanlis tedaviye maruziyet durumu oldugu
tespit edilmistir.

Tablo 3. Katihmeilarin Fitoterapi Uygulamasi ile ilgili Ozelliklerinin Dagilim

Degiskenler n %
. . Kullandim 197 49,3
Fitoterapi uygulamasi (n=400) Kullanmadim 203 50.7
Fiziksel saglik 174 88,3
Fitoterapi uygulamasini Ruhsal saslik 1 6.1
kullanma amaci (n=197) oS £ 1 5,6
Fitoterapi uygulamasim Tibbi ilaglarla 57 28,9
kullanma sekli (n=197) Tek kullandim 140 71,1
Hig bilmiyorum 111 27,8
. . o Cok az biliyorum 132 33,0
Fitoterapi uygulamasi bilgi Biraz biliyorum 99 246
diizeyi — -
Iyi biliyorum 35 8,8
Cok iyi biliyorum 23 5,8
Hig kullanmadim 203 50,7
) . 1-2 kez kullandim 20 5,0
Fitoterapi uygulamasim 3-5 kez kullandim 22 55
kullanim s1khg ’
HTAMI SECIE! 6-8 kez kullandim 14 35
8'den fazla kullandim 141 35,3
Hig faydali degil 7 2,2
] ] Faydal1 degil 3 1,1
Fitoterapi uygulamasim Ne faydali ne faydasiz 33 11,1
faydali bulma durumu(n=298) -
Biraz faydali 163 54,7
Cok faydal 92 30,9

Tablo 3’te fitoterapi uygulamasi ile ilgili katilimeilarin 6zelliklerinin dagilimi gosterilmektedir.
Katilmeilarin  %49,3’1 fitoterapi uygulamasimi kullandigin1  belirtmistir. Kullanan 197 kisiden
%88,3’1i fiziksel sagligi, %6,1°1 ruhsal sagligi ve %5,6’s1 ise hem fiziksel sagligi hem de ruhsal sagligi
icin kullandig1 saptanmustir. Fitoterapi kullananlarin %71,1°1 tedavi asamasinda sadece fitoterapi
yontemini kullanirken, %28,9u ise tibbi ilaglar ile fitoterapiyi birlikte kullanmstir.
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“Fitoterapi bilginizi en iyi hangisi tanimlar?” sorusuna katilmcilarin %27,8’1 hi¢ bilmiyorum,
%33’i ¢ok az biliyorum, %?24,6’s1 biraz biliyorum, %8,8’1 iyi biliyorum ve %5,8’1 ise ¢ok iyi
biliyorum seklinde cevap vermistir. Tablo 3’e gore katilimcilarin %50,7’sinin fitoterapi yontemini hig¢
kullanmadigi, %35,3’lnilin ise 8’den fazla kullandig1 goriilmiistiir. “Fitoterapiyi ne kadar faydah
buluyorsunuz?” sorusuna cevap veren 298 katilimeinin %54,7’si biraz faydali ve %30,9’u ¢ok faydali
seklinde cevap vermistir.

Tablo 4. Katihmeilarin Kupa Uygulamast ile ilgili Ozelliklerinin Dagilim1

Degiskenler n %
Kupa uygulamasi Kullandim 37 9,2
Kullanmadim 363 90,8
Kupa uygulamasin kullanim Fiziksel saglik 36 97,3
amaci (n=37) Ruhsal saglik 0 0,0
Her ikisi 1 2,7
Kupa uygulamasim kullanim Tibbi ilaglarla 6 16,2
sekli (n=37) Tek kullandim 31 83,8
Hig bilmiyorum 125 31,3
Cok az biliyorum 113 28,1
Kupa uygulamasi bilgi diizeyi Biraz biliyorum 101 253
Iyi biliyorum 42 10,5
Cok iyi biliyorum 19 4,8
Hig kullanmadim 363 90,8
Kupa uygulama sikig1 1-2 kez kullandim 23 57
3-5 kez kullandim 8 2,0
8'den fazla kullandim 6 15
Hig faydali degil 4 1,5
Kupa uygulamasimi faydah Faydali degil 10 3,6
bulma durumu (n=276) Ne faydali ne faydasiz 60 21,7
Biraz faydali 157 56,9
Cok faydal 45 16,3

Tablo 4’te katilimeilarin kupa uygulamasi ile ilgili 6zelliklerinin frekans dagilimlari yer almaktadir.
Katilimeilarin %9,2’sinin kupa uygulamasi kullandigi, %90,8’inin ise kullanmadigi goriilmektedir.
Kupa uygulamasi kullanan 37 kisinin %97,3’1 fiziksel saglig1 ve %2,7’si ise hem fiziksel hem ruhsal
sagligi i¢in kullandigini belirtmistir. Kupa uygulamasi kullandigini belirtenlerin %16,2’1 tibbi ilaglarla
birlikte kullanirken, %83,8’1 sadece kupa yontemini kullanmistir. Katilimcilara kupa uygulamasi bilgi
diizeyi soruldugunda %31,3 hi¢ bilmiyorum cevabim verirken, %28,1°1 ¢ok az biliyorum cevabim
vermistir. “Kupa uygulamasini ne kadar faydali buluyorsunuz?” sorusunu cevaplayan katilimcilarin
%35,1’1 hi¢ faydali degil ve faydali degil cevabimi verirken, %21,7’si ne faydali ne faydasiz ve
%73,2’si biraz faydali ve ¢ok faydali yanitin1 vermistir.

Tablo 5’te katilimcilarin siiliik uygulamasi ile ilgili ozelliklerinin dagilimi yer almaktadir.
Katilimeilara siilitk uygulamasini kullanip kullanmadigi soruldugunda neredeyse tamamui (%98,2)
kullanmadigini belirtmistir. Kullandigin1 belirten 7 kisinin hepsi fiziksel sagligi i¢in ve tibbi ilaglardan
destek almadan siiliik uygulamasini kullanmistir.

“Siiliik uygulamasi bilgi diizeyinizi hangisi tanimlar?” sorusuna %35,3’1 “cok az biliyorum” ve
%32,5°1 ise “hi¢ bilmiyorum” olarak ifade etmistir. Siiliikk uygulamasini, %98,3 oranla katilimcilarm
biiylik ¢ogunlugunun hi¢ kullanmadigi goriilmektedir. Kullananlarin %1,2’sinin 1-2 kez kullandig1
goriiliirken %0,5°1 ise 3-5 kez kullanmustir. “Siiliikk uygulamasin1 ne kadar faydali buluyorsunuz?”



sorusunu yanitlayan 268 kisinin ¢ogunlugu (%58,6) “biraz faydali” ve %10,5’1 ise “cok faydali”

cevabini vermistir.

Tablo 5. Katihmeilarin Siiliik Uygulamasi ile Tlgili Ozelliklerinin Dagilim
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Degiskenler n %
. Kullandim 7 1,8
Siiliik uygulamast Kullanmadim 393 98,2
Siiliik uygulamasim kullanim Fiziksel saglik 7 100,0
amaci (N=7) Ruhsal saglik 0 0,0
Siiliik uygulamasi kullanim Tibbi ilaglarla 0 0,0
sekli (n=7) Tek kullandim 7 100,0
Hig bilmiyorum 130 32,5
Cok az biliyorum 141 35,3
Siiliik uygulamas: bilgi diizeyi Biraz biliyorum 88 22,0
Iyi biliyorum 25 6,2
Cok iyi biliyorum 16 4,0
Hig kullanmadim 393 98,3
Siilii}( uygulamasini kullanim 1-2 kez kullandim 5 12
sikhigi
3-5 kez kullandim 2 0,5
Hic faydali degil 3 1,1
Faydali degil 14 5,2
Siiliik uygulamasim faydah Ne faydali ne faydasiz 66 24,6
bulma durumu (n=268) .
Biraz faydal 157 58,6
Cok faydali 28 10,5

Tablo 6’da katilimcilarin akupunktur uygulamasi ile ilgili 6zelliklerinin frekans dagilimlar yer
almaktadir. Katilimcilarin, %95,0°1 akupunktur uygulamasini kullanmadigini belirtmistir. Bu tedavi
yontemini kullanan 20 kisinin %85,0’1 fiziksel sagligi, %5,0’1 ruhsal sagligi ve %10,0’1 ise hem
fiziksel hem ruhsal saglig: i¢in kullandigim ifade etmistir. Akupunktur kullananlarm %25,0’1 “tibbi
ilaglarla birlikte kullandim” yanitini verirken, %75,0°1 ise “tek kullandim” yanitini vermistir.

“Akupunktur bilginizi en iyi hangisi tanimlar?” sorusuna yanit olarak %32,5’1 “hig¢ bilmiyorum” ve
%30,5’s1 ise “cok az biliyorum” seklinde ifade etmistir. “Akupunktur kullaniminizi en iyi hangisi
tanimlar?” sorusuna katilimcilarin %95°1i “hi¢ kullanmadim”, %2,5’1i “1-2 kez kullandim, %1,2’si
“8’den fazla kullandim”, %0,8’i “3-5 kez kullandim” ve %0,5’1 ise “6-8 kez kullandim” seklinde
cevap vermistir. “Akupunktur’u ne kadar faydali buluyorsunuz?” sorusunu cevaplayan 271 kisinin
%52,8’1 ile “biraz faydali” olarak ifade ederken, %14,4’{i ise “cok faydali” seklinde ifade etmistir.
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Tablo 6. Katihmeilarin Akupunktur Uygulamasi ile Tlgili Ozelliklerinin Dagilhimi

Degiskenler n %
Akupunktur uygulamasi Kullandim 20 5,0
Kullanmadim 380 95,0
Akupunktur uygulamasini Fiziksel saglik 17 85,0
kullanim amaci (n=20) Ruhsal saghk 1 5,0
Her ikisi 2 10,0
Akupunktur uygulamasini Tibbi ilaglarla 5 25,0
kullanim sekli (n=20) Tek kullandim 15 75,0
Hig bilmiyorum 130 32,5
AKupunktur uygulamasi bilgi Cok az biliyorum 122 30,5
diizeyi Biraz biliyorum 100 25,0
Iyi biliyorum 34 8,5
Cok iyi biliyorum 14 3,5
Hig kullanmadim 380 95,0
AKupunktur uygulamasini 1-2 kez kullandim 10 2,5
kullanim sikhig1 (n=400) 3-5 kez kullandim 3 0,8
6-8 kez kullandim 2 0,5
8'den fazla kullandim 5 1,2
Hic faydali degil 7 2,6
AKupunktur uygulamasini Faydali degil 10 3,7
faydali bulma durumu (n=271) Ne faydali ne faydasiz 72 26,5
Biraz faydali 143 52,8
Cok faydali 39 14,4

Tablo 7°de katilimcilarin ozon uygulamast ile ilgili 6zelliklerin frekans dagilimlari yer almaktadir.
Katilimeilarin %1,2’sinin ozon uygulamasi kullandig1 goriilmektedir. Caligmaya katilan kisilerin
neredeyse tamaminin ozon uygulamasi kullanmadig1 sdylenebilir. Kullanan kisilerin %80’inin fiziksel
sagligl, %20’sinin ruhsal sagligi i¢in kullandigi goriiliirken, bu kisilerin %80°1 ozon uygulamasini tibbi
ilaglarla birlikte, %20’si ise ozon uygulamasini tek basina kullanmugtir.

Katilimeilara “Ozon tedavisi bilginizi en iyi hangisi tanimlar?” sorusu soruldugunda, kisilerin
yarisindan fazlasiin (%66,2) “hi¢ bilmiyorum” yanitim1 verdigi goriilmektedir. Katilimcilarin %3,8’1
“iyi biliyorum” ve %11 ise “¢ok iyi biliyorum” seklinde cevap vermistir. Ozon uygulamasi kullanan 5
kisi “1-2 kez kullandim” yamitin1 vermistir. “Ozon uygulamasini ne kadar faydali buluyorsunuz?”
sorusunu cevaplayan katilimeilarin %54,8’1 “biraz biliyorum” cevabini vermistir.

Tablo 7. Katihmeilarin Ozon Uygulamast ile ilgili Ozelliklerinin Dagilimi

Degiskenler n %
Ozon uygulamasi Kullandim 5 1,2
Kullanmadim 395 98,8
Ozon uygulamasi kullanim Fiziksel saglik 4 80,0
amaci (n=5) Ruhsal saglik 1 20,0
Ozon uygulamasi kullamim sekli Tibbi ilaglarla 4 80,0
(n=5) Tek kullandim 1 20,0
Hig bilmiyorum 265 66,2
Cok az biliyorum 67 16,8
Ozon uygulamas: bilgi diizeyi Biraz biliyorum 49 12,2
Iyi biliyorum 15 3,8
Cok iyi biliyorum 4 1,0
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Tablo 7. Katihmeilarin Ozon Uygulamast ile flgili Ozelliklerinin Dagilimi (Devami)

Degiskenler n %
Hig kullanmadim 395 98,8
Ozon uygulamasi kullanim 1-2 kez kullandim 5 1,2
Hic faydali degil 0 0,0
Faydali degil 5 3,7
pron a“gﬁ;‘bmaz;]“:‘l‘;‘g)da“ Ne faydali ne faydasiz 38 28,1
Biraz faydali 74 54,8
Cok faydali 18 134

Tablo 8’de katilimcilarin sosyo-demografik degiskenlere gore GETAT’a yonelik tutum puanlarinin
ortancalar1 arasinda istatistiksel olarak anlamli bir fark olup olmadigini saptamak amaciyla kullanilan
iki bagimsiz degiskenin karsilastirilmasinda Mann Whitney U testi ile ikiden ¢ok bagimsiz degiskenin
karsilastirilmasinda Kruskal Wallis testi sonuglarina yer verilmistir.

Tablo 8. Katihmcilarin GETAT’a  Yonelik Tutum Puanlarimin Degiskenlere Gore

Degerlendirilmesi
Degiskenler n Ort. S.S. Ortanca Mann p
Whitney U
Cinsiyet
Kadin 303 29,36 6,31 31
14003,50 0,417
Erkek 97 29,01 6,18 30
Yas
<40 220 29,57 5,91 31
19230,00 0,620
>40 180 28,92 6,69 31
Medeni Durum
Evli 268 29,24 6,18 31
17690,50 0,998
Bekar 132 29,35 6,47 31
Calisma Durumu
Calistyor 165 29,83 6,20 32
Calismiyor 235 28,89 6,31 30 17590,50 0.114
Kronik Hastahik Bulunma Durumu
Var 94 28,52 7,37 30,50 15164.00 0.424
Yok 306 29,51 5,89 31 ' '
Algilanan Saghk Durumu
Iyi 286 29,59 591 31
Koti 114 28,50 7,05 30 15056,50 0232
Egitim Durumu
Ortaokul ve alt1 97 28,52 6,34 29
Lise 117 29,67 6,77 31 2,750 0,253
Yiiksekokul ve tizeri 186 29,43 5,90 31
Gelir Durumu
2000 tl ve alt1 49 28,93 6,06 30
2001-4000 171 28,70 6,72 30 3,514 0,173
4001 tl ve tizeri 180 29,92 5,84 32

Calismada GETAT’a yonelik tutum ile cinsiyet, medeni durum, ¢alisma durumu, kronik hastalik
bulunma durumu, yas gruplari, egitim durumu, gelir durumu ve algilanan saglik durumuna gore
istatistiksel olarak anlamli bir farklilik bulunmamustir (p>0,05). Bu nedenle H1a, H1b, Hlc, H1d, Hle,
HI1f, Hlg ve H1h hipotezleri reddedilmistir.
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Aragtirmaya dahil olan 400 kisinin Ol¢ekte yer alan ifadelere vermis olduklari cevaplar
dogrultusunda GETAT’a Yénelik Tutum Olgegi puan ortalamasi 29,28 + 6,27, min-max degerleri
8,00-40,00 ve medyani ise 31 olarak hesaplanmistir. Toplam puandaki artis GETAT’a yonelik olumlu
tutumun da artmasi anlamina gelmektedir. Dolayisiyla katilimcilarm GETAT’a yonelik tutumlariin
onemli dl¢lide olumlu oldugu goriilmektedir.

Tablo 9’da katilimcilarin fitoterapi uygulamasi kullanimi ile sosyo-demografik 6zellikleri arasinda
istatistiksel olarak anlamli bir fark olup olmadigini saptamak amaciyla yapilan ki-kare testi sonuglari
yer almaktadir. Fitoterapi uygulamasi kullanimi ile cinsiyet gruplari arasinda istatistiksel olarak
anlaml1 bir fark oldugu saptanmistir (x*:6,319; p=0,012, p<0,05). Kadinlarin erkeklere oranla fitoterapi
kullaniminin daha fazla oldugu goriilmektedir. Sonu¢ olarak, H2a numarali “fitoterapi yontemi
kullanimi cinsiyete gore istatistiksel olarak anlamli farklilik géstermektedir.” hipotezi kabul edilmistir.
Fitoterapi uygulamasi kullanimi ile ¢alisma durumu ve gelir durumu arasinda anlamli bir fark
bulunmamistir. Ancak anlamli olmamakla birlikte, ¢aligmayan katilimcilarin ¢alisan katilimcilara ve
geliri 4.001 ve iizeri olan katilimeilarin daha diisiik gelir diizeyine sahip katilimcilara gore fitoterapi
uygulamasi kullanim yiizdesi yiiksektir. Algilanan saglik durumuna gore fitoterapi kullanimi arasinda
anlamlt bir farklilik saptanmamustir. Fakat algilanan saglik durumu kétii diizeyde olan katilimcilarin
fitoterapi kullaniminin iyi olanlara gére daha yiiksek oldugu tespit edilmistir. Fitoterapi uygulamasi
kullanimi ile diger degiskenler arasinda da anlamli bir fark bulunmamustir (p>0,05). Bu durumda H2b,
H2c, H2d, H2e, H2f, H2g ve H2h hipotezleri reddedilmistir.

Tablo 9. Katihmeilarin Fitoterapi Uygulamasi Kullamm ile Sosyo-demografik Ozelliklerinin

Karsilastirilmasi
Fitoterapi Uygulamasi1 Kullanimi
Degiskenler Evet Hayr X2 p
n % n %

Cinsiyet

Kadin 160 52,8 143 47,2

Erkek 37 38,1 60 61,9 6,319 0,012
Yas

<40 109 49,5 111 50,5

> 40 88 48,9 92 51,1 0,017 0,896
Egitim durumu

Ortaokul ve alt1 49 50,5 48 49,5

Lise 55 47,0 62 53,0 0,339 0,844
Yiiksekokul ve istii 93 50,0 93 50,0

Medeni durum

Evli 134 50,0 134 50,0

Bekar 63 47,7 69 52,3 0,183 0,669
Calisma durumu

Calistyor 78 47,3 87 52,7

Calismiyor 119 50,6 116 49,4 0,439 0,507
Gelir durumu (TL.)

<2000 22 449 27 55,1

2001-4000 79 46,2 92 53,8 2,209 0,331
> 4001 96 53,3 84 46,7

Kronik hastahik bulunma durumu

Var 45 479 49 52,1

Yok 152 49,7 154 50,3 0093 | 0,760
Algilanan saghk durumu

Tyi 137 479 149 52,1

Koti 60 52,6 54 47,4 0,729 0,393

Tablo 10°da katilimcilarin kupa uygulamasi kullanimi ile sosyo-demografik degiskenleri arasinda
istatistiksel olarak anlamli bir fark olup olmadigini saptamak amaciyla yapilan ki-kare sonuglar
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gosterilmektedir. Analiz sonuglarina gore katilimcilarin kupa uygulamasi kullanimu ile yas gruplan
arasinda anlamli bir farklilik oldugu tespit edilmistir (x*: 4,852; p=0,028; p<0,05). Buna gore 40 yas
ve lstii olan katilimcilarin 40 yas ve alti olanlara gore daha cok kupa uygulamasi kullandigi
goriilmektedir. Elde edilen sonuglara gore, H3b numarali “Kupa uygulamasi kullanim durumu ile yas
arasinda istatistiksel olarak anlamli farklilik bulunmaktadir” hipotezi kabul edilmistir.

Katilimcilarin cinsiyeti, egitim durumu, medeni durumu, ¢alisma durumu, gelir durumu, kronik
hastalik bulunma durumu ve algilanan saglik durumu ile kupa uygulamasi kullanim durumlar1 arasinda
istatistiksel olarak anlaml bir farklilik olmadig: tespit edilmistir (p>0,05). Bu nedenle H3a, H3c, H3d,
H3e, H3f, H3g ve H3h hipotezleri reddedilmistir.

Tablo 10. Katthmecilarin Kupa Uygulamasi Kullamm ile Sosyo-demografik Ozelliklerin

Karsilastirilmasi
<. Kupa Uygulamasi1 Kullanimi 2
Degiskenler Evet Hayir X p
n | % n | %

Cinsiyet

Kadin 30 9,9 273 90,1 0,631 0,427
Erkek 7 7,2 90 92,8
Yas

<40 14 6,4 206 93,6 4,852 0,028
>40 23 12,8 157 87,2
Egitim durumu

Ortaokul ve alt1 15 15,5 82 84,5

Lise 8 6,8 109 93,2 5,931 0,052
Yiiksekokul ve tistii 14 7,5 172 92,5

Medeni durum

Evli 28 10,4 240 89,6

Bekar 9 6,8 123 93,2 1,388 0,239
Cahisma durumu

Calisiyor 10 6,1 155 93,9

Calismiyor 27 11,5 208 88,5 3,403 0,065
Gelir durumu (TL.)

<2000 7 14,3 42 85,7

2001-4000 17 9,9 154 90,1 2,459 0,292
>4001 13 7,2 167 92,8

Kronik hastalik bulunma durumu

Var 8 8,5 86 915

Yok 29 9,5 277 90,5 0,080 0.777
Algilanan saghk durumu

Tyi 23 8,0 263 92,0

Kotii 14 12,3 100 87,7 1,745 0,187

Tablo 11°de katilimeilarin siiliik uygulamasi kullanimi ile sosyo-demografik 6zellikleri arasinda
istatistiksel olarak anlamli bir fark olup olmadigini saptamak amaciyla kullanilan ki-kare sonuglari yer
almaktadir. Ki-kare analiz sonuglarina gore cinsiyet, yas, egitim durumu, medeni durum, ¢alisma
durumu, gelir durumu, kronik hastalik bulunma durumu ve algilanan saghik durumu ile siiliik
uygulamasi kullanimi arasinda anlamli fark bulunmamaktadir (p>0,05). Dolayisiyla H4a, H4b, H4c,
H4d, H4e, H4f, H4g ve H4h hipotezleri reddedilmistir.
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Tablo 11. Katihmelarin Siilik Uygulamasi Kullanimi ile Sosyo-demografik Ozelliklerinin

Karsilastirilmasi
Siiliik Uygulamasi1 Kullanimi
Degiskenler Evet Hayir x> p
n | % n Rz
Cinsiyet
Kadin 4 1,3 299 98,7
Erkek 3 3,1 94 96,9 i 0,367
Yas
<40 2 0,9 218 99,1
> 40 5 2,8 175 97,2 i 0,251
Egitim durumu
Ortaokul ve alt1 2 2,1 95 97,9
Lise 2 1,7 115 98,3 0,328 1,000
Yiksekokul ve tistii 3 1,6 183 98,4
Medeni durum
Evli 5 1,9 263 98,1
Bekar 2 15 130 98,5 i 1,000
Calisma durumu
Calistyor 4 2,4 161 97,6 i 0.454
Calismiyor 3 1,3 232 98,7 '
Gelir durumu (TL.)
<2.000 1 2,0 48 98,0
2.001-4.000 3 1,8 168 98,2 0,385 1,000
>4.001 3 1,7 177 98,3
Kronik hastalik bulunma durumu
Var 1 11 93 98,9
Yok 6 2,0 300 98,0 i 1,000
Algilanan saghk durumu
iyi 6 2,1 280 97,9
Kotii 1 0,9 113 99,1 i 0,678

Tablo 12’de katilimcilarin akupunktur uygulamasi kullanimi ile sosyo-demografik ozellikleri
arasinda anlamli bir farklilik olup olmadigin1 saptamak amaciyla yapilan ki-kare testi sonuglar yer
almaktadir. Ki-kare testi sonuglarina gore katilimcilarin egitim durumu ile akupunktur uygulamasi
kullanim durumu arasinda anlamli bir farklilik saptanmistir (x*7,087; p=0,029; p<0,05). Buna gore
egitim diizeyi yliksek olan katilimcilarin diger egitim diizeylerine sahip katilimcilara goére akupunktur
uygulamasi kullanimi daha fazla oldugu goériillmektedir.

Sonug olarak, H5¢ numarali “Akupunktur uygulamasi kullanim durumu egitim durumuna gore
istatistiksel olarak anlamli farklilik gostermektedir” hipotezi kabul edilmistir. Katilimcilarmn cinsiyet,
yas, medeni durum, ¢alisma durumu, gelir durumu, kronik hastalik bulunma durumu ve algilanan
saglik durumu ile siiliik uygulamasi kullanimi arasinda anlamli bir fark bulunmamaktadir (p>0,05). Bu
sebeple H5a, H5b, H5c¢, H5d, H5f, H5g ve H5h hipotezleri reddedilmistir.
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Tablo 12. Katihmeilarin Akupunktur Uygulamasi Kullanim ile Sosyo-demografik Ozelliklerin

Karsilastirilmasi
Akupunktur Uygulamasi Kullanim
Degiskenler Evet Hayir x? p
n | % n | %

Cinsiyet

Kadin 16 53 287 94,7
Yas

<40 11 5,0 209 95,0

> 40 9 5,0 171 95,0 0,000 1,000
Egitim durumu

Ortaokul ve alt1 3 3,1 94 96,9

Lise 2 1,7 115 98,3 7,087 0,029
Yiiksekokul ve iistii 15 8,1 171 91,9

Medeni durum

Evli 12 4,5 256 95,5

Bekar 8 6,1 124 93,9 0,467 0,495
Calisma durumu

Calistyor 11 6,7 154 93,3

Calismiyor 9 3,8 226 96,2 1,642 0,200
Gelir durumu (TL.)

<2000 2 41 47 95,9

2001-4000 5 2,9 166 97,1 3,510 0,173
> 4001 13 7,2 167 92,8
Kronik hastalik bulunma durumu

Var 5 53 89 94,7

Yok 15 4,9 291 95,1 ) 0.793
Algilanan saghk durumu

Iyi 15 52 271 94,8

Kotii 5 4.4 109 95,6 1127 0,722

Tablo 13’te katilimcilarin ozon uygulamasi kullanimi ile sosyo-demografik 6zellikleri arasinda
istatistiksel olarak anlamli bir farklilik olup olmadigini saptamak amaciyla uygulanan ki-kare testi
sonuclart yer almaktadir. Yapilan ki-kare analizi sonuglarina gore cinsiyet, yas, egitim durumu,
medeni durum, ¢alisma durumu, gelir durumu, kronik hastalik bulunma durumu ve algilanan saglik
durumu ile ozon uygulamasi kullanimi arasinda anlamli bir fark bulunmamaktadir (p>0,05).
Dolayisiyla kurulan H6a, H6b H6c, H6d, H6e, H6f, H6g ve Hoh hipotezleri reddedilmistir.

Tablo 13. Katihmeilarin Ozon Uygulamasi Kullammm ile Sosyo-demografik Ozelliklerinin

Karsilastirilmasi
Ozon Uygulamasi Kullanimi
Degiskenler Evet Hayir X2 p
n | % n | %

Cinsiyet

Kadin 5 1,7 298 98,3

Erkek 0 00 97 100,0 ] 0,342
Yas

<40 3 1,4 217 98,6

> 40 2 11 178 98,9 ] 1,000
Egitim durumu

Ortaokul ve alt1 2 2,1 95 97,9

Lise 0 0,0 117 100,0 2,201 0,385
Yiiksekokul ve tistii 3 1,6 183 98,4
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Tablo 13. Katihmcilarin Ozon Uygulamasi Kullanim ile Sosyo-demografik Ozelliklerinin
Karsilastirilmasi (Devami)

Ozon Uygulamasi Kullanimi
Degiskenler Evet Hayir x? p
n | % n | %

Medeni durum

Evli 4 15 264 98,5

Bekar 1 0,8 131 99,2 ) 1,000
Calisma durumu

Calisiyor 1 0,6 164 99,4 i 0.653
Calismiyor 4 1,7 231 98,3 '
Gelir durumu (TL.)

<2000 1 2,0 48 98,0

2001-4000 2 1,2 169 98,8 0,841 0,675
> 4001 2 1,1 178 98,9

Kronik hastalik bulunma durumu

Var 1 1,1 93 98,9

Yok 2 13 302 98,7 ] 1,000
Algilanan saghk durumu

Iyi 2 0,7 284 99,3

Kotii 3 2,6 111 97,4 ] 0.142

IV. TARTISMA VE SONUC

Bu ¢alismada, Kirklareli 5 No’lu Emine Tuncan ASM’ne bagvuran eriskinlerin GETAT kullanim
durumlar1 ve GETAT’ a yonelik goriisleri analiz edilmistir. Asagida ¢alismanin bulgulari, konu ile
ilgili daha 6nce yapilmis olan galigmalarin bulgulart ile karsilastirilarak ele alinmugtir.

Yapilan bu ¢alismada katilimcilarin yaridan ¢ogunun (%53,2) GETAT yontemlerinden herhangi
birini kullandigi bulunmustur. Unal (2019) tarafindan 1.250 kisinin katilmmuyla Edirne’de
gergeklestirilen c¢aligmada katilimcilarin = %48,9’'u  GETAT yontemlerinden herhangi  birini
kullandiklarini ifade etmistir. Kocabas ve arkadaslarinin (2019) GETAT’ a yonelik tutumlari tespit
etmek amaciyla Isparta’da 399 katilimciyla gerceklestirdikleri arastirmada ise katilimeilarin %59,4’i
daha 6nce GETAT yontemlerinden herhangi birini kullandigin1 bildirmistir. Tan ve digerleri (2004)
tarafindan Erzurum’da 714 bireyin katilimiyla yapilan ¢aligmada katilimcilarin %701 GETAT
kullandigimi belirtmistir. Lotfi ve digerlerinin (2016) Iran’da 541 kisinin katilimu ile gerceklestirdikleri
arastirmada katilimeilarin biiylik cogunlugunun (%73,7) GETAT kullandig: tespit edilmistir. Onyiapat
ve arkadaglar1 (2011) tarafindan Nijerya’da 732 kisinin katilimiyla GETAT kullanim yayginliginin
belirlenmesi amaciyla yapilan calismada ise katilimeilarin bilyiik ¢ogunlugu (%84,7) bir ve birden
fazla tiirde GETAT yontemi kullandigi bulunmustur. GETAT kullanim oranlarindaki bu farkliligin
calismanin yapildig1 bélgenin kiiltiirel yapisi ve inanglarindan kaynaklandigi diigiiniilmektedir.

Calismada GETAT kullanan katilimeilarin bityiik ¢ogunlugu (%88,7) tedavi sayesinde iyilestigini
bildirmistir. Benzer sekilde, Teng ve digerlerinin (2010) kanser hastalar1 ile GETAT kullanimu tizerine
yaptiklar1 bir ¢alismada hastalarin ¢ogunlugu (%71,7) tedavi yontemlerinden fayda gordiigiinii
belirtmistir. Tan ve digerlerinin (2004) Erzurum’da bulunan iki iiniversite hastanesine bagvuran 714
kisinin katilimiyla gerceklestirdikleri ¢aligmada da katilimcilarin biiyiik cogunlugunun (%87) GETAT
kullanimindan fayda gordiigii bulunmustur. Dolayisiyla yapilan arastirmalar bu ¢aligmanin bulgularini
desteklemektedir.

Bu aragtirmada GETAT yontemleri arasindan katilimeilarin en ¢ok kullandig tedavi yonteminin
fitoterapi oldugu bulunmustur. Bu c¢alismanin bulgular1 ile benzerlik gosteren ¢aligmalar
incelendiginde; Lotfi ve digerleri (2016) tarafindan yapilan ¢aligmada uygulamalar arasinda en ¢ok
fitoterapi kullaniminin (%38,6) yaygin oldugu tespit edilmistir. Giinday (2019) ve Eng (2006)
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tarafindan yapilan ¢alismalarda da katilimcilarin GETAT yontemleri arasindan en ¢ok kullandigi
tedavi yonteminin fitoterapi oldugu bulunmustur. Fitoterapi uygulamasinin en sik tercih edilen tedavi
olmasinda kolay erisilebilir olmasi, diisiik maliyetli olmas1 ve dogalin zararsiz olacagi diisiincesinin
etkili oldugu diistiniilmektedir. Bunun yani sira GETAT yonetmeliginde yer alan tedavi yontemleri
arasindan en ¢ok kullanilan yontemin Filbet ve digerleri (2020) tarafindan Fransa’da palyatif bakim
alan bireyler ile yapilan ¢alismada homeopati, Pirotta ve arkadaslar1 (2010) tarafindan Avustralya’da
yapilan calismada akupunktur ve Sahin ve digerleri (2019) tarafindan Balikesir’de &grenciler ile
yapilan bir ¢alismada ise miizik terapisi oldugu ifade edilmektedir.

Aragtirmada katilimcilarin GETAT’a Yonelik Tutum Olgegi puan ortalamasi 29,28 + 6,27 olarak
bulunmustur. Toplam puandaki artis GETAT’a yonelik olumlu tutumun da artmas: anlamina
gelmektedir. Max. puanin 40 oldugu 6lgege gore katilimcilarin GETAT a yonelik tutumlarinin dnemli
o6lgtide olumlu oldugu saptanmistir. Salihu (2020) tarafindan 506 iiniversite 6grencisinin katilimiyla
gerceklestirildigi calismada olumlu ya da olumsuz tutumlarin 3 ile 48 puan arasinda degisen bir
Olgekte katilimcilarin tutum ortalamasi 30,31 + 7,07 olarak tespit edilmistir. Atik ve Erdogan (2014)
tarafindan yapilan ¢alismada da benzer sekilde katilimcilarin genel olarak GETAT’a yonelik olumlu
tutumu oldugu bulunmustur. Bu sonuglarin, yapilan bu ¢alismanin bulgular1 ile benzerlik gosterdigi
sOylenebilmektedir. Literatiirde bir¢cok caligmada bireylerin GETAT’a yonelik olumlu tutuma sahip
olduklar1 goériilmektedir. Bunun yanmi sira Belachew ve digerleri (2017) tarafindan yapilan ¢alismada
katilimeilarin GETAT a yonelik tutumunun diisiik oldugu bulunmustur.

Bu calismada fitoterapi kullanimi ile cinsiyet arasinda anlamli bir fark saptanmistir. Kadinlarin
erkeklere kiyasla fitoterapi kullanim yiizdesinin daha yiiksek oldugu bulunmustur. Bu durumun
kadinlarin hastalandiklarinda daha ¢ok tedavi arayisi icerisine girmeleri ve dogal olanin iyi olabilecegi
diisiincesiyle de bitkisel iiriinlere yoneliyor olmalarindan kaynaklandig1 diisiiniilmektedir. Unal (2019)
tarafindan erigkinlerin GETAT bilgi diizeylerinin o&lgiilmesi ve tutumlarmin degerlendirilmesi
amaciyla yapilan ¢aligmada fitoterapi uygulamasi kullanimi ile cinsiyet arasinda anlamli farklilik
tespit edilmistir. Xue ve arkadaglar1 (2007) tarafindan yapilan g¢alismada da benzer bulgular
saptanmistir. Unal ile Xue ve arkadaslari tarafindan yapilan calismanin sonucuyla bu calismanin
bulgular1 paralellik gostermektedir.

Aragtirmada katilimcilarin kupa uygulamasi kullanimi ile yas arasinda anlamli bir farklilik oldugu
tespit edilmistir. Bu sonuca gore, 40 yas ve iistii katilimcilarin kupa uygulamasi kullanim orani daha
yiiksek bulunmustur. 40 yas ve {istli kisilerin kupa kullanim oraninin yiiksek olmasi, kronik hastalig
olan kisilerin bu grupta daha fazla olabileceginden kaynaklandigi diisiiniilmektedir. Arastirmanin
sonuglarina benzer sekilde, Unal (2019) tarafindan yapilan arastirmada da kupa uygulamasi kullanin
ile yas arasinda anlamli bir farklilik saptanmustir.

Bu ¢alismada katilimcilarin akupunktur uygulamasi kullanimimin egitim durumuna gore anlaml bir
farklilik gosterdigi saptanmistir. Buna gore egitim diizeyi yiiksek olan katilmcilarin diger egitim
diizeylerine sahip katilimcilara kiyasla akupunktur uygulamasi kullanimi orami daha yiiksek
bulunmustur. Unal (2019) tarafindan yapilan galigmada akupunktur uygulamasi kullanimi ile egitim
durumu arasinda anlamli fark tespit edilmistir. Egitim diizeyi ylikseldik¢e akupunktur kullaniminin da
arttigl bulunmustur. Bunun nedenin, akupunktur uygulamasmin ge¢mis yillarda da modern tibbin
tamamlayicisi olarak hekimler tarafindan sunuluyor olmasi ve bu sebeple egitim seviyesi yiiksek olan
kisilerin akupunkturu daha bilimsel bir tedavi olarak goriip, bu tedavi yontemine yoneldigi
diistiniilmektedir.

Sonug¢ olarak, katilimcilarin yaridan g¢ogunlugunun GETAT yontemlerinden herhangi birini
kullandig1 ve kullananlarin da biiyiikk c¢ogunlugunun saglik durumunda iyilesme gerceklestigi
saptanmistir. Tedavi slirecinde ise yanlis tedaviye maruziyet ise oldukca diisiik oranda bulunmustur.
GETAT uygulamalari igerisinden katilimcilarin en ¢ok bagvurdugu tedavi yonteminin fitoterapi, en az
basvuruda bulunulan yontemin ise ozon uygulamasi oldugu bulunmustur. Faydali olma diizeyi
acisindan en yiiksek ve en diisiik orana sahip tedavi yontemleri incelendiginde; fitoterapi yontemini
cok faydali bulanlarin %30,9 ve siiliik uygulamasim1 ¢ok faydali bulanlarin ise %10,5 oldugu
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belirlenmistir. GETAT kullanim oraninin yiiksek fakat GETAT yontemlerine yonelik bilgi diizeyinin
diisiik oldugu gbéz Oniinde bulunduruldugunda; GETAT alanindan egitim almis saglik calisanlar
tarafindan GETAT yontemleri hakkinda toplumun bilgilendirilmesi ve 6zellikle bilingsiz kullanimin
Oniine gecilmesi i¢in Onlemler alinmasi Onerilebilir. Ayrica GETAT yontemlerinin Saglik Bakanligi
tarafindan desteklendigi ve yonetmelikte yer alan tedavi yontemlerinin hekimler tarafindan sunuldugu
ile ilgili topluma ydnelik farkindalik olusturulmalidir.

Bu caligmanin temel smirliligi tek bir ASM’ye bagvuran erigkinler ile gergeklestirilmesidir. Bu
alanda yapilacak olan arastirmalarin daha genis gruplarla yapilmasi ve GETAT ydntemlerinin aktif
olarak kullanildigi GETAT uygulama merkezleri ve iinitelerine basvuran bireylerin incelenmesi
Onerilmektedir.

Etik Kurul Izni: Hacettepe Universitesi Etik Komisyonu tarafindan 28.02.2019 tarih ve 16969557-
499 sayili karar ile etik kurul izni alinmistir.

KAYNAKLAR

Araz, A., & Harlak, H. (2006). Developing a scale for attitudes towards complementary and
alternative medicine. Turkish Journal of Puplic Health, 4(2), 47-54.

Arslan, M. (2016). Diinyada’ki geleneksel tedavi sistemlerinden ornekler : Genel bir bakis. Lokman
Hekim Dergisi, 6(3), 100-105.

Atik, D., & Erdogan, Z. (2014). Levels of attidude and use of complementary and alternative medicine
methods against protection from cancer of the students in the school of health. Spatula DD - Peer
Reviewed Journal on Complementary Medicine and Drug Discovery, 4(3), 131-137.

Ayhan, H., & Mollahaliloglu, S. (2018). Tibbi siiliikk tedavisi: Hirudoterapi. Ankara Medical Journal,
18(1), 141-148.

Belachew, N., Tadesse, T., & Gube, A. A. (2017). Knowledge, attitude, and practice of
complementary and alternative medicine among residents of wayu town, western ethiopia.
Journal of Evidence-Based Complementary and Alternative Medicine, 22(4), 929-935.

Benli, Z. (2017). Hacamat tedavisi. Ulusiararas: Sosyal Bilimler Dergisi, 6(1), 46-53.

Eng, S. (2006). Prevalance and pattern of use of complementary and alternative medicine among
chinese cancer patients. (Master Thesis). California State University, ABD.

Filbet, M., Schloss, J., Maret, J. B., Diezel, H., Palmgren, P. J., & Steel, A. (2020). The use of
complementary medicine in palliative care in france: an observational cross-sectional study.
Supportive Care in Cancer, 28(9), 4405-4412.

Geleneksel, Tamamlayici ve Fonksiyonel Tip Uygulamalari Daire Baskanligi (2021). Saglik
Hizmetleri Genel Miidiirliigii Geleneksel, Tamamlayici Ve Fonksiyonel Tip Uygulamalart
Dairesi  Baskanhgi Istatistiki  Bilgiler. https://shgmgetatdb.saglik.gov.tr/TR-52962/daire-
baskanligi-istatistikleri.html.

Giinday, A. (2019). Aile hekimligi poliklinigine basvuran hastalarin geleneksel ve tamamlayict tip
yontemleri hakkinda bilgi diizeyi. (Uzmanlik Tezi). Ordu Universitesi, Ordu.

Kocabas, D., Eke, E., & Demir, M. (2019). Saglik hizmeti kullamn;mgla bireylerin geleneksel ve
alternatif yontemlere iliskin tutumlarimin degerlendirilmesi. BAIBU Sosyal Bilimler Enstitiisii
Dergisi, 19(1), 63-80.

Kutlubay, U. Z., Engin, U. B., Serdaroglu, P. S., & Tiiziin, P. Y. (2010). Dermatolojide 0zon tedavisi.
Dermatoz, 1(5), 209-216.



Geleneksel ve Tamamlayici Tibba Yonelik Gériislerin Degerlendirilmesi 427

Lotfi, M. S., Adib-Hajbaghery, M., Shahsavarloo, Z. R., & Gandomani, H. S. (2016). The prevalence
of traditional and complementary medicine in the general population in Kashan, Iran, 2014.
European Journal of Integrative Medicine, 8(5), 661-669.

Nahin, R. L., Barnes, P. M., & Stussman, B. J. (2016). Expenditures on complementary health
approaches: United States, 2012. National Health Statistics Reports, 95, 1-11.

Onyiapat, E. J., Okoronkwo, I. L., & Ogbonnaya, P. N. (2011). Complementary and alternative
medicine use among adults in Enugu, Nigeria. BMC Complementary and Alternative Medicine,
11(19), 7-12.

Parlakpinar, H., & Polat, S. (2020). Kupa tedavisine genel bir bakis. Geleneksel ve Tamamlayict Tip
Dergisi, 3(2), 246-264.

Pirotta, M., Kotsirilos, V., Brown, J., Adams, J., Morgan, T., & Williamson, M. (2010).
Complementary medicine in general practice: A national survey of GP attitudes and knowledge.
Australian Family Physician, 39(12), 946-950.

Resmi Gazete. (2014). Geleneksel ve Tamamlayici Tip Uygulamalar1 Yonetmeligi. Tarih: 27.10.2014;
Sayi1: 29158.

Salihu, E. Y. (2020). Use and attitudes toward complementary and alternative medicine among
university students : The role of gender and race. (Master Thesis). llliniois University, ABD.

Shaikh, B. T., & Hatcher, J. (2005). Complementary and alternative medicine in Pakistan: Prospects
and limitations. Evidence-based Complementary and Alternative Medicine, 2(2), 139-142.

Sahin, N., Aydin, D., & Akay, B. (2019). Hemsirelik 6grencilerinin biitlinciil tamamlayici ve alternatif
tibba kars1 tutumlarinin degerlendirilmesi. Balikesir Saglik Bilimleri Dergisi, 8(1), 21-26.

Tan, M., Uzun, O., & Akgay, F. (2004). Trends in complementary and alternative medicine in Eastern
Turkey. Journal of Alternative and Complementary Medicine, 10(5), 861-865.

Teng, L., Jin, K., He, K., Bian, C., Chen, W., Fu, K., Zhu, T., & Jin, Z. (2010). Use of complementary
and alternative medicine by cancer patients at Zhejiang University teaching hospital, China.
African Journal of Traditional, Complementary and Alternative Medicines, 7(4), 322-330.

Turan, N., (")ztl'.i.rk, A., & Kaya, N. (2010). Hemsirelikte yeni bir sorumluluk alani: Tamamlayici terapi.
Maltepe Universitesi Hemsirelik Bilim ve Sanati Dergisi, 3(1), 103-107.

Tiitiinci, S., & Etiler, N. (2017). Tibbwin alternatifi olmaz! Geleneksel alternatif ve tamamlayict tip
uygulamalari. Tiirk Tabipleri Birligi Yaynlari, 11-275.

Unal, M. (2019). Edirne il merkezinde yasayan 20-64 yas arasi yetiskinlerin geleneksel ve
tamamlayict tedavi hakkinda bilgi diizeyleri ve kullanim durumlari. [Uzmanlik Tezi]. Trakya
Universitesi, Edirne.

WHO. (2001). Legal Status of Traditional Medicine and Complementary / Alternative Medicine : A
Worldwide Review.
https://apps.who.int/iris/bitstream/handle/10665/42452/WHO_EDM_TRM_2001.2_eng.pdf

WHO (2011). The World Medicines Situation 2011 Traditional Medicines : Global Situation , Issues
and Challenges. Geneva.

WHO. (2013). WHO Traditional Medicine Strategy 2014-2023. World Health Organization. China.

Xue, C. C. L., Zhang, A. L., Lin, V., Costa, C. Da, & Story, D. F. (2007). Complementary and
alternative medicine use in Australia: A national population-based survey. The Journal of



428 Hacettepe Journal of Health Administration, 2022; 25(2): 409-428

Alternative and Complementary Medicine, 13(6), 643-650.



Hacettepe Saglik Idaresi Dergisi, 2022; 25(2): 429-444

DERLEME MAKALESI

SAGLIK BAKIM ALANINDA SUREKLI iYILESTIRME MODELLERI

Nermin UYURDAG *
Aytolan YILDIRIM ™
Tugba ULUOCAK KOSE ™

0z
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ABSTRACT

Many businesses, including health institutions, aim to increase the quality of their services, prevent errors
that may occur in the process, and use their financial opportunities efficiently in order to adapt to the changing
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I. GIRIS

Globallesme, teknolojinin gelisimi, maliyet etkililik caligmalarina verilen 6nem, her alanda hedef
kitlede artan beklentilere cevap verebilme istegi hem 6zel hem de kamu sektoriinde rekabetci olmaya
yonelten giiglii degisimlere yol a¢cmustir. Bu degisimler, saglik hizmetlerini de son derece
etkilemektedir.

Saglik hizmetleri; toplumun degisen gereksinim ve istekleri dogrultusunda belirlenen amaglari
gergeklestirmek icin saglik kurum ve kuruluslarinda saglik personelleri tarafindan verilen hizmetlerdir.
Kisilerin ve toplumun sagliklariin korunmasi, gelistirilmesi ve hastalik durumunda tedavi edilmesi
icin saglik hizmetlerinin {ilke geneline yayginlagtirilmis, orgiitlii ve kalici bir sistem olma o6zelligi
tagimasi gerekir (Cirakli ve Sayim, 2009).

Saglik bakim alaninda saglanan hizmetler, giinlimiizde tlkelerin gelismislik seviyelerine dair bir
gosterge niteligi tasiyan baglica hizmetlerden olmakla beraber; sunulan nitelikli hizmetler ve bu
hizmetlere erisim olanaklari, iilkelerin kalkinma ve refah seviyesiyle yakindan iliskili goriilmektedir
(Akbulut, 2020; Beceren vd., 2021). Bu nedenle iilkeler saglik hizmetlerine Onemli yatirimlar
yapmakta ve iilke gelirlerinin 6nemli bir kismini saglik sektdriine harcamaktadirlar. Ekonomik
Kalkinma ve Is Birligi Orgiitii (Organization for Economic Cooperation and Development- OECD)
niin bildirdigine gore 2000-2010 arasinda 34 civarinda iilke toplam gelirlerinin %70’den fazla bir
kismini saglik i¢in harcadigimi belirtmektedir (Stabile vd., 2012). Bununla beraber saglik hizmetlerine
ayrilan biit¢e paymin yiiksek olmasi, maliyetlerdeki artis saglik bakiminda istenen kaliteyi saglamak
icin her zaman ve tek basina yeterli olmamaktadir. Saglik hizmetlerinin giivenli, zamaninda, etkin,
etkili, hakkaniyetli ve hasta merkezli olmasi kaliteli bir saglik hizmetinden s6z edebilmek igin
gereklidir. Bu 6zelliklerden herhangi birinin olmamasi veya herhangi birindeki performans eksikligi
istenen kalitede bir saglik hizmetine ulagmay1 olanaksiz kilmaktadir (Avei, 2018). Bu nedenle kaliteli
saglik hizmetlerinin alt boyutlar1 olarak da tanimlanan bu o&zelliklerin siirekli iyilestirilmesi
gerekmektedir.

Saglik hizmetlerinde kalitenin artirilmasi, maliyetlerin azaltilmasi i¢in saglik hizmetlerinin stirekli
iyilestirmesi tiim diinya {lkeleri i¢in olduk¢a &nemlidir. Bu konuda Birlegsmis Milletler 67.genel
kurulunda iiye iilkelere, saglik hizmetlerinin kalitesinin ve 0denebilirliginin arattirilmasi igin saglik
sistemlerinde ulusaldan evrensele gecmeleri ve bu siirecte yapilan biitiin uygulamalarda politik,
ekonomik ve kiiltiirel farkliliklarin gozetilmesi gerektigini bildirmistir (U.N., 2012). Benzer sekilde
Diinya Saglik Orgiitii’niin 2011°de ilan edilen Rio Politik Deklarasyonu’nda iilkeler, sagligin sosyal
belirleyicilerine odaklanarak sosyal, ekonomik, cevresel esitsizlikleri giderme konusunda saglik
politikalar1 gelistireceklerini ve herkes i¢in esitlik temelinde saglik hizmetlerine erisimdeki engelleri
kaldirmak konusunda ¢alisacaklarin1 deklare etmislerdir. Bu dogrultuda iilkeler, halklarma kaliteli,
giivenli, etkili, diisiik maliyetli ve esit saglik hizmeti verebilmek adina saglik hizmetlerinin siirekli
iyilestirilmesi i¢in toplam kalite yonetimi, Kaizen, Alt1 Sigma gibi bir takim siirekli iyilestirme
modellerinden yararlanmaktadirlar.

Bu makalenin amaci, siirekli iyilestirme modellerinin Tiirkiye ve diinyadaki drneklerini incelemek
ve mevcut literatiir dogrultusunda saglik bakim alaninda hizmet kalitesine yonelik genel bir cerceve
cizmektir. Amaca binaen, ULAKBIM, PubMed ve Science Direct platformlarinda literatiir taramasi
gerceklestirilmis olup 1990-2021 yillar1 arasinda yayimlanan Ingilizce ve Tiirkge yayinlar
incelenmistir.

I1. SAGLIK BAKIM ALANINDA SUREKLI iYILESTIRME MODELLERI
2.1. Siirekli Iyilestirme

Saglik bakim hizmetleri; bireylerin yasam kalitesini ve iyi olma halini arttirmak amaciyla
biyopsikososyal sagligin korunmasi, gelistirilmesine dair uygulamalar1 i¢ermektedir. Pratikte bu
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hizmetlerin stirekliligi, temel bir gereksinim olarak karsimiza c¢ikmaktadir. Bu gereksinim
dogrultusunda saglik bakim kalitesinin iyilestirilmesi, hasta ve calisanlar i¢in giivenli bir ortam
sunulmasi, bu standartlarin siirekliligini korunmasii hedefleyen akreditasyon ve degerlendirme
sistemleri gelistirilmistir. Boylelikle ekip calismasinin altin1 ¢izen, hizmet kalitesinin siirekliligini
koruyan bir anlayis ortaya ¢ikmis olup saglik kurumlarinin da bu ¢ercevede sekillenmesi beklenmistir.
Tiirkiye'de Diinya Saglik Orgiitii’yle paralel, Saglik Hizmetleri Genel Miidiirliigii'niin (2020)
yayimlamig oldugu kilavuzda saglikta kalite standartlarinin hedefleri; hasta giivenligi, hasta odaklilik,
etkililik, etkinlik, siireklilik, saglikli ¢aligma yasami, verimlilik, uygunluk, zamanlilik, hakkaniyet
olarak acikga belirtilmistir. Bu hedefler, siirekli iyilestirme yaklasimlarindan olan Toplam Kalite
Yonetimi (TKY) ve Kaizen yaklasgimlarinin odak noktalariyla uyumlu olup, maliyeti minimize
ederken kaliteyi ve verimliligi arttirmaya hizmet etmektedir (Agm, 2020; Ogiing ve Dogru, 2017).
Saglikta Kalite Standartlar1 Isiginda Saglikta Kalite isimli kilavuz ise (2012) sunulan saglik
hizmetlerinin ¢esitli basamaklarinda kaliteyi standardize etmek amaciyla pratikte saglik hizmet
mensuplarma yol gosterme niteligi tasimaktadir. 11k uygulamasi 2007 yilinda gergeklesen, hasta ve
calisan giivenligi etrafinda gelisen Saglikta Kalite Degerlendirmeleri ve akreditasyon c¢alismalari,
kurumlar ve bu kurumlar1 degerlendiren uzmanlar i¢in yeni kazanimlar sunmustur (Beylik, 2018;
Kayral, 2018; Sahin, 2020). Yatakli Tedavi Kurumlar1 Kalite Yo6netimi Hizmet Yo6nergesi’nde (2001),
stirekli 6grenmeye ve hizmet kalitesinde iyilesmeye yonelik organizasyonel yapinin test edilmesi,
kazanimlarinin arttirilmasi amaciyla kalite yonetiminin yiiriitiilmesi, ¢alisanlarin kendi potansiyellerini
gerceklestirebilecegi ¢evrenin temin edilmesi ve kalitede siirekliligin korunmasi i¢in hedefler
belirlenmistir. Uluslararas1 Hemsireler Konseyi'nin, 2009'daki inovasyon temali konseyinde saglik
bakim alaninda kalite baglaminda gelismis bakim modellerinin ortaya konmasi ve devamlilig
vurgulanmistir (Ertug ve Kaya, 2017). Bu baglamda saglik bakim alaninda kritik pozisyonlarda hizmet
veren uzmanlar arasinda yer alan hemsirelerin kendilerini gelistirmeye agik olup giincel ve nitelikli
bakim modellerini takip etmesi gerek hastalarin memnuniyetinin gerekse saglik kurumunun
verimliliginin artmast agisindan 6nem teskil etmektedir. Nitekim Hemsirelik Egitim Programlar
Degerlendirme ve Akreditasyon Dernegi’nin (HEPDAK) misyonu, toplum sagligina hizmet etmek
amaciyla siirekli gelistirilen ve giincellenen standartlarin hemsirelik egitim programlar1 ve saglik
bakim pratiklerinde uygulanmasi sonucunda saglik bakim alaninda kalitenin teminidir.

2.2. Kaizen

Gunlimiiz literatiiriinde siirekli iyilestirme, genel bir yaklasimi ifade eden semsiye bir kavramdir ve
Kaizen kavrami ile uygulamalarmi da kapsamaktadir. Stirekli iyilestirme yaklasimmin temelini
Shewhart atmis olup ilk pratiklerini Japonlar gerceklestirmistir (Smith, 1990). Siirekli iyilestirme,
siire¢ icerisinde kaliteyi hedef belirleyip siirecin farkli asamalarinda ve sonuglarinda degiskenligi
minimize etmeye ve hatalar1 6nlemeye yonelik bir perspektiftir (Zeyrekli Yas, 2009). Japonlar bu
stirekli iyilestirme yaklasimini; degisim anlamina gelen Kai ve daha iyi anlamina gelen Zen,
kelimelerinin birlesiminden olusan Kaizen kavramiyla ifade edip kullanmuglardir (Goyal ve Law,
2019). Deming'in Japonya'da vermis oldugu konferanslar neticesinde Japonlar, bu 6gretileri kendi
kiiltiirleri ve sistemleriyle de harmanlayarak giiniimiizdeki kalite olgusunun olugsmasinda biiyiik pay
sahibi olmuslardir. Kaizen, sonug odakli degil, siirecin tamamin1 vurgulayan bir yaklasimdir. Kaizenin
basarili bir sekilde uygulanmasi igin organizasyon igindeki her bireyin yapmasi gereken, kendi
gorevlerinde daha iyiyi hedefleyerek gelismeye yonelik projeler olusturmaktir. Dolayisiyla Kaizen,
multidisipliner bir ekip ¢alismasina olanak tanimaktadir (Yamada, 2020) ve kalite kontrol siirecinin de
bir parcasi olan bir model olarak kullanilmaktadir (Olgiiciioglu, 1995).

2.3. Toplam Kalite Yonetimi

Toplam Kalite Yonetimi (TKY); hem miisterilerin hem de organizasyonun beklenti ve hedeflerini,
maliyet ile zaman verimliligi gozetip karsilayarak ve her bir calisanin potansiyelini ortaya koyarak
sirekli iyilesmeyi saglayan bir yaklasimdir (Dametew vd., 2017). TKY, orgiitiin biitiin iiyelerince
hizmet kalitesinin gelistirilmesi i¢in yapilmasi gereken uygulamalari igerir ve hizmetlerin yan1 sira
orgiitiin de kalitesinin gelistirilmesini amag¢ edinir (Gok, 2021). TKY modelini ayakta tutan yapi
taslarindan biri, hep daha iyiyi hedefleyen siirekli iyilestirme felsefesidir. Deming (2018) toplam kalite
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yonetiminde basar1 i¢in 14 ilkenin altin1 ¢izmistir. Bu ilkeler; amaca baglilik, iiretim ve hizmet
sistemini siirekli gelistirme, TKY felsefesini benimseme, doniisiimii gerceklestirmek icin orgiitteki
herkesin caba gostermesi, etkin bir egitim ve Ogretim programi olusturmak gibi saglik alaninda da
onemli yer tutan ilkelerdir (Ruiz ve Simon, 2004).

TKY, ayni1 zamanda siireg iyilestirmede Planla (Plan), Uygula (Do), Denetle (Check), Onlem Al
(Act) olarak ifade edilen PDCA dongiisiinden yararlanir. Shewart ve Deming tarafindan gelistirilen
PDCA dongiisiiniin planlama basamaginda hedefler belirlenir ve uygulama basamagina gegilir.
Uygulamalarin denetlenmesi sonucunda hedeflere yeterince yaklasilmigs ve hatadan yoksunsa, bu
uygulamalarin standart hale getirilmesi icin caba gosterilir. Aksi halde son basamak olan 6nlem
almada, performanstaki hata giderilir ve gelecek iyilestirme firsatlar1 iizerine diisliniiliir. Boylelikle
siirekli iyilestirme saglanarak hedeflenen kalite temin edilir (Oztiirk vd., 2011; https://deming.org). Bu
ozellikleriyle de TKY ve Kaizen yaklasimlarinin klinik pratikte ve saglik bakim alaninda
uygulanmasinin fayda getirecegi ongoriilmektedir (Cherrie, 2017; Smith, 1990).

Saglik hizmetlerinin kalitesi, bilimsel norm ve standartlar1 kapsarken aym1 zamanda hastalarin
taleplerine karsilik verilebilmeyi de icermektedir (Komiircii vd., 2014). Saglikta TKY uygulamalarinin
miigterilerin ihtiyaclarin1 merkeze alan yonetim perspektifi, hasta memnuniyetini her gecen giin daha
da kritik bir konuma ulastirmaktadir. Giiniimiizde hizmet kalitesi ve hasta memnuniyetinin iliskisini
ortaya koyan calismalarin sayisi giderek artmaktadir (Aydin, 2016; Celik, 2019; Emsemeir, 2019;
Ozdemir, 2019; Papatya vd.,2012; Sahin ve Yilmaz, 2007). Hasta memnuniyeti, hastanin aldig
hizmetin kalitesine isaret eden, hastanin beklenti ve gereksinimlerinin dogru sekilde karsilanip
karsilanmadigini belirleyen bir faktordiir (Yilmaz, 2001). Buna paralel olarak, siirekli iyilestirmeyi
temel alan modellerin hizmet kalitesini standardize etmekte rol oynamasimin yani sira uzmanlara
saglikli ve giivenli is ortamlar1 saglayarak is yasam kalitelerini de arttirmay1 hedeflemesi, saglik bakim
alaninda kalite yonetimi yaklagimlarinin gerekliligini gosteren bir diger noktadir.

Saglik alaninda kalitenin stirekli iyilestirilmesi perspektifi, i¢ ve dig miisterilerine gerekli bakimi
vermenin teminatini saglamaktadir (Tath ve Kazan, 2020). Sozii edilen gerekli kalitede bakimi
saglayabilmek icin elektronik bilgi sistemlerinden de faydalanilmaktadir. Hasta kayitlarini igeren,
erisimi kolay dijital tibbi dokiimantasyon sistemleri, siirekli iyilestirme yaklagiminin uygulanabilmesi
icin  uygun ortami saglamakta ve klinik veriler vasitasiyla bakim kalitesi ¢iktilar
degerlendirilebilmektedir (Altindis, 2018; Tirkes Oztiirk, 2012; Saluvan, 2003; Saluvan ve Sahin,
2014).

2.4. Alt1 Sigma

Altt Sigma yaklasimi, organizasyondaki hata ihtimalini azaltarak iiriin ve hizmet kalitesini
arttirmay1 hedefleyen istatiksel bir teknik ve uygulamalar1 vasitasiyla da siirekli iyilestirme felsefesi
catisi altindaki bir stratejidir (Akyalgin, 2010). Standart sapmay1 ifade eden sigma, mitkemmellikten
ne kadar uzaklasildigina isaret etmektedir. Bir siirecin Alt1 Sigma kalite diizeyinde olmasi, elde edilen
hizmet veya iirlinde hata oraninin bir milyonda en fazla 3.4 adet olmasin1 ifade etmektedir. Alt1 sigma
metrigi olan bir milyon firsattaki hata sayisi (DPMO milyon firsatta hata sayisi - defects per million
opportunities)’'nda bir milyon sonucgtaki hatali {irlin sayis1 hesaplanmir. Alti Sigma uygulamalarinin
amacit DPMO’yu 3.4’{in altina diisiirmektir (Wyper ve Harrison, 2000). Siirecte iyilestirmeler yapmak,
miisteri odakli olmak, yonetimde somut verilerden yararlanmak ve kurumun farkli aktorlerince is
birligini siirdiirmek Alt1 Sigma yaklasiminin ilkelerini olusturmaktadir (Deniz, 2015). Alt1 Sigma, risk
degerlendirme temelli bir yaklasim oldugu icin yiiksek riskli siireglerin istatiksel olarak ortaya
konulmasina ve Onleyici ¢dziim 6nerilerinin gelistirilmesine yonelik katkilar1 biiyiiktiir (Amirigargari,
2018). Saglik alaninda alti sigma yaklasimiyla tibbi hatalarin azaltilabilecegi gosterilmistir
(Trakulsunti ve Antony, 2018; Westgard ve Westgard, 2017).

Alt1 Sigma TKY’den yontemsel acidan beslenmis ve PDCA dongiisiinii temel alip gelistirmis
olmasina (Westgard ve Westgard, 2017) karsin birtakim farkliliklart mevcuttur. Bu farkliliklardan biri,
iyilestirme siirecinde DMAIC (Tamimla, Olg, Analiz Et, lyilestir ve Kontrol Et) metodolojisinin
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kullanilmasidir. Diger bir farklilik istatistiksel metotlarin kullanilmasi konusunda calisanlarin ciddi
egitimler almasidir (Basu ve Wright, 2003). TKY ve Kaizen’de ise egitimini almis bir organizasyon
ilyesi uygulayici olarak biitiin takim iiyelerinin katkilariyla projeyi beraber yiiriitebilmektedir.
Kapsamli bir organizasyon gerekliligi s6z konusu degildir (Albayrak, 2018).

III. DUNYADA SUREKLI iYILESTIRME MODELLERININ UYGULANMASI

Diinyada siirekli iyilestirme modellerinin saglik alaninda uygulanmasi konusunda g¢ok sayida
caligmaya rastlamak miimkiindiir. Siirekli iyilestirme yaklagimlarindan Altt Sigma’y1 konu alan bir
arastirmada, DMAIC teknigi kullanilarak enfeksiyon oranlarinin azaldigi gértlmiistiir (Cesarelli vd.,
2021). Radyoloji boliimiinde diisiik olan hasta memnuniyetinin arttirilmasini hedefleyen diger bir
calismada, DMAIC metodolojisi kullanilarak hasta bekleme siirelerinde istatistiksel olarak anlamli bir
diisiis goriilmiistiir (Godley ve Jenkins, 2019). Ayni ¢aligmada memnuniyetteki artis sonucu, iptal
edilmeyen vaka basina yaklasik 30.000 $'lik mali kaybin dnlendigi saptanmustir.

California'da yiiksek riskli bir obstetrik triyaj {initesinde bakim verme seklini degistirmek ve
hizmet hatt1 standartlar1 dahilindeki hasta bekleme siiresinin azaltilmasini desteklemek amaciyla
theteam triyaadmission siireci gelistirmistir. Eylem odakli ¢6ziimler olusturmak igin yetkilendirilen
Kaizen ekibi, hemsirelik uygulamalarinda beyin firtinasi gelistirmeleri, mevcut ve gelecek durum
siirec eslestirmesi, deneme firtinasi fikirleri ve belge standart caligmasi uygulamalarimin stirekli
iyilesme ve elde edilen bakim sonuglarina pozitif etkisini ifade etmislerdir (Flohr-Rincon ve Tucker,
2012). Kaizen'in hemsirelik iizerindeki etkisinin incelendigi arastirmada, hemsire ve diger ekip
iyeleri, calismalarinin gelisecegini gordilkkge ve inandik¢a, deneyimlerinin derin duygusallik
gosterdigi saptanmistir. Magnet Modeli bilesenleri, doniisiimcii liderlik, yeni bilgi, yenilik ve gelisme,
etkin profesyonellik uygulamalari, Kaizen olaylar1 sirasinda tesvik edilen is birligi ve disiplinler arasi
iligkiler hemsirelik imajimi iyilestirir ve hemsireleri hastanin sonucglarini ve deneyimini siirekli
iyilestirmek igin ¢ekirdek odagimzla yeniden bir bag kurar (Tocco vd., 2015). Isvigre’de yapilan bir
calismada akut bakim saglayan iki hastanenin 30 hemsiresiyle goriisiilmiis ve Kaizen araciligiyla karar
verme siirecine katilimin, i$ memnuniyetini artirabilecegi Ongoriilmistiir (Shatrov vd., 2021).
Kaizen’in ekip ruhunu ile hastanelerdeki hemsireler arasinda bagliligi giiclendirerek ve is
memnuniyetini artirarak organizasyonun siirekli iyilestirilmesini sagladigi sonucuna ulagilmistir.
Calisanlarin motive edilmesinin, agik diyaloga tesvikin, tiim ekibe Kaizen'in bakim kalitesini nasil
iyilestirebilecegini gostererek, gosterilen siirekli iyilesme konusunda geri doniis saglanmasinin alti
cizilmistir. Calisan giivenligini saglamak amaciyla hemsirelerin igne ve kesici alet yaralanmalarini
onlemek i¢in yiiriitilen bir TKY caligmasinda igne batmasi yaralanmalarinin %70,42 oraninda
azaldigi, kanatli metal igne kullamiminin ise %13’ten %0.5’e geriledigi tespit edilmistir (Xin vd.,
2021).

Rusya 1993 yilinda Zdraw Reform Programi'n1 uygulamaya baglamistir. Projede belirlenen oblast
liderler, kalite iyilestirme yontemlerinin klinik uygulamalar ile ilgilenmislerdir. Oblastlar hastanelerde
demonstrasyon projelerini uygulamis ve klinik kalite iyilestirme igin, personelin bakim standartlar
konusunda egitimini, muayene ve tedavi algoritmalarimin gelistirilmesini ve siire¢ boyunca ara ve son
ciktilar hakkinda personele geri bildirim yapilmasini Onermislerdir. Kore ise kalite iyilestirme
departmanlar ile performans izleme yapmistir. Kaliteyi iyilestirme ekipleri ile egitim programlar
diizenlemis, hastane gazeteleri gibi materyaller yolu ile programlara katilimi saglamis ve en iyi
ekiplere odiiller vermistir. Hem ulusal hem de orgiitsel diizeylerde orgiitsel hazirlik icin daha fazla
destek gerektigini ifade etmislerdir. ABD'de siirekli kalite iyilestirme ile ilgili projeler ve uygulamalar
neticesinde siirekli kalite iyilestirme yontemlerini kullanan hastaneler 1993 yilinda %67, 1998 yilinda
%93 oramina ulagmistir. Hastane basina ortalama 250.000 $ maliyet tasarrufu elde edilmistir (Kaya,
2003).

Fransa, bakimin degerlendirilmesine ilgiyi artirmak, degerlendirme ile kazanilan bilgiyi paylagmak,
¢ogaltmak ve Kkaliteyi siirekli iyilestirmek igcin ANDEM'I kurmustur. ANDEM ekipleri genel proje
yonetimi yontemi ve PDCA dongiisiinii takip ederek egitimler diizenlemistir. Ekipler siire¢ icerisinde
olduk¢a motive olmus ve stirekli iyilestirme projelerini baglatarak 6nemli tasarruflar saglamistir (Weill
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ve Banta, 2009). Almanya, kendi kalite yonetimi kavramimi gelistirmis ve Alman Askpios
Hastanelerinin 'Entegre Kalite Yonetimi Modeli'ni uygulamistir. Farkli departmanlardan siireg
sahipleri problem faktorlerini ve iyilestirme firsatlarim1 belirlemislerdir. Yapilan proje sonucunda
personel maliyetlerinde azalma, vardiyalarda dalgalanma olmamasi, ameliyat sayisinda artis,
planlanan siirelere uyum, artan ¢alisan memnuniyeti gibi sonuglar elde edilmistir (Paeger, 1997).

IV. TURKIYE’DE SUREKLI IYILESTIRME MODELLERININ UYGULANMASI

Glnilimiizde siirekli iyilestirmede yapilan ¢aligmalarin tibbi kayitlar, rekreasyon, simiilasyonlar,
siire¢ yonetimi, yalin metodoloji (Deniz ve Ozgelik, 2018; Ilkim ve Derin, 2016), érgiit kiiltiirii ve
orgiitsel baglilik, calisan motivasyonu, liderlik tarzlari, yetenek yonetimi, itibar yonetimi, kariyer
planlama, inovasyon (Kurt, 2020), yoneylem arastirmalari tizerinde etkili oldugu goriilmistiir. Yalgin
ve Inceboz (2016)'un yaptig1 calismada hizmet kalitesinin boyutlar1 “Elektronik T1bbi Kayit Sistemine
Yonelik Tutum” ve “Kalite ve Akreditasyon Agisindan Tutum” olarak iki cergevede ifade edilmistir.
Ayrica rekreasyon kavraminin da uzmanlarin ve hastalarin memnuniyetini arttirmasi agisindan hizmet
kalitesine yeni bir perspektif kazandiracagi ongoriilmektedir (Murat vd., 2016).

Ozveri ve Yiiksel'in (2016) siire¢ yonetimiyle ilgili yapti§1 galismada, siirecin iyilestirilmesine
yonelik olarak sorunlarin nasil belirlenecegi, hangi sorunlarin 6ncelikli oldugu ve belirlenen sorunlar
tizerinden siirecin nasil yonetilecegi belirlenmistir. Siire¢ yonetimi haritasinin olusturulmasinin pratik
olmasi ve ciktilarinin hizli alinabilmesi, siire¢ yonetim tekniginin acil servislerde kaliteyi arttiran
uygun bir yéntem oldugu kanaatine varilmstir (Ozveri ve Yiiksel, 2016).

TKY perspektifinde yapilan calismalar incelendiginde, Tiirkiye'de TKY ve siirekli iyilestirme
kavrami 1998 yilinda kalite yonetimi sube miidiirliigiiniin kurulmasiyla yatakli tedavi kurumlarina
profesyonel bir yaklasimla adapte edilmeye baslandigi goriilmektedir. Siirecin devaminda ISO 9000
calismas ile iic SSK hastanesinde Siirekli Kalite Iyilestirme Modeli uygulanmaya baslanmis, sz
konusu uygulamanin diger hastanelerde de uygulanmaya baglanmasi amacglanmistir (Duran ve
Cetindere, 2012). 2001 yilinda hizmet standardini ISO 9002 ile belgelendiren hastane sayisi 13'e
ulagsmistir. Gegen zaman igerisinde siirekli iyilestirmeye verilen 6nem ile birlikte, verilen egitimler
kurum kiiltiiri olugsmasina ve calisanlarin hastanelerini benimsemesine yardimci olmustur (Kaya,
2003).

Tirk saglik sisteminde 2003 yilinda ortaya ¢ikmaya baslayan akreditasyon ¢alismalari, ilk kez
2005'te pratikte uygulanmaya baslanmis ve saglik hizmetlerinin tiim siireclerini iceren hizmet
standartlar1 belirlenmistir (Giidiik ve Kilig, 2017). Hizmet standartlar1 olusturulduklan ilk giinden
itibaren kapsami ve sayisi arttirilarak 2011°de yapilan giincellemeyle beraber 621 standartla giiniimiize
kadar gelisim gostermistir. Ayrica 2013 sonrast Saglik Hizmeti Kalitesinin Gelistirilmesi ve
Degerlendirilmesine Dair Yonetmelik ile saglik bakim alaninda hasta giivenligi, ¢alisan giivenligi,
hasta memnuniyeti ve ¢alisan memnuniyetini esas alinarak saglik hizmet kalite standartlar1 ile bu
standartlarin uygulanmasi g¢alismalarina baglanmigtir (Sarioglu, 2016). Bununla birlikte Saglikta
Kalitenin Gelistirilmesi ve Degerlendirilmesine Dair Yonetmelik 2015 yilinda yiiriirlige girmis olup
kalitenin gelistirilmesini hedeflemis, hasta ve g¢alisan giivenligi ile memnuniyetini temel almigtir
(Celikkol vd., 2016).

TKY ve Joint Commission International standartli hizmet Kalitesinin arastirildigi bir ¢alismada
(Akinct, 2011), TKY uygulamasinin hizmet kalitesini arttirdig1 ve bu iliskide en etkili boyutun siirekli
geligtirme oldugu bulunmustur. Saglik sisteminin taleplere yonelik yenilenmesi ve saglik kurumlarinin
standardize kalite sertifikasyon siirecine dahil olmalar1 Onerilmistir. Zeyrekli Yas (2009) TKY
yaklagimimin saglik sektoriine uygulandigi arastirmasinda ise hizmet kalitesi baglaminda i¢ ve dis
miisterilerin memnuniyetini 6lgmiis ve genel olarak miisterilerin memnun olduklarini bulmustur. Ayni
calismada siirekli gelistirmeye yonelik olumlu sonuglarin oldugu tespit edilmis olup calisanlarin
motivasyon ve yonetime katilim konularmda tesvik edilmesi Onerilmistir. Son olarak Liileci ve
arkadaglar1 (2019), TKY ve personelin performansimi etkileyen faktorleri arastirdigi c¢aligmasinda
motivasyon, i¢ miisteri memnuniyeti ve ¢aliganlarin TKY yaklasimina yonelik diislincelerinin etkili



436 Hacettepe Journal of Health Administration, 2022; 25(2): 429-444

oldugu sonucuna varmistir. Bir diger galismada (Eraslan, 2014) Istanbul’da faaliyet gosteren iki kamu
ve iki 6zel hastanede yer alan 1600 saglik calisani arastirmaya dahil edilerek Kalite Yonetim Sistemi
baglaminda siirekli iyilestirmenin insan kaynaklarmin gelisimi iizerindeki etkisi arastirilmistir.
Sonuglara gore siirekli iyilestirme, insan kaynaklarinin i tanimi-gorev-yetki-sorumluluk, oryantasyon,
egitim, is rotasyonu, kariyer gelisimi, performans degerlendirme ve odiillendirme bilesenleriyle
yiiksek diizeyde iliskili oldugu ve toplam kalite yonetimini etkiledigi bulunmustur. insan
kaynaklariin gelisiminde TKY ’nin bir parcasi olarak Kaizen yaklasimini kullanan bir diger caligmada
(Yilmaz, 2014) Kaizen yaklasiminin saglik calisanlarinin problem ¢dzme, karar alma, liderlik, analiz
etme yeteneklerini gelistirme ve daha kaliteli hizmet sunma yoniinde tesvik etme yoluyla insan
kaynaklarini gelistirdigi tespit edilmistir. Doganay’in 2008 tarihli ¢alismasinda da problemleri analiz
edip ¢ozme ve iletisim becerilerinde gelisme yoniinde benzer sonuglara ulagilmistir. Kaizen
uygulamasimin gelistirdigi insan kaynaklari boyutlari; bilgi ve yetenek, basari ve motivasyon ile
egitimin yararlilig1 olmustur. Ayni zamanda ¢alisanlara verilecek egitimin 6neminin alt1 ¢izilmistir.

Siirekli iyilestirme kapsaminda 6nem arz eden T.C. Saglik Bakanlig1 hastanelerinde gorev yapan
Kalite Yo6netim Direktorlerinin (KYD) profilini saptamak amaciyla yapilan ¢aligmada (Taylan vd.,
2016) Kalite Yonetim Direktorlerinin ¢alisma sartlari, egitim diizeyleri, yeterlilikleri, is ortamlar
aragtirtlmig ve kalite direktdrlerinin gelistirilmesine gerek duyulan konular tespit edilmistir.
Gelistirilen standartlar ve rehberlerin yan1 sira uygulayicilarin ve uygulamalari degerlendiren Bakanlik
ekiplerinin egitilmesinin de siirecin saglikli ve verimli yliriitiilmesine katki sunacagl sonucuna
ulagtimisgtir.

Siirekli iyilestirme ¢atist altinda yer alan iki modelin kiyaslandigi ¢alismada (Albayrak, 2018) hem
Kaizen’in hem de Alt1 Sigma’nin basarili sonuglar verdigi gozlemlenmistir. Her iki yontemde de
problem ¢6zme asamasinda ayni yolun izlemesiyle beraber Alt1 Sigma yaklagiminin istatistiki verilere
O6nem vererek hata paymi azaltmayi hedefledigi vurgulanmigtir. Kaizen’in daha esnek bir uygulama
yelpazesine sahip olmasina ragmen, Alt1 Sigma’nin daha etkin olabilecegi ongoriilmiistiir. Colhan ve
arkadaslarmin (2019) Kaizen odakli ¢alismasinda Istanbul Bahgelievler Devlet Hastanesi’nde siirekli
iyilestirme calismasi, tehlikeli madde yonetiminde uygulanmustir. Tehlikeli olan maddelerin ayni
alanda ayni diizende tutulmasi amaciyla giincel kayitlar tutulmus, kullanim prosediirleri belirlenmistir.
Siirekli gelistirme perspektifi sonucunda, tehlikeli maddelerin dokiillip zarar verme ihtimali minimuma
indirilmis, diizenli bir sekilde muhafaza edilebilmis ve hem hastalar hem de hastanede ¢alisan
gorevliler i¢in giivenli bir alan saglanmugtir.

Alt1 Sigma, Yali Alt1 Sigma, Istatistiksel Miihendislik ve Yoneylem aragtirmalarinda ise siireglere
proje yonetimi ile yaklasilmaktadir. TKY’ nin siireci siirekli iyilestirmeye ve standartlastirmaya
calistigini, Alt1 Sigmanin ise degiskenligi azaltarak kaliteyi arttirdigini sdylemek miimkiindiir (Kusgu
vd., 2018). Alt1 Sigma, siire¢ igerisindeki yanlis uygulamalari tespit edip onlar1 ortadan kaldirarak
iyilestirmede bulunur (Klefsjo vd., 2001). Yalin Alt1 Sigma ise uygulamay1 hizlandirarak, uygulama
icerisindeki optimal katkisi olmayan agamalar1 kaldirarak siirecteki degiskenligi minimize etmektedir
(Oztiirk vd., 2011).

V. TARTISMA VE SONUC

Toplam Kalite Yonetimi ve Alt1 Sigma gibi siirekli iyilestirme felsefesini benimseyen kurumlarda
hatalarin minimize edildigi, maliyetin azaldig1 ve verimliligin arttig1 goriilmiistiir. Caligmada siirekli
iyilestirme yaklasimlar1 ve hizmet kalitesi arasindaki giiclii iliski Kaizen felsefesinin prensipleriyle
birlikte ortaya konmaya ¢aligilmigtir. Siirekli iyilestirmenin kurumlara katkilarindan biri olan rekabet
ile iligkisini aragtiran ¢ok az sayida yayinin mevcut olmasi dikkat ¢cekmistir.

Miisterilerinin  beklentilerini siirekli iyilestirme perspektifi araciliiyla dogru tespit edip
uygulamalarmi basariyla planlayan kurumlarin, miisterilerinin bu beklentilerini rakiplerinden daha
hizli, etkin ve ekonomik sekilde karsilayabildigi bulunmustur (Alkan, 2019; Tirkes Oztiirk, 2012).
TKY’nin hasta tatminini, bakimin iyilesmesini ve performansin artmasini hedeflemesinden dolay1
kurumu rekabet olarak avantajli konuma gececegi ongoriilmektedir (Talib vd., 2011). Hastaneler de
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dahil olmak iizere isletmelerin yogun rekabet ortaminda, ¢agdas yaklasimlar benimseyerek ve siireg
verimliligini 6n plana ¢ikararak (Celik, 2020) kendini siirekli iyilestirdigi takdirde faal kalmalar
miimkiindiir (Eraslan, 2014). Diinya Ekonomik Forumu'nun yaymladigi rekabet raporuna gore
Tiirkiye, st siralarda konumlanamamaktadir (Aktan ve Saran, 2007). Diinya Ekonomik Forumu ve
TUSIAD- Sabanci Universitesi Rekabet Forumu'nun ortak Kiiresel Rekabetgilik Raporuna gore 138
iilkenin ilk ii¢ siralamasini Isvicre, Singapur ve ABD olusturmaktadir. Tiirkiye rekabetcilik endeksi
saglik bileseni 2016 yilinda 138 iilke arasinda 79. sirada yer almaktadir. Rekabetcilik endeksi
inovasyon bileseni ile 71. sirada yer almaktadir. Tirkiye rekabetcilik endeksi saglik bileseni 2017
yilinda 137 iilke arasinda bes basamak gerileyerek 84. sirada yer almaktadir. Rekabetcilik endeksi
inovasyon  bileseni ile iki = basamak ilerleyerek @ 69. swrada yer  almaktadir
(http://ref.sabanciuniv.edu/tr/content/diinya-ekonomik-forumu-kiiresel-rekabetgilik-raporu-2017-2018,
erisim tarihi: 01.03.2018). Ayrica saglik sistemine kaynaklarin etkin kullanilip kullanilmadiginin ve
atil kapasite ile calisilip ¢alisiimadiginin 6nemli bir gostergesi olan yatak doluluk orani agisindan
bakildiginda, 2008-2017 yillar1 arasinda Tiirkiye’nin yatak doluluk orani %64,5 olarak tespit edilmis
olup OECD iilkelerinin genel ortalamasindan diisiik seviyededir (Cirakli, 2019). Bu veriler, 6zellikle
Tiirkiye’de stirekli iyilestirme modellerinin kullaniminin artmasinin Tiirkiye’nin uluslararasi
rekabetteki konumunu giiglendirecek uygulamalara katki saglayabilecegine isaret etmektedir. Bunun
yani sira siirekli iyilestirme yaklasimi baglaminda; alt1 sigma uygulamalarinin pahali ve uzun bir siire¢
olarak algilanmasi, uygulamaya nereden baslayacaginin bilinmemesi, kurumlari bu yaklagim
uygulamaktan alikoyan nedenler olarak bulunmustur (Tirkes Oztiirk, 2012). Konu hakkindaki bilgi
eksikliginin giderilmesi onemli bir detay olarak karsimiza ¢ikmaktadir. Ust yonetim ve galisanlar
arasindaki iletisimde aksamalar, kisa vadede kar elde etme isteginin O6n plana g¢ikmasi, siirekli
iyilestirme yaklagimlarini uygulayan uzmanin deneyimsiz olmasi, kurum ve calisanlarinin degisim
karsisinda gosterdigi direng, uygulamalardan kisa zaman dilimi igerisinde sonug bekleme, siirekli
iyilestirme yaklasimlarini uygulamada karsilasilan diger engeller olarak goriilmektedir (Aydogmus,
2015).

Kurumlarin kalite diizeyinin énemli bir belirleyicisinin hastalarin ve kurumda c¢alisanlarin algi
diizeyleri oldugu unutulmamali ve bu yonde c¢aligmalar yapilmalidir (Giirséz vd., 2017; Giiven vd.,
2020; Kayral, 2016). Saglik bakim alaninda kalite diizeyinin diger belirleyicilerini de personel egitimi
(Altindis ve Ergin, 2018), personel giiglendirme (Ugrak vd., 2016) ve birinci basamak saglik
hizmetlerinin gelistirilmesi (Baser vd., 2015) olarak siralamak miimkiindiir.

Tirkiye’de ve diger diinya {ilkelerinde uygulamalarinin basarili sonuglar1 gozlenen siirekli
iyilestirme yaklagimina yonelik arastirmalarin artmasi literatiire katki saglayabilir (Dantas vd., 2017;
Ishijima vd, 2019; Jacobson vd., 2019; Nino vd., 2020; Sladen vd., 2019; Smith vd., 2012). Ayrica,
yakin ge¢miste ve giiniimiizde COVID-19 pandemisinden etkilenen saglik sektoriinde TKY, Kaizen ve
Alt1 Sigma gibi uygulamalarin hizmet siirecini nasil etkileyecegi de ayri bir aragtirma konusunu
olusturmaktadir. Son olarak, mevcut teknolojik gelismeler dogrultusunda yapay zeka, telefon ve
internet gibi bilisim teknolojilerinin saglik sistemine entegre edilmesinin de saglik hizmet kalitesi
acisindan faydali sonuglar doguracag: ongoriilmektedir (Akalin ve Verenyurt, 2020; Avcr ve Goziim,
2017; Ertek, 2011; Ulke ve Atilla, 2020; van Dellen, 2016).
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Nermin Uyurdag: Fikir, kaynak taramasi, makale yazimi. Aytolan Yildirim: Fikir, makale yazimi,

elestirel inceleme, denetleme/danigmanlik. Tugba Uluocak Kése: Fikir, kaynak taramasi, makale
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