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Information for Authors

Turkish Journal of Family Medicine and Primary Care (TJFMPC) is an open access international peer-reviewed
medical journal published 4 times a year (March, June, September, December) online only.

TJFMPC, which was the periodical of Cukurova University Faculty of Medicine, Department of Family Medicine
between 2007-2022, continues its publication life as the official periodical of the Academy of Family Medicine
Association as of 03.02.2022.

The aim of the journal is to provide new information on medical decision-making, health service delivery, medical
education and research methodology for the improvement of primary care.

The focus of the journal is on articles produced in the primary care setting that support, provide new evidence for, or
discuss the day-to-day work of family physicians and the primary care team, but articles from other disciplines that
contribute to the delivery of primary care are also welcomed.

The journal accepts original research articles, invited review articles, case reports and letters to the editor in Turkish
and English.

Turkish Journal of Family Medicine and Primary Care applies a double blind peer review policy.

Ethical Principles and Publication Policy

Ethical Principles

As Turkish Journal of Family Medicine and Primary Care, the development and dissemination of scientific knowledge
in a fair, objective and reliable manner is one of our primary values. In our publication processes, ethical principles and
responsibilities established by taking into account the guidelines and policies determined by the Committee on
Publication Ethics (COPE) should be meticulously implemented by all stakeholders. These stakeholders include
authors, reviewers, editors, editorial board members and readers.

The journal follows the European Code of Conduct for Research Integrity in its scientific research and publication
processes. This code is recognized as an international reference to ensure integrity and transparency in research. For
detailed information;
(https://ec.europa.eu/research/participants/data/ref/h2020/other/hi/h2020-ethics_code-of-conduct_en.pdf).

Ethical Responsibilities of Authors

- Originality and Citation: The manuscripts submitted to the journal must be original and the sources used must be
cited correctly and completely. In the absence of citation, the article cannot be published.

- Authorship Criteria: Individuals who do not make an intellectual contribution to the study should not be listed as
authors. Authors should be listed in accordance with internationally recognized authorship criteria.

- Conflicts of Interest: Authors should clearly declare any potential conflicts of interest in their manuscript.

- Raw Data Presentation: Authors are required to share raw data with editors and reviewers when necessary during
the review process.

- Copyright Transfer Form: All authors must sign a copyright transfer form at the time of manuscript submission. This
form confirms the transfer of all copyrights to the journal.

- Plagiarism Check: All submitted manuscripts are checked with anti-plagiarism software and manuscripts with a
similarity rate of less than 15% are included in the evaluation process. This practice is mandatory to ensure the
originality of the study.

- Ethics Committee Approval and Informed Consent: Ethics committee approval must be obtained for research on
humans and an informed consent form must be obtained from the participants. These documents should be specified
in the Methods section of the article and sent to the journal. For studies conducted on animals, the approval of the
relevant experimental animal ethics committee must be obtained and this document must be submitted to the journal.
- Errors and Corrections: Authors should immediately notify the editors and make the necessary corrections when they
notice errors in published or under review manuscripts.

- Republishing: The same manuscript cannot be submitted to more than one journal, and a manuscript already
published in another journal cannot be submitted to TIFMPC.

- Changing Author Order and Responsibilities: Once the review process has started, the author order cannot be
changed, authors cannot be added or removed.

- Use of Commercial Products and Names: Any commercial product or brand name used in the studies should not be
included. Studies should be presented in an unbiased manner without making comparisons based on products or
brands.

Authors should contribute in accordance with the transparency and accountability criteria developed by Noask et al.
These criteria aim to ensure that the authors' contributions to the work are clearly stated and that integrity in scientific
publication is ensured. (https://www.researchgate.net/publication/279302015_Promoting_an_Open_Research_Culture)
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Ethical Duties and Responsibilities of Editors

- Independence and Transparency: Editors are responsible for every published work and should make decisions with
independence. Publication processes should be independent of economic or political pressures.

- Evaluation Processes: All manuscripts are evaluated by a double-blind peer review system. Editors should make fair
decisions by taking into account the scientific value, originality and contributions of the articles.

- Feedback: An open and informative feedback process should be conducted with authors and reviewers.

- Conflicts of Interest: Editors should carefully manage conflicts of interest that may arise between authors, reviewers,
and other editors.

While ensuring the journal's compliance with ethical rules, editors act in accordance with the “scientific research and
publication ethics rules determined by the Council of Higher Education (YOK)”. In this context, the standards of
accuracy and integrity of scientific research are carried out according to the guidance of YOK.

Ethical Responsibilities of Reviewers

Expertise and Impartiality: Reviewers should only evaluate manuscripts within their area of expertise and should act
impartially.

The evaluation process of the articles submitted to the journal is carried out with a “double-blind refereeing system”.
The double-blind review process is a system in which the referees and authors are not aware of each other's identities
and in which impartiality and confidentiality are essential. The aim of this method is to evaluate the scientific quality
and originality of the study without prejudice and to ensure that the process operates in an objective and fair
environment.

Functioning of the Double Blind Review System:

1. Anonymity: In the double-blind system, the identities of authors and reviewers are kept confidential throughout the
manuscript evaluation process. Author information is not added to the article or is anonymized. Reviewers also remain
anonymous and cannot contact the author directly. All communication and feedback is provided through the editor via
the journal management system.

2. Evaluation and Impartiality: Reviewers participate in the evaluation process by accepting only papers that fall within
their area of expertise. Since the identity of the author is not known, the evaluation is based solely on the content,
methodology and scientific contribution of the work. This system ensures a fair evaluation process based on the
scientific quality of the work.

3. Confidentiality Obligation: Reviewers are obliged to keep all information obtained during the evaluation process
confidential. Any information or ideas obtained about the manuscripts are destroyed at the end of the process and are
not shared with third parties. Failure to observe the principle of confidentiality is considered a serious ethical violation.
4. Conflict of Interest Disclosure: Reviewers should immediately notify the editor if they recognize a conflict of interest
during the review process. In case of conflict of interest, the reviewer should withdraw from the review process. This is
important to ensure that the reviewer performs the review with complete impartiality.

5. Feedback and Constructive Criticism: During the double-blind review process, the reviewers' feedback should be
instructive and constructive for the authors. Reviewers are obliged to address only the scientific rigor and methods of
the manuscript. It is important for scientific ethics that the language used in the feedback process is respectful and
constructive. Referee feedback is taken into account by the author for corrections to be made on the manuscript and
helps to improve the manuscript.

The double-blind review system ensures unbiased evaluation of the work by concealing the identities of the authors.
This method prioritizes scientific objectivity by reducing bias in the manuscript evaluation process and supports the
creation of high quality scientific publications in accordance with the ethical principles of TUFMPC.

Reviewers should check whether the study complies with ethical guidelines for the protection of human and animal
rights. If an ethical violation is detected, reviewers are obliged to report it to the editor.

Ethical Responsibilities of the Publisher

- Publication Time Limit and Delay: It is aimed to complete the publication process of the articles submitted to the
journal within a maximum of 6 months. Corrections requested by the referee or author are not included in this
timeframe.

- Withdrawal and Correction Procedure: Articles cannot be retracted once the refereeing process has begun; however,
if a serious error is detected in a published article, the editors may publish corrections or expressions of concern.
However, retraction is only by editorial decision.

Articles published in the journal are licensed under the Creative Commons Attribution-NonCommercial 4.0 International
License. This license permits the sharing of published content for non-commercial purposes and requires attribution to
the authors.
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Informed Consent Policy

Turkish Journal of Family Medicine and Primary Care strictly adheres to the requirement of informed consent in all
research conducted on humans and animals. Our informed consent policy is carried out in accordance with the
principles set out by the “Declaration of Helsinki 2024” and the “International Committee of Medical Journal Editors
(ICMJE)”. Consent and ethics committee approval must be obtained for clinical studies on human or animal samples
and must be clearly stated in the methodology section.

In studies conducted with human volunteers, participants must be informed about the research procedures and a
written consent form must be signed. In all studies using human data, relevant permissions should be obtained and
authors should keep these documents for legal cases.

For studies based on animal experiments, approval from the relevant ethical institutions should be obtained and this
information should be stated in the materials and methods section of the article.

Transparent Reporting of Artificial Intelligence Use

Authors must clearly indicate the use of artificial intelligence (Al) technologies in content submitted to TUFMPC fif:

(a) In any content made available to us,

(b) Content related to other works of the authors,

(c) In the cited sources.

The use of Al should be transparently disclosed with the following information:

- Statement of Contribution: The use of Al technologies should be clearly stated in the “Acknowledgments” section of
the article.

- Methods Section: If Al is included in the research process, a detailed explanation should be provided in the
methodology section.

Information on the Use of Al

Authors should provide the following information on the use of Al technologies:

- Al Technology Used: The name of the Al technology used should be clearly stated.

- Reason for Use: The purpose for which artificial intelligence is used should be explained.

Evaluation of the Use of Al

The journal assesses whether the use of Al technologies and transparent reporting of this use is in accordance with
journal policies. In case of insufficient disclosure or inappropriate use of Al, the manuscript may be rejected.

This text clearly presents the TUFMPC journal's ethical principles and transparency policy regarding the use of Al.

Plagiarism Policy

Turkish Journal of Family Medicine and Primary Care is extremely sensitive to plagiarism. All submissions are
screened by a similarity detection software at any point during the peer review and/or production process. The text
should not have an unacceptable similarity to previously published data, even if you are the author of the phrases or
sentences.

Manuscripts with a similarity rate of more than 15% in total (>5% from a single source) will be returned to the author for
correction. References section and similarities of less than 3 words will not be considered. In some manuscripts,
similarities in the materials and methods sections may be disregarded at the editor's discretion.

In case of alleged or suspected research misconduct such as plagiarism, citation manipulation, and data
falsification/fabrication, the Editorial Board will follow the COPE (CC BY-NC-ND) guidelines and act accordingly.

Copyright Policy

By signing the Copyright License Agreement, the authors agree that the article will be licensed under Creative
Commons Attribution-NonCommercial-Non-Derivative 4.0 International (CC BY-NC-ND) if accepted for publication by
TJFMPC. Authors agree to assign their copyrights to TIFMPC if the article is accepted for publication.

Authors have the right to use and reuse their articles under the CC-BY-NC-ND license.

The Publication Rights Form must be completed, signed by all authors and uploaded to the journal's online review
system.

All articles published by TJIFMPC are subject to the Creative Commons Attribution-NonCommercial-Non-Derivative 4.0
International License (CC BY-NC-ND). This License permits use, distribution and reproduction in any medium,
provided that the article is properly cited, the use is non-commercial, and no modifications or adaptations are made.
For more information about the license terms, please see: https://creativecommons.org/licenses/by-nc-nd/4.0/

CC BY-NC-ND includes the following elements:

BY - Appropriate credit should be given to the creators.

NC - Only non-commercial uses of the work are allowed

ND - Derivatives or adaptations of the study are not allowed
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Open Access Policy

Turkish Journal of Family Medicine and Primary Care is an open access journal, which means that all content is freely
accessible to the user or his/her institution. It means that “scientific literature can be accessed, read, saved, copied,
printed, scanned, linked to the full text, indexed, exported as data to software, and used for any lawful purpose without
financial, legal, or technical barriers through the Internet” without prior permission from the publisher or author. This is
in line with the Budapest Open Access Initiative's (BOAI) definition of open access.
http://www.budapestopenaccessinitiative.org/list_signatures/
https://www.budapestopenaccessinitiative.org/translations/turkish-translation

Refereeing Process

All manuscripts submitted to the Turkish Journal of Family Medicine and Primary Care undergo double-blind peer
review. Both authors and reviewers do not know each other. At least three referee recommendations are mandatory at
the time of manuscript submission. The journal may use these suggested reviewers to expand the pool of reviewers.
However, this does not mean that the evaluation of the proposed reviewers will always be ensured.

The primary purpose of peer review is to decide whether to publish an article (based on quality and suitability for the
journal) and to make the article the best it can be before publication. All submissions first go through an internal peer
review process. In this review, an appointed field editor makes the initial decision to accept or reject the paper (e.g. the
topic is beyond the scope of the journal, there are significant flaws in scientific validity, etc.). If the editor thinks the
article may be of interest, it is sent for external peer review. Reviewers are selected according to their specialization.
Preference is given to reviewers who provide high-quality reviews within the required timeframe. Once qualified peer
reviews are obtained, the editor makes a decision, taking into account other factors such as the reviewers' criticisms,
recommendations, relevance to the journal's objectives, usefulness to clinicians or researchers.

Peer Reviewer Selection

Referees are selected based on their work and experience in the subject of the article. The reviewers selected for
manuscript evaluation are those who identify the strengths and weaknesses of the submitted manuscript and analyze it
from different perspectives. Reviewers are asked to review the assigned manuscript, determine its relevance to the
purpose and scope of the journal, and provide a written opinion on its suitability for publication in TUFMPC. Reviewers
should not only analyze and comment on the manuscript, but also comment on issues such as the clarity and quality of
the writing, the validity of the scientific approach, and whether the article provides new information. Reviewers are also
expected to make suggestions to help the authors improve the manuscript.

Code of Ethics for Journal Peer Reviewers

When the selected reviewer accepts a peer review assignment, the reviewer accepts in advance the ethical standards
commonly accepted in biomedical publishing. The ethical responsibilities of reviewers are detailed under “Ethical
Principles and Editorial Policy”.

Reviewers for the Turkish Journal of Family Medicine and Primary Care should accept the following:

- Review as carefully and objectively as possible.

- Meet the editor's deadline.

- Keep an open mind and consider innovations or approaches different from your own.

Provide a balanced critique that aims not only to identify the strengths and weaknesses of the paper, but also to
provide useful feedback to the authors to improve their paper without being overly critical of minor points.

- Avoid scientific misconduct such as misuse of intellectual property.

- Treat each article as a highly confidential document.

- The confidentiality of authors' opinions must be guaranteed at all times.

- Confidentially forward comments on ethical concerns to the editors.

- Contacting the author with questions about the article is not permitted.

- All criticism should be reported in writing.

- Inform the editor of any identified conflict of interest (real or perceived) before the end of the review. Not every
potential conflict requires rejection of the manuscript.

- Reviewers are encouraged to discuss potential conflicts with the editors if they believe they can provide a fair review.
- Decline the proposed assignment if the following conflicts exist: Financial interests, significant professional or
personal relationships or rivalries, antipathy to the study question/approach, political or special interest relationships.
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Reviewer Guidelines

Potential referees are contacted via e-mail with the title of the article, abstract and submission date. The selected
referee candidate accepts or rejects the refereeing assignment sent to him/her within two weeks. Failure to respond
within the specified period will be considered a rejection. If the given deadline (usually four weeks from the date of
acceptance) cannot be met, an extension deadline is proposed. Reviewers are usually selected from among
experienced faculty members and researchers in the field. Sometimes reviewers from other related fields may be
selected to contribute to some aspects of the paper.

Writing Guidelines

Rules for preparing articles:

1. Writing style: Manuscripts should be prepared with the Microsoft Word program, and the text should be written in
“Times New Roman” in 10 font size and single-spaced. Line numbers should be given.

2. Word limit: It is recommended that manuscripts should not exceed 3000 words for research articles, 4000 words for
qualitative studies, 4000 words for review articles, 750 words for letters to the editor, and 2500 words for case reports.
3. Abbreviations, symbols and units: Abbreviations should be written in parentheses at the first occurrence and then
used as abbreviations in the text. Genus and species names should be in Latin and italicized. All measurements
should be indicated according to the International System of Units. (https://www.bipm.org/en/measurement-units)

4. Tables and figures: No more than seven for all fonts and no more than two for letters to the editor. All views
(photographs, drawings, diagrams, charts, graphs, maps, etc.) that do not contain tables should be called figures. Each
table and figure should be placed where it belongs in the text and should be cited in the text. References in the text
should be given in parentheses and with the number of the relevant image. If more than one image is to be referred to,
the relevant numbers should be separated by hyphens (e.g. Table 1-2). All tables and figures should be numbered
consecutively in the text. Abbreviations used should be explained under figures and tables. lllustrations/photographs
should be in color, with enough contrast and clarity to see the details. In order to ensure clear printing, figures,
images/photographs should be submitted to the journal as separate tif, .png, .jpg or .gif files (scanned at a resolution of
at least 300 dpi).

A manuscript should consist of the following sections:

1. Title (Turkish and English): It should preferably specify the study population or setting and the study design.
The study design (sub) should be clearly indicated in the title. For other types of articles, the title should be a
concise description of the main message of the article.

2. Abstract (Turkish and English): It should be structured as introduction, method, findings, and conclusion for
research articles, and without sections for other types of articles, and should not exceed 250 words.

3. Keywords (Turkish and English): There should be between 2-5 keywords. Turkish keywords should be given in
accordance with Turkish Scientific Terms (https://www.bilimterimleri.com/) and English keywords should be
given in accordance with Medical Subject Headings (https://meshb.nIm.nih.gov/search).

Subheadings according to font:

a. Research papers: Introduction, method, findings, discussion, conclusion,

b. Case presentations: Introduction, case, discussion, conclusion,

c. Review, letter to the editor: May include title and subheadings determined by the author(s).

Financial Support: Financial support for the conduct of the research should be indicated. If there is no funding

source, this should be reported as “This research has not received a grant from any funding

organization/sector.”

. Ethical Statement: “This study ........ Ethics Committee (Date, number no) approved this study."

10. Conflict of Interest: If the authors have no conflict of interest, it should be written as “The authors declare that
there is no conflict of interest.”

11. Acknowledgments: Those who did not meet the criteria for authorship but contributed to the study should be
included in the acknowledgments section of the study. Acknowledgements to individuals, grants, funds,
projects, etc. should be kept short, and names should be written clearly and completely.

12. Additional Information: If the study was produced from a medical specialty, master's or doctoral thesis or
presented at scientific meetings, information about its previous use should be given according to the following
conditions.

13. - If the study was published as an abstract; the title of the abstract, the name of the event, date and place
should be written.

14. - If the study is derived from a thesis, the name of the thesis, the name of the advisor, the university and
institute where it was done, the date and place of completion should be written.

15. - For articles produced from studies presented outside the specified conditions and some of which have been
published, the event information should be written in a distinctive way.
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16. References: It is recommended not to exceed 30 for research articles, 50 for review articles, 20 for case
reports, and 10 for letters to the editor. References should be written in the order in which they appear in the
article and should be cited in the text or at the end of a sentence as a superscript immediately after the
punctuation mark. The author(s) is responsible for the accuracy of the references.

17. The reference style uses an ANSI standard style adapted by the National Library of Medicine (NLM). Journal
names should be abbreviated as they appear in the NLM Catalog
(https://www.ncbi.nlm.nih.gov/nimcatalog/journals)

18. Examples of commonly used references are provided below (special attention to punctuation is important). For
other citation examples, the author(s) may refer to https://www.nlm.nih.gov/bsd/uniform_requirements.html.

Authors are encouraged to follow the CONSORT guidelines for randomized trials, STROBE for observational studies,
STARD for diagnostic/prognostic studies, PRISMA for systematic reviews and meta-analyses, ARRIVE for preclinical
studies with experimental animals, TREND for non-randomized behavioral and community health interventional
studies, and CARE for case reports. These reporting guidelines are available from the EQUATOR network
(www.equator-network.org/home/) and the National Library of Medicine-NLM “Research Reporting Guidelines and
Initiatives” website (www.nlm.nih.gov/services/research_report_guide.html).

Excerpt from the articles

Halpern SD, Ubel PA, Caplan AL. Solid-organ transplantation in HIV-infected patients. N Engl J Med. 2002 Jul
25;347(4):284-7.

Meneton P, Jeunemaitre X, de Wardener HE, et al. Links between dietary salt intake, renal salt handling, blood
pressure, and cardiovascular diseases. Physiol Rev. 2005; 85:679-715.

Diabetes Prevention Program Research Group. Hypertension, insulin, and proinsulin in participants with impaired
glucose tolerance. Hypertension. 2002;40(5):679-86.

Ellingsen AE, Wilhelmsen I. [Disease anxiety among medical students and law students]. Tidsskr Nor Laegeforen.
2002 Mar 20;122(8):785-7. Norwegian.

Journal article (author name not specified): Centers for Disease Control and Prevention (CDC). Licensure of a
meningococcal conjugate vaccine (Menveo) and guidance for use--Advisory Committee on Immunization Practices
(ACIP), 2010. MMWR Morb Mortal Wkly Rep. 2010;59(9):273.

Book excerpt:

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

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

Online/eBook: Bowden F. Gone Viral: The Germs that Share Our Lives. Sydney, Australia: NewSouth; 2011.
https://ebookcentral.proquest.com/lib/stkate-ebooks/reader.action?doclD=731512&ppg=1. Accessed May 23, 2017.

Online/eBook chapter: Dwyer J. Nutrient requirements and dietary assessment. In: Kasper DL, Fauci AS, Hauser SL,
Longo DL, Jameson JL Loscalzo, eds. Harrison's Principles of Internal Medicine. 19th ed. New York, NY: McGrawHill;
2015. http://accessmedicine.mhmedical.com/bookid=1130. Accessed August 23, 2017

Excerpt from the thesis
Borkowski MM. Infant sleep and feeding: a telephone survey of Hispanic Americans [dissertation]. Mount Pleasant
(MI): Central Michigan University; 2002. p. 5-12.

Excerpt from the congress proceedings

Christensen S, Oppacher F. An analysis of Koza's computational effort statistic for genetic programming. Proceedings
of the 5th European Conference on Genetic Programming; 2002 Apr 3-5; Kinsdale, Ireland. Berlin: Springer; 2002. p.
182-91.

Excerpt from their website

StatePublicHealth.org [Internet]. Washington (DC): ASTHO; [cited 2007 Feb 23]. Available from:
http://statepublichealth.org/

American Medical Association [Internet]. Chicago: The Association; c1995-2016 [cited 2016 Dec 27]. Office of
International Medicine; [about 2 screens]. Available from: https://www.ama-assn.org/about/office-international-medicine
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Yazarlara Bilgi

Turkish Journal of Family Medicine and Primary Care (TJFMPC) dergisi, Aile Hekimligi Akademisi Derneginin sureli
yayinlarindan olup, yilda 4 kez (Mart, Haziran, Eylil, Aralik) sadece online olarak yayinlanan acgik erisimli uluslararasi
hakemli bir tip dergisidir.

2007-2022 yillari arasinda Gukurova Universitesi Tip Fakdiltesi Aile Hekimligi Anabilim Dalinin siireli yayini olan
TJFMPC, 03.02.2022 tarihinden itibaren yayin hayatina Aile Hekimligi Akademisi Derneginin resmi sureli yayini olarak
devam etmektedir.

Derginin amaci, birinci basamagin gelistiriimesi i¢in tibbi karar alma, saglik hizmeti sunumu, tip egitimi ve arastirma
metodolojisi konularinda yeni bilgiler saglamaktir.

Derginin odag, birinci basamak ortaminda uretilmisg, aile hekimlerinin ve birinci basamak ekibinin ginlik ¢alismalarini
destekleyen, yeni kanitlar saglayan veya tartisan makaleler olsa da diger disiplinlerden gelen ve birinci basamak saglik
hizmet sunumuna katki saglayan makaleler de memnuniyetle kargilanmaktadir.

Dergi orijinal arastirma makalelerini, davetli derleme makalelerini, olgu sunumlarini ve editére mektuplari Turkce ve
ingilizce dillerinde kabul etmektedir.

Turkish Journal of Family Medicine and Primary Care, cift kor hakem degerlendirme politikasi uygular.

Etik ilkeler ve Yayin Politikasi

Etik ilkeler

Turkish Journal of Family Medicine and Primary Care olarak, bilimsel bilginin adil, nesnel ve guvenilir bir sekilde
gelistiriimesi ve yayillmasi 6ncelikli dederlerimizdendir. Yayin stireglerimizde, Committee on Publication Ethics (COPE)
tarafindan belirlenen rehberler ve politikalar dikkate alinarak olusturulmus etik ilkeler ve sorumluluklar tim paydaslar
tarafindan titizlikle uygulanmalidir. Bu paydaslar arasinda yazarlar, hakemler, editorler, yayin kurulu tyeleri ve
okuyucular yer alir.

Dergi, bilimsel arastirma ve yayin sireclerinde Avrupa Arastirma Durustligu Davranis Kurallari'ni (European Code of
Conduct for Research Integrity) takip etmektedir. Bu kurallar, arastirmalarda dirustliga ve seffafligi saglamak adina
uluslararasi bir referans olarak kabul edilmektedir. Detayli bilgi igin;
(https://ec.europa.eu/research/participants/data/ref/h2020/other/hi/h2020-ethics_code-of-conduct_en.pdf).

Yazarlarin Etik Sorumluluklar

- Ozglnlik ve Atif: Dergiye sunulan galismalarin 6zgiin olmasi ve kullanilan kaynaklara dogru ve eksiksiz atif
yapilmasi zorunludur. Atif yapilmadigi durumlarda, makale yayimlanamaz.

- Yazarlk Kriterleri: Calismaya entelektiiel katki saglamayan kisiler yazar olarak listelenmemelidir. Yazarlar,
uluslararasi gegerli yazarlik kriterlerine uygun sekilde siralanmalidir.

- Cikar Catismalari: Yazarlar, makalelerinde olasi ¢ikar ¢atismalarini agikga beyan etmelidir.

- Ham Veri Sunumu: Degerlendirme silirecinde gerektiginde yazarlar, ham verileri editorler ve hakemler ile paylasmak
durumundadir.

- Telif Hakki Devir Formu: Yazarlarin timi, makale génderimi esnasinda telif hakki devir formunu imzalamalidir. Bu
form, eserin tim telif haklarinin dergiye devrini onaylar.

- intihal Denetimi: Tim génderilen makaleler, intihal énleyici yazilimlar ile kontrol edilir ve %15'in altindaki benzerlik
oranina sahip ¢alismalar degerlendirme sirecine alinir. Bu uygulama, galismanin 6zgunlugunu saglamak icin
zorunludur.

- Etik Kurul Onayi ve Bilgilendirilmis Géniillii Olur: insanlar tizerinde yapilan arastirmalar icin etik kurul onayi alinmali
ve katilmcilardan bilgilendiriimis génalli olur formu temin edilmelidir. Bu belgeler makalenin Yéntem boéliminde
belirtiimeli ve dergiye génderilmelidir. Hayvanlar Uzerinde yapilan ¢alismalarda da ilgili deney hayvanlari etik kurul
onay! alinmali ve bu belge dergiye sunulmalidir.

- Hata ve Diizeltme: Yazarlar, yayimlanmis ya da degerlendirme asamasindaki calismalarda hata fark ettiklerinde,
bunu derhal editérlere bildirip gerekli dizeltmeleri yapmalidir.

- Tekrar Yayinlama: Ayni ¢calisma birden fazla dergiye génderilemez ve bagka bir dergide yayimlanmis olan ¢alisma
TJFMPC'ye gbnderilemez.

- Yazar Sirasi ve Sorumluluklarin Degistiriimesi: Degerlendirme sireci bagladiktan sonra yazar sirasi degistirme, yazar
ekleme veya ¢ikarma islemi yapilamaz.

- Ticari Uriin ve isimlerin Kullanimi: Caligmalarda kullanilan herhangi bir ticari Griin veya marka adi yer almamalidir.
Calismalar, triin veya markalar tzerinden karsilastirma yapilmadan tarafsiz bir sekilde sunulmalidir.

Yazarlar, Noask ve arkadaslar (2015) tarafindan gelistirilen seffaflik ve sorumluluk kriterlerine uygun olarak katki
saglamalidir. Bu kriterler, yazarlarin galismalardaki katkilarinin agik¢a belirtiimesini ve bilimsel yayinda duarustligun
saglanmasini hedefler.

(https://www.researchgate.net/publication/279302015 Promoting_an_Open_Research Culture)
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Editorlerin Etik Gorev ve Sorumluluklan

- Bagimsizlik ve Seffaflik: Editérler, yayimlanan her galismadan sorumludur ve bagimsizliklarini koruyarak karar
almalidir. Yayin suregleri, ekonomik ya da politik baskilardan bagimsiz sekilde yurattlmelidir.

- Degerlendirme Surecleri: Tium makaleler, ¢ift kor hakemlik sistemi ile degerlendirilir. Editérler, makalelerin bilimsel
degderini, 6zgunligunu ve katkilarini dikkate alarak adil kararlar vermelidir.

- Geri Bildirim: Yazar ve hakemlerle agik ve bilgilendirici bir geri bildirim streci yritiimelidir.

- Cikar Catismalari: Editorler, yazarlar, hakemler ve diger editdrler arasinda olusabilecek ¢ikar catismalarini dikkatlice
yonetmelidir.

Editérler, derginin etik kurallara uyumunu saglarken “Yiiksekégretim Kurulu (YOK) tarafindan belirlenen bilimsel
arastirma ve yayin etik kurallarina” uygun hareket ederler. Bu kapsamda, bilimsel aragtirmalarin dogruluk ve butinlik
standartlari YOK'in rehberligine gére yuritdlir.

Hakemlerin Etik Sorumluluklar

Uzmanlk ve Tarafsizlik: Hakemler, yalnizca uzmanlik alanlarina giren ¢alismalari degerlendirmelidir ve tarafsiz
hareket etmelidir.

Dergiye gonderilen makalelerin degerlendirme sireci, “gift kor hakemlik sistemi” ile yuritilmektedir. Cift kor
degerlendirme sureci, hakemlerin ve yazarlarin birbirlerinin kimliklerinden haberdar olmadigi, tarafsizlik ve gizliligin
esas alindigi bir sistemdir. Bu ydntemin amaci, ¢alismanin bilimsel niteligini ve 6zglinligunl ényargisiz bir sekilde
degerlendirmek, sirecin objektif ve adil bir ortamda islemesini saglamaktir.

Gift Kor Hakemlik Sisteminin igleyisi:

1. Kimlik Gizliligi: Cift kor sistemde, makale degerlendirme sireci boyunca yazarlarin ve hakemlerin kimlikleri gizli
tutulur. Yazar bilgileri, makaleye eklenmez veya anonimlestirilir. Hakemler de ayni sekilde anonim kalir ve yazarla
dogrudan iletisime gegemezler. Tum iletisim ve geri bildirim slreci, dergi yonetim sistemi Gizerinden editér araciligiyla
saglanir.

2. Degerlendirme ve Tarafsizlik: Hakemler, yalnizca uzmanlik alanlarina giren galismalari kabul ederek degerlendirme
surecine katilir. Yazarin kimligi bilinmediginden, degerlendirme sadece ¢alismanin icerigi, metodolojisi ve bilimsel
katkisi Gzerinden yapilir. Bu sistem, ¢alismanin bilimsel kalitesine dayali adil bir degerlendirme sureci saglar.

3. Gizlilik Yukdmluluga: Hakemler, degerlendirme sirecinde elde ettikleri tm bilgileri gizli tutmak zorundadir.
Calismalar hakkinda elde edilen bilgiler veya fikirler, siirecin sonunda yok edilir ve Gg¢lincu sahislarla paylasiimaz.
Gizlilik ilkesine riayet edilmemesi, ciddi bir etik ihlal olarak kabul edilir.

4. Cikar Gatismasi Bildirimi: Hakemler, dederlendirme slrecinde ¢ikar ¢atismasi oldugunu fark ederlerse bu durumu
derhal editére bildirmelidir. Cikar ¢atismasi durumunda, hakem degerlendirme sirecinden ¢ekilmelidir. Bu durum,
hakemin degerlendirmeyi tam bir tarafsizlikla gergeklestirmesini glivence altina almak igin 6nemlidir.

5. Geri Bildirim ve Yapici Elegtiri: Cift kor dederlendirme sirecinde, hakemlerin geri bildirimleri yazarlar igin yonlendirici
ve yapici olmalidir. Hakemler, yalnizca ¢calismanin bilimsel yeterliligini ve yontemlerini ele almakla yukidmludurler. Geri
bildirim slrecinde kullanilan dilin saygili ve yapici olmasi, bilimsel etik agisindan énemlidir. Hakem geri bildirimleri,
makale Uzerinde yapilacak diuzeltmeler i¢in yazar tarafindan dikkate alinir ve makalenin gelistiriimesine yardimci olur.
Cift kor degerlendirme sistemi, yazarlarin kimliklerinin gizlenmesiyle ¢alismanin tarafsiz dederlendiriimesini saglar. Bu
yontem, makale degerlendirme sirecinde 6nyargilari azaltarak bilimsel nesnelligi 6n planda tutar ve TIFMPC’nin etik
ilkelerine uygun olarak, yuksek kalitede bilimsel yayinlarin olusturulmasini destekler.

Hakemler, calismada insan ve hayvan haklarinin korunmasina yonelik etik kurallara uyulup uyulmadigini kontrol
etmelidir. Etik ihlal tespit edilmesi durumunda, hakemler bunu editore bildirmekle yukimltudur.

Yayincinin Etik Sorumluluklar

- Yayin Zaman Siniri ve Gecikme: Dergiye gdnderilen makalelerin yayin siirecinin maksimum 6 ay icinde
tamamlanmasi hedeflenir. Hakem ya da yazar tarafindan talep edilen diizeltmeler, bu zaman dilimine dahil degildir.

- Geri Cekme ve Dizeltme Proseduri: Hakem sureci basladiktan sonra makaleler geri ¢cekilemez; ancak yayinlanmis
bir makalede ciddi bir hata tespit edilirse editérler dizeltme veya kaygi ifadeleri yayimlayabilir. Bununla birlikte, geri
¢cekme yalnizca editor karari ile yapilir.

Dergide yayimlanan makaleler, Creative Commons Atif-GayriTicari 4.0 Uluslararasi Lisansi ile lisanslanmaktadir. Bu
lisans, yayimlanan igeriklerin ticari olmayan amaglarla paylagiimasina izin verir ve yazarlarin eserlerine atif yapiimasini
zorunlu kilar.
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Bilgilendirilmis Onam Politikasi

Turkish Journal of Family Medicine and Primary Care, insan ve hayvanlar lGizerinde gerceklestirilen tim arastirmalarda
bilgilendirilmis onam gerekliligine titizlikle uyar. Bilgilendiriimis onam politikamiz, “Helsinki Bildirgesi 2024” ve
“Uluslararasi Tip Dergisi Editorleri Komitesi (ICMJE)” tarafindan belirlenen ilkelere uygun olarak yiritdlir. insan veya
hayvan Ornekleri Gizerinde yapilan klinik galismalar igin onam ve etik kurul onayi alinmali ve yéntembilim bdlimiinde
agikga belirtilmelidir.

insan géniilliilerle yiritilen galismalarda, katihmcilar arastirma prosediirleri hakkinda bilgilendirilmeli ve yazili onam
formu imzalanmalidir. insan verileri kullanilarak yapilan tiim galigmalarda ilgili izinler alinmali ve yazarlar bu belgeleri
yasal durumlar i¢in saklamahdir.

Hayvan deneylerine dayali ¢galismalarda, ilgili etik kurumlardan onay alinmali ve bu bilgi makalenin gere¢ ve yontem
bélimunde belirtiimelidir.

Yapay Zeka Kullaniminin Seffaf Raporlanmasi

Yazarlar, TUFMPC'ye gonderilen igeriklerde yapay zeka (YZ) teknolojilerinin kullanildigini su durumlarda agik¢a
belirtmelidir:

(a) Bize sunulan herhangi bir icerikte,

(b) Yazarlarin diger calismalariyla iligkili igeriklerde,

(c) Atifta bulunulan kaynaklarda.

Yapay zeka kullanimi seffaf bir sekilde su bilgilerle agiklanmalidir:

- Katki Beyani: Yapay zeka teknolojilerinin kullanimi, makalenin "Tesekkur" béliminde agik¢a belirtiimelidir.

- Yéntemler BolumU: Eger YZ, arastirma slrecine dahil edilmisse, ydntem bélimunde detayl bir agciklama yapiimalidir.
YZ Kullanimiyla ilgili Verilmesi Gereken Bilgiler

Yazarlar, YZ teknolojilerinin kullanimiyla ilgili agagidaki bilgileri saglamalidir:

- Kullanilan YZ Teknolojisi: Kullanilan yapay zeka teknolojisinin adi agikg¢a belirtiimelidir.

- Kullanim Nedeni: Yapay zekanin hangi amagla kullanildidi agiklanmalidir.

YZ Kullanimina Yo6nelik Degerlendirme

Dergi, YZ teknolojilerinin kullaniminin ve bu kullanimin seffaf bir sekilde raporlanmasinin dergi politikalarina uygun
olup olmadigini degerlendirir. Yeterli aciklama yapilmadiginda veya YZ'nin uygunsuz sekilde kullanildidi tespit
edildiginde, makale reddedilebilir.

Bu metin, TJFMPC dergisinin etik ilkelerini ve YZ kullanimina iligkin seffaflik politikasini agik bir sekilde sunmaktadir.

intihal Politikasi

Turkish Journal of Family Medicine and Primary Care intihal konusunda son derece hassastir. Tim basvurular, hakem
degerlendirmesi ve/veya Uretim slreci sirasinda herhangi bir noktada bir benzerlik tespit yazilimi tarafindan taranir.
ifadelerin veya ciimlelerin yazari siz olsaniz bile, metin daha énce yayinlanmis verilerle kabul edilemez bir benzerlige
sahip olmamalidir.

Benzerlik orani toplamda %15'in tizerinde olan (tek kaynaktan> %5) makaleler diizeltiimek Uzere yazarina geri
gonderilecektir. Kaynaklar bolimi ve 3 kelimeden az olan benzerlikler dikkate alinmayacaktir. Bazi yazilarda, gereg ve
ydntem bolimlerindeki benzerlikler editor kararina gore dikkate alinmayabilir.

intihal, alinti manipiilasyonu ve veri tahrifati/uydurma gibi iddia edilen veya siiphelenilen arastirma suiistimali
durumunda, Yayin Kurulu COPE (CC BY-NC-ND) yonergelerini izleyecek ve buna gore hareket edecektir.

Telif Politikasi

Yazarlar, Telif Hakki Lisans S6zlesmesini imzalayarak, makalenin TIFMPC tarafindan yayinlanmak tzere kabul
edilmesi durumunda Creative Commons Alinti-Gayri Ticari-Turetilemez 4.0 Uluslararasi (CC BY-NC-ND) kapsaminda
lisanslanacagini kabul ederler. Yazarlar, makalenin yayina kabul edilmesi halinde telif haklarini TUFMPC dergisine
devretmeyi kabul ederler.

Yazarlar makalelerini CC-BY-NC-ND lisansi altinda kullanma ve yeniden kullanma hakkina sahiptirler.

Yayin Haklari Formu doldurulmali, tim yazarlarca imzalanmali ve derginin ¢evrimici degerlendirme sistemine
yuklenmelidir.

TJFMPC tarafindan yayinlanan tim makaleler, Creative Commons Alinti-GayriTicari-TUretilemez 4.0 Uluslararasi
Lisansina (CC BY-NC-ND) tabidir. Bu Lisans, makalenin uygun sekilde belirtiimesi, kullanimin ticari olmamasi ve
herhangi bir degisiklik veya uyarlama yapilmamasi kosuluyla, herhangi bir ortamda kullanima, dagitiimasina ve
¢ogaltilmasina izin verir. Lisans kosullari hakkinda daha fazla bilgi i¢in lUtfen su adrese bakin:
https://creativecommons.org/licenses/by-nc-nd/4.0/

CC BY-NC-ND asagidaki unsurlari igerir:

BY — Olusturanlara uygun referans verilmelidir.

NC — Calismanin yalnizca ticari olmayan kullanimlarina izin verilir

ND — Calismanin tirevlerine veya uyarlamalarina izin veriimez
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Acik Erigim Politikasi

Turkish Journal of Family Medicine and Primary Care, acik erisimli bir dergi olup, tim igerigin kullaniciya veya
kurumuna Ucretsiz olarak erisilebilir oldugu anlamina gelir. Dergideki makalelerin tam metinlerini yayinci veya
yazardan énceden izin almaksizin “bilimsel literatlirin internet araciyla finansal, yasal ve teknik bariyerler olmaksizin,
erigilebilir, okunabilir, kaydedilebilir, kopyalanabilir, yazdirilabilir, taranabilir, tam metne baglanti verilebilir, dizinlenebilir,
yazilima veri olarak aktarilabilir ve her tirll yasal amag igin kullanilabilir olmasi”dir. Bu, Budapeste Acgik Erisim
Girigsimi'nin (BOAI) acik erisim tanimina uygundur.

http://www.budapestopenaccessinitiative.org/list_signatures/
https://www.budapestopenaccessinitiative.org/translations/turkish-translation

Hakemlik Siireci

Turkish Journal of Family Medicine and Primary Care'e gonderilen tim makaleler ¢ift kér hakem degerlendirmesinden
gegirilir. Hem yazarlar hem de hakemler birbirlerini tanimazlar. Makale basvurusu sirasinda en az G¢ hakem onerisi
zorunludur. Dergi, hakem havuzunu genisletmek icin bu dnerilen hakemleri kullanabilir. Ancak bu, her zaman 6nerilen
hakemlerin degerlendirmesinin saglanacagi anlamina gelmez.

Akran degerlendirmesinin birincil amaci, bir makalenin yayinlanip yayinlanmayacagina karar vermek (kaliteye ve
dergiye uygunluguna goére) ve makaleyi yayinlanmadan 6nce olabilecek en iyi haline getirmektir. TiUm bagvurular 6nce
dahili bir akran degerlendirme sirecinden gecer. Bu degerlendirmede atanan bir alan editdri, makaleyi kabul etme
veya reddetme konusundaki ilk karari verir (6rnegin, konu derginin kapsami digindadir, bilimsel gecerlilikte dnemli
kusurlar vardir, vb.). Editér, makalenin ilgi ¢ekici olabilecegini digtnurse, dis hakem degerlendirmesi igin génderilir.
Hakemler uzmanlik alanlarina gére segilir. istenen siire igcinde yiiksek kaliteli incelemeler veren hakemler tercih edilir.
Nitelikli hakem incelemeleri elde edildikten sonra editor, hakemlerin elestirileri, tavsiyeleri, derginin amaglarina
uygunlugu, klinisyenlere veya arastirmacilara yararlihdi gibi diger faktorleri de goz éniinde bulundurarak bir karar verir.

Akran Hakem Seg¢imi

Hakemler, makalenin konusuyla ilgili calisma ve deneyimlerine gore secilir. Makale dederlendirmesi icin segcilen
hakemler, gonderilen makalenin gu¢li ve zayif yonlerini belirleyen ve farkli bakis agilarindan analiz eden hakemlerdir.
Hakemlerden kendilerine atanan makaleyi incelemeleri, derginin amag ve kapsamiyla iligski dizeyini belirlemeleri ve
TJFMPC'de yayinlanmaya uygunlugu hakkinda yazili bir géris bildirmeleri istenir. Hakemler sadece makaleyi analiz
etmek ve yorum yapmakla kalmamali, ayni zamanda yazinin netligi ve kalitesi, bilimsel yaklasimin gegerliligi ve
makalenin yeni bilgiler saglayip saglamadigi gibi konular hakkinda da géris bildirmelidir. Hakemlerin ayrica yazarlara
makaleyi gelistirmede yardimci olacak énerilerde bulunmalari da beklenir.

Dergi Akran Hakemleri i¢in Etik Kurallar

Secilen hakem bir akran degerlendirmesi gorevini kabul ettiginde, gézden geciren kisi biyomedikal yayincilikta yaygin
olarak kabul edilen etik standartlari pesinen kabul eder. Hakemlerin etik sorumluluklari "Etik ilkeler ve Yayin Politikasi"
bashgi altinda ayrintili olarak verilmistir.

Turkish Journal of Family Medicine and Primary Care igin hakemler sunlari kabul etmelidir:

* MUmkin oldugunca dikkatli ve objektif bir inceleme yapin.

« Editériin son teslim tarihine uyun.

* Acik fikirli yenilikleri veya kendinizinkinden farkli yaklagimlari da degerlendirin.

Yalnizca makalenin guglu ve zayif yonlerini belirlemeyi degil, ayni zamanda kiguk noktalari agiri derecede
elestirmeden yazarlara makalelerini gelistirmeleri icin faydali geri bildirim saglamayi hedefleyen dengeli bir elestiri
saglayin.

« Fikri mulkiyetin kétuye kullaniimasi gibi bilimsel suistimallerden kaginin.

* Her yaziyi son derece gizli bir belge olarak ele alin.

* Yazarlarin fikirlerinin gizliligi her zaman garanti edilmelidir.

« Etik kaygilarla ilgili yorumlari gizlilik icinde editorlere iletin.

» Makaleyle ilgili sorular i¢in yazarla iletisime gecilmesine izin verilmez.

» TUm elestiriler yazili olarak rapor edilmelidir.

« incelemenin bitiminden énce editére belirlenen herhangi bir ¢ikar catismasi varsa (gercek veya algilanan) bildirin. Her
potansiyel catisma yazinin reddedilmesini gerektirmez.

» Hakemler, adil bir inceleme saglayabileceklerine inaniyorlarsa, potansiyel geliskileri editdrlerle tartismaya tesvik
edilirler.

» Asagidaki geligkiler mevcutsa dnerilen gérevi reddedin: Mali gikarlar, 6nemli mesleki veya kisisel iliskiler veya
rekabetler, galisma sorusuna/yaklagimina karsi antipati, siyasi veya 6zel ¢ikar iligkiler.
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Hakem Yoénergeleri

Potansiyel hakemlerle, makale bash{i, 6zet ve teslim tarihini iceren e-posta yoluyla iletisime gegilir. Secilen hakem
adayi, kendisine génderilen hakemlik atamasini iki hafta icinde kabul veya reddeder. Belirtilen sire iginde yanit
verilmemesi, bir ret olarak degderlendirilecektir. Verilen son teslim tarihi (genellikle gérev kabul tarihinden itibaren dort
hafta) kargilanamadidinda, bir son uzatma tarihi 6nerilir. Hakemler genellikle konu ile ilgili deneyimli 6gretim Uyeleri ve
arastirmacilar arasindan segilir. Bazen konuyla iligkili diger alanlardan ¢alismanin bazi yoénlerine katkida bulunabilecek
hakemler de segilebilir.

Yazim Kurallari
Yazi hazirlama kurallarn:

1.

2.

3.

Yaazi stili: Yazilar, Microsoft Word programi ile hazirlanmali, metin "Times New Roman" karakteri ile 10
puntoda ve tek satir aralikli olarak yazilmaldir. Satir numarasi verilmelidir.

Kelime sinirlamasi: Hazirlanan yazilarin, arastirma makaleleri igin 3000, nitel galismalar i¢in 4000, derleme
yazilari i¢in 4000, editére mektup igin 750, olgu sunumlari igin 2500 kelimeyi gegmemesi Onerilir.
Kisaltmalar, semboller ve birimler: Kisaltmalar ilk gectigi yerde parantez iginde yazilmali ve daha sonra
metinde kisaltma olarak kullaniimalidir. Cins ve tiir adlari Latince ve italik olarak belirtiimelidir. Tim &lgtimler
Uluslararasi Birimler Sistemine gore belirtiimelidir. (https://www.bipm.org/en/measurement-units)

Tablolar ve sekiller: Tim yazi tipleri igin yediyi, editdre mektup icin ikiyi gegmemesi 6nerilir. Tablo icermeyen
batin géranumler (fotograf, ¢izim, diyagram, grafik, harita vs.) sekil olarak adlandiriimalidir. Her bir tablo ve
sekil, metin icinde bulunmasi gereken yere yerlestiriimelidir ve metin icinde génderme yapilmalidir. Metin
icindeki gdndermeler parantez iginde ve ilgili gorselin sayr numarasi ile verilmelidir. Birden fazla gorsele
génderme yapilacak ise ilgili numaralar tire ile ayrilarak belirtiimelidir (Orn. Tablo 1-2). Biitiin tablo ve sekiller
metin icinde ardisik olarak numaralandiriimalidir. Kullanilan kisaltmalar sekil ve tablo altinda aciklanmalidir.
Resimler/fotograflar renkli, ayrintilari gérilecek derecede kontrast ve net olmalidir. Net baski elde edilebilmesi
icin sekil, resim/fotograflar ayri birer tif, .png, .jpg veya .gif dosyasi olarak (en az 300 dpi ¢ézunurlikte
taranarak) dergiye ayrica iletilmelidir.

Bir yazi agsagidaki bélimlerden olugmalidir:

1.

10.

Baslik (Tirkge ve ingilizce): Tercihen calisma popiilasyonunu veya ortamini ve galisma tasarimini belirtmelidir.
Calisma tasarimi (alt) baslikta agik¢a belirtiimelidir. Diger makale tdrleri i¢in, baslik makalenin ana mesajinin
6zIlG bir agiklamasi olmalidir.

Ozet (Turkge ve ingilizce): Arastirma yazilari igin giris, ydntem, bulgular, sonug seklinde yapilandiriimis, diger
yazilar i¢in bélimsiz olmali, 250 kelimeyi agsmamalidir.

Anahtar kelimeler (Tirkge ve ingilizce): 2-5 adet arasi olmalidir. Tirkge anahtar kelimeler Tiirkiye Bilim
Terimlerine (https://www.bilimterimleri.com/) ve ingilizce anahtar kelimeler Medical Subject Headings’e
(https://meshb.nim.nih.gov/search) uygun olarak verilmelidir.

Yazi tipine gore alt basliklar:

a. Arastirma yazilari: Girig, ydntem, bulgular, tartisma, sonug,

b. Olgu sunumlari: Girig, olgu, tartisma, sonug,

c. Derleme, editére mektup: Yazar(lar) tarafindan belirlenen baslik ve alt basliklar icerebilir.

Finansal Destek: Arastirmanin yuriatilmesi igin finansal destek belirtiimelidir. Higbir fon kaynagi yoksa, bu
durum “Bu arastirma herhangi bir fonlama kurulusu/sektoériinden hibe almamistir.” seklinde bildirilmelidir.
Etik Beyan: “Bu ¢alisma ....... Etik Kurulu (Tarih, sayi no) tarafindan onaylanmigtir.”

Cikar Catismasi: Yazarlarin herhangi bir ¢gikar catismasi yoksa, "Yazarlar ¢ikar catismasi olmadigini beyan
etmektedir." seklinde yazilmalidir.

Tesekkdir: Yazarlik kriterlerini karsilamayan ancak arastirmaya katkida bulunanlara ¢alismanin tesekkdr
bélimunde yer verilmelidir. Kigilere, hibelere, fonlara, projelere, vb. yapilan tesekkulr kisa tutulmali, isimler agik
ve eksiksiz olarak yazilmalidir.

Ek Bilgi: Calisma tipta uzmanlik, ylksek lisans veya doktora tezinden uretiimigse veya bilimsel toplantilarda
sunulmussa daha 6nceki kullanimina yonelik bilgiler asagidaki kosullara gére verilmelidir.

» Calisma Ozet bildiri olarak yayinlanmig ise; bildiri bashgi, etkinligin adi, tarihi ve yer bilgisi yazilmalidir.

* Calisma tezlerden Uretilmis ise; tezin adi, danismanin adi, yapildigi Gniversite ve enstitu bilgileri ile birlikte
tamamlanma tarihi ve yer bilgisi yazilmalidir.

« Belirtilen kosullar disinda sunulmus ve bir kismi yayinlanmis ¢alismalardan Uretilmis makaleler igin etkinlik
bilgileri ayirt edici sekilde yazilmalidir.

Kaynaklar: Arastirma makaleleri igin 30, derleme yazilari igin 50, olgu sunumlari igin 20, editére mektup igin
10’dan fazla olmamasi énerilir. Kaynaklar makalede gelis sirasina gére yazilmali, metin icinde veya cimle
sonunda Ustsimge olarak noktalama isaretinden hemen sonra belirtiimelidir. Kaynaklarin dogrulugundan
yazar(lar) sorumludur.

Kaynak stili olarak Amerikan Ulusal Tip Katiphanesi (National Library of Medicine, NLM) tarafindan
uyarlanmis olan bir ANSI standart stili kullaniimaktadir. Dergi isimleri NLM Catalog'daki sekilleriyle
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kisaltilmahdir. (https://www.ncbi.nlm.nih.gov/nimcatalog/journals)

Yaygin kullanilan kaynaklar i¢in érnekler asagida sunulmustur (noktalama isaretlerine 6zellikle dikkat edilmesi
onemlidir). Diger kaynak atifta bulunma ornekleri igin yazar(lar)
https://www.nIm.nih.gov/bsd/uniform_requirements.html sitesine basvurabilir(ler).

Yazarlarin; randomize ¢alismalar icin CONSORT, gézlemsel ¢alismalar icin STROBE, tanisal/prognostik
calismalar icin STARD, sistematik derleme ve meta-analizler igcin PRISMA, deney hayvanlari ile yapilan preklinik
¢alismalar icin ARRIVE, non-randomize davranissal ve toplum saghgi girisimsel galismalari icin TREND ve olgu
sunumlari icin CARE kilavuzlarina uymalari énerilir. Bu raporlama kilavuzlarina EQUATOR agindan (www.equator-
network.org/home/) ve National Library of Medicine-NLM “Research Reporting Guidelines and Initiatives” baglikli web
sitesinden (www.nlm.nih.gov/services/research_report_guide.html) ulasilabilir.
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Letter to the Editor / Editore Mektup
The Critical Role of Physical Medicine and Rehabilitation Specialists in
Multidisciplinary Healthcare Services
Fiziksel Tip ve Rehabilitasyon Uzmanlarinin Multidisipliner Saghk Hizmetlerindeki
Kritik Rolii
iThan Celil OZBEK

Abstract

The review article titled "Multidisciplinary Approach Practices in Healthcare: Family Medicine and Occupational Therapy" authored by Inan
et al. and published in Volume 18, Issue 4 of your journal, has highlighted the importance of interdisciplinary collaboration in healthcare,
making it a valuable contribution to the field. While appreciating this comprehensive perspective, I believe that emphasizing the critical role
of physical medicine and rehabilitation (PM&R) specialists in this process would further strengthen the multidisciplinary approach.

Keywords: Physical Medicine and Rehabilitation, Multidisciplinary Approaches, Family Medicine, Healthcare Services

Ozet

Derginizin 18. Cilt 4. sayisinda, Sayin inan ve ark. tarafindan kaleme alman "Saghk Hizmetlerinde Cok Disiplinli Yaklasim Uygulamalart:
Aile Hekimligi ve Ergoterapi" baslikli derleme, saglik hizmetlerinde disiplinler arasi isbirliginin dnemini vurgulayan degerli bir ¢alisma
olmustur. Bu kapsamli bakig agisint memnuniyetle karsilarken, fiziksel tip ve rehabilitasyon uzmanlarinin bu siirecteki kritik roliiniin daha
fazla vurgulanmasimin multidisipliner yaklasimi giiclendirecegine inaniyorum.

Anahtar Kelimeler: Fiziksel tip ve rehabilitasyon, Multidisipliner yaklagimlar, Aile hekimligi, Saglik hizmetleri
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Giris

Derginizin 18. Cilt 4. sayisinda, Saym Inan ve ark. tarafindan kaleme alinan "Saglik Hizmetlerinde Cok Disiplinli
Yakiasim Uygulamalari: Aile Hekimligi ve Ergoterapi” baslikli derleme, saglik hizmetlerinde disiplinler arasi
isbirliginin 6nemini vurgulayan degerli bir ¢alisma olmustur.' Bu kapsaml1 bakis a¢isint memnuniyetle karsilarken,
fiziksel tip ve rehabilitasyon (FTR) uzmanlarinin bu siiregteki kritik roliiniin daha fazla vurgulanmasinin
multidisipliner yaklasimi giiglendirecegine inantyorum.

Aile hekimligi, temel ilkelerinden olan kapsamli bakim ile entegre ve koordine hizmet sunumu dogrultusunda,
bireylerin sagligini gelistirme, koruma, tedavi etme, bakim saglama gorevini iistlenirken diger disiplinler ve ilgili
saglik kuruluslariyla igbirligi yapmada Onemli bir rol oynar. FTR uzmanlarinin, aile hekimligi disiplininin
multidisipliner yaklasimlarinda oynadig1 kritik rol, 6zellikle kronik hastaliklarin yonetimi ve hastalarin yasam
kalitesini artirmaya yonelik tedavilerde kendini gostermektedir. Aile hekimleri, hastalarin genel saglik durumunu
degerlendirirken FTR uzmanlan ile igbirligi yaparak kas-iskelet sistemi rahatsizliklari, ndrolojik bozukluklar ve
kronik agr1 yonetimi gibi konularda entegre bir yaklasim sunmaktadir.**

Fiziksel Tip ve Rehabilitasyon Uzmanlarimin Multidisipliner Yaklasimdaki Rolii

FTR uzmanlar, hastalarin fonksiyonel bagimsizligini artirmak, yasam kalitesini iyilestirmek ve kronik hastaliklarin
yonetiminde ¢ok nemli katkilar saglamaktadir. Ozellikle multidisipliner ekip galismalar1 iginde FTR uzmanlari,
kas-iskelet sistemi hastaliklarindan inme ve nodrolojik bozukluklara kadar genis bir yelpazede rehabilitasyon
siirecini yonlendirmekte, hastalarin fiziksel, biligsel ve sosyal islevlerini iyilestirmeye yonelik kisisellestirilmig
tedavi planlar1 sunmaktadir.

Aile hekimligi ve FTR disiplinleri arasindaki igbirligi, 6zellikle birinci basamak saglik hizmetlerinde kritik dneme
sahiptir. Aile hekimleri, hastalarin temel degerlendirmelerini yaparak FTR uzmanlarina yonlendirme yaparken,
FTR uzmanlari, hastalarin fonksiyonel durumlarimi iyilestirmeye yonelik 6zellestirilmis tedavi planlar1 olusturur.
Bu siireg, kas-iskelet sistemi rahatsizliklar1 ve kronik hastalik yonetimi basta olmak {izere, hasta odakli bir bakim
modelinin uygulanmasini saglar.

Ornegin, inme sonrasi rehabilitasyonda FTR uzmanlari, nérologlar, fizyoterapistler, ergoterapistler ve sosyal
hizmet uzmanlariyla isbirligi yaparak hastalarin sadece tibbi degil, ayn1 zamanda fonksiyonel ve psikososyal
gereksinimlerini de karsilamaktadir. Bu igbirligi, hastalarin iyilesme siirecini hizlandirirken tekrar hastaneye yatis
oranlarini azaltmakta ve yasam kalitesini artirmaktadir.’

Kanser hastalarinda FTR uzmanlarmin multidisipliner ekiplerdeki yeri hayati 6neme sahiptir. Onkolojik
rehabilitasyon, yalnizca fiziksel iyilesmeyi degil, ayn1 zamanda hastalarin psikososyal ve fonksiyonel durumlarini
da ele alan biitiinciil bir yaklagimi gerektirir. Fiziksel tip ve rehabilitasyon uzmanlari; Kemoterapi ve radyoterapi
sonras1 gelisen kas-iskelet sistemi agrilar1 ve yorgunluk sendromu gibi komplikasyonlar1 yonetir. Lenfédem gibi
durumlarda manuel lenf drenaji ve kompresyon terapisi gibi 6zel miidahalelerle hastalarin yasam kalitesini artirir.
Kas kuvveti, denge ve mobiliteyi artirmaya yonelik kisisellestirilmis egzersiz programlari ile hastalarin giinliik
yasam aktivitelerine bagimsiz olarak katilmalarini saglar.® Ayrica, obezite, diyabet ve yaslanmaya bagli fonksiyon
kayiplarinin yonetiminde, bu iki disiplin arasindaki koordinasyon, saglikli yasam aliskanliklarinin kazandirilmasini
ve yagam kalitesinin artirilmasini destekler.

Bu multidisipliner ekip ¢alismasinda, fizyoterapistler, is ugras: terapistleri ve diger yardimci saglik personelleri,
FTR uzmanlarinin denetimi ve rehberligi altinda c¢alisarak hastalara daha etkin bir rehabilitasyon hizmeti
sunmaktadir.

Sonug¢

Saglik hizmetlerinde disiplinler arasi isbirligi modelinin basarisi, ekip tiyelerinin yetkinliklerinin etkili bir sekilde
koordine edilmesine baghidir. FTR uzmanlari, yalnizca kendi klinik bilgi ve becerilerini degil, ayn1 zamanda ekip
iiyelerinin performansint da yoneterek hasta bakiminin biitlinciil ve etkili bir sekilde sunulmasimi saglar. Aile
hekimligi ve FTR disiplinleri arasindaki uyumlu igbirligi, multidisipliner yaklagimlarin bagarili bir sekilde
uygulanmasini saglayan temel unsurlardan biridir. Bu baglamda, FTR uzmanlarinin ve onlarin denetimindeki
yardimer saglik personelinin multidisipliner ekiplerdeki roliiniin vurgulanmasinin saglik hizmetlerinin kalitesini
artiracagina inantyorum.
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Abstract

Objective: Increased workload, fear of becoming infected and spreading the virus, and uncertainties about the disease have created a serious psychological
burden on primary care workers who undertake important tasks in the COVID-19 pandemic. The aim of this study was to determine the stress, anxiety and
depression levels, coping styles and related factors caused by the pandemic, which left deep traces in the society, in primary health care workers.

Method: Between July and September 2020, an online questionnaire consisting of questions about sociodemographic characteristics and problems that may
be experienced during the pandemic period, and the Hospital Anxiety Depression Scale (HADS), Coping Styles Scale Brief Form (Brief-COPE) and Impact of
Events Scale Revised Form (IES-R) were administered to 316 family physicians and family health workers (FHWs).

Results: Of the healthcare workers, 59.5% (n=188) were physicians, 49.7% (n=157) were women, and their professional experience were 11.6+7.5 years. The
frequency of traumatic stress, anxiety and depressive symptoms were 55.7% (n=176), 40.8% (n=129) and 71.8% (n=227), respectively. Traumatic stress was
found to be higher in women (p=0.001), in those who had chronic patients at home (p=0.011), in those who stated that they could not easily reach the personal
protective equipment (PPE) (p<0.001), and in those who did not feel safe themselves in terms of COVID-19 while working (p=0.007). Anxiety levels of
FHWs were found to be higher (p=0.001). Those with significantly higher levels of both anxiety and depression were women (p<0.001 and p=0.006,
respectively), those with chronic patients at home (p=0.001 and p=0.004, respectively), those who stated that they could not easily access PPE (p<0.001 and
p=0.002, respectively), and those who did not feel safe themselves in terms of COVID-19 while working (both p<0.001). It was found that both adaptive and
maladaptive coping styles were used more by women (p<0.001 and p=0.042, respectively) and adaptive styles were used more by those who were married and
by FHWs (p=0.030 and p=0.032, respectively). It was determined that traumatic stress was 68% less common in physicians compared to FHWs (OR: 0.32
[95% CI: 0.15-0.71], p=0.018). The presence of stress was found to be a risk factor for both anxiety (OR: 2.74 [95% CI: 1.38-5.45], p=0.004) and depression
(OR: 2.11 [95% CT: 1.03-4.32], p=0.042).

Conclusion: Regular monitoring to assess the effects of the pandemic on primary care workers and implementing appropriate programmes to provide
emotional, psychological and social support to healthcare workers should be a top priority during the pandemics.

Key words: COVID-19 pandemic, primary care workers, traumatic stress, anxiety, depression, coping styles

Ozet

Amac: COVID-19 pandemisinde dnemli gorevler iistlenen birinci basamak c¢aliganlarinda artan is yiikii, enfekte olma ve hastaligi yayma korkusu, hastalik
hakkindaki belirsizlikler gibi nedenler ciddi psikolojik yiik olusturmustur. Bu ¢aligmadaki amag; toplumda derin izler birakan pandeminin birinci basamak
saglik caligsanlarinda yarattig1 stres, anksiyete ve depresyon diizeylerini, bas etme stillerini belirleyip iliskili faktorleri incelemektir.

Metot: Temmuz ve Eylil 2020 tarihleri arasinda 316 aile hekimi ve aile sagligi elemanma (ASE) sosyodemografik 6zellikler ve pandemi déneminde
yasanabilecek sorunlara dair sorular ile Hastane Anksiyete Depresyon Olgegi (HADO), Basa Cikma Stilleri Olgegi Kisa Formu (BCSO-KF) ve Olaylarin
Etkisi Olgegi Revize Formundan (OEO-R) olusan bir online anket uygulanmustir.

Bulgular: Saglik calisanlarinin %59,5’i (n=188) hekim, %49,7’si (n=157) kadin, meslekteki hizmet yillar1 11,6+7,5 idi. Travmatik stres, anksiyete ve
depresif belirti siklig1 sirastyla %55,7 (n=176), %40,8 (n=129) ve %71,8 (n=227) idi. Travmatik stresin kadinlarda (p=0,001), evinde kronik hasta olanlarda
(p=0,011), kisisel koruyucu ekipmana (KKE) kolay ulasamadigin belirtenlerde (p<0,001), ¢alisirken kendini COVID-19 agisindan giivende hissetmeyenlerde
(p=0,007) daha yiiksek oldugu tespit edilmistir. ASE’lerin anksiyete diizeyleri daha yiiksek bulunmustur (p=0,001). Hem anksiyete hem de depresyon
seviyeleri anlaml diizeyde yiiksek bulunanlarsa kadinlar (sirasiyla p<0,001 ve p=0,006), evinde kronik hasta olanlar (sirastyla p=0,001 ve p=0,004), KKE’ye
kolay ulagamadigini belirtenler (sirasiyla p<0,001 ve p=0,002), ¢alisirken kendini COVID-19 agisindan giivende hissetmeyenler (her iki p<0,001) idi. Hem
adaptif hem de maladaptif basa ¢ikma stillerini kadinlarmn (sirasiyla p<0,001 ve p=0,042); adaptif stilleri evlilerin ve ASE’lerin daha fazla kullandiklar:
saptanmustir (sirastyla p=0,030 ve p=0,032). Hekimlerde travmatik stresin ASE’lere oranla %68 daha az goriildiigii (OR: 0,32 [%95 GA: 0,15-0,71], p=0,018);
belirlenmistir. Stres varliginin hem anksiyete (OR: 2,74 [%95 GA: 1,38-5,45], p=0,004) hem de depresyon (OR: 2,11 [%95 GA: 1,03-4,32], p=0,042) i¢in risk
faktori oldugu saptanmustir.

Sonug: Birinci basamak ¢aliganlarinin pandemi etkileri agisindan diizenli izlenmesi ve saglik ¢aliganlarina duygusal, ruhsal ve sosyal destek vermek igin
uygun programlarin hayata gecirilmesi pandemilerde birincil dncelik olmalidir.

Anahtar kelimeler: COVID-19 pandemisi, birinci basamak galiganlari, travmatik stres, anksiyete, depresyon, basa ¢ikma stilleri
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Giris

Koronavirus 2019 (COVID-19) pandemisi yirmi birinci yiizyilin en dnemli sorunlarindan biri olmus, sosyal ve
psikolojik yikic1 etkileri diinya capinda hayatin her kosesinde hissedilmistir.' Bu donemde yasanan hasta olma ve
damgalanma korkusu, sosyal kisitlama ve kapanmalar, ekonomik faaliyetlerde azalma ile olusan gelir ve is
kayiplari gibi hayati olumsuz etkileyen durumlar insanlarin ruh sagligini da etkilemis, mental hastalik yiikiiniin ¢ok
ciddi boyutlara ulasmasina neden olmustur.”

Pandemide artan is yiikii ve degisen is diizeni nedeniyle saglik ¢alisanlarinin ruhsal agidan salgindan oldukga fazla
etkilendigi goriilmektedir.'” Salginin yiikiinii bircok agidan omuzlarinda tastyan, bu dénemde rutin hizmetlerinin
yani sira filyasyon ve COVID-19 agilamasi gibi pandemiyle ilgili gérevler de {istlenen birinci basamak caligsanlari
pandemiden etkilenen saglk ¢alisanlarmin basinda gelmektedir.* Yapilan calismalarda bu dénemde en sik tespit
edilen psikolojik sorunlarin arasinda stres, depresyon ve anksiyetenin Onemli bir yere sahip oldugu
vurgulanmaktadir.” Bu psikolojik sorunlar yasam kalitesini azaltmakta, islevsellikte azalmaya neden olabilmekte,
intihar riskini arttirmaktadir.® Ustelik pandemilerin olusturdugu ruhsal etkiler salgindan ¢ok sonra bile devam edip
kalici hale gelebilmekte, bu da sorunun tespiti ve gerekli dnlemlerin erkenden alinmasinin ne kadar Snemli
oldugunu gostermektedir.” Ayrica saglik calisanlarmi etkileyen her tiirlii olumsuz durum aym zamanda is giicii ve
performans kayb1 sonucunda hizmet sunumunun, dolayisiyla da tiim toplumun etkilenmesi anlamina gelmektedir.*
Epidemiler ve afetler gibi acil ve yerinde miidahale gerektiren durumlarda etkin cevap verme ve optimum hasta
bakimi saglayabilme ancak yiiksek kaliteli ve kusursuz isleyen bir birinci basamakla miimkiin olabilmektedir.®

Bu baglamda ¢alismanin amaci; salginda 6n safthada gorevler iistlenerek aktif ¢alisan, birey ve toplum sagligina
onemli katkilarda bulunan birinci basamaktaki aile hekimleri ve aile sagligi elemanlarinin (ASE) stres, anksiyete ve
depresif belirti sikliklarini saptayip pandemi siirecinden nasil etkilendiklerini, iligkili faktorleri ortaya koymak ve
bu durumla nasil bas ettiklerini tespit etmektir.

Metot

Arastirmanin Tiiri

Arastirma kesitsel ve tanimlayici tiptedir.

Arastirmanin Evreni ve Orneklemi

Arastirmanin evrenini Batman ve Diyarbakir’da 2020 yilinda aile sagligi merkezlerinde gorev yapmakta olan aile
hekimleri ve ASE’ler olusturmustur. Batman’da 199 aile hekimi ve 199 ASE’den 194’ (104 hekim ve 90 ASE),
(%48 cevap orani), Diyarbakir’da ise 496 aile hekimi ve 496 ASE’den 122’si (84 hekim ve 38 ASE), (%12 cevap
orant) olmak iizere toplam 188 aile hekimi ve 128 ASE ¢alismaya katilmistir. Her iki sehir i¢in total cevap orani
%22’dir. Calismanin dahil edilme ve hari¢ birakma kriteri bulunmayip akilli telefon araciligiyla ulagilan her saglik
caliganindan anketi goniilliilik esasi ile doldurmasi istenmistir. Calismada saglik ¢alisanlarinin hepsine online
olarak ulasilmasi1 hedeflenmis olup herhangi bir 6rneklem hesaplamasi yapilmamistir. Arasgtirmada herhangi bir
orneklem se¢im yontemi kullanilmadigindan 6rneklem biiyiikliigiiniin yeterli olup olmadigini belirlemek amaci ile
G Power 3.1.9.7 programu ile yapilan post hoc gii¢ analiziyle, gli¢ %99 olarak hesaplanmis; bu ¢alismada kullanilan
orneklem biiyiikliigliniin analizler i¢in yeterli glice sahip oldugunu gostermistir.

Veri Toplama Araclari

Katilimcilara 6nce sosyodemografik ozellikleri ve calisirken kendilerini giivende hissedip hissetmedikleri,
evlerinden ayr1 kalip kalmadiklar, psikolojik destege ihtiya¢ duyup duymadiklar gibi pandemi ddneminde
yasanabilecek sorunlara dair sorular sorulmus; daha sonra duygu durumlarina yodnelik Hastane Anksiyete
Depresyon Olcegi (HADO), zor durumlarla nasil bas ettiklerini 6grenebilmek igin Basa Cikma Stilleri Olgegi Kisa
Formu (BCSO-KF) ve COVID-19 salgmindan ne kadar etkilendiklerini tespit edebilmek i¢in de Olaylarn Etkisi
Olgegi Revize Formunu (OEO-R) doldurmalari istenmistir.

Hastane Anksiyete Depresyon Olgegi (HADO), hastada anksiyete ve depresyon yoniinden riski belirlemek,
diizeyini ve siddetini 6lgmek iizere Zigmond ve Snaith tarafindan 1983 yilinda gelistirilmis, Aydemir ve ark.
tarafindan 1997'de Tiirkgeye uyarlanmustir.”'® Olgek dortlii likert tipinde hazirlanmus olup toplam 14 sorudan
olusmaktadir; bunlarin yedisi (tek sayilar) anksiyeteyi, diger yedisi (¢ift sayilar) depresyonu 6l¢mektedir. Her bir
0lcek maddesi 0 ila 3 arasinda puanlanmakta ve her bir boyuttan minimum 0, maksimum 21 puan alinabilmektedir;
yiiksek puanlar artan riski gostermektedir. Tiirkiye'de yapilan calismada anksiyete alt 6lgegi kesme puam 10/11,
depresyon alt Olgegi kesme puani ise 7/8 bulunmustur; bu puanlarin {izerinde alanlar risk altinda olarak
degerlendirilmektedir. Bu calismada kesme puanlar1 anksiyete i¢in 11 ve {istli, depresyon i¢in 8 ve iistii alinmustir.
Bu o6rneklem igin i¢ tutarlilik katsayis1 (Cronbach a) anksiyete boyutu i¢in 0,857, depresyon boyutu i¢in 0,822
olarak hesaplanmustir.

Basa Cikma Stilleri Olgegi Kisa Formu (BCSO-KF), Carver ve ark.'nin 1989'da gelistirdigi uzun formunun yine
Carver tarafindan 1997'de kisaltilmasiyla gelistirilmistir.'' insanlarin giinliik yasamlarinda gii¢ ve bunalti verici
olaylarla ya da sorunlarla karsilagtiklar1 zaman nasil tepki verdiklerini arastirmak amaciyla kullanilmaktadir.
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Bacanli ve ark. tarafindan 2013 yilinda Tiirk¢eye uyarlanmustir.'” Olgek dortlii likert tipinde (1. Asla béyle bir sey
yapmam, 2. Cok az boyle yaparim, 3. Orta derecede boyle yaparim, 4. Cogunlukla boyle yaparim) hazirlanmis olup
toplam 14 boyut ve 28 maddeden olusmaktadir. Her bir alt boyut ayr1 degerlendirilmekte ve ayri ayri (minimum 2,
maksimum 8) puanlanmaktadir. Puanlarin diisiikliigli o boyutun az kullanildigina, puanlarin yiiksekligi ise o
boyutun daha fazla kullamldigmna isaret etmektedir. Olgegin planlama, aragsal sosyal destek kullanma, mizah,
duygusal sosyal destek kullanma, olumlu yeniden yorumlama, dine yonelme, diger etkinlikleri birakma,
kabullenme alt boyutlar1 adaptif basa ¢ikma stillerinin kullanimini; yadsima, kendini sinirlandirma, zihinsel olarak
ilgiyi kesme, davranissal olarak ilgiyi kesme, madde kullanimi, duygulara odaklanma ve ortaya koyma alt boyutlari
ise maladaptif basa ¢ikma stillerinin kullanimini gdstermektedir. Olgegin bu 6rneklemdeki i¢ tutarlilik katsayist
(Cronbach o) 0,803 olarak saptanmistir.

Olaylarm Etkisi Olgegi Revize Formu (OEO-R), travmatik olaylar karsisindaki psikolojik stres diizeyini dlgmede
kullanilmaktadir. Weiss ve Marmar tarafindan 1997'de gelistirilmis olup Tiirk¢eye Corapgioglu ve ark. tarafindan
2006'da uyarlanmustir.”*'* Olgekte son 7 giindeki belirtilerin siddetinin 0 (hig)-4 (gok fazla) arasinda likert tipinde
puanlandig1 3 alt boyut (yeniden yasama, kaginma, asir1 uyarilma) ve 22 soru bulunmaktadir. Olgegin Tiirkce
versiyonunun kesme puani 24-33 arasinda alinmakta, yiiksek puanlar yiiksek strese isaret etmektedir. Bu ¢alismada
kesme puani olarak 31 alinmis olup 31 ve iistiinde alinan puanlar travmatik stres varligi olarak degerlendirilmistir.
Olgegin bu 6rneklemdeki i¢ tutarlilik katsayisi1 (Cronbach o) 0,951 olarak tespit edilmistir.

Verilerin Toplanmasi

Caligma, 2020 yili Temmuz-Eyliil aylar1 arasinda Diyarbakir ve Batman’daki Aile Sagligi merkezlerinde ¢alisan
188 aile hekimi ve 128 ASE ile gerceklestirilmistir. Saglik ¢alisanlariin yogun calistiklar1 ve sosyal mesafenin
korunmasi gerektigi gz oniine alinarak anket katilimcilara online olarak akilli telefonlar1 {izerinden gonderilmis,
bunun i¢in Google Forms programi kullanilmistir. Sosyodemografik veri formu ve anketler Google Forms'a
yiiklenmisg, aile hekimi ve ASE’lere en ¢ok kullanilan sosyal ag uygulamasi olan whatsapp araciligi ile
gonderilmistir. Tamamlanan anketler Google Forms programindan Microsoft excel programina aktarilmis, veriler
kontrol edildikten sonra analiz igin istatistik programina yiiklenmistir.

Istatistiksel Analiz

Verilerin istatistiksel analizleri igin SPSS (Statistical Package for Social Sciences) for Windows 27.0 (IBM Corp.,
Armonk, USA) programi kullanilmistir. Numerik degiskenler ortalama+standart sapma, kategorik degiskenler say1
ve % (yiizde) ile gosterilmistir. Verilerin normal dagilima uyup uymadigina Kolmogorov-Smirnov testi, histogram
ve skewness-kurtosis ile bakilmis, normal dagilimdan énemli bir sapma olmadig tespit edilmistir. Iki bagimsiz
grubun karsilastirilmasinda Student t testi, siirekli veriler arasindaki iliski i¢in Pearson korelasyon testi
kullanilmigtir. Travmatik stres, anksiyete ve depresyonun yordayicilarini belirlemek amaci ile tek degiskenli
testlerde anlamlilik diizeyi p<0,25 saptanan degiskenler i¢in ¢ok degiskenli lojistik regresyon analizi (enter metodu
ile) yapilmistir. Ayrica Olgeklerin bu orneklem igin giivenilirlik (Cronbach «) katsayisi da hesaplanmistir.
Hipotezler ¢ift yonlii olup %95 giiven aralifinda p<0,05 degeri istatistiksel olarak anlamli kabul edilmistir.

Etik ilkeler

Calisma icin etik kurul onayr Diyarbakir icin Dicle Universitesi Tip Fakiiltesi Girisimsel Olmayan Klinik
Arastirmalar Etik Kurulu’ndan (Tarih: 04.06.2020, No: 200) Batman icin Selguk Universitesi Yerel Etik
Kurulu’ndan (Tarih: 03.06.2020 ve 2020/222 Karar No) alinmigtir. Calisma COVID-19 ile ilgili oldugu i¢in gerekli
diger izinler (Bakanlik izni gibi) de alinmistir. Arastirma, “Aydinlatilmis Onam, Gizlilik ve Gizliligin Korunmasi
ve Ozerklik Sayg1” etik ilkelerine ve Helsinki Bildirgesine uygun yapilmistir. Sosyodemografik veri formu ve
anketler Google Forms'a yiiklenirken bunun elektronik bir anket oldugu goz oniine alinarak bilgilendirilmis goniilli
onam formu da Google Forms'da olusturulup katilimcilardan ¢evrimi¢i ankete baglamadan 6nce okunmak iizere
calisma hakkinda bilgi iceren bir metin eklenmis ve bir onay kutusu 6zelligi araciligiyla bilgilendirilmis onam
vermeleri istenmis, metin okunup onam verildikten sonra anket doldurulmaya baslanabilecek sekilde
diizenlenmisgtir.

Bulgular

Saglik calisanlarinin %59,5’1 (n=188) hekim, %49,7’si (n=157) kadindi. Yas ortalamalar1 36,0+7,9 (20-66),
meslekteki hizmet yillar1 11,6+7,5 (2 ay-38 yil) idi. Yiiz seksen altis1 (%58,9) KKE’ye kolay ulasildigini, 119°u
(%37,7) hastalarin COVID-19 tedbirlerine uymadigini belirtmis olup calistiklar1 ortamda kendilerini giivende
hissedenlerin oran1 %16,5 (n=52) idi. Bu siirecte %43,4’1i (n=137) psikolojik destek alma ihtiyact duydugunu
belirtirken travmatik stres, anksiyete ve depresif belirti sikligi oranlari sirasiyla %55,7 (n=176), %40,8 (n=129) ve
%71,8 (n=227) idi (Tablo 1).
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Tablo 1: Saghk Calisanlarimin Tammlayict Ozelliklerinin Dagilim

Degiskenler* n/Ortalama %/SS (min-maks)
Meslek/Doktor 188 59,5
Cinsiyet/Kadin 157 49,7
Yas 36,0 7,9 (20-66)
Meslekte hizmet y1l1 11,6 7,5 (2 ay-38 y1l)
Calisilan Sehir/Batman 194 61,4
Medeni durum/Evli 235 74,4
Sigara icme 106 33,5
Kronik hastalik varlig: 61 19,3
Evdeki kisi say1s1 3,8 1,5 (0-10)
Evde >65 yas kisi varlig1 37 11,7
Evde kronik hasta varlig 87 27,5
Bu siirecte evden ayr1 kalma 104 32,9
Yakin ¢evrede COVID-19 gegiren kisi varligi 216 68,4
Hastalarin tedbirlere uymadigini diisiinme 119 37,7
Kisisel koruyucu ekipmana kolay ulagim 186 58,9
Calisilan ortamda COVID-19 agisindan giivende hissetme 52 16,5
Psikolojik destek alma ihtiyaci hissetme 137 43,4
Psikolojik destek alma 11 3,5
Travmatik stres varligi (OEO-R) 176 55,7
Anksiyete riski varligi (HADO) 129 40,8
Depresif belirti varligi (HADO) 227 71,8

*Tammlayici istatistikler, frekans tablolar1 kullanilmistir. SS: Standart sapma, COVID-19: Koronaviriis hastaligi-2019, OEO-R: Olaylarn etkisi 6lcegi-revize
formu, HADO: Hastane anksiyete depresyon dlgegi.

Katilimeilarin HADO depresyon boyutu puani (9,7+4,5) ve OEO-R toplam puami (34,7+18,6) ortalamalarimin
kesme puanlariin Ustiinde oldugu; adaptif basa ¢ikma stillerinden en ¢ok kullanilanlarin dine yoénelme (6,0+2,0)
ile planlama (6,0£1,5), maladaptif stillerden de duygulara odaklanma ve ortaya koyma (5,1+1,6) ile kendini
sinirlandirma (4,9+1,3) oldugu tespit edilmistir (Tablo 2).

Tablo 2: Katilimcilarin Olgek ve Alt Boyutlarinin Puan Ortalamalar

Olcekler

Ortalama+SS*

(minimum-maksimum)

Hastane Anksiyete Depresyon Olcegi

Anksiyete

9,9+4,4 (0-21)

Depresyon

9,7+4.,5 (0-21)

Olaylarin Etkisi Olcegi-Revize Formu

Yeniden Yasama

13,37,9 (0-32)

Kagmma 12,1£6,1 (0-30)
Asirt Uyarilma 9,3+£6,3 (0-24)

Toplam 34,7£18,6 (0-81)

Basa Cikma Stilleri Olcegi

Adaptif Stiller 43,34+7,3 (16-60)
Planlama 6,0+1,5 (2-8)
Aragsal Sosyal Destek Kullanma 5,9+1,5 (2-8)
Mizah 4,3£1,5 (2-8)

Duygusal Sosyal Destek Kullanma

4.9+13 (2-8)

Olumlu Yeniden Yorumlama

5,541,6 (2-8)

Dine Yo6nelme

6,0£2,0 (2-8)

Diger Etkinlikleri Birakma

50413 (2-8)

Kabullenme 5,6=1,4 (2-8)
Maladaptif Stiller 24,4445 (12-39)
Yadsima 3,4£1,4 (2-8)

Kendini Sinirlandirma

4.9+13 (2-8)

Zihinsel Olarak Ilgiyi Kesme

4,6+14 (2-8)

Davranissal Olarak ilgiyi Kesme

3,8+1,5 (2-8)

Madde Kullanimi

2,613 (2-8)

Duygulara Odaklanma ve Ortaya Koyma

5,1+1,6 (2-8)

*Tanimlayici istatistikler SS: Standart sapma
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Basa ¢ikma stillerinden hem adaptif hem de maladaptif stilleri kadinlarin erkeklerden anlamli diizeyde daha fazla
kullandiklar1 (sirasiyla p<0,001 ve p=0,042); evlilerin evli olmayanlara ve ASE’lerin de hekimlere goére adaptif
stilleri anlamli diizeyde daha ¢ok kullandiklar1 saptanmistir (sirasiyla p=0,030 ve p=0,032). Travmatik stres
diizeylerinin kadinlarda erkeklerden (p=0,001), evinde kronik hasta olanlarin olmayanlardan (p=0,011), KKE’ye
kolay ulasamadigini belirtenlerin kolay ulastigini belirtenlerden (p<<0,001), ¢alisirken kendini COVID-19 agisindan
giivende hissetmeyenlerin giivende hissedenlerden (p=0,007), yakin ¢evresinde COVID-19 geciren kisi olanlarin
olmayanlardan (p=0,001), psikolojik destek alma ihtiyact duyanlarin duymayanlardan (p<0,001) daha yiiksek
oldugu tespit edilmistir. ASE’lerin (p=0,001) ve evinden ayri kaldigini belirtenlerin (p=0,014) anksiyete diizeyleri
anlamli olarak daha yiiksekti. Hem anksiyete hem de depresyon seviyeleri anlamli diizeyde yiiksek bulunanlarsa
kadinlar (sirastyla p<0,001 ve p=0,006), evinde kronik hasta olanlar (sirastyla p=0,001 ve p=0,004), KKE’ye kolay
ulagamadigin1 belirtenler (sirastyla p<0,001 ve p=0,002), c¢alisirken kendini COVID-19 agisindan giivende
hissetmeyenler (her iki p<0,001), yakin g¢evresinde COVID-19 gegiren kisi olanlar (her iki p<0,001) ve psikolojik
destek alma ihtiyac hissettigini (her iki p<0,001) belirtenlerdi (Tablo 3).

Tablo 3: Katilimcilarim Tammlayici Ozelliklerine Gére Olgek Puan Ortalamalarimin Karsilagtirilmast

Degiskenler Anksiyete | Depresyon | Travmatik Stres | Adaptif Stiller | Maladaptif Stiller
Meslek Hekim 9,2+4.3 9,4+4.6 33,8+17,8 42,547,1 24,04+4,1
ASE 10,94+4,3 10,2+4,4 36.1+£19,7 44.3+7,6 25,0+£5,0
t -3,433 -1,538 -1,053 -2,160 -1,898
p* 0,001 0,125 0,293 0,032 0,059
Cinsiyet Erkek 8,743 9,0+4,5 31,2£17,2 41,772 23,9+4,0
Kadin 11,0+4,1 10,4+4.4 38,2+19,2 44,847,1 24,9449
t -4,877 -2,763 -3,452 -3,774 -2,038
p* <0,001 0,006 0,001 <0,001 0,042
Medeni durum Evli degil 10,0+4,4 9,8+4,5 34,2+20,1 41,7+7,9 24,2449
Evli 9,8+4.4 9,7+4,5 34,9+18,0 43,9+7,1 24.5+4.4
t 0,236 0,144 -0,298 -2,180 -0,507
p* 0,813 0,885 0,766 0,030 0,613
Kronik hastahik Yok 9,7+4,3 9,6+4,5 34,3+18,6 43.4+7.5 24.2+4.6
Var 10,4+4,8 10,1+4,5 36,5+18,2 42.4+6,8 25,0+4,0
t -1,109 -0,706 -0,824 0,999 -1,197
p* 0,268 0,481 0,410 0,319 0,232
Evde >65 yas kisi Yok 9,7+4.4 9,6+4,5 34,2+18,6 433174 24.4+4.5
Var 11,142 10,94+4,5 39,0£18,2 43,1+7,0 24,3+4,7
t -1,865 -1,731 -1,488 0,128 0,118
p* 0,063 0,084 0,138 0,898 0,906
Evde kronik hasta Yok 9,4+4.3 9,3+4,5 33,1£18,2 43,575 24,4445
Var 11,244,3 10,9+4.4 39,0£19,0 42,6+7,0 24.4+4.7
t -3,298 -2,930 -2,573 1,030 -0,138
p* 0,001 0,004 0,011 0,304 0,890
Bu siirecte evden ayn Hayir 9,4+4.2 9,4+4 4 33,8+17,8 43 9+6,6 24 4441
kalma Evet 10,7+4,7 10,3+4,7 36,7+20,0 42,048,5 24,345,3
t -2,465 -1,638 -1,263 1,937 0,252
p* 0,014 0,102 0,208 0,054 0,801
Kisisel koruyucu Hayir 11,0+4,2 10,7+4,1 39,6£17,9 43,2469 24,6+4,5
ekipmana kolay ulasim | Evet 9,1+4.4 9,1+4,7 31,3£18,3 43,3+£7,7 24,2445
t 3,960 3,133 4,005 -0,045 0,827
p* <0,001 0,002 <0,001 0,964 0,409
Cahsilan ortamda Hayir 10,4+4,1 10,2+4,0 36,0+18,3 43.24+7,0 24,5+4,5
COVID-19 acgisindan Evet 7,0+4.8 7,3+6,0 28,4+18,8 43,549,0 23,6+4,6
giivende hissetme t 5,317 4,360 2,719 -0306 1,407
p* <0,001 <0,001 0,007 0,760 0,161
Yakin ¢evrede COVID- | Hayir 8,343,6 8,1+4,1 29,7+16,3 44 4+7,0 24,0+3,8
19 geciren kisi varhg: Evet 10,6+4,6 10,5+4,5 37,0£19,1 42,7+7,4 24,5+4,8
t -4,682 -4,543 -3,300 1,830 -0,938
p* <0,001 <0,001 0,001 0,068 0,349
Psikolojik destek alma Hayir 7,7+3,6 8,0+4,4 27,4+16,5 43,5474 23,7442
ihtiyaci hissetme Evet 12,7+£3,6 12,04£3,5 44,3+16,7 42,9+7.3 25,3+4,7
t -12,293 -9,125 -8,968 0,737 -3,350
p* <0,001 <0,001 <0,001 0,462 0,001

*Bagimsiz Gruplarda t Testi yapilmistir. COVID-19: Koronaviriis hastaligi-2019
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Olgek puanlarinin birbirleriyle ve yas ve meslekte hizmet y1l1 ile iliskisi Tablo 4’te gdsterilmistir. Yasla travmatik
stres (r=-0,126, p=0,025), anksiyete (r=-0,215, p<0,01) ve depresif belirti siklig1 (r=-0,140, p=0,013); meslekteki
hizmet yili ile anksiyete (r=-0,170, p=0,002) ve depresif belirti siklig1 (r=-0,124, p=0,027) arasinda negatif yonli
ve anlamli iliski oldugu saptanmistir. Maladaptif basa ¢ikma stillerinin kullaniminin artmasiyla travmatik stres
(r=0,466, p<0,01), anksiyete (r=0,258, p<0,01) ve depresif belirti sikliginin (r=0,146, p=0,009) arttig1 tespit
edilmistir. Travmatik stresin de hem anksiyete (r=0,621, p<0,01) hem de depresif belirti ile (r=0,522, p<0,01)
pozitif yonli anlaml iliskili oldugu goriilmiistiir.

Tablo 4: Yas, Hizmet Yili ve Olgek Puanlarimn Birbirleriyle Korelasyonlari

M @F () O O ©)F
Yas (1)
Meslekte hizmet yihi (2) 0,920**
Adaptif basa cikma stilleri (3) 0,008 0,016
Maladaptif basa ¢cikma stilleri (4) -0,077 -0,067 0,275%*
Travmatik stres (5) -0,126* -0,110 0,142* 0,466**
Anksiyete (6) -0,215%* -0,170%** -0,070 0,258%%* 0,621%*
Depresyon (7) -0,140* -0,124* -0,025 0,146** 0,522%%* 0,785%%*

*p<0.05; **p<0.001 diizeyinde anlamli. Pearson Korelasyon Analizi yapilmistir.

Cok degiskenli lojistik regresyon analizi sonuglar1 travmatik stresin risk faktorlerinin kadin cinsiyet (OR: 2,11
[2695 GA: 1,01-4,44], p=0,048), psikolojik destek alma ihtiyaci hissetme (OR: 2,16 [%95 GA: 1,13-4,13],
p=0,019), adaptif ve maladaptif stillerin kullanimi (sirasiyla OR: 1,05 [%95 GA: 1,00-1,10], p=0,035 ve OR: 1,26
[995 GA: 1,16-1,36], p<0,001) ile anksiyete varligi (OR: 2,76 [%95 GA: 1,39-5,46], p=0,004) oldugunu
gostermistir. Hekimlerde travmatik stresin ASE’lere oranla %68 daha az goriildiigii (OR: 0,32 [%95 GA: 0,15-
0,71], p=0,018) saptanmustir. Psikolojik destek alma ihtiyaci duyanlarda anksiyetenin yaklasik 3 kat (OR: 2,95
[995 GA: 1,58-5,48], p<0,001), depresyonun yaklasik 4 kat (OR: 3,87 [%95 GA: 1,71-8,76], p=0,001) fazla
goriildiigii; adaptif basa ¢ikma stili puanindaki her bir birimlik artisin anksiyete diizeyinde %7 azalmayla iligkili
oldugu (OR: 0,93 [%95 GA: 089-0,98], p=0,002) belirlenmistir. Travmatik stres varliginin hem anksiyete (OR:
2,74 [%95 GA: 1,38-5,45], p=0,004) hem de depresyon (OR: 2,11 [%95 GA: 1,03-4,32], p=0,042) i¢in risk faktorii
oldugu, anksiyete varligimin depresyonu 19 kat (OR: 19,21 [%95 GA: 5,56-66,38], p<0,001), depresyon varliginin
da anksiyeteyi 20 kat (OR: 20,41 [%95 GA: 5,79-72,00], p<0,001) arttirdig1 tespit edilmistir (Tablo 5).
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Tablo 5: Travmatik Stres, Anksiyete ve Depresyonun Prediktif Faktorlerinin Multivaryant Lojistik Regresyon ile Analizi

Travmatik Stres varhg: Anksiyete varhgi (>11) Depresyon varhgi (=>8)
=31
OR p* OR p* OR p*
(%95 GA) (%95 GA) (%95 GA)

Meslek (Hekim) 0,32 0,005 1,37 0,441 1,63 0,253
(0,15-0,71) (0,62-3,01) (0,71-3,78)

Cinsiyet (Kadin) 2,11 0,048 1,70 0,178 0,90 0,797
(1,01-4,44) (0,79-3,68) (0,41-2,00)

Yas 0,97 0,133 0.98 0,249 1,01 0,657
(0.93-1,01) (0,93-1,02) (0,97-1,05)

Evde >65 yas kisi varhgi 0,64 0,389 0,79 0,650 1.37 0,614
(0,23-1,77) (0,29-2,17) (0,41-4,61)

Evde kronik hasta varhgi 2,62 0,017 1,14 0,736 0.71 0,451
(1,19-5,78) (0,53-2,44) (0.29-1,72)

Bu siirecte evden ayr1 kalma 1,16 0,652 0,89 0,714 1,29 0,490
(0,61-2,19) (0,46-1,69) (0,63-2,66)

Yakin ¢evrede COVID-19 1,18 0,607 1,70 0,135 1,66 0,140

geciren Kisi varhgi (0,63-2,24) (0,85-3,40) (0,85-3,24)

Kisisel koruyucu ekipmana 0,73 0,302 1,17 0,627 0,62 0,168

kolay ulagim (0,40-1,32) (0,63-2,16) (0,32-1,22)

Calisirken COVID-19 agisindan 0,81 0,609 0,48 0,125 0,58 0,168

giivende hissetme (0,36-1,81) (0,19-1,23) (0,27-1,26)

Psikolojik destek alma ihtiyaci 2,16 0,019 2,95 <0,001 3,87 0,001
(1,13-4,13) (1,58-5,48) (1,71-8,76)

Adaptif basa ¢ikma stilleri 1,05 0,035 0,93 0,002 1,04 0,104

kullanim (1,00-1,10) (0,89-0,98) (0,99-1,09)

Maldaptif basa ¢ikma stilleri 1,26 <0,001 1,00 0912 0,99 0,811

kullanim (1,16-1,36) (0,94-1,08) (0,91-1,08)

Travmatik stres varhgi - - 2,74 0,004 2,11 0,042

(1,38-5,45) (1,03-4,32)

Anksiyete varhgi 2,76 0,004 - - 19,21 <0,001
(1,39-5,46) (5,56-66,38)

Depresif belirti varhg: 1,96 0,062 20,41 <0,001 - -
(0,97-3,96) (5,79-72,00)

Model (x2(14); p) 131,691; p<0,001 146,588; p<0,001 127,271; p<0,001

Hosmer-Lemeshow testi, p 0,547 0,245 0,544

Nagelkerke R* (%) 45,6 50,1 47,7

Siiflandirilmis vakalar (%) 76,6 79,4 79,4

*Multivaryant Lojistik Regresyon Analizi yapilmistir. COVID-19: Koronaviriis hastali§1-2019, GA: Giiven Araligi, OR: Odds orani-Odds Ratio

Tartisma

Bu calisma pandemilerin birinci basamakta olusturdugu psikolojik yiikii gozler 6niine sermekte, pandeminin ilk
déneminde birinci basamak saglik calisanlarinin ¢ok ciddi oranlarda travmatik stres (%55,7), anksiyete (%40,8) ve
depresif semptom (%71,8) yasadigini géstermektedir. Calismayla ayn1 donemde Mersin’de yapilan bir ¢alismada
aile hekimlerinde depresif belirti siklig1 benzer sekilde %71 bulunmus olmakla beraber, %78 anksiyete sikligi bu
calismada tespit edilenin neredeyse iki katidir.”” Hirvatistan’da pandeminin ikinci dalgasinda bu ¢alismadakiyle
aym olgekler kullanilmis, HADO ile anksiyete diizeyi %60, depresyon %52; OEO-R ile de travmatik stres %45
oraninda tespit edilmistir.'® Fransa’da pandeminin ilk kapanma dénemine denk gelen Nisan 2020°de yapilan bir
calismada aile hekimlerinin %42’sinin psikolojik zorluk tarifledigi ancak travmatik stres oranlarinin %11 oldugu
saptanmustir.’” Aymi dénemde Kolombiya’da her 10 aile hekiminden 4’iiniin anksiyete semptomlart sergiledigi,
yaklasik %65’inin is kaynakli stres yasadiklari bildirilmistir. Anksiyete belirtisi gosterenlerin daha ¢ok sosyal
ayrimciliga maruz kaldiklarini belirtmis olmalar1 ve daha fazla psikosomatik yakinmalarinin oldugunun tespit
edilmesi dikkat ¢ekicidir."® Salginin etkilerini derinden hissetmis olan italya’dan bir ¢calismada aile hekimlerinin
%30’unun orta-ciddi diizeyde depresif belirti gosterdigi, depresif belirti gosterenlerin anksiyete diizeylerinin de
yiiksek oldugu bildirilmistir."” Yine italya’dan bir ¢alismada 2020 ve 2021 yillarinda 6 ay arayla yapilan,
pandeminin ilk ve ikinci dalgalarin1 kapsayan iki ayr1 degerlendirmede ilk dalgada kadinlarin daha fazla psikolojik
belirti gosterdigi ve genel olarak ikinci dalgada aile hekimlerinin psikolojik sikintilarinin arttigi ¢iinkii is yiiklerinin
fazlalastig bildirilmistir.*® Amerika’nin Kansas eyaletinden bir ¢alismada aile hekimlerinin oncesine gore stres
diizeylerinin pandemide ¢alistiklar1 yere bagh olarak iki katna kadar ¢iktigi tespit edilmistir.' Endonezya’daysa
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aile hekimlerinde hem kendi iilkelerindeki hem de diinyadaki en diisiik diizeyler arasinda olan depresyon (%13),
anksiyete (%20) ve stres oranlar1 (%11) tespit edilmis, sonuglar verilerin pandeminin toplanma zamanina ve
iilkenin cografyasina baglanmistir.”? Bu da iilkeler arasi oran farkliliklarinin sosyal, kiiltiirel, ¢evresel farkliliklarla;
caligma kosullariyla, o iilkedeki COVID-19 siddet ve yayilimiyla, yonetimsel yaklasim farkliliklariyla
aciklanabilecegini gostermektedir.

Sadece katilimcilarin %16,5°1 ¢alistigi ortamda kendini giivende hissettigini belirtmis, yaklasik %33’ evinden ayr
kaldigimi, %41°1 KKE’ye kolay ulasamadigini bildirmistir. Katilimeilarin %43,4 gibi énemli bir oran1 psikolojik
destek alma ihtiyaci hissettigini belirtirken %3,5°1 destek aldigini ifade etmistir. Pandeminin basinda Cin’de birinci
basamak hekimlerinin psikolojik belirtilerinin incelendigi bir ¢alismada hekimlerin yaklasik %30’unun psikolojik
sikintilarinin oldugu tespit edilmistir.> Aym calismada katilimeilarin daha yiiksek oranda (%74,3) KKE’lerinin
yeterli oldugunu diislindiigli saptanmustir.

Basa ¢ikma stillerinden adaptif 6zellikte olanlarinin puanlarinin maladaptif 6zellikte olanlarinkinden daha yiiksek
olmasi, katilimcilarin daha g¢ok adaptif stilleri kullandigini1 goéstermektedir. Bunlar arasinda planlama, dine
yonelme, aragsal sosyal destek kullanma ve kabullenmenin daha fazla kullanildig1r goriilmektedir. Maladaptif
stillerden en ¢ok kullanilanlar duygulara odaklanma ve ortaya koyma ile kendini sinirlandirma olsa da yine de
adaptif stillerden duygusal sosyal destek kullanma ve mizah hari¢ olmak ilizere daha az kullanildiklari dikkat
cekmektedir. Her iki tip basa ¢ikma stilini de kadinlarm daha fazla kullandigi; ASE ve evli olanlarinsa adaptif
stilleri daha ¢ok kullandig1 tespit edilmistir. Ulkemizde pandemi déneminde saglk calisanlarinda yapilmis bir
calismada en c¢ok adaptif stillerin ve bunlar arasinda da kabullenme, planlama ve dine yonelmenin kullanildigi;
adaptif stillerden daha az oranda olsa da maladaptif stillerden duygulara odaklanma ve ortaya koyma ile zihinsel
olarak ilgiyi kesmenin kullamldigi belirtilmistir.>* Aymi calismada hemsire ve diger saglik personelinin bu
calismadakiyle benzer sekilde adaptif stilleri daha fazla kullandig1 goriilmiistiir.

Bu calismada kadinlarin, evinde kronik hastaligi bulunan kisi olanlari, KKE’ye kolay ulasamadigini belirtenlerin,
calisma ortaminda kendini giivende hissetmeyenlerin, yakin c¢evresinde COVID-19 geciren kisi olanlarin ve
psikolojik destek alma ihtiyaci duyanlarin travmatik stres, anksiyete ve depresyon diizeylerinin daha yiiksek oldugu
saptanmistir. Buna ek olarak ASE ile evinden ayr1 kalanlarin da anksiyete diizeyleri daha yiiksektir. Benzer sekilde
Fransa’da kadin aile hekimlerinin stres diizeyleri daha yiliksek bulunmus, daha fazla tiikenmislik semptomu
sergiledikleri belirtilmistir."” Kolombiya’da da anksiyete semptomlarimin daha ¢ok kadmnlarda gorildigi
bildirilmistir."® Ayn1 ¢alismada is ortaminda devlet ve is veren tarafindan korundugunu diisiinenlerin anksiyete
oranlar1 daha diisiik bulunmus, pandemi ve afet donemlerinde ydnetimsel uygulama ve destegin calisanlarin
psikolojik durum ve dolayisiyla is verimleri icin &nemine dikkat cekilmistir. Ispanya’da iilke ¢apinda birinci
basamak c¢alisanlarinin neredeyse yarisinin belirgin psikolojik sikinti yasadigi, ¢alismamizla benzer olarak
kadmlarin, evde yasli veya bagimli hastasi olanlarm, hekim dist personelin daha fazla etkilendigi tespit edilmistir.
Hirvatistan’daki ¢aligmada da kadinlarin stres, anksiyete ve depresif belirti diizeyleri belirgin olarak yiiksek
saptanmugtir.'

Pandemide birinci basamak hekimlerinin nasil etkilendigini inceleyen 31 ¢alismanin dahil edildigi bir sistematik
derlemede aile hekimlerinin diinya capinda stres, depresyon, anksiyete, korku, tiilkenmislik gibi belirtiler
gosterdikleri belirtilmis ve en belirgin ortak nokta olarak kadin hekimlerin bu belirtileri daha fazla yasadiklari
vurgulanmistir.” Ayrica pandemi 6ncesi yapilmis calismalarda birinci basamak galisanlarinda basta stres ve
tiikenmislik olmak iizere psikolojik sikintilarin zaten var oldugunun gosterildigi, pandeminin bu durumu daha da
kotiilestirdigi vurgulanmaktadir.'® Benzer bir yorum kadinlarin erkeklerden daha cok etkilenmesi igin de
yapilmakta, var olan farkin belirginleserek ortaya ¢iktig1 belirtilmektedir.'®

Bu donemde sadece iste degil evde de orantisiz olarak bakim ve sorumluluk iistlenen kadinlarin daha fazla
psikolojik baski hissetmesi kagiilmazdir. Boyle 6zel ve acil durumlarda kadinlari o6zellikle destekleyecek
politikalar gelistirip girisimlerde bulunmak gerekmektedir. Benzer bir durum ASE’ler i¢in de gegerlidir ¢iinkii
genelde is tecriibeleri daha az ve yaslar1 daha kiigiik olabilmekte, dolayisiyla is kosullarinin acil durumlarda kontrol
ve yonetim zorluklar1 {izerlerinde daha fazla baski ve psikolojik yiik olusturabilmektedir. Ancak yasanan her
zorluk, deneyim ve dayaniklilik kazandiracaktir.

Ingiltere’de birinci basamakta yapilan bir calismada da aile hekimlerinin endiselerinin énemli bir kaynag: olarak
KKE kisithiligi gosterilmistir.”® Ozellikle italya’da pandeminin ilk dalgasinda hizla artan vaka sayilari ve yogun
bakim talebinin KKE temin sorunu yaratmasi da endiseye neden olmus, KKE’nin yeterli olmadigini diisiinenlerin
daha fazla depresif belirti gosterdigi saptanmustir.'*?° Hirvatistan’daki ¢alismada ise KKE’nin yeterli olmadigimi
diisiinenlerin orant %70’lerdedir ve bu durum iyi korunamayan calisanlarin ailelerine hastalik bulastirma endisesi
yasamalarma neden olmustur.'® COVID-19’un gok degisik belirtilerle kendini gosterebildigi ve birinci basamagin
ayrismamig hasta bakimi verdigi géz oniine alindiginda aile hekimi ve ASE’lerin viriisle karsilasma ve bulastirma
ihtimallerinin yiiksek oldugu goriilmekte, bunu 6nlemek i¢in yeteri kadar ve uygun KKE temini ve kullanimi hem
toplum hem de saglik calisanlar i¢in hayati 6nem tagimaktadir. Dolayisiyla KKE temininde yasanacak aksakliklar
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calisanlarda ciddi sikinti yaratabilmektedir. Bu calismayla ayni sekilde Cin’deki birinci basamak calisanlarinda
yapilmis bir ¢caligmada enfeksiyon bakimindan kendilerini riskli algilayan, giivende hissetmeyenlerin strese girdigi
ve bunun da bir dizi psikolojik sorun olusturdugu gosterilmistir.”

Daha yash ve hizmet yili daha fazla olan saglik calisanlarinin daha diisiik diizeyde anksiyete ve depresif belirti
seviyelerine sahip oldugu goriilmiis olup bu durum salginlarda hem hayat deneyimlerinin hem de mesleki
tecriibenin dnemini gozler Oniine sermektedir. Ustelik yasla stres diizeylerinin azaldigi da saptanmuis; stres,
anksiyete ve depresyonun da birbirleriyle iliskili oldugu tespit edilmistir. Ayn1 sekilde Kolombiya’da anksiyetesi
olan aile hekimlerinin stres oranlari da yiiksek bulunmustur.' Yasla stres diizeyinin arttigin1 bildiren ¢alismalar da
mevcuttur; ornegin Hirvatistan’da yasla ve mesleki tecriibbeyle hem stres hem de ansiyete ve depresyon
diizeylerinin arttigi gosterilmistir.>'** Calisanlarm psikolojik sikintilarinin yasla iliskisinin saptanmadigim bildiren
calismalar da vardir.”® Yasla elde edilen farkli sonuglarin nedeni kiiltiirel algilar olabilecegi gibi calisma kosullari
ve Tllkelerin uyguladiklari politikalarin farkliliklarindan ve verilerin pandeminin degisik zamanlarinda
toplanmasindan da kaynaklaniyor olabilir. Calismamizda stres, anksiyete ve depresif belirti siklig1 fazla olanlarin
maladaptif stil kullaniminin da fazla oldugu tespit edilmistir. Amerika Texas’tan bir ¢alismada da saglik
calisanlarinda psikolojik dayaniklilikla maladaptif stil kullaniminin azaldig1 bildirilmistir.*’

Cok degiskenli analiz sonuglari travmatik stres agisindan kadinlarin ve ASE’lerin daha fazla risk altinda olduklarini
gostermektedir. Genel olarak aile sagligt merkezlerinde ASE olarak calisanlarin daha gen¢ ve mesleki
tecriibelerinin az olmasi, COVID-19 ve salgin yonetimi konusunda hekimler kadar bilgi sahibi olmama ihtimali
nedeniyle daha fazla strese girmeleri gayet dogaldir. Ayrica kendini destek alma ihtiyaci duyacak kadar psikolojik
acidan sikintida hissedenlerin hem stres hem de anksiyete ve depresif belirti gosterme olasiliklariin yiiksek
bulunmasi; saglik ¢alisanlarinin kendi ruhsal durumlarinin ve ihtiyaglarmin farkinda olduklarini, yonetimlerin
pandemilerde strateji olustururken On sathada calisan saglikgilara yonelik psikolojik taramalar yapmasi ve
sonucunda riskli bulunanlar i¢in destek hizmet birimleri olusturmasi gerektigini gostermektedir. Ayni zamanda
basa ¢ikma stillerinin kullaniminin travmatik stres varliginda arttig1, adaptif stil kullanimininsa anksiyete varliginda
daha az oldugu belirlenmistir. Kili¢ ve ark.’nin saglik ¢alisanlarinda anksiyete ve basa ¢ikma stillerinin iligkisini
inceledigi ¢aligmalarinda maladaptif stil kullaniminin anksiyete i¢in risk faktorii, adaptif stil kullanimininsa azaltict
faktor oldugu gosterilmistir.>* Cansiz ve ark.’nin benzer bir ¢alismasinda da aym sonuglar durumluk kaygi indeksi
icin bildirilmistir.*®

Teorik ve pratik olumlu katkilarina ragmen ¢alismanin bazi kisitliliklart bulunmaktadir. Caligmada bagka meslek
gruplar1 veya genel popiilasyondan olusan bir kontrol grubu olmamasi nedeniyle birinci basamak c¢alisanlarinin
bulgular1 direkt karsilastirilamamis ancak ayni donemde yapilmis benzer calismalardan yararlanilmistir.
Katilimcilarin pandemi 6ncesi ruhsal durum 6l¢iim verileri olmamasi sebebiyle elde edilen bulgularin ne kadarinin
pandemiye atfedilecegi tartigmali olmakla beraber; psikolojik belirtilerin oldukga yliksek oranda tespit edilmis
olmasi ve bir¢cok ¢alismada da benzer durumun saptanmasi, mevcut bulgularin pandemiden kaynaklandigini
diisiindiirmektedir. Sonuglar katilimcilarin kendi beyanlarina dayandigindan hatirlama sorunlar1 olabilecegi gibi
calismanin online olmasi itibariyle dzellikle anksiyete ve depresif semptomlar i¢in klinik goriisme yapilip taninin
netlestirilmesi de miimkiin olmamistir. Pandemi kosullarinda sosyal kisitlamalardan otiirii tabakali rastgele
orneklem kullanilamamasi nedeni ile katilimcilarin yas, cinsiyet, sehir, tecrilbe bakimindan evreni temsil etme
orani diisebilmektedir. Pandemi gibi tiim toplumu derinden etkileyen olaylarla ilgili calismalar planlanirken kesitsel
yerine boylamsal bir dizayn kullanilmasi, neden-sonug iligkisinin ve zamansal degisimlerin daha net ortaya
koyulmasimi saglayacaktir. Katilimcilara bu donemdeki korkulari, uyku ve yeme diizenleri, tiikenmislik durumlari,
damgalanma gibi sosyal endiseleri, agr1 gibi psikosomatik belirtileri i¢eren sorular sorulmamis, ¢alisma nitel
sekilde dizayn edilmemistir. Calismanin sadece iki sehirde yapilmis olmasi ve diisiikk cevap oranlari nedeni ile
sonuglar sadece katilanlar1 kapsamakta ve bu durum hem bdlge hem de iilkeye genellenebilirligini
siirlandirmaktadir.

Sonug¢

Bu calisma pandemi gibi olaganiistii donemlerde saglik ¢alisanlarinin psikolojik agidan oldukg¢a fazla
etkilendiklerini gostermektedir. Stresin kadinlarda, evinde kronik hasta olanlarda, KKE’ye kolay ulasamadigini
belirtenlerde, galisirken kendini COVID-19 agisindan giivende hissetmeyenlerde; anksiyetenin ASE’lerde daha
yiiksek oldugu saptanmigtir. Ayrica kadinlarin, evinde kronik hasta olanlarin, KKE’ye kolay ulasamadigini
belirtenlerin, ¢alisirken kendini COVID-19 agisindan giivende hissetmeyenlerin anksiyete ve depresif belirti siklig1
acisindan da risk altinda olduklar1 goriilmiistiir. Hem adaptif hem de maladaptif basa ¢ikma stillerini kadinlarin;
adaptif stilleri ASE’lerin fazla kullandiklari, hekimlerde travmatik stresin ASE’lere oranla daha az goriildiigi, stres
varliginin hem anksiyete hem de depresyon i¢in risk faktorii oldugu tespit edilmigtir. Salginlarin psikolojik
dayaniklilig1 azaltacak etkilerinden uzak durulabilmesi igin stratejiler gelistirilmesi ve acil eylem planlarina dahil
edilmesi gerektigi anlagilmaktadir. Birinci basamak saglik ¢alisanlarinin  pandemi etkileri agisindan
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degerlendirilmek {izere diizenli izlenmesi ve saglik ¢alisanlarina duygusal, ruhsal iyi olus saglamak ve sosyal
destek vermek i¢in uygun programlarin hayata gegirilmesi bir dahaki pandemilerde birincil 6ncelik olmalidir.

TesekKkiir

Biitiin birinci basamak saglik ¢alisanlarinin pandemideki 6zverili ¢alismalarimi takdirle karsiliyor, aragtirmamiza
katilanlara tesekkiir ediyoruz.

Finansman

Bu ¢aligma herhangi bir kurum veya kurulustan finansman almamastir.

Cikar Catismasi

Yazarlar, bu makalenin aragtiritlmasi, yazarlig1 ve/veya yayinlanmasiyla ilgili olarak herhangi bir potansiyel ¢ikar
catigmasi beyan etmemektedir.
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Evaluation of Pneumococcal and Influenza Vaccination Rates in the Elderly in Primary
Health Care and Home Care Services
Birinci Basamak ve Evde Saghk Hizmetlerinde Yashlarin Pnémokok ve Influenza
Asillanma Oranlarinin Degerlendirilmesi

Nur SIMSEK YURT"%/, Erding YAVUZ?
Abstract

Objective: Community-based studies examining the vaccination rates of the elderly in our country are limited. The aim of our study was to
evaluate the vaccination rates of pneumococcal and influenza vaccines in elderly individuals who applied to primary health care services as
outpatients and received home care services.

Methods: Our study was conducted between July 1, 2023, and August 15, 2023, with individuals aged 65 years and older who were
registered to home care services in Samsun province center and who applied outpatient to a randomly selected family health center. Data on
demographic information, chronic diseases, medication use, influenza vaccination status and pneumococcal vaccination in the last year were
collected through face-to-face interviews. Data analysis was performed with SPSS 26.0 program and p<0.05 was considered significant.
Results: The study included 210 elderly individuals receiving home care and 219 elderly individuals admitted to primary health care.
Pneumococcal vaccine was administered to 4.3% and influenza vaccine to 8.1% of patients receiving home care. Among those who applied
to primary health care, 10.5% received pneumococcal vaccine and 16.9% received influenza vaccine. The vaccination rates of home care
patients were significantly lower than those of primary care patients (p=0.014, p=0.006, respectively).Home care patients aged 85 years and
older had higher rates of pneumococcal vaccination and those with chronic lung disease had higher rates of influenza vaccination (p=0.029,
p=0.013, respectively).Among primary care applicants, pneumococcal vaccination rates were higher in those with diabetes (p=0.007) and
chronic lung disease (p=0.002). Elderly individuals with polypharmacy had higher rates of both vaccines (p=0.004, p<0.001, respectively).
Conclusion: It was determined that vaccination rates in the elderly did not reach the desired levels. Vaccination rates are lower in the
elderly receiving home care services. Family physicians are recommended to question and inform the vaccination status of elderly
individuals. The active role of family physicians is a key factor in achieving vaccination targets.

Keywords: primary health care, home care services, aged, vaccines, Streptococcus pneumoniae, influenza

Ozet

Amag: Ulkemizde yashlarin asilanma oranlarina odaklanan toplum tabanli arastirmalar olduk¢a sinirhidir. Bu ¢aligmanin hedefi, birinci
basamak saglik hizmetlerine bagvuran ve evde saglik hizmeti alan yasl bireylerde pndmokok ve influenza agilanma oranlarini incelemektir.
Yontem: Bu arastirma, 1 Temmuz 2023 ile 15 Agustos 2023 tarihleri arasinda Samsun il merkezinde evde saglik hizmetleri kapsaminda
kayith olan ve rastgele secilen bir aile sagligt merkezine bagvuran 65 yas ve lizeri bireylerle gerceklestirildi. Katilimcilarin demografik
bilgileri, kronik hastaliklari, ila¢ kullanimi, son bir y1l i¢inde influenza asis1 durumu ve pnémokok asist ile ilgili veriler yiiz yiize goriismeler
yoluyla toplandi. Verilerin analizi SPSS 26.0 programi kullanilarak yapildi ve p<0,05 anlamlilik diizeyi olarak kabul edildi.

Bulgular: Caliymamiza, 210 evde saglik hizmeti alan ve 219 birinci basamak saglik hizmetlerine basvuran yash birey katildi. Evde saglik
hizmeti alan hastalarin %4,3'd pnomokok ve %8,1'1 influenza asis1 yaptirmisti. Birinci basamak saglik hizmetlerine bagvuranlari %10,5'i
pnoémokok ve %16,9'u influenza asis1 olmustu. Evde saglik hizmeti alanlarin asilama oranlari, birinci basamak saglik hizmetlerine
basvuranlardan anlamli derecede daha diisiiktii (sirasiyla; p=0,014, p=0,006).Seksen bes yas ve iizeri evde bakim hastalarinda pnomokok
asis1, kronik akciger hastaligi olanlarda influenza asis1 oranlar yiiksekti (sirastyla; p=0,029, p=0,013). Birinci basamaga bagvuranlarda
diyabet (p=0,007) ve kronik akciger hastalif1 (p=0,002) olanlarin pnémokok asis1 oranlari yiiksekti. Polifarmasisi olan yash bireylerde her
iki aginin uygulanma orani yiiksek saptandi (sirastyla; p=0,004, p<0,001).

Sonug: Yasl bireylerin agilanma oranlarinin hedeflenen seviyelere ulasmadigi belirlenmistir. Evde saglik hizmetine kayitli yasli bireylerde
asilanma oranlar1 daha disiiktiir. Aile hekimlerine, yash bireylerin as1 durumlarini sorgulamalari ve bilgilendirmeleri 6nerilmektedir. Aile
hekimlerinin aktif rolii, agilama ile ilgili hedeflere ulagsmada kilit faktorlerdendir.

Anahtar Kelimeler: Birinci basamak hizmetleri, evde saglik hizmetleri, yash, asilar, pndmokok, influenza
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Giris

Yaslanma, Ozellikle kronik hastaliklarin mevcut oldugu durumlarda, bulasici hastaliklarin riskini ve siddetini
artirir.’ Saglik hizmeti sunucular1 asilamay1 genellikle ¢ocukluk cagima yonelik bir miidahale olarak gormekte ve
yagla birlikte bagisiklik sisteminin zayiflamasi nedeniyle yaglilara yonelik asilamanin yeterince etkili olmadigini
diisiinmektedir.”> Bununla birlikte, asiyla onlenebilir hastaliklar énemli bir halk saghgi sorunudur ve ozellikle
yaslilar arasinda saglik sistemleri ilizerinde 6nemli bir yiik olusturmaktadir. Mevsimsel influenza ve pndémokok
pndmonisi gibi hastaliklar 6nemli oranda morbidite ve mortaliteye neden olur ve bunlarin insidans1 ve mortalitesi
yasla birlikte 6nemli 6l¢iide artar.®* Toplum kokenli pnomoni, yashlarda hastaneye yatis ve 6liimiin en yaygmn
nedenlerinden biridir. Amerika Birlesik Devletleri’nde her yil 400.000 pnomokok vakasinin hastaneye yatisi, yillik
18.000 invazif pnémokok hastalig1 vakasi bildirilmis olup, vaka 6liim oram1 %20,0'dir.” Ote yandan influenza
virlisii tiim diinyada 250.000 o&limden sorumlu olup, yilda 3-5 milyon ciddi enfeksiyon vakasiyla
iliskilendirilmektedir.’ influenzaya bagh 6liim riski 65 yas sonrasinda katlanarak artar ve yasl popiilasyonda yillik
olarak influenzaya baglh Slimlerin %90,0'ndan fazlasini temsil eder.”’ Bahsi gegen bu hastaliklara karsi etkili
asilar mevcut olup asilarin uygulanmasi birgok bolgede hedeflenen seviyelere ulasamamaktadir.®** Diinya ¢apinda
68 iilkede gergeklestirilen 522 calismanin incelendigi meta-analizde erigkin yas grubunda influenza asilama
oranlart Amerika’da %20,0-40,0, Cin’de %10,0-20,0, Brezilya’da %50,0’nin iizerinde, Avustralya’da %20,0-40,0,
Avrupa Bolgesinde %20,0-40,0 olarak raporlanmustir.” Ulkemizde birinci basamak saglik hizmetlerine basvuran 65
yas ve iizeri hastalarin %28,1'inin influenza, %4,2'sinin pndémokok asist yaptirdigi; iiclincii basamak saglik
hizmetlerinde gergeklestirilen bir ¢alismada ise bu oranlari sirasiyla %33,9 ve %9,9 oldugu bildirilmistir.'*""
Ulusal erigkin asilama semasina gére 65 yas ve lizeri tiim bireylere pndmokok ve yilda bir kez influenza asist
tavsiye edilmektedir.'” Eger 65 yasindan sonra pndmokok asilanma ge¢misi yoksa ve bagisiklik sistemini zayiflatan
bir durum mevcut degilse, dncelikle konjuge as1 PCV13 ve en az bir yil sonra polisakkarit asi PPSV23'iin yapilmasi
tavsiye edilmektedir.'> Konjuge veya polisakkarit olsun, pnmokok asilari inaktif influenza asis1 ile viicudun farkls
bolgelerinden eszamanl olarak uygulanabilir.'? Pnomokok asisi, pndmoni gegirme riski tasiyan kronik hastaliklar:
olan kisiler ile 65 yas ve tizerindeki saglikli bireylere Onerilmektedir. Tiirkiye’de, bu risk gruplarina dahil olan
kisiler, saglik kuruluslarinda iicretsiz olarak konjuge pnomokok asis1 yaptirabilirler.”® influenza asis1, 65 yas ve
iizerindeki tiim bireylere, belirli kronik hastaliklar1 olan kisilere ve yash bakim evleri ile huzurevlerinde kalanlara
iicretsiz olarak sunulmaktadir. Bu kisilerin asilarini iicretsiz alabilmeleri i¢in durumlarint belgelendirmeleri
yeterlidir ve saglik raporuna ihtiya¢ duyulmamaktadir. Bu asi, yilda bir kez uygulanmakta olup, tilkemizde {icretsiz
olarak temin edilebilir."

Artan yash niifus ile birlikte yaslanma ve kronik hastalik beraberligi, sagligin tiim basamaklarinda yogunluga
neden oldugu gibi birinci basamak saglik hizmetlerinde de bu hastalarin takibini 6n plana g¢ikarmaktadir.
Demografik degisimlerle birlikte ortaya ¢ikan mevcut kosullar, saglik hizmetlerinin sunumunda da degisikliklere
neden olarak bu bireylerin kendi alanlarinda bakim ihtiyaglarini giindeme getirmistir.'* Bu kapsamda evde saglhk
hizmetleri, bireylere evinde veya yerinde sosyal ve psikolojik danismanlik hizmetlerini de kapsayacak sekilde
verilen muayene, tetkik, tahlil, tedavi, tibbi bakim, takip ve rehabilitasyon hizmetlerinin sunumunu
gergeklestirmektedir.'* Aile hekimlerinin hizmet sunumunu gerceklestirdigi hem birinci basamak hem evde saglik
hizmetlerinde bagisiklama koruyucu hekimligin &nemli birlesenlerinden birini olusturmaktadir. influenza ve
pnomokok enfeksiyonlarinin yaslilarda ciddi sorunlara ve hatta 6liime neden olabildigi bilinmektedir. 65 yas tizeri
herkesin influenza ve pnomokok asilarmi yaptirmasi Onerilmesine ragmen, geriatrik yas grubunda bu asilarin
yapilma oranlarmin istenilen seviyeye ulasamadigi gozlemlenmektedir.”'>'® Arastirmamiz yash popiilasyonda
asilanma oranlarinin iyilestirilmesi i¢in mevcut durumu ortaya koyarak halk sagligi politikalarinin gelistirilmesine
katkida bulunacaktir.

Calismamizin amaci, birinci basamak saglik hizmetlerine basvuran ve evde saglik hizmeti alan yasgh bireylerin
pnomokok ve influenza agilanma sikligini belirlemek ve bu asilanma ile iligkili klinik durumlar1 tespit etmektir.
Yontem

Hasta Popiilasyonu ve Verilerin Toplanmasi

Bu arastirma, 1 Temmuz 2023 ile 15 Agustos 2023 tarihleri arasinda, Samsun Egitim ve Arastirma Hastanesi Evde
Saglik Hizmetlerine kayith 65 yas ve lizeri bireyler ile Samsun il merkezinde rasgele belirlenen Samsun
Omiirevleri Aile Saglig1 Merkezi’ne bagvuran 65 yas ve iizeri bireyler ile gerceklestirilmis kesitsel tanimlayic1 bir
caligmadir. Katilimeilarin demografik verileri, mevcut kronik hastaliklari, ilag kullanimlari, son bir yil iginde
yapilan influenza asis1 durumlar1 ve 65 yas sonrasi veya son bes yil iginde yapilmis pndmokok asilari, yiiz yiize
goriismelerle degerlendirilmistir. Bes ve daha fazla ilacin kullanimi polifarmasi olarak kabul edilmistir.'” Birinci
basamak saglik hizmetlerine ayaktan bagvuran ve evde saglik hizmetlerine kayitli olup saha ziyaretlerinde evde
ziyaret edilen, 65 yas ve iizeri, ¢alismaya katilmayi kabul eden ve bilgilendirilmis onamlari alinan kisiler
aragtirmaya dahil edilmistir. Evde saglik hizmeti alan biligsel fonksiyonlari bozulmus hastalarin birinci derecede
bakim verenlerinden bilgilendirilmis onamlari alinmistir.
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Katilimcilar aile saglhigi merkezine ayaktan basvuran ve evde saglik hizmetlerine kayith 65 yas ve iizerindeki
hastalardan rasgele yontemle segilmistir. Calismanin yapildigi tarih itibariyle Aile Sagligi Merkezi'nde bulunan beg
aile hekimligi biriminde kayith 65 yas ve tizeri 1100 hasta bulunmaktaydi. Evde saglik hizmetlerinde ise kayitli 65
yas ve iizeri yaklasik 4500 hasta mevcuttu. Orneklem hesaplamasinda tanimlayici istatistikler i¢in sonug lgiisiiniin
kategorik oldugu, evren biiylikliginin bilindigi “n=N*p*q/(N-1)+p*q” hesaplama formiilii uygulandiginda ve
tahmini pnémokok ve influenza asilama prevalansi ortalama %15 oraninda kabul edildiginde'®'®" 6rneklem sayis1
birinci basamak saglik hizmetleri i¢in 167, evde saglik hizmetleri i¢in 188 olarak hesaplandi.

Etik onay

Samsun Universitesi Klinik Arastirmalar Etik Kurulu tarafindan verilen SUKAEK-2023 12/1 numarali onay ile bu
arastirma etik yonden uygun bulunmustur. Caligmanin birinci basamak saglik hizmetlerinde yapilabilmesi i¢in T.C.
Saglik Bakanlig1 Samsun Il Saglik Miidiirliigii'nden resmi izin alinmistir. Arastirma, Helsinki Deklarasyonu ve lyi
Klinik Uygulamalar Kilavuzu'na uygun olarak yiirtitilmistiir.

Istatistiksel analiz

Bireylerin demografik ve klinik verilerine iliskin tanimlayic1 bilgiler, frekans (N ve %) tablolariyla sunulmus,
stirekli degiskenler ise ortalama =+ standart sapma ve ortanca (minimum-maksimum) araliklariyla ifade edilmistir.
Sayisal verilerin normal dagilimi Kolmogorov-Smirnov testi ile kontrol edilmistir. Kategorik verilerin
karsilastirilmasinda Pearson Ki-kare testi kullanilmistir. Veri analizi, SPSS 26.0 (SPSS Inc., Chicago, Illinois,
ABD) yazilimi ile gerceklestirilmistir. Sonucglar p<0,05 anlamlilik seviyesinde ve %95 giiven araliginda
degerlendirilmistir.

Bulgular

Calismamiza birinci basamak saglik hizmetine bagvuran 219 ve evde saglik hizmeti alan 210 yash birey dahil
edildi. Birinci basamaga basvuran bireylerin %56,2’si (n=123) kadm olup, %75,3’0 (n=165) 65-74 yas
araligindaydi. Yas ortalamasi 71,40+5,45°ti (min:65-maks:88). Evde saglik hizmeti alanlarin %69,0’u (n=145)
kadin olup %38,6’s1 (n=81) 75-84 yas, %36,2’si (n=76) 85 yas ve lizeriydi. Yas ortalamas1 80,14+8,67 ydi
(min:65-maks:100). Birinci basamaga bagvuran ve evde saglik hizmeti alan hastalarda en sik goriilen kronik
hastaliklar hipertansiyon (sirasiyla; %45,7, %50,0), kardiyovaskiiler hastalik (sirasiyla; %35,2, %38,6), diyabet
(swrasiyla; %21,5, %29,0) gelmekteydi. Kronik bobrek yetmezligi, serebrovaskiiler hastalik, demans, onkolojik
hastalik ve polifarmasi goriilme orani evde saglik hastalarinda birinci basamak saglik hizmetlerine bagvuran
bireylere gore anlamli derecede daha yiiksekti (tiimii p<0,001) (Tablo 1).

Tablo 1.Katilimcilarin demografik ve klinik 6zelliklerinin degerlendirilmesi

Degiskenler Birinci Basamak Saghk Evde Saghk Hizmetleri
Hizmetleri (n=219) (n=210) p*
n (%) n (%)
Cinsiyet
Kadin 123 (56,2) 145 (69,0)
Erkek 96 (43,8) 65 (31,0) 0,006
Yas
65-74 165 (75,3) 53(25,2)
75-84 47 (21,5) 81 (38,6)
85< 7(3.2) 76 (36,2) <0,001
Kronik hastaliklar
Hipertansiyon 100 (45,7) 105 (50,0) 0,369
Diyabet 47 (21,5) 61 (29,0) 0,070
Kronik bobrek yetmezligi 7@3,2) 38 (18,1) <0,001
Kardiyovaskiiler hastalik 77 (35,2) 81 (38,6) 0,464
Kronik akciger hastaligi 25(11,4) 31 (14,8) 0,304
Serebrovaskiiler hastalik 6 (2,7) 57 (27,1) <0,001
Demans 3(1,4) 65 (31,0) <0,001
Onkolojik hastalik 20,9 23 (11,0) <0,001
Diger** 55(25,1) 66 (31,4) 0,146
Polifarmasi 45 (20,5) 105 (50,0) <0,001

* Pearson Ki-kare Test
** Tiroid hastaliklari, prostat hastaliklari, epilepsi, glokom/g6z hastaliklari, periferik damar hastaliklari, romatolojik hastaliklar, karaciger
hastaliklar.
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Evde saglik hizmeti alan hastalarin %4,3'line (n=9) pndmokok ve %8,1'ine (n=17) influenza asis1 yapilmisti.
Birinci basamak saglik hizmetlerine bagvuran bireylerin ise %10,5'1 (n=23) pnoémokok ve %16,9'u (n=37) influenza
asist olmustu. Evde saglik hizmeti alan hastalarda pndmokok ve influenza agilama oranlari, birinci basamak saglik
hizmetlerine bagvuranlara gore anlamli sekilde daha diisiik belirlendi (sirasiyla; p=0,014 ve p=0,006) (Tablo 2).

Tablo 2. Birinci Basamak Saghk Hizmetine Basvuran ve Evde Saglik Hizmeti Alan Yashlarda Pnomokok ve Influenza Asilart
ile Asilanma Oranlarin Karstlastirilmast

B‘f“‘“ ]?..asamak. Evde Saghik Hizmetleri
Saghk Hizmetleri (n=210)
Degiskenler (n=219) n (%) p*
n (%) ’
Influenza asis1 37(16,9) 17.(8,1) 0,006
Pnomokok agisi 23 (10,5) 9(4,3) 0,014

* Pearson Ki-kare Test

Birinci basamaga bagvuranlar arasinda diyabet (p=0,007) ve kronik akciger hastaligi (p=0,002) tanisi olanlarin
pnomokok asis1 yaptirma orani daha yiiksekti. Ayrica, hipertansiyon, diyabet, kronik bobrek yetmezligi ve koroner
arter hastalig1 tanis1 bulunan katilimcilar arasinda influenza asis1 yaptirma oraninda anlaml bir iliski gézlemlendi
(strasiyla; p=0,027, p<0,001, p=0,004, p=0,003). Birinci basamak saglik hizmetlerinde polifarmasisi olan yaslh
bireylerde hem pndmokok hem de influenza asilanma oranlar1 yiiksek bulunmustu (sirasiyla; p=0,004 ve p<0,001)
(Tablo 3).

Tablo 3. Birinci Basamak Saghk Hizmetine Basvuran Yasl Bireylerde Pnomokok ve Influenza Asilanma Oranlart ile Iliskili
Faktorler

Degiskenler Birinci Basamak Saghk Hizmetleri
. (n=219)
Influenza asis1 p* Pnomokok asisi p*
n (%) n (%)
Cinsiyet
Kadmn 17 (13,8) 13 (10,5)
Erkek 20 (20,8) 0,169 10 (10,4) 0,971
Yas
65-74 25 (15,1) 16 (9,6)
75-84 11(23,4) 0.405 6(12,7) 0.788
85= 1(14,2) 1(14,2)
Kronik hastaliklar
Hipertansiyon 23 (23,0) 0,027 15 (15,0) 0,057
Diyabet 16 (34,0) <0,001 10 (21,2) 0,007
Kronik bobrek yetmezligi 4(57,1) 0,004 2(28,5) 0,113
Kardiyovaskiiler hastalik 21 (27.3) 0,003 12 (15,5) 0,071
Kronik akciger hastaligi 6 (24,0) 0,314 7 (28,0) 0,002
Serebrovaskiiler hastalik 2(33.3) 0,276 - 0,395
Demans 2 (66,6) 0,117 - 0,550
Onkolojik hastalik _ 0,522 1 (50,0) 0,067
Polifarmasi 17 (37,7) <0,001 10 (22,2) 0,004

* Pearson Ki-kare Test

Evde bakim alan 85 yas ve iizeri hastalarda pnomokok asis1 yaptirma orani ve kronik akciger hastaligi tanisi
olanlarda influenza asis1 yaptirma orani anlamli derecede yiiksek bulundu (sirasiyla; p=0,029 ve p=0,013) (Tablo
4).
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Tablo 4.Evde Saglik Hizmetine Kayitli Yash Bireylerde Pnémokok ve Influenza Asilanma Oranlart ile Iliskili Faktorler

Degiskenler Evde Sa(%l;l;lfzi)zmetleri
Influenza asis1 p* Pnomokok asisi p*
n (%) n (%)
Cinsiyet
Kadin 9(6,2) 7(4.8)
Erkek 8 (14.0) 0,134 2 (3,0) 0,563
Yas
65-74 3 (5,6) 1(1,9)
75-84 7(8.,6) 0,748 1(1,2) 0,029
85< 7(9,2) 709.2)
Kronik hastahiklar
Hipertansiyon 9 (8,5) 0,800 3(2,9) 0,307
Diyabet 8 (13,1) 0,088 1(1,6) 0,226
Kronik bobrek yetmezligi 4 (10,5) 0,544 - 0,149
Kardiyovaskiiler hastalik 7 (8,6) 0,818 5(6,2) 0,285
Kronik akciger hastalig1 6 (19,4) 0,013 309,7) 0,108
Serebrovaskiiler hastalik 5(8,7) 0,826 - 0,061
Demans 6(9,2) 0,686 4(6.2) 0371
Onkolojik hastalik 3 (13,0) 0,357 1(4,3) 0,988
Polifarmasi 12(11,4) 0,077 4(3,8) 0,733

* Pearson Ki-kare Test

Tartisma

Calismamizda 65 yas ve iizeri yaslt hastalarin ayaktan ilk basvuru noktalari olan birinci basamak saglik hizmetleri
ile yiiksek oranda yash hastalara hizmet sunumunun gergeklestigi evde saglik hizmetlerinde pnémokok ve
influenza asilama oranlar1 degerlendirilmistir. Hem birinci basamak saglik hizmetlerinde hem de evde saglik
hizmetlerinde as1 ile bagigiklama oranlariin oldukca diisiik oldugu saptanmistir. Evde saglik hizmetlerine kayith
yasli bireylerde birinci basamak saglik hizmetlerine bagvuran yagl bireylere gére pndmokok ve influenza asilari ile
bagisiklama oranlarinin daha diisiik oldugu tespit edilmistir.

Yash niifusta influenza asis1 yapilma orani c¢esitli iilkelerde belirgin oranlarda farklilik gdstermektedir. Her ne
kadar Diinya Saghk Orgiitii ve Avrupa Birligi yash yetiskinlerin %75'inin influenza agis1 kapsamima alinmasi
hedefini benimsemis olsa da iilkelerde bu deger tutturulamadigi gibi, son zamanlarda Avrupa'da agilama oranlari
daha da diismiistiir.”” Baz1 iilkelerde ise 65 yas ve iizeri kisiler arasinda influenza asilama orani1 oldukea yiiksektir.
Giliney Kore’de %75,8, Avustralya’da %70,9, Amerika’da %71,5, Birlesik Krallik’ta %70,8, Yeni Zelanda’da
%68,0, Kanada’da %60,0 ve irlanda’da %59,0 oraninda bagisiklama orani rapor edilmistir.*’ Yunanistan’da yas
ortalamas1 70,7 olan katilimeilar ile gerceklestirilen ¢alismada bireylerin yaridan fazlasi (%56,6) 2018 yilinda
influenza asis1 yaptirmustr.”’ Ulkemizde 65 yas iistii bireylerin degerlendirildigi calismalarda influenza asilama
orani %14,0 ve %26,8 olarak bildirilmistir.'"®'® Yine iilkemizde birinci basamak saglik hizmetlerine basvuran 65
yas ve iizeri hastalarin %28,1’inin influenza asis1, %4,2’sinin pnémokok asis1 yaptirdig1 tespit edilmistir.'” Mutlu
ve ark. iiclincii basamak bir hastanenin aile hekimligi poliklinigine bagvuran 65 yas ve iizeri hastalarin pnémokok
asis1 yaptirdigini saptanustir.'’ Yilmaz ve ark. evde saglik hizmeti alan yash hastalarda influenza asisin1 yaptirma
oranin1 %22,0 ve pndmokok asis1 yaptirma oranmi %6,4 olarak bildirmistir.'® 65 yas ve tizeri hastalari kapsayan ve
iilkemizde gerceklestirilen galismalarda pnémokok asilama oranlar1 %18,4 ve %3,1 oranlari rapor edilmistir.'**

Simsek Yurt & Yavuz. TJFPMC 2025;19(1): 15-22

19



Japonya’da 65 yas ve iizeri bireylerde pndmokok agisinin ulusal asilama takvimine girdikten sonra asilama orani
%20,9’dan %40,6’ya ¢ikmistir.”> Amerika Birlesik Devletleri’nde yasli bireylerde hastalik koruma ve 6nleme
merkezinin raporuna gore pnémokok asilama oram %61,3 olarak tespit edilmistir.** Calismamizda influenza ve
pndmokok asilama oranlari sirastyla birinci basamak saglik hizmetlerine bagvuran hastalarda %16,9 ile %10,5 ve
evde saglik hastalarinda %8,1 ile %4,3 olarak belirlenmistir. Genel olarak bakildiginda arastirmamizdaki agilama
oranlari iilkemizde yapilan ¢aligmalarla benzer olup diinya genelinde belirlenen hedefin oldukga altindadir. Bazi
iilkelerde yash niifusun asilanma oranlar1 yiiksek olsa da genel olarak kiiresel hedeflere ulasmakta zorluklar
yasandig1 goriilmektedir. Bu durum, halk saglig1 politikalarinin ve asilamaya yonelik farkindalik kampanyalarinin
giiclendirilmesi gerektigini gostermektedir. Calismamizda tim yash popiilasyonda asilanma orani diigiik olmakla
birlikte evde saglik hizmetlerine kayitli hastalarin agilanma oranlari, birinci basamak saglik hizmetlerine ayaktan
bagvuran yaslilara gore anlamli derecede diisiik saptanmistir. Evde saglik hizmeti alan yash bireyler daha ileri yasli,
komorbidite ve polifarmasi orani yiiksek bireylerden olusmaktadir. Bagisiklik sistemini zayiflatacak ek kronik
hastaliklara sahip bireylerde influenza ve pnomokok enfeksiyonlari morbidite ve mortalitesi yiiksek
seyretmektedir.'® Bu grup i¢inde asilanma oranlarinin diisiik olmasi, saglik politikalarinin ve uygulamalarinin evde
saglik hizmetlerine de 6zellikle odaklanmasi gerektigini gostermektedir. Asilanma oranlarinin artirilmasi, dzellikle
yiiksek risk altindaki bu bireylerin influenza ve pndomokok enfeksiyonlarindan korunmalart igin kritik Gnem
tagimaktadir.

Arastirmamizda diyabet, kronik akciger hastaligi tanilar1 olan ve 85 yas iistii hastalarda pnémokok as1 yaptirma
orani yiiksek belirlenmistir. Hipertansiyon, diyabet, kronik bobrek yetmezligi, kronik akciger hastaligi ve koroner
arter hastalik tanisi olanlarda influenza asilama oran1 yiiksek saptanmistir. Literatiirde altta yatan hastaligi olan 50-
60 yas aras1 yetigkinlerin grip mevsiminde hastaneye yatma riskinin daha yiiksek oldugu bildirilmistir. Bu nedenle
65 yas iistii bireylerde kardiyovaskiiler hastalik, akciger hastaligi gibi kronik durumlarda influenza ve pnomokoka
bagl invaziv hastalik daha sik goriiliir.” Yunanistan’da yas ortalamasi 70,7 olan ve 318 katilimei ile gergeklestirilen
¢alismada yasm biiyiik olmasi ve sik doktora gitmenin influenza asis1 yaptirmay1 olumlu etkiledigi goriilmiistiir.*’
Mutlu ve ark. kronik bobrek, kalp ve akciger hastaliklar1 bulunan bireylerde asilanma oranlarinin daha yiiksek
oldugunu belirlemistir.'' Pnomokok asis1 yaptrma oranmin en fazla kronik akciger hastalarmda oldugu
bildirilmistir. Kronik akciger hastalig1 olanlarin yarist pnémokok asis1 yaptirmistir.'' Ciftci ve ark.’nin yaptigi
arastirmada, kronik obstriiktif akciger hastali§i (KOAH), diyabet ve kronik kalp hastaliklari tanisi olan bireylerde
influenza asilanma oranlar1 ile anlamli bir iliski bulundugu bildirilmistir.”’ Celebi ve ark.’nin galismasinda, astim
hastalarinin influenza agis1 yaptirma oram1 %40,7 olarak bulunmus ve bu oran, kontrol grubuna kiyasla anlamli
derecede vyiiksek olarak degerlendirilmistir.”® Influenza asismin yash diyabetik hastalarda hastaneye yatis
sonuglarini dnemli Slgiide iyilestirdigi gorilmiistiir.”” Cin’de eriskin popiilasyonda gergeklestirilen ¢alismada
influenza agilama orani1 60 yas iistii kisilerde %3,8, kronik hastaligi olan kisilerde ise %4,0 olarak belirlenmistir.
KOAH hastalarinda %3,6, kronik bronsit hastalarinda ise %4,8 asilama orani bildirilmistir.28 Sonug olarak, kronik
rahatsizliklar1 olan veya saglik durumlarini koétii olarak algilayan bireyler, hastalik risklerinin farkinda olma ve bu
konuda duyarli olma olasilig1 daha yiiksek kisilerdir. Buna karsin, kendilerini "iyi" saglikta algilayan kisilerin as1
olma olasiliklar1 daha diisiiktiir.”> Doktorlardan alman bilgi ve tavsiyeler, yasli bireylerin asilanma oranlarmin
artmasiyla iliskilidir.*® Avustralya'da, 65 yasindaki kisilere yonelik yazili bilgilerin kiiltiirel uygunluk, okunabilirlik
ve duygusal baglanti agisindan yetersiz oldugu tespit edilmistir. Bu nedenle, as1 6nerisinde bulunurken yalnizca
yazili bilgilere dayanmak yerine, doktor-hasta iligkilerinin ve iletisim becerilerinin kalitesi 6zellikle 6nem
tasimaktadir.”’

Ast uygulamasi, hekimin asiy1 dnerme egilimi ile bireyin asiy1 kabul etme egiliminin birlesiminden olusan
karmasik ve ¢cok boyutlu bir olgudur. Saglik hizmeti saglayicilarinin as1 ile dnlenebilir hastalik yiikiiniin daha fazla
farkinda oldugu ve asilamanin etkinligine daha fazla giivendigi, oysa hastalarin hastalig1 kendileri igin bir tehdit
olarak algilamadiklari takdirde genellikle astya ihtiyag duymadiklar1 gosterilmistir.’ Ozellikle 65 yas ve iizeri mobil
bireylerin ulasim kolayligi nedeni ile birinci basamagi siklikla kullandiklari, yataga yari veya tam bagimh
bireylerin ise evde saglik hizmetlerinden faydalandig1 disiiniiliirse sahada ¢aligan aile hekimlerine bu konuda ¢ok
is dismektedir. Aile hekimliginin en Onemli hedeflerinden biri olan koruyucu hekimligin amaci, yalnizca
hastaliklarin ortaya ¢ikisini engellemekle sinirli kalmaz; ayn1 zamanda hastaliklarin erken dénemde tespit edilmesi
ve komplikasyonlariin 6nlenmesi de bu yaklasimin 6nemli bir pargasidir. Bu nedenle, yasl bireylerde pnomokok
ve influenza asilamalariin diizenli olarak yapilmasi, koruyucu hekimlik uygulamalarinin etkinligini artirir. Ayrica
yagli hastalarda agilamanin birinci basamak saglik hizmetlerine bagvuru ve hastaneye yatis sayisinit da azaltarak
maliyet tasarrufu sagladig1 gosterilmistir.”’

Kisithliklar
Aragtirmamiz sadece Samsun il merkezinde kayitli evde saglik hizmeti alan ve birinci basamak saglik hizmetlerine
bagvuran yash bireyler ile gerceklestirildigi i¢in sonuglar tiim lilkeye genellenemez. Calismanin kesitsel yapisindan
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dolayi iliskili faktorler arasinda nedensellik iliskisi belirlenememektedir. Aragtirmamizda asilama oranlari diisiik
saptanmis olup, yasli bireylerin veya bakim verenlerinin asiya karsi olumsuz tutum ve davraniglarinin nedenlerine
dair ek aragtirmalara ihtiyag¢ vardir.

Sonug¢

Caligmamizda yaglilarda asilanma oranlariin hedeflenen diizeylere ulasmadigi tespit edilmistir. Evde saglik
hizmeti alan yaslilarda asilanma oranlari, birinci basamak saglik hizmetlerine ayaktan bagvuran hastalara gére daha
diigiiktiir. Koruyucu hekimlik kapsaminda pndmokok ve influenza agilamalarinin artirilmasi, yash bireylerde ciddi
enfeksiyon hastaliklarinin dnlenmesinde ve genel saglhigin korunmasinda 6nemli bir rol oynar. Etkili iletisim
stratejileri ve aile hekimlerinin aktif rolii, bu hedeflere ulagmada kilit faktorlerdir. Saglik hizmeti saglayicilarinin ve
halk sagligi konusunda karar vericilerin, agilamanin degerini daha iyi anlamalar1 ve basarili yaglanmay1 tesvik
etmede asilamay1 6nemli bir 6nleyici arag olarak degerlendirmeleri gerekmektedir.
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Does Health Literacy Affect Vaccine Hesitation?
Saghk Okuryazarhgi Asi Tereddiidiinii Etkiler Mi?

flknur GOL'2', Serap ACIKGOZ?
Abstract

Background: Despite substantial and convincing evidence that vaccines save the lives of millions of children each year, vaccine hesitancy
has become a growing focus of attention and concern. In 2019, the World Health Organization ranked vaccine hesitancy among threats to
global health. This study was conducted to determine the effect of individuals' health literacy on vaccine hesitancy.

Methods: This cross-sectional study was conducted with 365 adults in Turkey. Data were collected using a Sociodemographic
Characteristics Form, the Health Literacy Scale, and the Vaccine Hesitancy Scale.

Results: The level of health literacy of the research group was good, and the level of their vaccine hesitancy was moderate. A significant
negative correlation was found between health literacy and vaccine hesitancy (p<0.05). It was determined that as the education level
increased, the level of health literacy increased, and vaccine hesitancy decreased (p<0.05). The vaccine hesitancy scores of those who had
not received both adult and COVID-19 vaccines were higher than the scores of those who had (p<0.05).

Conclusion: The study's findings showed a negative correlation between health literacy and vaccine hesitancy and that the level of
education positively affected both variables. Conducting studies to increase health literacy to create social awareness about vaccine hesitancy
or refusal can help reduce the increasing anti-vaccination movement.

Key words: Health Literacy, Vaccine, Vaccination, Vaccine Hesitancy

Ozet

Giris: Asilarin her yil milyonlarca ¢ocugun hayatini kurtardigina dair saglam ve ikna edici kanitlara ragmen, as1 tereddiidii giderek artan bir
ilgi ve endise odag haline gelmistir. Diinya Saglhk Orgiitii, 2019'da as1 tereddiidiinii kiiresel saghiga yonelik tehditler arasinda siralamistir. Bu
¢alisma bireylerin saglik okuryazarliginin ag1 tereddiidiine etkisini belirlemek amactyla yapilmustir.

Yontem: Kesitsel tipte olan bu galisma Tiirkiye'deki 365 yetiskin ile yiiriitiilmiistiir. Veri; Sosyodemografik Ozellikler Formu, Saghk
Okuryazarhigi Olgegi ve Ast Tereddiidii Olgegi kullanilarak toplanmistir.

Bulgular: Arastirma grubunun saglik okuryazarligi diizeyi iyi, as1 tereddiidii diizeyi ise orta diizeydedir. Saglik okuryazarhgi ile ast
tereddiidii arasinda anlamli negatif korelasyon bulunmustur (p<0,05). Egitim diizeyi arttikca saglik okuryazarlig1 diizeyinin de arttig1, asi
tereddiidiiniin azaldig1 belirlenmistir (p<0,05). Hem yetigkin donem agilarini hem de COVID-19 asisim1 yaptirmayanlarin asi tereddiidi
puanlari yaptiranlara gére daha yiiksek bulunmustur (p<0,05).

Sonug: Arastirmanin bulgulari, saglik okuryazarligi ile asi tereddiidii arasinda negatif bir iliski oldugunu ve egitim diizeyinin her iki
degiskeni de olumlu yonde etkiledigini gostermistir. Asi tereddiidii veya reddi konusunda toplumsal farkindalik olusturmak igin saglik
okuryazarligini artirmaya yonelik ¢aligmalar yapmak, artan as1 karsiti hareketin azaltilmasina yardimeci olabilir.

Anahtar kelimeler: Asi, Asilama, Asi tereddiidii, Saglik okuryazarligi,
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Introduction

Vaccines represent one of the most effective means of preventing disease and improving public health and are
therefore regarded as one of the 10 greatest achievements of the 20th century in this field."” It is estimated that
approximately 2-3 million human deaths worldwide and 14 thousand in Turkey are prevented every year thanks to
immunization. In addition, it is known that approximately 25 diseases, most of which result in death, are prevented
in the world thanks to easily accessible vaccines.’ Reducing the prevalence and incidence of vaccine-preventable
diseases depends on the high acceptance and inclusiveness of vaccination programs.*’ Immunization provides both
direct protection for vaccinated individuals and indirect protection by providing herd immunity for the whole
population.® Despite the benefits of vaccines, not many individuals are vaccinated worldwide, including about 20
million infants each year.” Deaths worldwide due to measles increased by 50% from 2016 to 2019, causing more
than 207,500 deaths in 2019.* In Turkey, on the other hand, despite positive experiences with vaccination, vaccine
hesitancy has gradually increased due to some occurrences such as a lawsuit that was won regarding “receiving
parental consent for vaccination” in 2015 and anti-vaccination discourse that has frequently appeared in the media,
and as a result, the number of families who did not receive vaccination increased from 183 in 2010 to 23 thousand
in 2018.”"° Vaccine hesitancy is one of the important reasons leading to a decrease in vaccination rates and an
increase in the frequency of vaccine-preventable diseases. The World Health Organization (WHO) defined vaccine
hesitancy as “delay in accepting the administration of some vaccines or not allowing their administration despite
their availability” and listed it among threats to global health in 2019.”*

There is substantial and convincing evidence that vaccines save millions of children's lives each year; however,
vaccine hesitancy has become a growing concern.'' A reduction in the proportion of immune individuals within a
given society may result in the emergence of epidemics. Consequently, the decision of whether to receive an
immunization is not solely a matter of personal choice, but rather a collective responsibility that extends to the
entire society. This indicates that vaccine hesitancy is an important public health problem.

Health literacy (HL) is an individual's ability to obtain, process, and understand basic health information to make
informed health-related decisions. Studies show that low HL levels are associated with poor compliance with
preventive and therapeutic medical recommendations. HL is considered an important factor to better define and
understand the main determinants of vaccine intake.'> Concurrently, while HL plays a significant role in shaping an
individual's perception of vaccination in terms of health, vaccination also constitutes a crucial aspect of public
health. We think increasing the ability to access accurate information and understand and evaluate information
about vaccines will increase the level of individuals’ HL, which in turn will lead to important changes in anti-
vaccine attitudes. For these reasons, the study tried to answer the question "Does Health Literacy Affect Vaccine
Hesitancy?"

Method

Design and sample

The population of this cross-sectional descriptive study consisted of individuals aged between 18 and 65 years.
Since the study population was not known, the formula of n= t 2 x p x q/ d2, where p: the probability of
occurrence; q = 1 - p ; d: the effect size"’ was used to determine the sample size. The calculation was based on a
0.95% confidence interval, 5%, standard deviation, and 50% unknown prevalence. The minimum sample size was
determined as 384." A total of 365 individuals participated in the research. The research was carried out with a
participation rate of 95%. Inclusion criteria were (a) individuals aged between 18 and 65 years, (b) residence in
Turkey, (c) literacy in Turkish, (d) having internet access, (¢) being a social media user on platforms, such as
Facebook, WhatsApp, or Instagram.

Data collection tools

The data collection tools included a Sociodemographic Characteristics Form, which was prepared by the
researchers following a comprehensive review of the relevant literature. This form included questions about the
participants' age, education level, marital status, number of children, place of residence, employment status.

The Health Literacy Survey (HLS), developed by Sorensen et al. in 2013, was adapted to Turkish by Aras and
Temel in 2017. HLS consists of 25 items and 4 sub-dimensions: "Accessing information", "Understanding
information", "Measurement/Evaluation" and "Application/Use". The scores obtained from the five-point Likert-
type scale range between 25 and 125."*'° The reliability coefficient was calculated as 0.92 in Aras and Temel's
study and 0.94 in this study.

The Vaccine Hesitancy Scale, was developed by Kilingarslan et al. in 2020'® to objectively measure and better
understand individuals' vaccine hesitancy. The scale consists of 21 items and 4 sub-dimensions: "Vaccine benefits
and protective value", "Vaccine hesitancy”, "Solutions for not being vaccinated" and "Reason for vaccine
hesitancy". The score to be obtained from the five-point Likert-type scale ranges between 21 and 105, and higher
scores indicate higher vaccine hesitancy. The reliability coefficient was calculated as 0.90 in Kiligarslan's study and
0.86 in this study.
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Data collection process

Due to the COVID-19 pandemic, data were collected online via a questionnaire created on "Google Forms" to
facilitate recruiting individuals between the ages of 18-65. The link to the questionnaire was distributed to the
individuals who had expressed their willingness to participate in the research project, and they were requested to
complete it.

Data analysis

SPSS 22.0 software package was used to evaluate the study data. As a result of the normality tests, it was
determined that the data did not show a normal distribution. Therefore, Kruskal-Wallis H and Mann-Whitney U
tests were used for intergroup comparisons. In cases where the Kruskal-Wallis test was found to be significant, the
Mann Whitney U test was performed to determine between which groups the difference was. To prevent type |
errors that may interfere with the measurement in Mann-Whitney U-tests, the Bonferroni correction was applied.
The relationship between scale scores was evaluated with Pearson correlation analysis. Simple linear regression
analysis was performed to examine the effect of HL on the level of vaccine hesitancy. A five-model simple linear
regression analysis was conducted to explain the effect of individuals' HL. on vaccine hesitancy levels. Each of the
sub-dimensions in the HLS was determined as a separate model. The level of significance was accepted as p<0.05.
Ethical considerations

Ethical approval (Protocol Number: 2021/21) was obtained from the research and publication ethics committee of a
university in Turkey to collect data. The first page of the questionnaire included a consent form, which also
provided information about the purpose of the research. Only participants who checked the confirmation box of the
consent form accessed the following pages and filled out the questionnaire. Necessary permissions were obtained
from the authors of the scales used in the study.

Results

Participants’ ages ranged from 18 to 65, with the mean age being 34.98+11.81, 55.9% of them were female, 58.4%
were married, and 55.9% had at least one child. All of those who had children stated that they had their children
vaccinated regularly. Also, it was found that 40.5% of the research group had received adult vaccines and that
90.1% had received at least two doses of the COVID-19 vaccine (Table 1).

Table 1. Descriptive characteristics of the research group (n=3635)

Variable Mean=SD

Age 34.98+11.81
Variables n %
Sex

Women 204 559
Men 161 44.1
Marital status

Married 213 58.4
Single 152 41.6
Education status

Primary school 20 5.5
Middle School 9 2.5
High school 71 19.5
University 207 56.7
Postgraduate 58 15.9
Social security

Yes 310 84.9
No 55 15.1
Income status

Good 77 21.1
Middle 219 60.0
Insufficient 69 18.9
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Table 1 (continued). Descriptive characteristics of the research group (n=3635)

Number of children

None 161 441
One 67 18.4
Two 103 28.2
Three 28 7.7
Four or more 6 1.6

The status of their children getting their vaccinations regularly

Yes 204 100
No - -
Status of receiving adult vaccinations (HPV, Pneumonia, Flu etc.)

Yes 148 40.5
No 217 59.5
COVID-19 vaccination status

At least two doses of vaccine 329 90.1
Single dose vaccine 2 3.6
No vaccine 23 6.3

Participants’ mean scores on the HLS and the Vaccine Hesitancy Scale are presented in Table 2. Accordingly, the
mean scores on the HLS were 102.81+18.28 on the total scale, 22.49+4.14 on the access to information sub-
dimension, 31.21+5.19 on the understanding information sub-dimension, 32.84+6.41 on the appraisal/evaluation
sub-dimension, and 16.26+4.09 on the application/use sub-dimension. On the other hand, the mean scores on the
Vaccine Hesitancy Scale were 48.74+£14.98 on the total scale, 9.86+£5.03 on the benefits and protective value of
vaccines sub-dimension, 16.92+5.90 on the vaccine repugnance sub-dimension, 10.29+5.00 on the solutions for
non-vaccination sub-dimension, and 11.66+3.10 on the justification of the vaccine hesitancy sub-dimension.

Table 2. Health Literacy Scale and Vaccine Hesitancy Scale mean scores of the research group

Scales Mean£SS Min-Max
Health Literacy Scale 102.81+18.28 25-118
Access to information 22.49+4.14 5-25
Understanding information 31.21+5.19 7-35
Appraisal/evaluation 32.84+6.41 8-38
Application/use 16.26+4.09 5-20
Vaccine Hesitancy Scale 48.74+£14.98 26-99
Benefits and protective value of vaccines 9.86+5.03 5-25
Vaccine hesitancy 16.92+5.90 6-28
Solutions for non-vaccination 10.29+5.00 5-25
Justification of the vaccine hesitancy 11.66+3.10 8-25

It was found that the levels of HL and vaccine hesitancy in the research group were affected by the level of
education, the total and sub-dimension scores of the HLS increased as the level of education increased, but that the
total and sub-dimension scores on the Vaccine Hesitancy Scale decreased (p<0.05). In addition, when the vaccine
hesitancy scores were examined according to the status of having received adult vaccines and COVID-19 vaccines,
it was found that the Vaccine Hesitancy Scale total and sub-dimension scores of those who stated that they had not
received both adult vaccines and COVID-19 vaccines were statistically significantly higher than the scores of those
who had (p<0.05) (Table 3).
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Table 3. Distribution of Health Literacy Scale and Vaccine Hesitancy Scale total scores based on research group characteristic

Variables Health Literacy Vaccine Hesitancy
Access to Understanding Appraisal Application/use Total Benefits and Solutions for Justification of Total
information information evaluation protective value Vaccine non- the vaccine
of vaccines Hesitancy vaccination hesitancy
Education status
Primary school' 19.30+6.09 27.75+7.51 28.90+9.73 15.25+5.39 91.20+27.45 10.90+6.39 18.10+5.39 11.20+597 13.20+4.49 53.40+18.01
Middle School? 17.22+8.52 25.27+10.79 26.55+11.91 12.77+6.07 81.77+35.73 16.11+6.75 19.88+7.14 13.88+7.27 13.44+4.66 63.33+14.84
High school® 22.23+3.63 30.66+4.37 32.16+5.83 15.54+4.25 100.61£16.03 10.54+5.47 17.42+6.12 11.33+5.53 12.22+3.57 51.53+17.17
University* 22.7243.79 31.65+4.74 33.32+5.92 16.58+3.94 104.29+16.86 9.73+4.26 17.12+5.60 10.11+4.55 11.42+2.74 48.40+13.46
Postgraduate’ 23.89+2.96 32.44+4.47 34.25+5.21 16.89+3.20 107.50+14.43 8.154+4.45 14.72+6.23 8.79+4.68 11.03+2.52 42.70+13.77
H=21.980 H=19.298 H=12.005 H=6.793 H=14.051 H=16.922 H=12.67 H=11.777 H=11.938 H:22.428
P=0.000 P=0.001 P=0.017 P=0.147 P=0.007 P=0.002 P=0.013 P=0.019 P=0.018 P=0.000
4>1, 4>2, 4>1, 4>2, 4>3, | 4>1,5>1, 4>1, 4>3 5>1, | 2>1, 2>3, 2>4, | 1>5, 2>5, | 2>5,3>5,4>5 | 2>4,2>5,3>5 4>5, 3>5, 1>5,
5>1,5>2, 5>1,5>2,5>3 5>2,5>3 5>2,5>3 2>5,3>5,4>5 3>5,4>5 2>5,2>4,2>3
5>3,5>4
Status of
receiving adult
vaccinations
Yes 22.24+4.51 30.94+5.44 32.89+6.61 16.43+4.20 102.52+19.49 8.53+4.20 16.40+6.15 9.59+4.60 11.49+2.93 46.02+14.02
No 22.66+3.87 31.93+5.02 32.80+6.28 16.15+4.03 103.02+17.46 10.77+5.35 17.27+£5.71 10.77+£5.22 11.78+3.22 50.60+15.36
U=16.212 U=16.491 U=15.596 U=15.032 U=15.766 U=20.005 U=17.285 U=18.188 U=17.837 U=18.677
P=0.867 P=0.655 P=0.635 P=0.290 P=0.768 P=0.000 P=0.214 P=0.030 P=0.056 P=0.008
COVID-19
vaccination
status
Not received' One | 22.91+3.82 30.86+5.26 32.39+6.59 14.82+4.20 101.00+18.01 15.82+4.89 20.65+4.82 15.30+4.37 12.95+3.30 64.73+£12.15
dose? 21.38+4.77 30.84+4.37 33.30+5.76 16.92+3.30 102.46+15.33 12.92+5.83 19.76+6.17 13.15+7.19 13.69+4.75 59.53+19.44
At least two doses’® 22.51+4.15 31.25+5.23 32.85+6.44 16.34+4.11 102+18.45 9.32+4.70 16.54+5.85 9.83+4.72 11.49+2.97 47.20+14.16
H=1.346 H=0.675 H=0.119 H=3.646 H=0.835 H=35.316 H=12.691 H=28.012 H=16.466 H=33.747
P=0.510 P=0.713 P=0.942 P=0.162 P=0.659 P=0.000 P=0.002 P=0.000 P=0.000 P=0.000
1>2, 1>3 1>3 1>3 1>3,2>3 1>3,2>3
Total 22.49+4.14 31.21+5.19 32.84+6.41 16.26+4.09 102.81+18.28 9.86+5.03 16.92+5.90 10.29+5.00 11.66+3.10 48.74+14.98
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Table 4 shows the correlation between the mean scores of the study group on the total and sub-dimensions of the
HLS and the Vaccine Hesitancy Scale. A high, negative, and quite significant correlation was found between the
total scores on both scales (r=-0.271, p=0.000). In addition, negative and quite significant correlations were found
between the access to information sub-dimension of the HLS and the mean scores on the total Vaccine Hesitancy
Scale and benefits and protective value of vaccines, solutions for non-vaccination, and justification of the vaccine
hesitancy sub-dimensions; between the mean understanding information sub-dimension score of the HLS and the
mean scores on the total Vaccine Hesitancy Scale and benefits and protective value of vaccines and justification of
the vaccine hesitancy sub-dimensions; between the mean appraisal/evaluation sub-dimension score of the HLS and
the mean scores on the total Vaccine Hesitancy Scale and benefits and protective value of vaccines, solutions for
non-vaccination, and justification of the vaccine hesitancy sub-dimensions; between the mean application/use sub-
dimension score of the HLS and the mean scores on the total Vaccine Hesitancy Scale and benefits and protective
value of vaccines, vaccine repugnance, solutions for non-vaccination, and justification of the vaccine hesitancy
sub-dimensions (Table 4).

Table 4. Correlation between individuals' Health Literacy Scale and Vaccine Hesitancy Scale scores

Health Literacy Scale Benefits and Vaccine Solutions for Justification of | Total
protective value of Hesitancy non-vaccination the vaccine
vaccines hesitancy
Access to r | -410” -.082 -1527 -207" -264"
information p | .000 118 .004 .000 .000
Understanding r | -406" -.063 -.097 -.1907 -2337
information p | .000 231 .064 .000 .000
Appraisal/Evaluation | r | -427" -.064 -.104 1797 -240"
p | .000 223 047 .001 .000
Application/Use r | -4447 -.108" -127 -.1807 -2727
p | .000 .038 015 .001 .000
Total r | -458" -.083 -127 -204" -2717
p | .000 113 015 .000 .000

* p<0.05 **p<0.01, p=significance level, r=correlation coefficient

Table 5 shows the effect of individuals' HL on vaccine hesitancy. A simple linear regression analysis with five
models was conducted to explain the effect of HL levels on vaccine hesitancy. Each of the subscales in the HL was
specified as a separate model. On the other hand, in the last model, the effect the level of HL on the vaccine
hesitancy was determined. The HL levels of the research group predicted vaccine hesitancy highly significantly.
The observed decline in vaccine hesitancy can be attributed to the influence of the sub-dimensions of the HLS, with
the access to information sub-dimension accounting for 6.9% (R*=0.069), the understanding of the information
sub-dimension contributing 5.4% (R?=0.054), the appraisal/evaluation sub-dimension representing 5.8%
(R?=0.058), the application/use sub-dimension and the total HLS collectively explaining 7.4% (R*=0.074) (Table
5).

Table 5. The effect of individuals' health literacy levels on vaccine hesitancy

Vaccine Hesitancy Scale
Health Literacy Scale* Model 1 Model 2 Model 3 Model 4 Model 5
p p p p p
Access to information -.952
Understanding information -.672
Appraisal/Evaluation -.562
Application/Use -.993
Total =271
R 0.264 0.233 0.240 0.272 0.271
R’ 0.069 0.054 0.058 0.074 0.074
F 27.095 20.830 22.264 28.925 28.822
p 0.000 0.000 0.000 0.000 0.000
DW (1.5-2.5)** 2.072 2.066 2.054 2.027 2.063

Abbreviations: F, ANOVA value R, correlation coefficient; R, R square; B, standardized 3; DW, Durbin-Watson; *Independent variable
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Discussion

The increase in anti-vaccine views has become a global problem, causing the interruption of individual and
community immunization. The objective of this study was to examine the influence of HL on vaccine hesitancy
among individuals. The mean score of the participants on the total HLS was determined as 102.81+18.28.
Considering that the minimum score that can be obtained from the scale is 25 and the maximum score is 125, it can
be said that the participants’ HL level was good. Their mean score on the total Vaccine Hesitancy Scale was
48.74+14.98. Considering the minimum score that can be obtained from the scale is 21 and the maximum score is
105, it can be said that the vaccine hesitancy level of participants was moderate.

It was determined that there was a negative and significant correlation between the participants' mean scores on the
total HLS and its sub-dimensions and their mean scores on the total Vaccine Hesitancy Scale and its sub-
dimensions. This finding is significant in demonstrating that individuals with an enhanced HL level are less prone
to exhibit vaccine hesitancy. The findings of some studies in the literature support the current study findings.' '
For example, Wang et al. (2018) found that HL positively affected trust in vaccines and intention to get
vaccinated.'” Johri et al. (2015) determined that improvements in mothers’ HL also improved their children's
vaccination status.'® Zhang et al. (2022) and Dodd et al. (2021) found that HL reduced COVID-19 vaccine
hesitancy.'**" Ertas and Gode (2021) found that there was a significant negative correlation between the level of
HL and the level of anti-vaccine ideas.”! HL affects the ability to obtain, understand, and use health information to
protect and improve health. It is also important to have the ability to access and understand the right information to
eliminate vaccine hesitancy. In addition, it is stated in the literature that HL can increase individuals' self-efficacy
in deciding to get vaccinated by contributing to the understanding and evaluation of the effectiveness of vaccines.'””
2 Accordingly, HL is regarded as a crucial element in the process of elucidating and comprehending the principal
factors that influence the decision to receive a vaccine.'” It is stated that individuals with inadequate HL are less
likely to adopt and use preventive health behaviors such as vaccination and immunization, which involve complex
information. Indeed, Scott et al. (2002) concluded that inadequate HL was associated with lower use of preventive
health services.” These findings are important in terms of showing that the gradually increasing vaccine hesitancy
can be reduced by conducting studies to increase HL in the community.

In the current study, the level of participants’ HL had a positive correlation with their education level and a
negative correlation with their vaccine hesitancy. In the literature review, it was found that there was a positive
correlation between the education level of individuals and their HL levels and that high levels of education
increased the level of HL.**** More than half of the research group were university graduates, which can be
associated with a good level of HL. However, it is worrying that although a significant part of the participants had
university or above education and their HL levels were good, they had a moderate level of vaccine hesitancy.
Although all of the participants who had children had been vaccinated, and a significant proportion of them had
received the promising COVID-19 vaccine, more than half of them had not received their adult vaccines, which
should be evaluated in terms of vaccine hesitancy. When the vaccine hesitancy scores of the participants were
examined according to the status of whether they had received their adult vaccines and COVID-19 vaccines, it was
determined that the mean scores of the participants who had received these vaccines on the total and sub-
dimensions of the Vaccine Hesitancy Scale were statistically significantly higher than the scores of those who had
not received both vaccines. It has been stated that when unvaccinated adults contact the disease agent, they can
carry these factors to young children and individuals with weak immune systems or elderly people and cause high
rates of child and adult deaths.'® In addition, the reflection of the vaccine hesitancy revealed in the current study on
childhood vaccination practices may pose a risk in terms of herd immunity. This situation shows the importance of
determining the factors affecting vaccine hesitancy and conducting studies to eliminate them. To combat vaccine
refusal, it is important to determine the reasons for vaccine hesitancy/refusal, to carry out scientific studies to
increase social approval of vaccination and to propose solutions considering these studies.'®** This is because if the
vaccination rates decrease, the emergence and spread of pandemic diseases will be inevitable. In studies on vaccine
refusal, the most common reasons for refusing vaccines have been reported as follows: “low vaccine efficiency,”
“mistrust,” “side effects of vaccines,” and “belief that vaccines are harmful”.'*® In a Cochrane review of the
investigation of the factors affecting the decisions of parents and caregivers to have their children vaccinated, 38
different studies were examined, and it was reported that lack of knowledge was the most important factor in
vaccine hesitancy.’’"In an evaluation based on the data of 194 WHO member countries, it was determined that in
three years’ time covering 2014 and 2016, concerns about vaccine safety and side effects, which are among the
most common reasons for hesitation, increased from 22.0% to 23.0%, the lack of information on the importance of
vaccination among families increased from 10.0% to 15.0%, and that religion, culture, gender, and other
sociodemographic characteristics-based hesitancy increased from 9.0% to 12.0%.** In an international multicenter
study conducted by the Infectious Diseases - International Research Initiative (ID-IRI), it was emphasized that all
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the factors causing vaccine refusal were related to the education and education resources of society, and therefore
that it was necessary to develop strategies at the global level and to provide reliable information to combat vaccine
refusal.*®

Conclusion

The results of this study, which was conducted to investigate the relationship between individuals' HL and vaccine
hesitancy indicated that the level of HL of the participants was good, the level of their vaccine hesitancy was
moderate, and these two characteristics were negatively correlated, as the level of education increased, HL
increased and vaccine hesitancy decreased, and that as vaccine hesitancy increased, the status of getting both adult
vaccines and COVID-19 vaccines decreased.

In light of these findings, it is recommended that studies should be carried out to increase the HL of society to
create social awareness about vaccine hesitancy and refusal, qualitative and quantitative studies should be
conducted in different and large populations and sample groups to provide a more holistic perspective on the
factors that may affect vaccine hesitancy and refusal (such as socioeconomic status, cultural beliefs, and access to
health services). In addition, healthcare professionals are the individuals who can best understand the hesitancy of
individuals about vaccination and produce solutions. For this reason, to change the anti-vaccine attitudes of society,
it should be ensured that individuals have enough knowledge about vaccines and that those who have vaccine
hesitancy or anti-vaccination attitudes should be provided with counseling.

Limitation

This study is limited to the date it was conducted, the data collection forms used for the purpose, and the responses
given by the participants. The study focused on a limited number of variables, such as HL and vaccine hesitancy.
The data is cross-sectional and does not allow us to see how things change over time. This lack of ability to see
how one’s level of VH can change over time is restrictive since the situation with the pandemic and vaccines are
changing rapidly and it is possible people’s levels of hesitancy are more transient as well. Another limitation of the
study is that only individuals with internet access and active social media use participated in the study.

Contflict of Interest: No conflict of interest has been declared by the author(s).
Financial Disclosure: This research received no specific grant from any funding agency in the public,commercial,
or not-for-profit sectors.
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Tip Fakiiltesi Son Simf Ogrencilerinin Toplumsal Cinsiyet Esitligi Algilarinin ve
Tutumlarinin Degerlendirilmesi
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Abstract

Introduction: It is known that gender awareness among physicians is an important factor to ensure equality in health. The aim of this study
was to reveal the perception of gender and attitudes towards gender roles of physician candidates.

Method: In this cross-sectional study, senior medical students filled out a questionnaire form consisting of sociodemographic information,
Gender Perception Scale (GPS) and Gender Roles Attitude Scale (GRAS).

Results: The mean age of the 232 students who participated in the study was 24.2+1.5 (22-34) years, 48.3% (n=87) were male, 79.4%
(n=143) were single, 71.7% (n=129) were born in the city center and 90.6% (n=163) were raised in nuclear families. In terms of choosing
medical school, economic and financial reasons were found to be more important in the male gender and emotional and environmental
reasons were found to be more important in the female gender (p=0.027). The GPS score of the whole study group was 92.1+17.9 points and
the GRAS score was 107.3+10.1 points. The GPS scores of the participants whose mothers were working were significantly higher than
those whose mothers were not working (p=0.005). The GRAS score of those who chose medical school for financial reasons (110.4+10.9)
was significantly higher than the score of those who chose for emotional reasons (105.84+9.4) (p=0.001). A very strong positive correlation
was found between the traditional gender role and the male gender role (r=0.546, p<0.001), while there was a moderate positive correlation
for the female gender role (r=0.259, p<0.001). Linear regression analysis showed that 68.9% of the elevation in the total GPS was attributed
to the traditional gender role (R?=0.689). A very strong positive correlation was found between GRAS score and traditional gender role score
(Ii20.848, p<0.001). Linear regression analysis demonstrated that 72.0% of the total GRAS score was attributed to traditional gender role
(R*=0.720).

Conclusion: The fact that medical students carry the effects of culture and environment and have the chance to change with the effect of
education makes this study important.

Key words: Education, Medical, Health equity, Physician, women, men

Ozet

Giris: Hekimlerde toplumsal cinsiyet farkindaligi olmasimin saglikta esitligi saglayacak onemli bir unsur oldugu bilinmektedir. Bu
¢alismanin amact, hekim adaylarinin toplumsal cinsiyet algisini ve cinsiyet rollerine karsi tutumlarini ortaya koyabilmekti.

Metod: Bu kesitsel aragtirmada veri toplamak i¢in tip fakiiltesi son sinif 6grencilerine sosyodemografik bilgiler, Toplumsal Cinsiyet Algist
Olgegi (TCAO) ve Toplumsal Cinsiyet Rolleri Tutum Olgegi’nden (TCRTO) olusan anket formu doldurtuldu.

Bulgular: Calismaya katilan 232 6grencinin yas ortalamalart 24,2+1,5 (22-34) y1l olup bu 6grencilerin %48,3'i (n=87) erkek, %79,4"i
(n=143) bekar, %71,7'si (n=129) il merkezinde dogmus ve %90,6's1 (n=163) cekirdek ailede yetismisti. Tip fakiiltesini segme acisindan
ekonomik ve maddi nedenler erkek cinsiyette, duygusal ve ¢evresel nedenler kadin cinsiyette daha 6nemli bulundu (p=0,027). Tiim ¢alisma
grubunun TCAO puam 92,1£17,9; TCRTO puani ise 107,3+10,1 puan olarak hesaplanmistir. Annesi calismakta olan katihimeilarin TCAO
puanlar;, anneleri caligmayanlardan anlaml olarak yiiksekti (p=0,005). Tip fakiiltesini maddi nedenlerle secenlerin TCRTO puam
(110,4+10,9) duygusal bir nedenle tercih yapmis olanlarin puamindan (105,8+9,4) anlamli olarak yiiksekti (p=0,001). TCAO puani ve
TCRTO toplam ve alt gruplari puanlari arasinda geleneksel cinsiyet rolii ile erkek cinsiyet rolii arasinda pozitif yonde ok giiglii derecede bir
korelasyon saptanirken (r=0,546, p<0,001), kadin cinsiyet rolii arasinda pozitif yonde orta derecede bir korelasyon saptand: (r=0,259,
p<0,001). Dogrusal regresyon analizi ile toplam TCAO’ deki yitksekligin %68,9’u geleneksel cinsiyet roliine atfedilmektedir (R*=0,689).
TCRTO puani ile geleneksel cinsiyet rolii puan1 arasinda pozitif yonde ¢ok giiclii derecede bir korelasyon saptand: (r=0,848, p<0,001).
Dogrusal regresyon analizi sonucu toplam TCRTO’deki yiiksekligin %72,0"1 geleneksel cinsiyet roliine atfedilmektedir (R*=0,720)

Sonug: Tip Fakiiltesi dgrencilerinin kiiltiiriin ve ¢evrenin etkilerini tagimasi ve egitimin etkisi ile degisebilme sanslarmin olmasi bu
calismay1 onemli kilmaktadir.

Anahtar kelimeler: Egitim, T1p, Saglikta esitlik,Hekimler, Kadinlar, Erkekler
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Giris

Cinsiyet kavrami biyolojik cinsiyet (sex) ve toplumsal cinsiyet (gender) olarak iki ana baslikta incelenir."”
Biyolojik cinsiyet erkek ve kadin arasinda var olan genetik, fizyolojik ve hormonal farkliliklar ifade ederken,
toplumsal cinsiyet bireyin i¢inde yasadig1 toplumun ve kiiltiiriin iki cinsi birbirinden ayirt etme bi¢imini, bireye
yiikledigi rolleri anlatir.”” Dokmen, toplumsal cinsiyet rollerini, toplumun bireyleri nasil gérdiigii, nasil algiladig,
nasil diisiindiigii ve nasil davranmasini bekledigine iliskin kaliplar, yani toplum tarafindan belirlenmis olan ve
bireylerin yerine getirmeleri gereken beklentiler olarak tanimlamaktadir.’ Bingdl ise toplumsal cinsiyeti,
biyolojinin kodladig1 maddi bedenlere manevi anlamlar yiikleyerek onlar1 kiiltiirel olarak tanimlamak ve ayirmak
olarak tanimlamaktadir.®

Toplumsal cinsiyet kavrami, tiim diinyada, pek ¢ok farkli kiiltiirde yasanan "esitsizlik" ile birlikte tartisilir ve
genellikle bu esitsizlik kadinlar aleyhinedir. Ciinkii toplumsal cinsiyete dayanarak erkek ve kadina bigilen deger ve
roller erkegin daha ‘iistte ve onde’ oldugu kadmlar i¢in haksiz konumlandirma ve uygulamalara sebep
olmaktadir.>®

Toplumun tiim yapilanmasina, uygulamalarina yansiyan cinsiyet esitsizligi saglik ve hastalikta da cinsiyete dayali
esitsizliklerinin olusmasina zemin hazirlar.’ Saglik ve toplumsal cinsiyet arasinda géz Oniinde olmayan ve
ayrilmayan bir bag var denmektedir.'” Erkeklerin ve kadinlarin degisen statiileri, hem egitici ve/veya 6grenen, hem
de hasta ve/veya saglik hizmeti veren olarak saglik hizmeti deneyimlerini etkiler.'" Nitekim saghik alaninda
epidemiyolojide, iyilik halinde, hastaliklarin ortaya ¢ikis ve seyirlerinde, hastalik belirtilerinde, yardim arama
davranisinda, hastalik tepkisinde, hastalikla ve sonuglariyla bas etmede, tedavi etkinligi ve hastalik prognozunda
yani kisacasi hastalik ve saglikta biyolojik ve toplumsal cinsiyet farki oldugu belirtilmektedir.”'*'® Diger boyut ise;
saglik hizmeti veren hekimlerin hastalar hakkindaki diisiincelerinde, uygulamalarinda ve mesleki tercihlerinde
kendi cinsiyetlerinin etkisinin olmasidir.”'*'"'® Hall ve Roter gozlemsel calismalarmn meta analizi olan
caligmalarinda hastalarin genel olarak kadin doktorlarla daha fazla konustugunu, kendileri hakkinda daha fazla
bilgi verdiklerini ve kadin doktorlara daha olumlu ifadeler kullandiklarmi ifade etmektedirler.”” Colameco ve
arkadaglar1 doktorlarin toplumsal kiiltiire benzer sekilde, kadin hastalar1 daha duygusal olarak degerlendirdiklerini
ve kismen cinsiyete gore farkli tutum sergilediklerini belirtmektedirler.”” Isve¢’te internlerle yapilan galismada
kadin hastalarda spesifik olmayan somatik tanilar, ila¢ receteleme ve tani icin fizyoterapist ve ortopedistten yardim
alma daha sik iken erkek hastalar i¢in daha sik laboratuvar testleri istendigi goriilmiistiir."

Tip fakiiltesi son sinif 6grencilerinin biiyiikk ¢cogunlugunun kariyer olarak veya uzmanlik sinavini kazanana kadar
yapmay1 tercih ettigi aile hekimliginin taniminda cinsiyet ayrimi yapmaksizin kapsamli ve devamli hizmet
vermekle yiikiimlii olundugu o6zellikle vurgulanmaktadir.””*® Hekimlerde toplumsal cinsiyet farkindaliginin
olusmasmin saglkta esitligi saglayacak onemli bir unsur oldugu ifade edilmektedir.'’ iste bu nedenlerle bu
calismanin amaci, hekim adaylarmin toplumsal cinsiyet algisin1 ve cinsiyet rollerine karst tutumlarimi ortaya
koyabilmektir.

Yontem

Kesitsel, tanimlayici tipte bir calisma olarak planlanan arastirmanin evrenini Necmettin Erbakan Universitesi Tip
Fakiiltesi intern 6grencileri olusturmustur. 2019-2020 egitim-6gretim doneminde egitimleri devam eden yaklasik
240 6grenciden galismaya katilmaya goniilli olan tiim &grencilere ulagilmasi planlanmigtir. Ancak dlgeklerde dil
anlagilirhgmin 6nemi nedeniyle anadili Tiirk¢e olmayanlar ve Tiirkiye’de dogup bilylimemis olanlar (Almanya,
Afganistan, Suriye gibi iilkelerden gelmis yabanci uyruklu 6grenciler) kiiltiirel farklilardan da olusabilecek bias
nedeniyle ¢alismaya dahil edilmemistir.Hazirlanan anket formu sosyodemografik bilgiler, Toplumsal Cinsiyet
Algis1 Olgegi ve Toplumsal Cinsiyet Rolleri Tutum Olgegi’nden olugmaktadir.

1-Sosyodemografik Bilgi Formu: Yas, cinsiyet, en uzun siire yasanilan yerlesim yeri, aile tipi, su an kaldig yer,
anne ve babalarinin egitim seviyeleri, tip fakiiltesini secme nedeni ve bu se¢imde etkili olan kisiler sorular1 yer
almaktadir.

2- Toplumsal Cinsiyet Algis1 Olcegi (TCAQO)

Olgek Altinova ve Duyan (2013) tarafindan 6zellikle yetiskinlere uygulanabilecek sekilde gelistirilmis ve gegerlilik
giivenilirlik ¢alismast yapilmistir. Bireylerin degisik alanlara iligskin toplumsal cinsiyet rollerini nasil algiladiklar
ile ilgili tutumlarini 6lgme ozelligine sahiptir. Olgek toplam 25 maddeden olusmaktadir. Her madde igin,
“kesinlikle katiliyorum”, “katiliyorum”, “kararsizim”, “katilmiyorum”, “kesinlikle katilmiyorum” maddelerinden
biri segilerek 1 ile 5 arasinda puanlanmaktadir. Toplam 6l¢ek puani hesaplanirken 2, 4, 6, 9, 10, 12, 15, 16, 17, 18,
19, 20, 21, 24 ve 25. maddeler tersten puanlanmstir. Olgekten alinabilecek en diisiik puan 25, en yiiksek puan
125°dir. Puanin yiiksek olmasi toplumsal cinsiyet algisinin yiiksek oldugunu, diisiik olmas1 ise toplumsal cinsiyet
algisinin diisiik oldugunu gosterir. Olgegin i¢ tutarliligi ile ilgili analizler toplam 443 kisi iizerinde hesaplanmis ve
Cronbach Alfa i¢ tutarlilik katsayisi, 0,872 olarak hesaplanmistir.*'*
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3- Toplumsal Cinsiyet Rolleri Tutum Olcegi (TCRTO)

Zeyneloglu ve Terzioglu tarafindan gelistirilen ve bireylerin toplumsal cinsiyet rollerine iligkin tutumlarini
belirleyen 6lgek, 38 madde ve bes alt boyut igermektedir.”> Alt boyutlari; esitlik¢i cinsiyet rolii, kadin cinsiyet roli,
evlilikte cinsiyet rolii, geleneksel cinsiyet rolii, erkek cinsiyet rolii’nden olusmaktadir. Toplumsal cinsiyet rollerine
iligkin esitlik¢i tutum ciimlelerine ‘tamamen katiliyor’ ise 5 puan, ‘katiliyor’ ise 4 puan, ‘kararsiz’ ise 3 puan,
‘katilmiyor’ ise 2 puan, ‘kesinlikle katilmiyor’ ise 1 puan verilen 5°li likert tipindeki bir Slgektir. Bu puanlama
sonucuna gore en yiiksek puan 190, en diisiik puan ise 38 olabilmektedir. Toplumsal cinsiyet rollerine iliskin
Olcekten alinan puan arttikca ‘esitlik¢i tutuma sahip’ olma, azaldikga ‘geleneksel tutuma sahip’ olma seklinde
yorumlanmaktadir.

Olusturulan anket formu katilimcilara uygulanmadan once pilot calisma icin Aile Hekimligi Anabilim Dali
arastirma gorevlilerinden olusan bir gruba uygulanmis ve sorularin iglerligi kontrol edilmistir. Bu grubun verileri
calisma verilerine dahil edilmemistir. Ayrica Ozellikle Olgek kisimlari eksik doldurulan anket formlari da
degerlendirmeye alinmamustir.

Aragtirmanin etik izni calismaya baslamadan once Necmettin Erbakan Universitesi Meram Tip Fakiiltesi Ilag ve
Tibbi Cihaz Dis1 Arastirmalar Etik Kurul Bagkanligi’ndan 10.05.2019 tarih ve 2019/1824 sayir numarasi ile
almmustir. Ayrica katilimeilara ¢alisma hakkinda bilgi verilerek so6zIi onamlart alinmisgtir.

Arastirma sonunda elde edilen veriler Statistical Package for the Social Sciences (SPSS) versiyon 22.0 istatistik
paket programu ile degerlendirilmistir. Istatistiksel analizlerde tanimlayici istatistikler igin frekans ve yiizde,
ortalama deger, standart sapma, en yliksek ve en diisiik degerler kullanilmistir. Verilerin normal dagilima
uygunlugu Shapiro Wilk ve Kolmogorov Smirnov testleri ile yapilmistir. Kategorik verilerin istatistiksel analizi
icin Ki kare testi, nicel verilerin istatistiksel analizi i¢in ise normal dagilima uyan verilerde ikili gruplarda Student-t
testi, normal dagilima uymayan verilerde Mann Whitney-U testi kullanilmustir. Istatistiksel olarak farkin onemliligi
p<0,05 olarak kabul edilmistir.

Bulgular

Calismada yas ortalamalar1 24,2+1,5 (22-34) yil olan 232 o6grencinin verileri degerlendirildi. Bu 6grencilerin
%48,3'i (n=87) erkek, %79,4'i (n=143) bekar, %71,7'si (n=129) il merkezinde dogmus ve %90,6's1 (n=163)
cekirdek ailede yetigmisti.

Tablo 1'de katilimcilarin demografik 6zellikleri ve cinsiyetlere gore demografik 6zelliklerin karsilastirilmasi
goriilmektedir. Cinsiyetler agisindan medeni durum, dogum yeri, aile tipi, yasadig1 yer, anne ve baba egitimi,
annenin ¢aligma durumu, tip fakiiltesini se¢gmede etkili olan kisi fark gostermez iken (p>0,05), ekonomik ve maddi
nedenler erkek cinsiyette, duygusal ve ¢gevresel nedenler kadin cinsiyette daha 6nemli bulunmustur (p=0,027).

Calismada TCAO Cronbach Alfa i¢ tutarlilik katsayisi, .939, TCRTO Cronbach Alfa i¢ tutarhilik katsayis1 .577
olarak hesaplanmistir. Tiim calisma grubunun TCAO puam 92,1£17,9; TCRTO puani ise 107,3+10,1 puan olarak
hesaplanmustir.

Tablo 2 TCAO toplam ile TCRTO toplam ve alt gruplari puanlarinin matematiksel dagilimlarin1 géstermektedir.

Calisma grubunun TCAQ puanlar1 demografik verilerle karsilastirildiginda TCAQO puaninin anne ve baba egitimi lise
ve Ustii olanlarda sirastyla 94,6=17,4 (p=0,026) ve 94,2+17,6 (p=0,031) puan olarak saptandi. T1p fakiiltesini segme
nedeni duygusal nedenler kategorisinde olanlarin TCAO puani 94,2+17,3 ve maddi nedenlerle tercih yapanlarin
87,4+18,6 olan puanindan anlaml olarak yiiksekti (p=0,008). Annesi ¢aligmakta olan katilimcilarin 97,6+£16,4
olarak belirlenen TCAQO puanlar1 anneleri ¢alismayanlarin 90,2+18,1 olan TCAO puanlarindan anlamli olarak
yiiksekti (p=0,005).

Katilimeilarin TCRTO puanlart demografik dzellikleri ile karsilastirildiginda sadece tip fakiiltesini segme nedenini
maddi nedenler kategorisinde tanimlamis olanlarin TCRTO puani (110,4+10,9) duygusal bir nedenle tercih yapmis
olanlarin puanindan (105,8+9,4) anlamli olarak ytiiksekti (p=0,001).

Calismaya katilanlarimn TCAO ve TCRTO toplam ve alt grup puanlarmin demografik ozelliklere gore
karsilastirilmasi Tablo 3’te gosterilmektedir.

Cihan et al. TIFPMC 2025;19(1):32-41

34



Tablo 1. Cinsiyetlere gore demografik ozelliklerin karsilagtiriimast

Kadin Erkek Toplam )
n | %o n | % n | % X P
Medeni Durum
Bekar olanlar 93 52,2 85 47,8 178 100,0
Evli/Niganli 31 57,4 23 42,6 | 54 100,0 0443 0,505
Dogum Yeri
1l merkezi 38 55,0 72 45,0 123 100
1l merkezi disinda 35 50,7 34 493 106 100 0,203 0,652
Aile Tipi
Cekirdek aile 113 | 54,1 95 459 | 209 100
Genis aile 11 47,8 12 52,2 23 100 0,324 0,569
Yasadig: Yer
Yurtta kaliyor 10 52,6 9 47,4 19 100
Aile ile kaliyor 62 57,9 45 421 107 100
Tek basina evde 17 45,9 20 54,1 37 100 1,917 0,590
Arkadaslarla evde 35 50,7 34 49,3 69 100
Annenin Egitimi
Ortaokul ve alt1 egitimli 57 51,8 53 48,2 110 100
Lise ve st egitimli 67 54,9 55 45,1 122 100 0,223 0,636
Babanin Egitimi
Lise ve alt1 egitimli 49 52,7 44 47,3 93 100
4
Lise uistii egitimli 7,05 | 54,0 64 46 139 100 0,036 0.849
Tip Fakiiltesini Secmede Etkili Kisi
Kendi tercihi 85 54,8 70 45,2 155 100
2 > 4
Aile ve gevre etkisi 39 50,6 38 494 | 77 100 0,363 0,547
Tip Fakiiltesini Segme Nedeni
Ekonomik ve maddi nedenler 35 427 47 57,3 82 100
4,868 0,027
Duygusal ve ¢evresel nedenler 58 59,2 40 40,8 98 100
Annenin Calisma Durumu
Calistyor 30 53,6 26 46,4 56 100
<0,001 0,983
Calismiyor 94 53,4 82 46,6 176 100
¥*: Ki-kare testi
Tablo 2. TCAO* toplam ile TCRTO** toplam ve alt gruplari puanlar: ortalama degerleri
Ort£SD*** Ortanca Minimum Maksimum
TCAO* toplam puan 92,1417,9 93 39 125
TCRTO** toplam puan 107,3410,1 107 83 137
Esitlikci cinsiyet rolii 30,3+4,7 31 17 68
Kadin cinsiyet rolii 244432 25 15 33
Evlilikte cinsiyet rolii 14,5432 14 8 25
Geleneksel cinsiyet rolii 21,246,1 21 8 40
Erkek cinsiyet rolii 12,743,9 13 6 25

*TCAO=Toplumsal Cinsiyet Algis1 Olgegi, **TCRTO=Toplumsal Cinsiyet Rolleri Tutum Olgegi ***Ort£SD= Ortalama=Standart Deviasyon
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Tablo 3. TCAO* ve TCRTO** puanlarinmin demografik ozelliklere gére karsilagtirilmast

TCAO* TCRTO** | Esitlikei | Kadmn Eviilikte | Geleneks | Erkek
. .. .. el cinsiyet | cinsiyet
toplam toplam cinsiyet cinsiyet cinsiyet rolii rolii
puan puan rolii puan1 | rolii puan1 | rolii puani
puanm puani
OrtiSD*** | OrteSD*#* ?rtiSD** ?rt:l:SD** ?rt:l:SD** ?*rt:l:SD* gr:iSD
Cinsiyet
Kadin 99,6+12,1 104,0+8,4 31,5+4,6 24,5+3,1 13,4422 18,8+4,8 11,7+42,8
Erkek 83,5+19,7 110,9+10,7 | 28,9+4.4 24,443 .4 15,8+3,6 23,9+6,4 13,8+4,7
p <0,001 <0,001 <0,001 0,841 <0,001 <0,001 <0,001
Medeni Durum
Bekar olanlar | 92,6+18,3 107,0£10,0 | 30,3+4,8 24,4432 14,5+3,1 20,9+6,0 12,5+3,9
Evli/Nisanli | 90,4+16,8 107,9+10,3 | 30,2+4,2 24,4432 14,2432 21,8+6,3 12,9+4,1
p 0,434 0,597 0,885 0,925 0,552 0,351 0,535
Dogum Yeri
11 merkezi 92,0£18,5 107,0£10,4 | 30,7+4,7 243434 14,3+3,0 21,0+6,3 12,343,9
i (;genrll;‘;z‘ 92,6+16,5 107,749,3 29.3+4.4 24,6£2.9 14,9433 213457 | 13,33,9
p 0,806 0,605 0,040 0,510 0,188 0,735 0,100
Aile Tipi
Cekirdek aile | 92,4+17,6 106,9+9,9 30,5+4,6 24.4+3,1 14,3+2,9 20,9+6,0 12,5+3,8
Genis aile 89,2+20,9 109,8+11,7 | 28,6+4,7 24,0+3,8 16,1+4,2 22,8+7,1 14,0+5,0
p 0,412 0,202 0,070 0,534 0,008 0,173 0,090
Yasadig1 Yer
Yurt 83,3+21,8 109,5+9,1 29,043,9 24,9+32 15,8+2,7 22,1453 13,243,7
Aile yani 92,2+18,3 106,9+9,8 30,5+3,7 24.4+2.9 14,2432 20,9+6,5 12,3+3,8
p 0,061 0,296 0,099 0,493 0,043 0,455 0,266
Annenin Egitimi
Ortaokul vealti | g0 5, g5 108,5+10,5 | 30,2+5,5 24,6+3 .4 14,8433 21,846,0 | 13,4+4,1
egitimli
Lise velsti | g4 01174 106,049.5 | 304438 242430 14.242.9 205462 | 12,143.7
egitimli
p 0,026 0,062 0,667 0,309 0,109 0,137 0,035
Babanin Egitimi
Lisevealt | o9, 150 107,94103 | 29,8456 24,543 4 15,043,3 21,6+6,0 | 13,0442
egitimli
LiseUsti 19450176 | 1068:9,9 | 30,6+3,9 24,343.0 14,1£2,9 20,846,1 | 12,4438
egitimli
p 0,031 0,419 0,236 0,572 0,026 0,313 0,299
Tip Fakiiltesini Secmede Etkili Kisi
Kendisi 92,7+17,9 106,9+9,6 30,7+4,9 24,5+3,1 14,2+3,1 20,8+5,8 12,544,1
Aile ve yakinlari | 90,9+18,1 107,911,0 | 29,5+4,0 24,3433 15,0+3,2 21,7+6,6 12,943,6
P 0,480 0,471 0,074 0,663 0,072 0,307 0,390
Tip Fakiiltesini Secme Nedeni
Maddi nedenler | 87,4+18.,6 110,4+10,9 | 29,3+4.,5 24,8435 15,343,7 23,1+6,2 13,5+4,4
Duygusal 94,2+17,3 105,849,4 30,7+4,7 242431 14,142,7 202459 | 12,2436
nedenler
p 0,008 0,001 0,031 0,228 0,007 0,001 0,027
Annenin Calisma Durumu
Caligtyor 97,6+16,4 105,3+8,4 30,9+4,2 24,5432 13,8+2,5 19,5+5,7 12,043,8
Calismiyor | 90,2+18,1 107,8+10,5 | 30,1+4,8 24,4432 14,7433 21,6+6,1 12,8+3,9
p 0,005 0,102 0,284 0,772 0,064 0,023 0,185
Toplam 92,1+17,9 107,3£10,1 | 30,3+4,7 24,4+3,2 14,5+3,2 21,246,1 12,743,9

FTCAO=Toplumsal Cinsiyet Algis1 Olgegi, ** TCRTO=Toplumsal Cinsiyet Rolleri Tutum Olgegi ¥**Ort+=SD= Ortalama+Standart Deviasyon
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TCAO puani ve TCRTO toplam ve alt gruplar1 puanlari arasindaki korelasyona bakildiginda geleneksel cinsiyet
rolii ile erkek cinsiyet rolii arasinda pozitif yonde c¢ok giiclii derecede bir korelasyon saptanirken (r=0,546,
p<0,001), kadin cinsiyet rolil arasinda pozitif yonde orta derecede bir korelasyon saptand1 (r=0,259, p<0,001).

Esitlik¢i cinsiyet rolii ile erkek cinsiyet rolii arasinda negatif yonde giiclii derecede bir korelasyon saptanirken (r=-
0,508, p<0,001), kadin cinsiyet rolii arasinda negatif yonde ¢ok zayif derecede bir korelasyon saptandi (r=-0,024,
p=0,715).Tablo 4 katihimcilarin TCAO puam ve TCRTO toplam ve alt gruplar1 puanlar1 arasindaki korelasyonu

gostermektedir.

Tablo 4. TCAO" ve TCRTO” toplam ve alt gruplar: puanlar: korelasyonu

1 2 3 4 5 6 7
1. Esitlikei cinsiyet rolii ; 1
2. Kadin cinsiyet rolii r | -0,024
p |0,715 1
3. Evlilikte cinsiyet rolii r | -0,498%* 0,040
p_ | <0,001 0,547 1
4. Geleneksel cinsiyet r | -0,469%* 0,259%* 0,463**
rolii p | <0,001 <0,001 <0,001 1
Erkek cinsivet rolii r | -0,508** | 0,086 0,508%* 0,646%*
> Er y b | <0001 0.190 <0,001 <0,001 1
6. TCAO" toplam r | 0,543%* 0,138* 0,547 [ 0830%* [ -0,669** |
p | <0,001 0,035 <0,001 <0,001 <0,001
7. TCRTO" toplam r | -0,280%* | 0,520%* 0,546%* 0,848 0706** | 0,705** |
p | <0,001 <0,001 <0,001 <0,001 <0,001 | <0,001

*TCAO= Toplumsal Cinsiyet Algis1 Olgegi, "TCRTO= Toplumsal Cinsiyet Rolleri Tutum Olgegi * Korelasyon 0,05 diizeyinde anlamlidir
**Korelasyon 0,01 diizeyinde anlamlidir

Katilanlarin TCAO puani ile geleneksel cinsiyet rolii puani arasindaki korelasyon incelendiginde negatif
yonde ¢ok giiclii derecede bir korelasyon saptandi (r= -0,830, p<0,001). Dogrusal regresyon analizi
yapildiginda toplam TCAO’ deki yiiksekligin %68,9’u geleneksel cinsiyet roliine atfedilmektedir
(R*=0,689) (Grafik 1).

Geleneksel cinsiyet rolii
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Toplumsal Cinsiyet Algisi Olgegi puani

R’= Regresyon belirleyicilik katsayis1 (R*=0,689, p<0,001)
Grafik 1. Toplumsal cinsiyet algisi olcegi puant ile geleneksel cinsiyet rolii puant arasindaki lineer regresyon analizi

Cihan et al. TIFPMC 2025;19(1):32-41

37



Katilanlarm TCRTO puani ile geleneksel cinsiyet rolii puani arasindaki korelasyon incelendiginde pozitif yonde
cok giiglii derecede bir korelasyon saptandi (r=0,848, p<0,001). Dogrusal regresyon analizi yapildiginda toplam
TCRTO’ deki yiiksekligin %72,0°1 geleneksel cinsiyet roliine atfedilmektedir (R*=0,720) (Grafik 2).

Geleneksel cinsiyet roll
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Toplumsal Cinsiyet Rolleri Tutum Olgegi toplam puani

R’= Regresyon belirleyicilik katsayst (R*=0,720, p<0,001)
Grafik 2. Toplumsal cinsiyet rolleri tutum 6l¢egi toplam puani ile geleneksel cinsiyet rolii puant

Tartisma

Kiltiir ve egitim toplumsal cinsiyet algisini etkileyen en énemli faktorlerdir. Bu da bireylerin giinliik hayatina,
bagkalar ile iliskilerine etki etmektedir. Geneli uluslararasi literatiirde olmak iizere hekim hasta iligkisinde
cinsiyeti, cinsiyet algisini konu edinen pek ¢ok c¢alisma olmasina karsin Tiirkiye’de bu kavram son yillarda
giindeme gelmeye, iiniversitelerde ders olarak okutulmaya baslanmugtir.'”*!%"318242¢ Oysa cinsiyet esitligi 1998
yilindan beri DSO’niin 6nemli meseleleri arasindadir.'? Konu ile ilgili Tiirkiye’de tiniversite 6grencileri ile yapilan
az sayida yayin olmasina karsin ne yazik ki tip fakiiltesi 6grencilerini kapsayan tek bir yayma rastlanmistir.®'**>!
Iste bu calisma hekim adaylarmin daha &nce arastirilmamus bir konu olan toplumsal cinsiyet farkindaligini,
toplumsal cinsiyet rollerine karsi tutumlarini gosteren bir ¢alisma olmasi nedeniyle 6nemlidir.

Calisma grubu hem erkek hem kadin cinsiyeti temsil eden 6rnekleme sahipti. Demografik 6zellikleri ile cinsiyetler
acisindan karsilastirildiginda sadece tip fakiiltesini segme nedenleri arasinda fark oldugu saptandi. Erkek
Ogrencilerin belirgin olarak ekonomik ve maddi nedenler ile tip fakiiltesini tercih etmis olmasi aslinda ¢ok da
sagirtict degildir. Daha once tip fakiiltesi 6grencilerinin kariyer tercihi nedenleri ile yapilan bir ¢aligmada erkek
ogrencilerin ekonomik ve maddi sebeplerle tercih oranlarinin anlamli olarak yiiksek oldugu bulunmus ve toplumsal
kiiltiiriin erkegin evine bakma sorumlulugu algisi ile hareket ettikleri yorumu yapilmistir.®® Yine tip fakiiltesi
Ogrencileri ile yapilan bagka bir ¢aligmada da ekonomik nedenlerle tip meslegini tercih edenlerin empatik egilim
puanlarinin anlamh diizeyde diisiik olmasi erkek 6grencilerin daha duygusalliktan uzak kariyer tercihleri yapmakta
oldugunu gosterebilir.’' Otopsi ve beyin goriintiileme calismalari erkek ve kadin beyinlerinin farkli calistigimn
gdstermistir. Ornegin erkeklerin duygularini ifade etmesi daha zordur ciinkii konusma sol hemisfer duygular sag
hemisferlerinde yer alir. Erkeklerin bagimsizlik ve agresyon duygulan yiksek, gii¢, politika ve yarismaya
yonelimleri matematik becerileri yiiksektir. Kadinlarin ise empati duygulari, sézel ve sosyal becerileri yiiksektir
¢iinkii beyinlerinin her iki hemisferinde de duygu vardir.”*?® Asil ilging olansa beynin morfolojik yapilanmasinda
gelisimsel, deneyim ve hormonlarm etkisinin olmasidir.*>*

Calismaya katilan dgrencilerin toplam TCAO puanlar1 92,1+17,9 puan olup lgekten alinabilecek 25-125 puan
araliginda ortalama puanin oldukga {izerinde olmasi toplumsal cinsiyet algilarinin yiiksek oldugunu gostermektedir.
Dokuz Eyliil Universitesi’nde lisans egitimine devam eden 2255 iiniversite dgrencisi ile yapilan aym &lgegin
kullamldig1 calismada 6grencilerin TCAQO’den aldiklart puan ortalamasi 92,45+ 15,63 puandir.®® Calismamizda
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cinsiyetlere gore TCAQO puanlar karsilastirildiginda kiz 6grencilerin erkek ogrencilere gore anlamli derecede
yiiksek puan aldiklart saptanmistir. Hacettepe Universitesi’nde lisans Ogrenimine devam eden son sinif
ogrencilerinin katildigi arastirmada Ogrencilerin toplumsal cinsiyet rollerine iligkin goriisleri ¢alisma yasami,
toplumsal yasam, evlilik ve aile yasami olmak iizere dort alanda incelenmistir. Arastirmaya katilan 6grencilerin
cinsiyetlerine gore c¢aligma yasami ve toplumsal yasam ile ilgili Onermelere iliskin goriislerinin dagilimina
bakildiginda, tiim 6nermelerde kiz ve erkek dgrencilerin goriisleri arasinda anlamli bir fark bulunmustur.”” Benzer
sekilde Inonii Universitesinde grenim géren 706 Ogrencinin toplumsal cinsiyet roliine yonelik goriislerini
belirlemek amaciyla yapilan ¢alismada da benzer sekilde O6grencilerin cinsiyetleri ile cinsiyet rollerine iliskin
tutumlarmin ortalama puanlari arasinda anlamli bir fark bulunmustur.” Ege Universitesi Tip Fakiiltesi birinci
sinifta okuyan 352 6grenci ile yapilan galigmada da cinsiyetler arasinda cinsiyet esitligine bakis agisindan anlamli
fark bulunmustur.* Ancak bu ¢alismalarda farkli 6l¢ek kullanildigi igin sadece tutum olarak karsilastirma yapmak
miimkiind{ir.

Rapor ettigimiz ¢alismada TCAO puaninin anne ve babalarmin egitimi lise ve iistii olanlarda, ortaokul ve alt1
egitimli ebeveyni olanlardan anlamli olarak yiiksek saptanmasi daha once literatiirde ifade edilen egitimin, aile ve
gevrenin sekillendirmesini bir kez daha ortaya koymaktadir kanaatindeyiz. Yani bu c¢alismada da katilimcilar
biyolojik cinsiyetlerinden bagimsiz olarak i¢inde yetistikleri kiiltiirii cinsiyet algilarina yansitmuglardir.>*” Aylaz ve
ark. nin ¢aligmasinda 6grencilerin cinsiyet roliine iligskin pozitif tutumlarinin annenin egitim durumu artik¢a anlaml
diizeyde arttig1 ancak baba egitimi ile anlamli iliski bulunamadigi belirtilmistir.”’ Sunulan ¢alismada annesi
caligmakta olan katilimcilarn TCAO puanlarinin anneleri ¢alismayanlarin puanlaridan anlamli olarak yiiksek
olmasi da aile ici kiiltiiriin etkisi destekleyen bir bulgu olarak kabul edilebilir.

Calismaya katilan dgrencilerin toplam TCRTO puanlar1 107,3+10,1 puan olup cinsiyet rolleri agisindan esitlikgi
tutuma sahip olduklarim1 gdstermektedir. Benzer sekilde Gaziantep’te yapilan ¢alismada 6grencilerin TCRTO toplam
puan ortalamasi 112,4+13,9 olarak saptanmig ve genel olarak toplumsal cinsiyet rolleri agisindan esitlik¢i tutuma
sahip olduklar ifade edilmistir.”” italya’da aile hekimleri ile yapilan bir galismada da aile hekimlerinin mesleklerini
icra ederken toplumsal cinsiyet farkliliklarini dikkate alma konusunda duyarli olduklari kaydedilmistir.*®

Cinsiyetler agisindan bakildiginda erkek &grencilerin  TCRTO puani 110,9+10,7.0larak saptandi. Inonii
Universitesinde yapilan galigmada kiz 6grencilerin cinsiyet rolii puan ortalamalari daha yiiksek bulunarak erkek
6grencilerin toplumsal cinsiyet rolleri acisindan daha geleneksel bakis acisina sahip olduklari ifade edilmistir.”
Karasu ve ark. bu sonuglardan farkli olarak arastirmalarinda kiz ve erkek dgrencilerin toplumsal cinsiyet rollerine
iligkin farkl tutumlar sergilediklerini, kizlarin esitlik¢i cinsiyet rolleri alt boyutunda erkeklere oranla daha yiiksek
puan ortalamasina sahip oldugu ancak toplam puan ortalamalarma bakildiginda erkeklerin toplumsal cinsiyet
agisindan daha esitlik¢i tutuma sahip olduklarmi saptamislardir.®

Katilimcilardan tip fakiiltesi egitimini maddi nedenler ile segenlerin kategorisinde tanimlamis olanlarm TCRTO
puanimin duygusal bir nedenle tercih yapmis olanlarin puanindan anlamli olarak yiiksek olmasi da bu ¢alismanin
onemli bulgularindandir.

Esitlikgi cinsiyet rolii puaninin il merkezinde dogmus olanlarda ve duygusal nedenlerle tip egitimini se¢mis olanlarda
yiiksek olmasi, kentlesme ile cinsiyet algisinin ve meslek tercihinde sartlara gore degil istekleri dogrultusunda
hareket etmenin bir sonucu olabilir. Benzer sekilde baska bir ¢alisma ¢ekirdek aile ve uzun siiredir il merkezinde
yasayan ogrencilerin geleneksel yonlerinin daha az oldugunu raporlamistir.”

Sunulan ¢aligmada evlilikte cinsiyet rolil puan1 genis aile yapisina sahip olanlar, yurtta kalanlar, babalar1 ortaokul ve
alt1 egitim diizeyindekiler ve maddi nedenlerle tip egitimini se¢mis olanlarda anlamli olarak yiiksekti. Bu durum
geleneksel genis aile yapisinda erkek ve kadinlarin rollerinin kesin hatlarla belli olmas1 ve dar gelirli ya da kirsal
kokenli ailelerde bu yapinin daha ¢ok goriilmesi ile agiklanabilir diisiincesindeyiz. Nitekim yurtta kalan 6grenciler de
genelde ailesinin maddi olanaklar1 daha az olan Sgrenciler olmaktadir.’' Ancak Aylaz ve ark. cinsiyet rolii iizerine
annenin egitim durumunun daha etkin olabilecegini ifade etmislerdir.”’

Katilimcilarindan annesi ¢alismayanlarin ve maddi nedenlerle tip kariyeri se¢gmis olanlarin geleneksel cinsiyet roli
puanlarinin anlamli olarak yiiksek bulunmasi aslinda beklenen bir sonug¢ gibi algilanabilir. Annelerin egitim
durumu arttik¢a 6grencilerin geleneksel tutumlarinin azaldigi daha dnceki bir calismada belirtilmistir.”” Annelerin
egitim diizeyi arttikga c¢aligma oranlar1 da artmaktadir. Caligmadaki erkek Ogrencilerin geleneksel cinsiyet rolii
tutum puanlart daha yiiksektir. Bagka bir ¢aligmada erkek 6grencilerin, kiz 6grencilerine gore toplumsal cinsiyet
rollerine iliskin daha geleneksel bakis agisina sahip olduklari belirtilmistir.”’ Benzer sekilde Karasu ve ark da erkek
6grencilerin geleneksel cinsiyet rolii puanlarmin daha yiiksek oldugunu ifade etmektedir.™

Erkek cinsiyet rolii alt boyutunda annesi ¢alismayanlarin ve maddi gerekgelerle tip egitimi segenlerin puanlari
anlaml diizeyde yiiksekti. Karasu ve ark. da kiz 6grencilerin kadin cinsiyet rolii alt boyutlar1 ortalama puanlarinin
erkeklerden yiiksek oldugunu ifade etmektedir.*

Calismaya katilanlarin TCRTO toplam ve alt gruplari puanlari arasindaki korelasyona bakildiginda geleneksel
cinsiyet rolil ile erkek cinsiyet rolii arasinda pozitif yonde ¢ok giiclii derecede bir korelasyon saptanmasi erkek
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Ogrencilerin geleneksel bakis agisin1 gosterirken toplumsal degisimin heniiz iiniversite diizeyinde de olsa
tamamlanmadigini gosterebilir diisiincesindeyiz. Bu sonug esitlikgi cinsiyet rolii ile erkek cinsiyet rolii arasindaki
negatif yonde giiclii derecedeki korelasyon ile de desteklenmektedir. Buna ilaveten dgrencilerin TCAO puani ile
geleneksel cinsiyet rolii puan1 arasindaki ¢ok giiclii negatif korelasyon toplumsal cinsiyet algisinin daha esitlik¢i bir
bakis oldugu yoniinde yorumlanabilir. Yine katilimcilarin TCRTO puani ile geleneksel cinsiyet rolii puani
arasindaki ¢ok gii¢lii pozitif korelasyon da iist satirlardaki bulgularla uyumludur.

Bu calisma hasta hekim iliskisi boyutuna yonelik sorular icermemektedir. Ancak tip 6grencilerinin cinsiyet algisi
ve cinsiyet rollerine karsi tutumlarini bilmek heniiz egitim asamasinda esitlik¢i cinsiyet tutumu sergileyen ve
toplumsal cinsiyet algisi yiiksek hekimler olmalari igin destekleyici miidahaleler yapabilme sans1 verecektir. Ayrica
bu sonuglar diger iiniversitelere veya tip fakiiltelerine genellenemez olsa da daha kapsamli c¢aligmalara yol
gostericiligi agisindan 6nemli sonuglara sahip oldugu inancindayiz.

Sonug¢

Bu calisma, iilkemizde hekim adaylar ile yapilmis, toplumsal cinsiyet algisina yonelik nadir ¢alismalardan biridir.
Hekimlerin biyolojik cinsiyetlerinden bagimsiz hareket etmeleri beklenir. Ancak literatiirde hem hekim hem hasta
tarafindan hasta-hekim iligkisine yansiyan “cinsiyet ve cinsiyet algisinin” Onemini gosteren pek ¢ok yaymn
bulunmaktadir.””"****° Burada 6nemli nokta tip fakiiltesi 6grencilerinin kiiltiiriin ve gevrenin etkilerini tasimasi ve
egitimin etkisi ile degisebilme sanslarinin olmasidir. Benzer caligmalarin aile hekimleri ile de yapilmasi, aile
hekimliginin olmazsa olmazlarindan olan ‘cinsiyet ayrimi yapmadan hizmet verme’ prensibinin ne kadar
uygulanabildigini ve tip fakiiltesi egitimine yeni eklenmekte olan toplumsal cinsiyet esitligi derslerinin etkisini
ortaya koymay1 saglayacaktir.

Finansman

Bu ¢alisma herhangi bir kurum veya kurulustan finansman almamustir.

Cikar Catismasi

Yazarlar, bu makalenin arastirilmasi, yazarlig1 ve/veya yayinlanmasiyla ilgili olarak herhangi bir potansiyel ¢ikar
catigmasi beyan etmemektedir.
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Evaluation of Gynecological Cancer Awareness and Affecting Factors of Women
Working as Textile Workers
Tekstil Iscisi Olarak Cahsan Kadinlarin Jinekolojik Kanser Farkindahiklarinin ve
Etkileyen Faktorlerin Degerlendirilmesi

Ozlem YARDIMCI'"2', Nilay GOKBULUT?
Abstract
Aim: It has been conducted to evaluate the gynecological cancer awareness of women working as textile workers and the affecting factors.
Method: This descriptive study was conducted with 210 women working in two textile companies in a province in northern Turkey. The
data of the study were collected with the 'Personal Information Form' and 'Gynecological Cancers Awareness Scale.' Descriptive statistics, t-
test in independent groups and One way Anova tests were used to evaluate the data.
Results: The average age of the women participating in the study was 38.46 + 9.05. The average score of women on the gynecological
cancers awareness scale is 137.56 + 23.16. The gynecological cancer awareness scale total score averages of women with secondary school
or above education and moderate income has been determined to be significantly higher than the others (p<0.05). At the same time, it was
determined that the total mean score of the gynecological cancer awareness scale of the participants who had a regular sexual life, had heard
of gynecological cancers before, had information about KETEM and benefited from screening services for gynecological cancers was higher
than the other participants (p <0.05).
Conclusion: It has been determined that some socio-demographic and awareness characteristics of women, such as their education level,
income level, regular sexual life, having heard of gynecological cancers before, having information about KETEM and benefiting from
screening services for gynecological cancers, affect their gynecological cancer awareness. It is recommended that education on risk factors of
gynecological cancers, early symptoms and the need for early medical help be strengthened, and that the training and programs provided will
help increase awareness of gynecological cancer and reduce the delay in diagnosis.
Key words: midwifery, awareness, nursing, gynecological cancers, females

Ozet

Amac: Tekstil is¢gisi olarak ¢aligan kadinlarin jinekolojik kanser farkindaliklarinin ve etkileyen faktorlerin degerlendirilmesi amaciyla
yapilmustir.

Yontem: Tamimlayici tipte olan arastirma Tirkiye’nin kuzeyinde bir ilin iki tekstil firmasinda ¢aligan 210 kadin ile yiritilmisgtir.
Arastirma verilerini toplamak igin ‘Kisisel Bilgi Formu’, ‘Jinekolojik Kanserler Farkindalik Olgegi’ kullamlmistir. Tamimlayicr istatistikler,
bagimsiz gruplarda t testi ve ‘One way Anova’ testleri verilerin degerlendirilmesinde kullanilmustir.

Bulgular: Arastirmaya katilan kadinlarin yag ortalamasi 38,46 + 9,05°tir. Kadimlarin, jinekolojik kanserler farkindalik 6lgegi puan
ortalamast 137,56 + 23,16’dir. Ortaokul ve iizeri egitim durumuna sahip, orta diizey geliri olan kadinlarin jinekolojik kanser farkindalig:
Olgegi toplam puan ortalamalari, digerlerine oranla anlamli bigimde daha yiiksek olarak belirlenmistir (p<0,05). Ayni zamanda diizenli cinsel
yagamt olan, daha dnce jinekolojik kanserleri duyan, KETEM hakkinda bilgisi olan ve jinekolojik kanserlere yonelik tarama hizmetlerinden
faydalanan katilimcilarin jinekolojik kanser farkindaligi dlgegi toplam puan ortalamalarinin diger katilimcilara gore daha yiiksek oldugu
tespit edilmistir (p<0,05).

Sonug: Kadinlarin egitim durumu, gelir durumu, diizenli cinsel yasam, daha once jinekolojik kanserleri duyma, KETEM hakkinda bilgisi
olma durumu ve jinekolojik kanserlere yonelik tarama hizmetlerinden yararlanma durumu gibi bazi sosyo demografik ve farkindalik
durumlarina iliskin 6zelliklerinin jinekolojik kanser farkindaliklarini etkiledigi belirlenmistir. Jinekolojik kanserlerin risk faktorleri, erken
semptomlar ve erken tibbi yardim ihtiyaci konusunda egitimlerin gii¢clendirilmesi, bdylece verilen egitim ve programlarin jinekolojik kanser
farkindaligini artirmaya ve tanidaki gecikmeyi azaltmaya yardimci olmasi dnerilmektedir.

Anahtar Kelimeler: ebelik, farkindalik, hemsirelik, jinekolojik kanserler, kadinlar

Not: Bu arastirma Ozlem Yardimer’min Yiiksek Lisans tezinden iiretilmistir.
10. Uluslararasi 14. Ulusal Ebelik Ogrencileri Kongresinde 16-18 Mayis 2024 tarihinde 6zet bildiri olarak sunulmustur.
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Giris

Kadinlar arasinda meme kanserinden sonra en sik goriilen kanser tiirii jinekolojik kanserlerdir. Diinya
genelinde 1,3 milyondan fazla jinekolojik kanser vakasi bildirilirken Tirkiye'de kadinlarda goriilen tiim
kanserler arasinda jinekolojik kanser vakalarmin orani yiizde 35 olarak bildirilmistir.' Kiiresel Kanser
Insidans1, Mortalite ve Prevelans1 (GLOBOCAN) 2022 verilerine gére, kadin jinekolojik kanserlerinin
diinya capinda goriilme sikligi en fazla serviks kanseri, uterus kanseri ve over kanseri olarak
belirtilmektedir.” Sikhig1 giderek artis gdsteren bu kanserlerin 6nlenebilir risk faktorleri, erken tani ve
tarama programlari ile tespit edilerek 6liim oranlar1 %70 oraninda azaltilabilmektedir.’ Bu nedenle erken
tan1 ve tedavide jinekolojik kanserler konusunda bilgi ve farkindaliga sahip olmak olduk¢a 6nemlidir.*’
Toplumda kanser farkindaligi, davranis degisikliginin saglanmasinda tek basina yeterli olmasa da énemli
bir durum olarak kabul edilmektedir. Ayrica kansere yol agan degistirilebilir ve degistirilemez faktorler
ile ilgili farkindalik saglamak, saghk arama davramisini olusturmada 6nemli bir rol oynamaktadir.®’
Jinekolojik kanser konusunda farkindaligin artirilmasi hastaligin erken tanisi, tedavisi ve mortalitenin
azaltilmast ac¢isindan Onemlidir. Saglik profesyonelleri jinekolojik kanser farkindaligini etkileyen
faktorleri belirlemeli ve siirekli olarak kisisellestirilmis egitim programlari tasarlamali ve uygulamalidir.®
Literatiirde jinekolojik kanser farkindaligi lizerine yapilan ¢aligmalarin bir ¢ogunun serviks kanseri ile
ilgili ve herhangi bir saglik kurumuna basvuruda bulunanlara ait oldugu belirlenmistir. Ulusal literatiirde
yaymlanan caligmalarin ¢ogunu egitim durumu yiiksek ¢alisan kadinlar, tiniversite 6grencileri ve saglik
kurumuna basvuruda bulunan kadinlarin olusturmasi dikkat ¢ekmektedir."**'° Literatiire katk: saglamak
amaciyla ¢ogunlugunu diisiik ve orta egitim seviyesine sahip kadinlarin olusturdugu tekstil is¢ileriyle bu
konuda calisma yapilmasina karar verilmis ve bu arastirma, tekstil iscisi olarak c¢alisan kadinlarin
jinekolojik kanser farkindaliklarinin ve etkileyen faktorlerin degerlendirilmesi amaciyla yapilmistir.

Arastirma sorulari
e Kadinlarin jinekolojik kanser farkindaliklar1 nasildir?
e Kadinlarin jinekolojik kanser farkindaliklarin etkileyen 6zellikler nelerdir?

Gerec ve Yontem

Arastirmanin Amaci ve Tipi

Aragtirma, tekstil ig¢isi olarak c¢alisan kadinlarin jinekolojik kanser farkindaliklarimin ve etkileyen faktorlerin
degerlendirilmesi amacryla tanimlayici olarak yapilmistir.

Arastirmanin Yapildig1 Yer ve Zaman

15 Nisan 2022- 15 Ekim 2022 tarihleri arasinda yapilan arastirma Kastamonu ilinde bulunan Mizik¢1 ve Ikinci
Bahar Tekstil firmalarinda ¢alisan kadinlarla gerceklestirilmistir.

Arastirmanin Evreni ve Orneklemi

Aragtirmanin evrenini, Mizik¢1 ve Ikinci Bahar Tekstil firmalarinda calisan kadinlar olusturdu. Tekstil firmalarmin
2022 il kayitlarina gore yaklasik 350 kadin bu firmalarda ¢alismigtir. Arastirmanin o6rneklem biiyiikliigiiniin
hesaplanmasinda genel kullanima agik olan OpenEpi versiyon 3 istatistik yazilimi kullanildi. Power (gii¢) analizi
yapildiginda, drneklem biiyiikliigii %5 yanilgi diizeyi, ¢ift yonlii dnem diizeyinde %95 giiven araliginda ve %80
giic ile en az 184 kadin olarak hesaplanmis olup (http://www.openepi.com/SampleSize/SSPropor.htm), muhtemel
veri kayiplar1 olabilecegi diisiiniilerek (yaklagik %20) toplam 220 kadm dahil edildi. Orneklem sayisina
ulagabilmek i¢in ilgili tarihlerde giindiiz vardiyasinda calisan kadinlar basit rastgele Ornekleme yontemi ile
aragtirmaya davet edildi. Kadmlar ile yliz ylize goriisiildii. Aragtirmaya 20-65 yas araliginda, iletisim problemi
olmayan, Tiirk¢e konusabilen, psikiyatrik bir rahatsizlig1 olmayan ve arastirmaya katilmay1 goniillii olarak kabul
eden kadinlar dahil edildi. Sorulara cevap vermek istememe/katilmak istememe (4), arastirmadan ayrilma (3) ve
Tiirk¢e konugamama (3) nedenleriyle 10 kadin arastirmadan ¢ikarilarak arastirma 210 kadin ile tamamland.

Veri Toplama Araci ve Ozellikleri

Verilerin toplanmasinda, ‘Kisisel Bilgi Formu’, ‘Jinekolojik Kanserler Farkindalik Olgegi (JIKFO)’ kullanilds.
Kisisel Bilgi Formu

Kisisel bilgi formu; katilimcilarin sosyo-demografik (yas, medeni durum, egitim durumu, vb.) obstetrik (gebelik
sayisi, dogum sekli vb.) ve jinekolojik kanserlere iliskin bilgi ve tutumlarin1 (Jinekolojik kanser belirtileri,
jinekolojik kanser erken tani yontemleri vb.) belirlemek amaciyla arastirmacilar tarafindan literatiir dogrultusunda
gelistirilen 24 sorudan olusan bir formdur."*'"*'?
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Jinekolojik Kanserler Farkindalk Ol¢egi (JIKFO)

Jinekolojik Kanserler Farkindalik Olgegi (JIKFO), yirmi ile altmis bes yas arasinda bulunan kadinlarimn jinekolojik
kanserlere iliskin farkindaliklarii degerlendirmek amaciyla Dal ve Ertem (2017) tarafindan gelistirilmis, 5°1i likert
tipi bir Olcektir. 41 maddeden ve 4 alt boyuttan olugmaktadir. Alt boyutlar, erken tani ve bilgi farkindaligi
(1,2,12,13), jinekolojik kanser riskleri farkindaligi (3,4,5,6,7,8,9,10,11), jinekolojik kanserlerden korunma
farkindalig1 (14,15,16,17,18,19), jinekolojik kanserlerde rutin kontrol ve ciddi hastalik algis1 farkindaligi (20-41)
olusmaktadir. Katilimcilardan maddelere kesinlikle katilmiyorum (1), katilmiyorum (2), kararsizim (3), katiliyorum
(4), kesinlikle katiltyorum (5) olarak bes derecede goriis bildirmeleri istenmektedir. JIKFO toplam puan iizerinden
degerlendirilmekle birlikte Olgekten en diisiik 41 ve en yiikksek 205 puan alinabilmektedir. Katilimcilarin
JIKFO’den aldiklar1 puan arttikga farkindaliklari artmaktadir. Olgegin Cronbach Alpha katsayisi 0,94, alt
boyutlarinin ise 0,70-0,98 arasindadir.'’ Bu arastirmada 6l¢egin Cronbach Alfa katsayis1 0,95 alt boyutlari ise 0,74
ile 0,96 arasindadir.

Verilerin Toplanmasi

Veri toplama formunun ilk sayfasinda arastirma hakkinda bilgi ve calismaya katilma onam formu yer aldi.
Arastirmaya katilmay1 onaylayan ve aragtirmaya alinma kriterlerini kargilayan kadinlar arastirmaya alindi. Kisisel
bilgi formunda yer alan sorular arastirmaci tarafindan yiiz ylize goriisme teknigi kulllanilarak toplandi. Jinekolojik
kanserler farkindalik Olcegi ise kadinlara verilerek 6z bildirim teknigi ile cevaplandirmalar: istendi. Sorularin
cevaplanma siiresi her bir kadin i¢in ortalama 20-25 dk siirdii.

Verilerin Analizi

Arastirmada elde edilen verilerin analizinde, Statistical Package for Social Sciences (SPSS) for Windows 25.0
istatistik paket programi kullanilmistir. Olgegin ve alt boyutlarmin garpiklik ve basiklik degeri +2 araliginda olup
normal dagilim gosterdigi saptanmustir. Istatistiksel degerlendirmede, tanimlayici istatistiksel metotlar1 (say1,
yiizde, ortalama, standart sapma), bagimsiz gruplarda t testi, One Way Anova testi kullanilmigtir. Sonuglar %95°lik
giiven araliginda olup istatistiksel anlamlilik p<0.05 olarak degerlendirilmistir.

Arastirmanin Etik Boyutu

Aragtirma Helsinki Bildirgesi ilkelerine uygun olarak yiiriitiildii. Arastirma protokolii ile ilgili Cankirn Karatekin
Universitesi Etik kurulundan etik kurul onay1 alind1 (Tarih: 18.03.2022; Karar No: 2022/25). Arastirma verilerinin
toplanabilmesi i¢in her iki tekstil firmasindan kurum izni ve arastirmaya dahil edilen kadinlardan bilgilendirilmig
yazili onam alind1.

Bulgular

Kadmlarin jinekolojik kanser farkindaliklari dlgeginden aldiklar1 toplam puan ortalamalari 137,56+23,16, alt
boyutlarindan aldiklar1 toplam puan ortalamalari; “Rutin kontrol ve ciddi hastalik algisi” alt boyutundan
77,55+15,53, “Risk farkindaligi” alt boyutundan 26,15+4,83, “Korunma farkindaligi” alt boyutundan 19,36+4,11
ve “Erken tani ve bilgi farkindalig1” alt boyutundan 14,51+3,44°tiir (Tablo 1).

Tablo 1. Kadinlarin JIKFO Toplam ve Alt Boyutlarindan Aldiklart Puan Ortalamalarimin Dagilim:

. Min-Max _
Degiskenler Degerler X£SS
Rutin kontrol ve ciddi hastalik algisi 29 -110 77,55 £15,53
Risk farkindaligi 14 - 45 26,15 +4,83
Korunma farkindaligi 6-30 19,36 £4,11
Erken tani ve bilgi farkindalig 4-20 14,51 £ 3,44
JIKFO Toplam 64 - 205 137,56 £ 23,16

%= Ortalama, SS=Standart Sapma, JIKFO: Jinekolojik Kanserler Farkindalik Olgegi

Kadinlarin ortalama yaslari1 38,46 £9,05 (min: 20, max: 60)’dir. Kadinlarin % 43,3’{iniin egitim durumunun ilkokul
ve alt1, % 84,3 iiniin orta gelir diizeyine sahip, % 76,2 sinin evli, % 74,8’inin ¢ekirdek aile yapisina sahip oldugu ve
% 93,8’inin herhangi bir kronik rahatsizliginin olmadig1 tespit edilmistir (Tablo 2).
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Tablo 2: Kadinlarin Sosyo-Demografik Ozelliklerine Iliskin Bulgularimn Dagilimi (n=210)

Say1 (n) Yiizde (%)
Medeni durum
Evli 160 76,2
Bekar 50 23,8
Egitim durumu
[lkokul ve alt1 91 43,3
Ortaokul 48 22,9
Lise ve lizeri 71 33,8
Aile tipi
Cekirdek aile 157 74,8
Genis aile 53 25,2
Gelir durumu
Diisiik 33 15,7
Orta 177 84,3
Kronik hastahk
Evet 13 6,2
Hayir 197 93,8
Kadinlarmn yas ort. (min-max) 38,46 £9,05 (min:20, max:60)

JIKFO: Jinekolojik Kanserler Farkindalik Olgegi

Kadinlarin egitim durumlari ile JIKFO rutin kontrol ve ciddi hastalik algisi, korunma farkindalig1 ve erken tani ve
bilgi farkindalig: alt boyutlar1 ve JIKFO toplam puan ortalamalar arasinda anlamli farklilik belirlenmistir (p<0,05).
Hem ortaokul hem de lise ve iizeri egitim diizeyine sahip olan kadinlarm JIKFO rutin kontrol ve ciddi hastalik
algis1 alt boyutlar1 ve JIKFO toplam puan ortalamalarinin ilkokul ve dncesine gore yiiksek oldugu, lise ve iizeri
egitim diizeyine sahip olan kadmlarin da JIKFO korunma farkindaligi ve erken tani ve bilgi farkindahig: alt
boyutlar1 puan ortalamalarimin ilkokul ve 6ncesine gore daha yiiksek oldugu tespit edilmistir. Cekirdek aileye sahip
kadmlarm genis aileye sahip kadinlara gore JIKFO korunma farkindaligi puan ortalamasmin anlamli bigimde
yiiksek oldugu belirlenmistir (p<0,05). Orta diizey gelir durumuna sahip kadimnlarin JIKFO toplam ve JIKFO
korunma farkindalig1 alt boyutu puan ortalamalarinin anlamli bir bigimde yiiksek oldugu bulunmustur (p<0,05)
(Tablo 3).

Yardime1 & Gokbulut. TIFPMC 2025;19(1):42-51

45



Tablo 3: Kadinlarin Sosyo Demografik Ozelliklerine Iliskin JIKFO Toplam ve Alt Boyutlar: Puan Ortalamalarinin Dagihmlar: (n=210)

Ozellikler JIKFO Toplam Rutﬁ:ﬁgﬁii; S?lddl Risk Farkindahg | Korunma Farkindahg Erkg:ri?;lé;?g?llgl
Medeni durum
Evli 137,52+23,77 77,71+15,83 25,94+4 .83 19,54+4,24 14,3343,46
Bekar 137,70+£21,31 77,02+14,65 26,80+4,81 18,78+3,64 15,10+3,35
t degeri -0,048 0,275 -1,096 1,140 -1,393
P 0,962 0,784 0,274 0,256 0,165
Egitim durumu
Ilkokul ve 6ncesi (1) 130,09+25,84 72,58+18,32 25,40+5,12 18,41+4,29 13,70+3,28
Ortaokul (2) 140,15+20,39 79,27+12,66 26,56+5,16 19,98+4,30 14,33+3,24
Lise ve tizeri (3) 145,39+18,02 82,75+10,92 26,83+4,07 20,15+3,48 15,66+3,50
F degeri 9,867 9,671 2,014 4,475 6,913
P 0,000* 0,000* 0,136 0,013 0.001*
Coklu karsilagtirma 1<2; 1<3 1<2; 1<3 - 1<3 1<3
Aile tipi
Cekirdek aile 139,15+23,86 78,45+15,63 26,33+4,73 19,69+4,14 14,69+3,58
Genis aile 132,85+20,45 74,89+15,05 25,60+5,10 18,38+3,86 13,98+2,96
t degeri 1,721 1,447 0,949 2,024 1,295
P 0,087 0,149 0,344 0,044* 0,197
Gelir durumu
Diigiik 130,09+27,92 73,03+18,80 25,61+6,74 17,79+4,39 13,67+2,78
Orta 138,95+21,98 78,39+14,75 26,25+4,40 19,65+3,99 14,67+3,53
t degeri -2,033 -1,831 -0,527 -2,420 -1,538
P 0,043* 0,069 0,601 0,016* 0,126

*p<0,05, t: bagimsiz gruplarda t testi, F:One Way ANOVA testi, JIKFO: Jinekolojik Kanserler Farkindalik Olcegi

Arastirmada ilk menars yas1 on ii¢ yas ve alt1 olan kadinlarin erken tan1 ve bilgi farkindaliklar1 on dort yas ve iizeri olan kadinlara oranla anlamli bir bigimde yiiksek
oldugu tespit edilmistir (p<0,05). Ilk dogum yas1 25-40 olan kadinlarin korunma farkindaliklart ilk dogum yas1 13-18 olanlara gore anlamli sekilde yiiksek olarak

saptanmistir (Tablo 4).
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Tablo 4: Kadinlarin Jinekolojik ve Obstetrik Ozelliklerine Iliskin JIKFO Toplam ve Alt Boyutlari Puan Ortalamalarimin Dagilimlary (n=210)

Ozellikler JIKFO Toplam Rutlll_}:jfaliltll;oil‘; s(ljlddl Risk Farkindah@ | Korunma Farkindahg: Erk;:r}:;l&aﬁ;ﬂgl
Ik menars yasi
13 yas ve alt1 138,09+23,88 77,70£15,91 26,09+4,92 19,57+4,14 14,73+£3,43
14 yas ve lizeri 135,08+19,55 76,84+13,74 26,41+4,43 18,35+3,82 13,49+3,36
t degeri 0,717 0,306 -0,357 1,649 2,007
p 0,474 0,760 0,721 0,101 0,046*
IIk dogum yas
Dogum yapmadim (1) 137,86+18,65 77,78+11,66 26,54+4,48 18,88+3,75 14,66+3,77
13-18 yas (2) 129,41+24,93 72,68+16,35 24,64+4,86 17,45+5,22 14,64+2,84
19-25 yas (3) 138,76+25,15 78,35+17,01 26,38+5,31 19,66+4,09 14,37+3,56
25-40 yas (4) 138,74+21,46 77,91+15,28 25,82+3,56 20,35+3,52 14,65+3,02
F degeri 1,034 0,820 0,964 2,726 0,119
p 0,379 0,484 0,411 0,045* 0,949
Coklu karsilastirma - - - 2<4 -
Toplam gebelik sayisi
Hig 137,86+18,65 77,78£11,66 26,54+4,48 18,88+3,75 14,66+3,77
1 142,70+20,56 80,09+14,05 27,24+5.23 20,18+3,94 15,18+3,58
2 139,29+22,71 79,20+15,98 25,64+4.91 19,51+3,83 14,93+2,82
3+ 133,35+27,15 74,71+£17,98 25,76+4,80 19,18+4,65 13,71£3,54
F degeri 1,409 1,287 1,034 0,737 2,014
p 0,241 0,280 0,379 0,531 0,113
Son dogum sekli
Dogum yapmadim 139,46+20,00 78,81+12,56 26,62+4,41 19,19+4,01 14,85+3,81
Sezaryen 141,54+24.75 80,52+15,91 27,11+4,87 19,83+4,37 14,09+3,78
Normal dogum 135,04+23,73 75,74+16,47 25,4444 91 19,24+4,06 14,53+£3,11
F degeri 1,524 1,787 2,078 0,385 0,595
p 0,220 0,170 0,128 0,681 0,553

* p<0,05, t: bagimsiz gruplarda t testi, F:One Way ANOVA testi, JIKFO: Jinekolojik Kanserler Farkindalik Olgegi
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Diizenli cinsel yasama sahip kadinlarin JIKFO rutin kontrol ve ciddi hastalik algis1 ve korunma farkindalig1 alt boyutlar1 ile JIKFO toplam puan ortalamasinin
diizenli cinsel yasami olmayanlara gore anlamli bir bigimde yiiksek oldugu tespit edilmistir (p<0,05). Daha 6nce jinekolojik kanserleri duyan, KETEM hakkinda
bilgi sahibi olan ve jinekolojik kanserlere yonelik tarama hizmetlerinden yararlanan kadinlarm JIKFO rutin kontrol ve ciddi hastalik algis1, korunma farkindalig: ve
erken tan1 ve bilgi farkindalig: alt boyutlar1 ve JIKFO toplam puan ortalamalarinin anlamli bir bigimde yiiksek oldugu bulunmustur (p<0,05) (Tablo 5).

Tablo 5: Kadinlarin Farkindalik Durumlarina Iliskin JIKFO Toplam ve Alt Boyutlar: Puan Ortalamalarimn Dagilimlar: (n=210)

Ozellikler JIKFO Toplam Rutﬁ:ifali:lioil‘; s?lddl Risk Farkindahg Korunma Farkindahg: Erk;:rrf(?::l;?;ﬂgl
Diizenli jinekolojik muayene yaptirma durumu
Evet 139,17£25,54 78,26+17,10 25,92+5,32 20,21+4,07 14,77+£3,42
Hayir 137,02+22,36 77,31£15,01 26,22+4,66 19,07+4,09 14,424+3,46
t degeri 0,584 0,388 -0,388 1,753 0,645
P 0,560 0,699 0,698 0,081 0,519
Diizenli cinsel yasam
Evet 140,12+22,04 79,25+15,07 26,21+4,34 20,0843,97 14,58+3,42
Hayir 133,40+24,45 74,79+15,96 26,05+5,56 18,18+4,07 14,39+3,49
t degeri 2,058 2,036 0,229 3,353 0,402
P 0,041* 0,043* 0,819 0,001* 0,688
Daha once jinekolojik kanserleri duyma
Evet 145,62+20,84 82,29+13,85 26,77+3,53 20,89+3,46 15,66+3,38
Hayir 133,95+23,31 75,42+15,81 25,87+5,29 18,67+4,19 13,9943,35
t degeri 3,461 3,178 1,451 3,739 3,326
P 0,001* 0,002* 0,148 0,000* 0,001+
KETEM hakkinda bilgisi olma durumu
Evet 144,07+£21,33 81,47+14,44 26,56+4,57 20,6843,66 15,36£3,21
Hayir 132,28+23,33 74,37+15,71 25,81+5,02 18,28+4,15 13,82+3,48
t degeri 3,783 3,375 1,126 4,386 3,307
P 0,000* 0,001* 0,262 0,000* 0,001*
Jinekolojik kanserlere yonelik tarama hizmetlerinden yararlanma durumu
Evet 149,49+16,75 84,54+13,49 27,40+4,49 21,66+3,24 15,89+2,27
Hay1r 135,18+23,56 76,15+15,56 25,90+4,86 18,90+4,11 14,2343,57
t degeri 4,278 2,974 1,689 3,742 3,518
P 0,000* 0,003* 0,093 0,000* 0,001*

*p<0,05, t: bagimsiz gruplarda t testi, JIKFO: Jinekolojik Kanserler Farkindalik Olgegi
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Tartisma

Jinekolojik kanserler kadinlarda en sik goriilen kanserler arasindadir ve dolayisiyla dnemli bir halk
saghg sorunudur.” Bu arastirma da, tekstil iscisi olarak calisan kadinlarin jinekolojik kanser
farkindaliklarinin  ve etkileyen faktorlerin degerlendirilmesi amaglandi. Bulgular, kadinlarin
jinekolojik kanserler farkindaliklar1 puan ortalamalarinin 137,56+£23,16 oldugu tespit edildi ve bu, bir
dizi ¢alismadan elde edilen bulgularla tutarlidir.'°

Jinekolojik kanserler konusunda farkindaligin ¢ok yiliksek olmamasi sosyodemografik faktorlerle
iligkilendirilebilir. Arastirmada egitim ve gelir diizeyleri yiiksek olan kadinlarin jinekolojik kanser
farkindaliklarmin daha yiiksek oldugu belirlenmistir. Benzer sekilde Freij ve ark. (2018), Urdiinlii
kadinlar tizerinde yaptiklart ¢aligmada egitim ve gelir diizeyi yiiksek olan kadinlarin yumurtalik
kanserine bagli semptomlar ve risk faktorleri konusunda daha fazla bilgi ve farkindaliga sahip
olduklarmi bulmuslardir." Toptas Acar ve ark. (2022) jinekolojik kanser farkindaligi konusunda
yapmis olduklar1 kesitsel ¢alismaya gore de, hem egitim hem de gelir durumunun yiiksek olmasi
jinekolojik kanser farkindaligimin yiiksek olmasinda etkili olmustur.® Ayrica Evans ve ark. (2014)
jinekolojik kanser belirtilerine iliskin farkindali§in artirllmasi amaciyla yaptiklar1 calismada finansal
maliyetlerin jinekolojik kanser farkindaligini artirmada 6nde gelen engellerden birisi oldugunu
belirtmislerdir."

Arastirmada diizenli cinsel yasami olan kadinlarin jinekolojik kanser farkindaliklarinin yiiksek oldugu
belirlenmistir. Literatiirde bu iki degisken arasindaki iliskinin incelendigi bir ¢alismaya
rastlanmamakla birlikte, Selguk ve ark. (2024) tarafindan yapilan ¢aligmada aktif cinsel yagami olan
kadmlarm jinekolojik kanser farkindaliklarinim yiiksek oldugu tespit edilmistir."®

Arastirmada daha once jinekolojik kanserleri duyan kadinlarin, duymayanlara gore jinekolojik kanser
farkindaliklar1 puan ortalamalari istatistiksel olarak anlamli derecede yiiksek bulunmustur (Tablo 5).
Literatirde arastirmamuzla benzer olan ¢alismalar mevcuttur.™'""® Kadmlarin farkindaliklarini
artirmada jinekolojik kanserleri daha 6nce duymus olmalarinin etkili oldugu disiiniilmektedir.
Ulkemizde meydana gelen kanser vakalarmi erken donemde teshis etmek ve kanser nedenli ortaya
¢ikan 6liim oranlarimi diigirmek i¢in Saglik Bakanligi Kanserle Savas Dairesi Baskanligi tarafindan
Kanser Erken Teshis Tarama ve Egitim Merkezleri (KETEM) kurulmustur. KETEM’lerde serviks,
meme ve kolorektal kanserlerine yonelik taramalar gergeklestirilmektedir.'”*® Arastirmada KETEM
hakkinda bilgisi olan kadinlarin jinekolojik kanser farkindaliklarimin anlamli bir bigimde yiiksek
oldugu belirlenmistir. Literatiirde her ne kadar jinekolojik kanser farkindalig1 ile KETEM hakkinda
bilgi diizeyi arasinda iliski olup olmadigini aragtiran dogrudan bir ¢aligma olmasa da Atlas ve
Giineri’nin (2022) kadmlarin jinekolojik kanserlerle ilgili farkindaligimi ve farkindaligi etkileyen
faktorleri belirlemek icin yaptiklar1 ¢alismada; kadinlarin jinekolojik kanser farkindaliklari ortanin
iizerinde bulunmustur ve kadmlarin %80,7’sinin KETEM’de kanser tarama programlar1 yaptirildigini
bildigi belirlenmistir.'> Karabas (2023)’1n kadinlarin jinekolojik kanserlere yonelik farkindaliklarini
etkileyen faktorleri inceledigi ¢aligmasinda kanser farkindaliklari yiiksek olan kadinlarin hangi kanser
tiirlerine yonelik tarama yapildigini bildikleri tespit edilmistir.'® Bu sonuglar arastirmadan elde
ettigimiz bulgulan giiclendirmektedir. Ozellikle kadinlarin jinekolojik farkindaliklar1 {izerinde
KETEM’leri takip etmenin ve KETEM calismalarinin 6nemini ortaya koymaktadir.

Aragtirmada jinekolojik kanserlere iligkin tarama hizmetlerini kullananan kadmlarin jinekolojik kanser
farkindaliklarinin anlamli bir bi¢imde yiiksek oldugu belirlenmistir. Tiirkiye‘de pap smear testi
yaptirma diizeyi %27°dir.*' Literatiirde yer alan farkli caligmalarda, pap smear testi yaptiran ve
jinekolojik muayene olan kadmlarin jinekolojik kanser farkindaliklarmin diger kadinlara oranla
yiiksek oldugu tespit edilmistir.”'® Literatiir ile benzerlik gosteren arastirma sonuglarma goére modern
cagin geregi olan tarama hizmetlerinden faydalanan bireylerin jinekolojik kanser farkindaliklar
giderek artis gostermektedir. Bu da saglik personelinin dogru bilgiye ulasmada ve kadinlarin
desteklenmesinde roliiniin 6nemini ortaya koymaktadir.

Arastirmanin Simirhliklan ve Giiclii Yonleri

Arastirma sadece Kastamonu’da iki tekstil firmasinda is¢i olarak ¢alisan kadinlarla sinirli oldugu igin
sadece bu grupla sinirli olan arastirma sonuglar tiim kadimnlara genellenemez. Aym1 zamanda, bu
arastirmanin ¢ogunlugunu diisiik ve orta egitim seviyesine sahip kadinlarin olusturdugu tekstil
is¢ileriyle yapilmasi jinekolojik kanser farkindaligina dikkat ¢ekme konusunda saglam kanitlar
sunmaktadir.
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Sonuc ve Oneriler

Aragtirma bulgular dogrultusunda kadinlarin egitim durumu, gelir durumu, diizenli cinsel yasam, daha
once jinekolojik kanserleri duyma, KETEM hakkinda bilgisi olma durumu ve jinekolojik kanserlere
yonelik tarama hizmetlerinden yararlanma durumu gibi bazi sosyo demografik ve farkindalik
durumlarina iligkin 6zelliklerinin jinekolojik kanser farkindaliklarini etkiledigi sonucuna varilmaistir.
Bu sonuglar dogrultusunda kadinlarin yasantisi {izerinde ciddi etkileri olan jinekolojik kanserlerin risk
faktorleri, erken semptomlar ve erken tibbi yardim ihtiyaci konusunda egitimlerin giiclendirilmesi,
verilen egitim ve programlarin jinekolojik kanser farkindaligini artirmaya ve tanidaki gecikmeyi
azaltmaya yardimc1 olmas1 dnerilmektedir. Ayrica Tiirkiye’de jinekolojik kanserler hakkinda yapilan
calismalarm az sayida olmasi nedeniyle farkli ve daha biiylik 6rneklem gruplari ile ¢alisilarak bu alana
yonelik literatiirlin zenginlestirilmesi onerilmektedir.

Tesekkiir

Bu arastirma yiiksek lisans tezi olarak yayimlanmigtir. Arastirmaya katilan tiim kadinlara tesekkiir
ederiz.

Cikar Catismasi

Yazarlar aralarinda herhangi bir ¢ikar ¢atigmasi bulunmadigini beyan eder.

Finansal Destek

Calisma sirasinda herhangi bir kurumdan finansal destek saglanmamuistir.

Yapay Zeka

Caligma sirasinda herhangi bir yapay zeka programi kullanilmamistir
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Relationship Between Depressive Symptoms and Hearing Impairment in the Elderly

Yashlarda Isitme Kaybi ve Depresif Semptomlar Arasindaki Iliskinin Incelenmesi

Ebru KOSEMIHAL''", Sidika CESUR?
Abstract
Objective: This study aims to examine the relationship between the severity of hearing impairment and psychological symptoms in the
elderly.
Methods: A cross-sectional survey was conducted using Google Forms distributed via social media and hearing aid dispensers to
participants aged 65 and above in Turkey and Northern Cyprus. The survey included demographic questions, the Hearing Handicap
Inventory for the Elderly-Screening version (HHIE-S), and the Beck Depression Inventory (BDI).
Results: The sample comprised 246 participants (102 males, 144 females) with a mean age of 72.58 + 7.75 years. The median score for the
HHIE-S was 22. Of the participants, 6.9% reported no hearing handicap, 50.8% reported moderate, and 42.3% reported severe hearing
handicap. Hearing aid users had higher HHIE-S scores. The median BDI score was 29, with 3.3% of participants classified as minimal,
17.5% mild, 39% moderate, and 40.2% severe depression. A statistically significant difference in BDI scores was found among groups based
on HHIE-S impairment levels (p=0.000). Gender differences were not significant for HHIE-S (p = 0.167) or BDI (p = 0.072), but marital
status, education, and income level showed significant differences across groups.
Conclusion: This study revealed that hearing handicaps and symptoms of depression are prevalent among individuals over the age of 65.
Those reporting hearing handicaps have a higher rate of depression. Age, marital status, education, and income level effects hearing handicap
and depression levels. No effect of gender on hearing handicaps or depression was observed. The use of hearing aids may contribute to a
reduction in depression scores among individuals reporting hearing impairment.
Keywords: Audiology, depression, age-related hearing loss, hearing handicap

Ozet

Amag: Yaslilarda isitme bozuklugu siddeti ile psikolojik semptomlar arasindaki iligkinin incelenmesi amaglanmustir.

Yontem: Tiirkiye ve Kuzey Kibris'ta 65 yas ve tizeri katilimcilara sosyal medya ve isitme cihazi merkezleri araciligiyla dagitilan Google
Formlar1 kullanilarak kesitsel bir anket calismasi yapilmistir. Ankette demografik sorular, Yaslilar i¢in Isitme Engellilik Olgegi Tarama
Formu (IEOY-T) ve Beck Depresyon Olgegi (BDO) yer almustir.

Bulgular: Orneklem, yas ortalamasi 72,58 + 7,75 yil olan 246 katihmcidan (102 erkek, 144 kadim) olusmustur. HHIE-S igin medyan puan
22 idi. Katilimeilarin %6,9'u isitme engeli olmadigini, %50,8'i orta diizeyde ve %42,3"ii siddetli isitme engeli oldugunu bildirdi. Isitme cihazi
kullananlarin HHIE-S puanlar1 daha yiiksekti. Medyan BDI puani 29 idi; katilimcilarin %3,3'd minimal, %17,5'1 hafif, %39'u orta diizeyde
ve %40,2'si siddetli depresyon olarak siniflandirildi. HHIE-S bozukluk seviyelerine gore gruplar arasinda BDI puanlarinda istatistiksel olarak
anlamli bulundu (p=0,000). Cinsiyet farki HHIE-S (p=0,167) veya BDI (p=0,072) i¢in anlamli degildi, ancak medeni durum, egitim ve gelir
diizeyi gruplar arasinda anlamli farkliliklar gosterdi.

Sonug¢: Bu caligma, isitme engeli ve depresyon semptomlarimin 65 yas iistii bireylerde yaygin oldugunu ortaya koymaktadir. Isitme engeli
oldugunu bildirenlerde depresyon orani daha yiiksektir. Yas, medeni durum, egitim ve gelir diizeyi isitme engeli ve depresyon diizeyleri
iizerinde etkilidir. Cinsiyetin isitme bozuklugu veya depresyon iizerinde bir etkisi gdzlenmemistir. Isitme cihazi kullanimu, isitme engeli
oldugunu bildiren bireylerde depresyon puanlarinin azalmasina katkida bulunabilir.

Anahtar kelimeler: Odyoloji, yasa bagli isitme kayb1, depresyon, isitme engeli
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Introduction

Global estimates indicate that over 1.3 billion people currently live with hearing loss, a figure expected to rise due
to the aging population.! Among adults aged 4049, approximately 13% experience hearing loss, while the
prevalence increases to about 45% among those aged 60—69 and reaches 90% in adults aged 80 and above.”
Presbycusis, or age-related hearing loss, is primarily caused by the degeneration of inner and outer hair cells in the
basal region of the basilar membrane. This degeneration results in decreased hearing sensitivity and a significant
loss of higher frequencies in adults over 65.> Depressive symptoms in older adults are linked to various factors,
including chronic stress, personality disorders, substance use, poor nutrition, hearing loss, and negative life events.*
Older adults with hearing loss are likely to experience emotional and social loneliness, cognitive decline, and
difficulties in daily activities, all of which contribute to increased depressive symptoms later in life.” Neuroimaging
studies show decreased activity in brain regions associated with emotions, behavior, and auditory processing in
older adults with hearing loss or depression, suggesting widespread neural degeneration.® Epidemiological studies
have explored the relationship between hearing loss and depression, with some cross-sectional studies reporting an
association between hearing loss and depression in older adults’, while others have found no such association.®
These contradictory findings in the literature may be attributed to methodological differences between studies and
limitations associated with epidemiological research.

Despite the global significance of the interplay between hearing loss and depression, there is a notable lack of
research on this topic among older individuals in Turkey and Northern Cyprus. However, considering the potential
impact on public health and well-being, it is critical to investigate its consequences in this region. This study aims
to contribute to understanding the relationship between hearing loss and depression in the elderly by investigating
the level of hearing impairment and psychological symptoms.

Method

The study sample included voluntary participants aged 65 and above from the general population residing in the
Northern Cyprus and Turkey. A cross-sectional survey design was employed, with questionnaires created using
Google Forms and distributed to participants through social media platforms (WhatsApp, Instagram, Facebook,
etc.) and hearing aid dispensers between February 2023 and April 2023. The survey comprised three sections,
including the demographic information form, the short version of the Hearing Handicap Inventory for the Elderly
(HHIE-S), and the Beck Depression Inventory (BDI). The demographic information form, developed by the
authors, included questions about age, gender, marital status, self-reported hearing status, family history of hearing
loss, hearing aid use, employment status, health insurance, educational background, and household composition.
The Beck Depression Inventory (BDI) is a psychometric instrument used to measure the intensity of depressive
symptoms in clinical samples. It was developed by Beck’, and Turkish validity and reliability studies were
conducted by Hisli."” This inventory measures depression such as pessimism, a sense of failure, dissatisfaction,
feelings of guilt, restlessness, fatigue, decreased appetite, indecision, sleep disturbance, and social withdrawal. It
consists of 21 items related to symptoms. Each item contains four levels of self-evaluation statements that
determine a behavior specific to depression. It is a self-rating scale that consists of 21 items, each of which
describes a specific symptom of depression. A score of 18 or higher indicates depressive symptoms severe enough
to require further clinical consideration."'

The Hearing Handicap Inventory for the Elderly (HHIE) is a questionnaire used to assess the impact of hearing loss
on an individual's daily life. The HHIE consists of two parts: the HHIE-S, which is a screening questionnaire, and
the HHIE, which is a more detailed questionnaire. The HHIE-S consists of 10 questions that assess the emotional
and social effects of hearing loss, while the HHIE consists of 25 questions that assess the functional and social
effects of hearing loss. The participants were asked to complete the questionnaire based on how they heard without
using a hearing aid. In this study, the researchers used the HHIE-S questionnaire to screen for hearing loss in the
elderly. Turkish validity and reliability studies of the screening form of the elderly version of these scales were
conducted by Aksoy and colleagues.'

Total scores in the HHIE-S form range from 0 to 40. While scores between 0 and 8 are not considered disabilities,
scores between 10 and 22 are considered mild-moderate disabilities, and scores between 24 and 40 are considered
severe disabilities."

Inclusion criteria: The study should include participants over the age of 65, who are literate in or speak Turkish and
able to complete the survey independently or with assistance.

Exclusion criteria: The study excluded participants who had been diagnosed with neurological diseases or who
were younger than 65. Confounding factors: To rule out transient sudden sensorineural hearing loss or conductive
hearing loss, individuals with diagnosed active middle ear problems, ear pain, or discharge were excluded.
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Ethical Approval

This study was approved by the Near East University Ethics Committee in January 2024 with the reference number
YDU/2024/120-1804 and adhered to the principles outlined in the Declaration of Helsinki, 2013. All participants in
this study were provided with both oral and written information, and informed consent was obtained from all
participants.

Statistical Analysis

IBM SPSS Statistics for Windows, Version 23 (Armonk, NY: IBM Corp.) was used for data analysis. Descriptive
statistics such as mean, percentage, frequency, and standard deviation were used to analyse the data for
independent variables. The Shapiro-Wilk test was employed to determine the normality of the groups, and it was
found that the groups did not follow a normal distribution. Based on these results, the Mann-Whitney U test was
used for pairwise group comparisons, and the Kruskal-Wallis H test was used for comparing two or more groups.
The relationship between variables was tested using the Spearman correlation test. The findings obtained from the
analysis were interpreted at a significance level of 0.05 (p<0.05).

Results

A total of 246 participants (102 males, 144 females; mean age: 72.58 + 7.75 years) were included in the study. The
demographic characteristics are summarized in Table 1.

Table 1: Demographic variables of the participants

Demographic variable N (%)
Total number of responses 246 (Turkey: 211, North Cyprus:35)
Hearing status
Normal hearing 67 (27.2)
Hearing loss in the right ear 17 (6,9)
Hearing loss in the left ear 11 (4.5)
Hearing loss in both ear 151 (61.4)
Gender
Male 102 (41.5)
Female 144 (58.5)
Family history about hearing loss
No one else in my family has hearing loss 62 (64.6)
My parents also have hearing loss 28 (29.2)
My children also have hearing loss 1 (1.0
My siblings also have hearing loss 4 42
My other relatives also have hearing loss 1 (1.0
Hearing aid use
Yes
Unilateral 0
Bilateral 116 (47.2)
No 130 (52.8)
Employment status
Employed 6 (24
Unemployed 240 (97.6)
Income status
Low-Income 112 (45.5)
Low- To Middle-Income 82 (33.3)
Middle-Income 45  (18.3)
High-Income 7  (2.8)
Educational status
Literate 42 (17.1)
Primary school 93  (37.8)
Secondary school 43 (17.5)
High school 34 (13.8)
Bachelor’s degree 25 (10.2)
Master degree 9 (3.6
Marital status
Widowed 71  (28.9)
Divorced 6 (24
Married 161  (65.4)
Single 8 (3.3)

N: Number of participants
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Upon examining the participants' responses to the question about hearing loss in the demographic information
form, it was found that 27.2% (67 participants) reported normal hearing, 11.4% (28 participants) reported
unilateral, and 61.4% (151 participants) reported bilateral hearing loss.

Analysis of the HHIE-S results revealed that 6.9% of the participants reported no hearing handicap in their daily
lives, 50.8% reported moderate hearing difficulty, and 42.3% reported severe hearing difficulty. The median HHIE-
S score for all participants was 22. The median scores for the HHIE-S social and emotional subscales were 11 for
both groups. Analysis of the BDI results revealed that 3.3% of the participants exhibited minimal depression,
17.5% displayed mild depression, 39% experienced moderate depression, and 40.2% reported severe depression
symptoms. The median BDI score for all participants was 29.

The distribution of BDI levels according to the participants' HHIE-S scores was examined, and statistically
significant differences were found among all groups (p=0.000). The mean rank values of depression scores were
greater inparticipants reporting moderate and severe hearing handicaps compared to thoseno handicap group
(Table 2). In the comparison based on hearing aid usage, a statistically significant difference was observed between
those who did not use a hearing aid and those who used bilateral hearing aids in terms of HHIE-S scale scores
(p=0.000). HHIE-S scores were higher in hearing aid users compared to non-users. Although there was no
statistically significant difference in the depression levels of hearing aid users and non-users, those who used them
had lower depression levels when examining mean rank values (p=0.065) (Table 2).

Table 2: Distribution of depression levels according to perceived hearing handicap levels

Depression (BDI) levels
Hearing handicap levels Minimum Mild Moderate | Severe Mean Chi-Square
(HHIE-S) (0-13) (14-19) (20-28) (29-63) | rank

n n n n
No handicap (n=17) 4 8 5 0 44,44
Moderate (n=125) 1 4 49 71 155,02 p=0.000
Severe (n=104) 3 31 42 28 98,54
Total (n=246) 8 43 96 99
Hearing aid usage
Nonuser (n=130) 4 20 46 60 130,88

p=0.065

Binaural user (n=116) 4 23 50 39 115,22
Total (n=246) 8 43 96 99

*p<0,05; BDI: Beck Depression Inventory; HHIE-S: Hearing Handicap Inventory for the Elderly,; (p<0.05). N: Number of participants

The relationship between depression scores and demographic characteristics, as well as HHIE-S scores, was
examined. A weak negative correlation was found between depression scores and hearing loss scores (r=-0.196;
p=0.002), a weak negative correlation with income level (r=-0.308; p=0.000), and a moderate positive correlation
with education level (r=0.548; p=0.000). No relationship was found between depression scores and age or hearing
aid usage (Table 3).

Table 3. The relationship between demographic variables and HHIE-S scores with their BDI results in subjects

Spearman Age Education status Income level HHIE-S score
BDI rho
0,70 ,548* -,308* -,196*
Scores
p ,272 ,000% ,000* ,002*

*p<0,05; BDI: Beck Depression Inventory; HHIE-S: Hearing Handicap Inventory for the Elderly
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When the relationship between HHIE-S total and subscale scores with age was examined, a weak positive
correlation was found between age and HHIE-S total, social, and emotional subscales (Respectively r=0.207,
p=0.001; r=0.205, p=0.001; r=0.225, p=0.000).

In terms of marital status, statistically significant differences in HHIE-S scores were found only between married
and widowed participants (p = 0.020), with widowed participants having a higher median HHIE-S score compared
to married participants (141.69 vs. 118.08, respectively). Statistically significant differences were observed in BDI
scores between all groups according to marital status (p<0.010, p=0.011, p=0.004, respectively). Among these, it
was seen that the divorced participants had the highest BDI median score, followed by widows, married, and single
participants (respectively 144.50; 137.67; 117.11; 110.63).

In terms of educational status, it was observed that HHIE-S scores showed a statistically significant difference
between literate participants and bachelor’s degree (p=0.017), high school graduates (p=0.038), and secondary
school graduates (p=0.001). The median HHIE-S scores among participants were as follows: 99.08 for literate
participants, 116.64 for elementary school graduates, 153.92 for middle school graduates, 130.18 for high school
graduates, 137.34 for bachelor’s degree graduates, and 99.33 for master’s degree graduates. Since it is examined
how BDI scores change in terms of educational status, significant differences were found between literate
participants and master graduates (p=0.000), bachelor’s graduates (p=0.000), high school graduates (p=0.016),
middle school graduates (p=0.000), and elementary school graduates (p=0.000). Also, significant differences were
found between elementary school graduates and master graduates (p=0.000), high school graduates (p=0.001), and
middle school graduates (p=0.001). Similarly, differences were found between middle school graduates and
master’s graduates (p=0.001) and between middle school graduates and elementary school graduates (p=0.002).
The mean rank for literate participants was 178.43, for elementary school graduates 141.47, for middle school
graduates 105.36, for high school graduates 99.28, bachelor graduates 56.88, and for master graduates 44.67
(p<0.000).

In the analysis made in terms of income level; it was observed that HHIE-S scores showed a statistically significant
difference between low-income and low-to-middle-incomeparticipants (p = 0.002), and between low to middle-
income and high-income participants (p = 0.050). The mean HHIE-S rank scores for low-income participants was
129.68, for low to middle-income participants was 95.20, for middle-income participants was 105.44, and for high-
income participants was 130.90. In the analysis regarding BDI scores, significant differences were found between
high and low income. In the analysis regarding BDI scores, significant differences were found between high and
low income (p = 0.000), low and middle income (p = 0.000), and middle income (p = 0.000). The mean BDI rank
scores for low-income participants were 134.82 (0-10.000 Turkish Lira (TL)), for low- to middle-income
participants 141.79 (11.000-15.000 TL), for middle-income participants 164.50 (16.000-35.000 TL), and for high-
income participants (36.000 TL and above), it was 54.17. In intra-group comparisons.

In the analysis made in terms of hearing status, it was observed that HHIE-S scores showed statistically significant
difference between those reporting normal hearing and those reporting unilateral and bilateral hearing loss
(p=0.000; p=0.000) but showed no significant difference between those reporting unilateral and bilateral hearing
loss (p=0.806). The HHIE-S scores of those reporting bilateral hearing impairment were the highest (136.79),
followed by those reporting unilateral hearing impairment (134.72) and those reporting normal hearing (91.57),
respectively. In the analysis regarding BDI scores, significant differences were found only between those reporting
normal hearing and those reporting bilateral hearing loss (p=0.000). According to this, it was observed that the
mean BDI rank scores of those reporting bilateral hearing impairment (154.71) were higher than those reporting
normal hearing (107. 28).

No significant gender differences were found in HHIE-S (p = 0.167) and BDI (p = 0.072) scores.

Discussion

In our study, which focused on individuals aged 65 and above residing in Northern Cyprus and Turkey, we aimed
to investigate the relationship between hearing impairment and depression levels. The primary hypothesis proposed
that individuals self-reporting hearing loss would experience higher levels of depression and that as the severity of
hearing impairment increased, so too would the severity of depression. The second hypothesis suggested that
demographic variables effect depression scores. The findings generally supported both of our hypotheses.
According to HHIE-S results, 50.8% of participants reported a moderate handicap while 42.3% reported severe
handicap. Similar rates were observed in both social and emotional subscales of HHIE-S, reflecting the expected
age-related hearing loss in the elderly population. Age-related hearing loss (ARHL) is a common chronic health
problem affecting the elderly.® The Global Burden of Disease Study 2017 highlights that hearing loss, especially
age-related, ranks as the third leading cause of years lived with disability and is a significant contributor to global
health challenges."” Approximately 66% of people over 70 years old14 and 8% of people over 80 years old had
hearing loss in their better-hearing ear, according to a large study.."
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In our study, no evaluation was made based on age groups. Individuals aged 65 and over were considered as a
single group. However, we observed that the rate of reporting hearing handicap increased with age. These findings
are similar to the literature, although our prevalence rate is higher. This could be because, compared to the
literature, our participants were fewer in number, from different cultural regions, or due to variability in self-
reported condition statements. However, the results of our study are close to the 84.48% prevalence rate noted in
another study conducted in Turkey among a group aged 59 and over.'®

The examination of demographic factors influencing depression revealed that there was no correlation between age
and depression scores. However, a positive relationship was found with education level and a negative relationship
with income level. It was observed that as education level increased and income level decreased, depression
increased. When examining differences between groups based on demographic factors, depression scores were
found to differ significantly in terms of marital status, education level, income level, and hearing status. Marital
status was significantly associated with mental health scores, with widowed and divorced individuals exhibiting
highelr7 BDI scores, indicating increased hopelessness, aligning with existing literature on the impact of spousal
loss.

We also found that HHIE-S levels were higher in hearing aid users. Participants answered the questions related to
HHIE-S by considering their hearing without using a hearing aid. As expected, this result is associated with a
higher rate of reported hearing handicap among hearing aid users. No statistically significant difference was
observed in depression levels between groups of hearing aid users and non-users; however, when looking at the
mean rank values, depression levels were lower among those who used hearing aids. Although these results suggest
that hearing aid use may be effective in reducing the likelihood of depression, the lack of statistical significance
may be due to various factors. These factors may include the duration of hearing aid use, the degree of hearing loss,
and the time between the diagnosis of hearing loss and the start of hearing aid use. Hearing aids are a rehabilitative
method for hearing loss and are widely used. In addition to improving the quality of health-related life, hearing aids
can also enhance listening skills.'"® However, many individuals with hearing loss do not seek help, with research
indicating delays of up to 9 years in acquiring hearing aids.'® In a national study conducted in the United States,
32% of adults experiencing hearing difficulties reported never consulting a doctor about their hearing issues, and
28% never had a hearing test."

Regarding depression, in our study found that 3.3% of participants displayed minimal, %17.5 mild, 39% moderate,
and 40.2% severe levels of depression, indicating a higher prevalence compared to global rates reported in the
literature.® Although depression and hearing loss were common among the participants, there was no strong
correlation between them. In our study, the differences in BDI scores among groups categorized by hearing
handicap levels were statistically significant. Those with no handicap group had lower BDI scores compared to
those with hearing handicap. The highest rate of depression was observed in the group reporting moderate hearing
handicap. Based on these results, we cannot say that depression levels increase as the rate of reported hearing
handicap increases, but we can say that depression is prevalent among older individuals reporting hearing handicap.
This suggests that depression may be influenced by various factors. Literature on the relationship between hearing
loss and depression shows mixed results, with some studies indicating a connection and others finding none.”’
Factors like age, lifestyle, and cultural differences may contribute to these discrepancies, highlighting the need for
further research in different populations and settings. Golub and colleagues found that increasing hearing loss in
elderly Hispanic individuals was significantly linked to higher levels of depressive symptoms.” They noted that
individuals with mild, moderate, and severe hearing loss had higher odds of experiencing clinically significant
depressive symptoms compared to those with normal hearing. This suggests that untreated hearing loss could be a
risk factor for late-life depression, highlighting the importance of interventions.”” However, many elderly
individuals may not recognize their hearing loss, attributing difficulties to aging.

The examination of demographic factors influencing depression revealed that there was no correlation between age
and depression scores. However, a positive relationship was found with education level and a negative relationship
with income level. It was observed that as education level increased and income level decreased, depression
increased. When examining differences between groups based on demographic factors, depression scores were
found to differ significantly in terms of marital status, education level, income level, and hearing status. Marital
status was significantly associated with mental health scores, with widowed and divorced individuals exhibiting
higher BDI scores, indicating increased hopelessness, aligning with existing literature on the impact of spousal
loss. '7 Despite emotional responses typically decreasing over time after spousal loss, the grieving process can
persist, potentially triggering onset of depression.'” HHIE-S scores also varied significantly among marital statuses,
with widowed individuals reporting higher hearing handicap. Widows often experience poorer psychological,
social, behavioural, and physical well-being compared to those who are married or living together. This includes
factors such as depression, diminished social connections, unhealthy lifestyles, and compromised cardiovascular
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health.” The higher prevalence of HHIE-S scores in our study among widows may have contributed to increased
levels of depression, anxiety, and stress factors.

Additionally, lower educational status was associated with higher HHIE-S and BDI scores, highlighting the role of
education in buffering against depressive symptoms and underscoring the need for targeted interventions to
improve mental health support among individuals with lower educational backgrounds.

The study highlighted income disparities in both HHIE-S and BDI scores, indicating the significant influence of
socioeconomic status on mental well-being. Participants with lower incomes reported higher levels of hearing
impairment and depression, aligning with existing literature.’*

Limitations

Since this study is the first of its sort to be carried out in Turkey and Northern Cyprus, it will be a valuable
resource. The study's comparison of the results of depression and hearing impairment with comprehensive
demographic data is one of its main strengths. Based on patients' subjective reports, the study was carried out both
in-person and online to represent as wide a population as possible. The study might have been more robust, though,
if the authors had identified the kind and severity of hearing loss and adjusted the comparisons appropriately.
Conclusion

Overall, the study’s findings reveal that reported hearing handicap and symptoms of depression are prevalent
among individuals over the age of 65. In the group reporting moderate to severe hearing handicap, the rate of
depression was found to be higher compared to no handicap group. As education level increased and income level
decreased, depression also increased. It was observed that as age increased, the level of hearing handicap rose,
while age was not found to be related to depression. Additionally, among participants, widowed individuals
reported higher levels of hearing handicap compared to single, married, and divorced individuals. The rate of
depression was higher among divorced individuals. Gender was found not to have an effect on hearing handicap or
depression levels. A significant difference in depression scores was observed between participants with and without
hearing aid; however, the lower depression scores among hearing aid users suggest that the use of hearing aids may
reduce the potential for depression in those reporting hearing handicap.

This study highlights the complex impact of factors such as marital status, education, income level, and living
arrangements on the mental health of elderly people with hearing loss. These findings emphasize the need for
targeted interventions and policy initiatives to address the specific challenges faced by older individuals. However,
further research is necessary to explore the underlying mechanisms and develop specific interventions.
Longitudinal studies may provide deeper insights into the evolving dynamics of demographic factors, hearing loss,
and mental health. Some older adults may experience depressive symptoms associated with hearing loss, and we
recommend that healthcare professionals and practitioners increase their awareness and understanding of the
depression that may arise due to hearing loss during aging.
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The Effect of Tailored Interventions on Breast Cancer Screening Behaviors and Health
Perceptions in Women with Low Socioeconomic Levels
Sosyoekonomik Diizeyi Diisiik Kadinlara Uygulanan Yapilandirilmis Girisimlerin
Meme Kanseri Tarama Davranislarina ve Saghk Algilarina Etkisi
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Abstract

Introduction: Breast cancer is a prevalent and significant health issue among women both globally and in our country. The aim of this
study is to systematically examine the effects of tailored interventions, such as group education and telephone counseling, on breast cancer
screening behaviors and health perceptions among women with low socioeconomic status. The study seeks to evaluate how these
interventions influence women's health awareness, their adoption of screening behaviors, and their access to healthcare services.

Method: This study is a randomized controlled trial conducted at a family health center. Data were collected by using the Diagnostic Form,
Breast Cancer Health Belief Model Scale, Mammography Self-efficacy Scale, and Breast Cancer Fear Scale. The study sample consisted of
123 women. The Tailored Interventions in Breast Cancer Screenings (TIBCS) included group education and telephone counseling. These
tailored interventions were based on the health belief model. The study consisted of two experimental groups those receiving tailored group
education (N=41) and those receiving tailored telephone counseling (N=41) and one control group receiving standard care (N=41). A pre-test
and post-test control group design was used in the study, and the outcome variables were evaluated before the intervention and at the 3rd and
6th months after the intervention. Data were collected by using the Socioeconomic Status Scale, Diagnostic Form, Breast Cancer Health
Belief Model Scale, Mammography Self-Efficacy Scale, Breast Cancer Fear Scale, and Breast Cancer Fatalism Scale. The NCSS (Number
Cruncher Statistical System) program was used for statistical analysis. Data were evaluated by using descriptive statistical methods.
Results: The study found that TIBCS increased the rates of regular self-breast examinations, clinical breast examinations, and
mammography screenings (p<0.05). In the experimental groups of the TIBCS, it was observed that self-breast examination benefits,
mammography benefits, confidence, and health motivation perceptions increased, while perceived barriers to self-breast examination and
mammography decreased (p<0.05), with no change in susceptibility perception (p>0.05). Similarly, in both experimental groups, women's
perceptions of mammography self-efficacy increased, while fear and fatalism perceptions showed a significant decrease (p<0.05).
Conclusion: TIBCS applied to women with low socioeconomic status is effective in increasing the rate of breast cancer screening behaviors
and improving health perceptions. Therefore, tailored interventions are considered to be beneficial in future studies.

Keywords: Self-breast examination, clinical breast examination, mammography, health perceptions, tailored intervention

Ozet

Giris: Meme kanseri, hem diinyada hem de iilkemizde kadinlar arasinda yaygin ve énemli bir saglik sorunudur. Bu aragtirmanin amaci,
sosyoekonomik diizeyi diisiik kadinlara yonelik yapilandirilmis miidahalelerin, 6zellikle grup egitimi ve telefon danismanligi gibi
stratejilerin, meme kanseri tarama davraniglart ve saglik algilart iizerindeki etkilerini sistematik bir sekilde incelemektir. Caligma, bu
miidahalelerin kadinlarin saglik farkindaligi, tarama davraniglarini benimseme diizeyleri ve saglik hizmetlerine erisimlerinde nasil bir rol
oynadigini degerlendirmeyi hedeflemektedir.

Yontem: Bu caligma bir aile saglhigi merkezinde gergeklestirilen randomize kontrollii bir ¢aligmadir. Calismanin 6rneklemini 123 kadin
olusturdu. Meme Kanseri Taramalarinda Yapilandirilmis Girisimler (METYAG) grup egitimi ve telefon danismanligindan olugmustur.
Yapilandirilmig  girisimler Saglik inang Modeline temellendirilmistir. Cahigma grubu yapilandimlmis grup egitimi alan (N:41),
yapilandirilmis telefon danmigmanligi alanlar1 (N:41) kapsayan iki deney grubundan ve standart bakim alan (N:41) bir kontrol grubundan
olugmustur. Aragtirmada, On test-son test kontrol gruplu tasarim kullanilmig, girisim Oncesi ve girisim sonrast 3. ve 6. ayda sonug
degiskenleri degerlendirilmistir. Calismada veriler, Sosyo- Ekonomik Durum Skalasi, Tamlama Formu, Meme Kanseri Saglik Inang Modeli
Olcegi, Mamografi Yeterlik Olgegi, Meme Kanseri Korku Olgegi ve Meme Kanseri Kadercilik Olgegi ile toplanmstir. Istatistiksel analizler
icin NCSS (Number Cruncher Statistical System) programi kullanilmis olup c¢aligmanin verileri tanimlayict istatistiksel yontemler ile
degerlendirilmistir.

Bulgular: Calismada METYAG’mn diizenli kendi kendine meme muayenesi yapma, klinikk meme muayenesi yaptirma ve mamografi
cektirme oranlarini arttigr belirlenmistir (p<0,05). Calismada METYAG deney gruplarinda kendi kendine meme muayenesi yarar,
mamografi yarar, giiven, saglik motivasyonu algilarini arttirdigi, kendi kendine meme muayenesi ve mamografi engel algilarini azalttig1 (p
<0,05), yatkinlik algisini ise degistirmedigi (p>0,05) belirlenmistir. Benzer sekilde, her iki deney grubundaki kadinlarin, mamografi yeterlilik
algilar1 yiikselir iken, korku ve kadercilik algilarinda anlamli azalma belirlenmistir (p<0,05).

Sonug: Sosyoekonomik diizeyi diisiik kadinlarda uygulanan METYAG’1n meme kanseri tarama davranislarinin sergilenme oranini ve saghk
algilarini artirmada etkilidir. Bu nedenle, konu ile ilgili yapilacak ¢alismalarda yapilandirilmis girisimlerin faydali olacag: diistiniilmektedir.

Anahtar kelimeler: Kendi kendine meme muayenesi, klinik meme muayenesi, mamografi, saglik algilari, vapilandirilmis girisim
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Introduction

Breast cancer is a significant issue that affects women's health. '*  According to the International Agency for
Research on Cancer (IARC), approximately 2.3 million new cases of breast cancer were recorded worldwide in
2020, with around 685,000 deaths resulting from the disease. Breast cancer is the most common type of cancer
among women in Tiirkiye, accounting for 23.9% of all cancers.’

Breast cancer screening methods aim to detect breast cancer at the earliest stage, before clinical symptoms appear,
and reduce mortality rates in women. The recommended population-based screening methods for early detection of
breast cancer are mammography, clinical breast examination (CBE), and breast self-examination (BSE).*°
However, various national and international reports indicate inadequacies in breast cancer screening behaviors.”*”
Since 2008, the National Cancer Screening Program has been implemented in Tiirkiye, with a goal to screen 70.0%
of the target population by using mammography. According to the 2020 Turkish Health Statistics Yearbook, only
34.9% of women in Tiirkiye have had at least one mammogram.'’ Yet, studies have shown that regular
mammography in women over the age of 50 can reduce the risk of death from breast cancer by 20-30%.""">

In Tirkiye, numerous interventional studies have been conducted among various groups of women over the past 15
years to improve breast cancer screening behaviors. Methods such as group health education, distribution of
brochures and booklets, video screenings, the use of breast models, and phone reminders are among the most
frequently tested interventions in these studies. However, research evaluating the effectiveness of tailored
interventions in improving breast cancer screening behaviors remains quite limited.” Nevertheless, it is suggested
that tailored interventions are highly effective in enhancing breast cancer screening practices.'>'*'>!¢

There are numerous factors that influence breast cancer screening behaviors. These include low socioeconomic and
educational levels, age, marital status, lack of knowledge about breast cancer and screening methods, a family
history of breast cancer, and health beliefs. *'® In recent years, the Health Belief Model (HBM) has become one of
the most commonly used frameworks to increase screening rates among women and to better understand the impact
of health beliefs. This model explains the beliefs and attitudes that affect individuals' behaviors. The key
components of the model include perceived susceptibility, perceived benefits, perceived seriousness, perceived
barriers, health motivation, and perceived Vulnerability.]f””’18 In this context, the aim of the research is to examine
the effect of tailored interventions (group education, telephone counseling) applied to women with low
socioeconomic status on breast cancer screening behaviors and health perceptions. The data obtained is expected to
contribute to the planning of screening programs aimed at increasing breast cancer screening behaviors in the
community and to the development of healthcare policies.

Method

Research Objective

This study was designed to examine the effect of tailored interventions on breast cancer screening behaviors and
health perceptions among women with low socioeconomic status. The study was designed using the CONSORT
guidelines.

Study Population and Sample

The study was conducted between September 2017 and June 2019 at a family health center (FHC) in Istanbul. The
population of the study consisted of 1,113 women aged 40-69 who were registered at the FHC. The sample group
included individuals who visited the FHC, met the inclusion criteria, and expressed willingness to participate in the
study. The sample size was calculated by using the Epi Info program, with a 90% confidence interval, a 3% margin
of error, and an estimated 10% effect size from previous studies.'® Based on these parameters, the required sample
size was determined to be 41 participants per group. The study was conducted with two experimental groups and
one control group. A total of 123 women who met the inclusion criteria were selected, with 41 women assigned to
each group (Experimental Group 1 (n=41), Experimental Group 2 (n=41), and Control Group (n=41).

Data Collection Tools

In the study, the following data collection tools were used: the Socioeconomic Status Scale, the Diagnostic Form,
the Breast Cancer Health Belief Model Scale, the Mammography Self-efficacy Scale, the Breast Cancer Fatalism
Scale, the Breast Cancer Fear Scale, and the Screening Participation Form.

Socioeconomic Status Scale: The scale was first developed by Kuppuswamy in 1976, and various updates have
been made over the years. The most recent version of the scale was created by Singh and colleagues in 2017"’. The
scale is used to measure individuals' socioeconomic status. It assesses socioeconomic status by considering the
family's monthly income, educational level, and occupational characteristics, grouping it into upper, upper-middle,
?gg?dle’ lower-middle, and lower categories. The scale yields a minimum score of 3 and a maximum score of 29.
Diagnostic Form: This form includes sociodemographic characteristics of the women participating in the study
and questions related to breast cancer. The questionnaire consists of 18 questions, with the first 11 questions
addressing the sociodemographic characteristics of the women (name, surname, address, age, education level,
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employment status, marital status, social security, income level, having children, and number of children). The
remaining questions cover topics such as breast cancer knowledge level, family history of breast cancer, regular
doctor visits, breast self-examination practices, knowledge of breast self-examination, mammography uptake, and
knowledge about mammography.

Breast Cancer Health Belief Model Scale: The scale was developed in English by Victoria Champion in 1984. It
identifies the health perceptions that influence women's practices of breast self-examination and undergoing
mammography. The scale consists of a total of eight sub-dimensions and includes 53 items. These sub-dimensions
are: perceived susceptibility (5 items), perceived seriousness (7 items), perceived benefits of BSE (6 items),
perceived barriers to BSE (6 items), perceived benefits of mammography (6 items), perceived barriers to
mammography (5 items), confidence (11 items), and health motivation (7 items). The scale is in a 5-point Likert
format, where each item is rated as follows: 1- 'Strongly disagree,’ 2- 'Disagree,' 3- 'Neutral,' 4- 'Agree,' 5- 'Strongly
agree’. The adaptation of the Breast Cancer Health Belief Model Scale into Turkish was carried out by Seg¢ginli and
Nahcivan in 2004 and by Goziim et al. in 2003%. In this study, the scale adapted into Turkish by Secginli and
Nahcivan in 2004, which was used with women having similar characteristics to the sample group, was utilized.
The 2gronbach's alpha reliability coefficient of the Turkish Health Belief Model Scale ranged between 0.75 and
0.87.

Breast Cancer Fatalism Scale: The scale consists of 11 questions and is answered in a yes/no format. A 'Yes'
response is scored as 1 point, while a 'No' response is scored as 0 points. An increase in the score obtained from the
scale indicates a higher perception of fatalism. The minimum score is 0, and the maximum score is 11. The
adaptation of the scale into Turkish was carried out by Ersin and colleagues in 2014**. The internal consistency
coefficient of the original form of the scale was reported as 0.89.

Mammography Self-efficacy Scale: The scale consists of a total of 10 questions. It is in a 5-point Likert format,
where each item is rated as follows: 1- 'Strongly disagree,' 2- 'Disagree,' 3- 'Neutral,' 4- 'Agree,' 5- 'Strongly agree.'
The scale includes steps related to the mammography process, such as accessibility, ability to pay, making an
appointment, finding the screening center, as well as individual factors like anxiety about mammography and
communication with people at the center. The validity and reliability of the Turkish version of the scale were
established by Secginli in 2012.%° The Cronbach's alpha reliability coefficient of the scale is 0.90

Breast Cancer Fear Scale: The scale was developed by Champion and colleagues in 2004 and consists of 8
questions. It is in a 5-point Likert format, where each item is rated as follows: 1- 'Strongly disagree,' 2- 'Disagree,’
3- 'Neutral,' 4- 'Agree,' 5- 'Strongly agree.' The expected score range for the scale is 8-40 (min-max). A total score
of 8-15 indicates a low level of fear, 16-23 indicates a moderate level of fear, and 24-40 indicates a high level of
fear. The validity and reliability of the scale in our country were established by Secginli in 2012.%

Data Collection

Data were collected by the researcher through face-to-face interviews and phone calls, after obtaining institutional
and ethics committee approvals. The study was conducted in a meeting room designated by the researcher. Data
were collected at three different times: before the intervention, and then 3 and 6 months after the intervention,
within the specified date range.

Pre-intervention

Before the intervention, meetings were held with the family physicians and nurses to provide information about the
study's objectives and content. Initially, a pilot study was conducted with 14 women who met the research criteria.
Due to the unavailability of contact records for women aged 40-69 at the FHC, phone numbers of women visiting
the FHC twice a week were collected. Women who met the research criteria and agreed to participate were
contacted by phone to complete the "Socioeconomic Status Scale" and the Diagnostic Form. After informing the
experimental and control groups about the study, pre-tests were conducted using the data collection tools.
Implementation of the Intervention

In this study, tailored interventions targeting women with low socioeconomic status were implemented through
both group education and telephone counseling. The first experimental group received group education sessions
that included tailored messages based on the health belief model. These sessions were conducted once a week over
a total of five sessions, with each session involving 6-9 women. The educational sessions were held in a specially
arranged room, and participants were called one day in advance to remind them of the meeting. At the end of the
sessions, informative brochures obtained from the Cancer Early Diagnosis, Screening, and Education Center
(CEDSECs) were distributed to the women, and they were referred to CEDSECs for mammography screening.

The second experimental group was contacted by phone during the same period, and the tailored messages
provided in the group education were shared with them via telephone calls. These calls lasted between 10-20
minutes, during which the women’s questions were answered. The telephone counseling was conducted
individually by the researcher. Women in both groups were provided with the contact information of the nearest
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CEDSECs centers to facilitate their access to screening services. This comprehensive intervention aimed to
enhance breast cancer screening behaviors among women and improve their access to healthcare services.
Post-intervention

Women from both the experimental and control groups were invited to the training room 3 and 6 months after the
intervention to collect the final test data. During this phase, the data collection tools were used again. After the final
test data had been collected, the control group received tailored group education from the researcher. Additionally,
the control group was provided with CEDSECs's transportation and contact information and encouraged to visit the
facility for clinical breast examinations and mammography.

Interventions: Tailored Interventions in Breast Cancer Screening (TIBCS)

Tailored Group Education

Research has shown that tailored interventions can increase breast cancer screening rates by reducing women’s
perceived barriers and enhancing their perception of benefits *°. In this study, women included in the research
received tailored messages based on the Health Belief Model through face-to-face group education sessions.
Tailored Telephone Counseling

Women in this group were contacted by phone, and the messages provided during the tailored group education
sessions were conveyed to them. Each phone call lasted between 10 to 20 minutes. Additionally, the women’s
questions regarding the topic were answered. The telephone counseling was conducted individually by the
researcher.

Ethical Principles of the Study

Approval for the study was obtained from the Ethics Committee of Istanbul Arel University (Approval date: May
31, 2018/number:69396709-050.01.01) and the Istanbul Provincial Health Directorate (Approval date: May 25,
2018/number:16867222-799). The purpose and process of the study were explained to the doctors and nurses
working at the FHC. Women who agreed to participate in the study were asked to complete an informed consent
form.

Results

The ages of the women participating in the study ranged from 40 to 67, with a mean age of 50.68 & 7.76 years. The
majority of the women (91.1%) were married, and 35% had four or more children. Among the participants, 73.2%
had an education level of middle school or lower. Additionally, 79.7% of the women were not employed, and most
(93.5%) had health insurance.

Prior to the intervention, no statistically significant differences were found between the experimental and control
groups in terms of marital status, age, number of children, education level, health insurance, and income level
(p>0.05) (Table 1).

The status of conducting clinical breast examinations within 6 months after the program showed a statistically
significant difference between groups (p=0.001). In the study, the rates of conducting clinical breast examinations
for those who received tailored group education and telephone counseling were found to be significantly higher
than the control group. However, there was no statistically significant difference in the rates of breast self-
examination between those receiving group education and those receiving telephone counseling (p>0.05). The
status of undergoing mammography within 6 months after the program showed a statistically significant difference
between the groups. The rates of undergoing mammography for those who received group education and telephone
counseling were found to be significantly higher than the control group (p=0.012). However, there was no
statistically significant difference in the mammography rates between those receiving group education and those
receiving telephone counseling (p>0.05) (Table 2).

In both experimental groups, women showed increased perceptions of the benefits of breast self-examination and
mammography, as well as improved perceptions of self-efficacy and health motivation at both the 3rd and 6th
months. Additionally, perceptions of barriers to BSE and mammography decreased, while perceptions of
susceptibility remained unchanged (Table 3).
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Table 1. Sociodemographic and Breast Cancer-related Characteristics of the Experimental and Control Groups

Experimental Experimental | Control
Group 1 Group 2 Group
(n=41) (n=41) (n=41)
n (%) n (%) n (%)
Age (year) 40-49 20 (48,8) 18 (43,9) 25 (61,0) 72810
50-59 14 (34,1) 16 (39,0) 12 (29,3) “p: 0,590
=60 7(17,1) 7(17,1) 4 (9,8)
Marital status Married 39 (95,1) 36 (87,8) 37 (90,2) 1,430
Single 2 (4,9 5(12,2) 4(9,8) "p: 0,619
Number of children 1 1(2,4) 3(7,3) 5(12,2) 8136
2 10 (24,4) 11 (26,8) 17 (41,5) "p: 0,218
3 12 (29,3) 11 (26,8) 10 (24,4)
>4 18 (43,9) 16 (39,0) 9 (22,0)
Education status Middle school 30 (73,2) 33 (80,5) 27 (65,9) 3,749
and below
High school 9 (22,0) 7(17,1) 9 (22,0) "p: 0,433
University 2(4,9) 1(2,4) 522)
Working status Yes 5(12,2) 13 (31,7) 7(17,1) 5221
No 36 (87,8) 28 (68,3) 34 (82,9) “p: 0,073
Health insurance Yes 39 (95,1) 40 (97,6) 36 (87,8) 73,017
No 2 (4,9) 1(2,4) 5(12,2) bp: 0,277
Prior knowledge about breast Yes 9 (22,0) 2(4,9) 6 (14,6) 5051
cancer No 32 (78,0) 39 (95,1) 35(85,4) “p: 0,080
Having a family history of Yes 3(7,3) 2(4,9) 0(0) 2,899
breast cancer No 38 (92,7) 39 (95,1) 41 (100) 5p: 0,370
Regular visits to the Yes 2(4,9) 3(7,3) 3(7,3) 0,401
gynecologist and obstetrician No 39 (95.1) 38 (02.7) 33 (92.7) B 1,000
The state of being informed Yes 1(2,4) 2(4,9) 5(12,2) Y3017
233:;2’: cast self-exam in No 40 (97.6) 39 (95,1) 36(87.8) | °p: 0,274
Prior information about Yes 3(7,3) 1(2,4) 6 (14,6) 73,855
mammography No 38(92,7) 40 (97,6) 35(85,4) ’p: 0,155

“Pearson Chi-square Test

®Fisher Freeman Halton Test

Table 2. Evaluation of the Results of Mammography and Clinical Breast Examination by Groups (6 months after the

rogram)
Experimental | Experimental Control
Group 1 Group 2 Group (n=41)
(n=41) (n=41) P
Having a clinical Yes 13 (3L,7) 15 (36,6) 0 18,400 P1s0,001%%
breast examination . o PP
(6th month) No 28 (68,3) 26 (63,4) 41 (100) p:0,001 P2.3:0,012
Having a Y 7(17,1 7 (17,1 0 ’:9.690
mamn%ogram s ( ) ( ) X 21.5:0,001%*
(6 months) No 34 (82,9) 34 (82,9) 41 (100) p:0,012* P2.3:0,012%
None 9 (22,0 14 (34,1) 39 (95,1) 150,948 130,001 %*
Breast self-exam 1- . " 0,001 %
(3 months) 2 times 16 (39,0) 15(36,6) 2(4,9) p:0,001 P2.3:0,
3times | 16 (39,0) 12 (29,3) 0
None 20 (48,8) 15 (36,6) 39 (95,1) 132,93 -0.001**
Breast self-exam 1- 11(26,8) 14 (34,1) 2 (4.9) PO001%% | prs0,001%*
(3 months) 2 times ’ ’ ’ v o
3times | 10 (24,4) 12 (29,3) 0
p 0,019* 0,981 1,000
Chi-square test *Wilcoxon signed Rank test **9<0,01 *p<0,05
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Table 3. Effect of TIBCS Program on Breast Cancer Health Beliefs

Experimental Experimental Control Group
Groupl (n=41) | Group2 (n=41)
(n=41)
Before Min/Max 12/ 28 (17) 12/ 24 (14) 12/ 29 (15) y:4,774 -
- education (Median)
5 Mean+SD 17,2743,85 15,7343,37 16,1243,23 p:0,092
=
2 Post Min/Max 14/27 (23) 20/ 28 (23) 12/20 (16) ¥%:80,511 pi-
= e(;’sca Gion (Median) 1:0,001 %
= ueat Mean+SD 22,56+2,07 23,20+1,52 15,54+2,13 p:0,001%* | p,.
) 3.month :0.001%*
N 3-Y
Y Min/Max 18/ 25 (22) 20/ 26 (23) 12/ 18 (15) x%:86,011 pi-
0 Post (Median) :0,001**
4 education —
= Mean+SD 21,76+1,71 22,85+1,37 14,49+1,72 p:0,001** pa-
= 6.month 0.001%*
n 3:0,
M Test value; dp x2:36,167 X2:51,652 X2:5,934
p:0,001** p:0,001** p:0,048*
Min/Max 10/ 27 (20) 9/24 (19) 10/ 24 (19) ¥*:1,560 -
. Before. (Median)
-E education Mean+SD 19,20+4,51 18,54+4,25 18,2043,65 p:0,458
S
;3 Min/Max 12/ 17 (14) 12/ 18 (14) 12/ 24 (18) v%:32,834 pi-
Post . . o
= education (Median) 3:0,001
= Mean+SD 14,05+1,41 13,80+1,83 17,5943,43 p:0,001** Po-
s 3.month 3:0,001%*
§ Post Min/Max 12/ 18 (13) 12/ 19 (14) 16/ 24 (19) ¥*:77,648 pi-
5 e((i)lslcation (Median) 3:0,001%*
& 6 h Mean+SD 13,66+1,68 14,10+1,70 19,71£2,29 p:0,001+* pa-
- mont 120,001 %*
xR d ) ) p) ?
-3 Test value; “p x:38,993 x:30,871 x :8,975
p:0,001** p:0,001** p:0,011*
Min/Max 12/ 28 (18) 12/ 29 (16) 12/ 29 (16) ¥*:4,482
Before (Median) i
& education Mean+SD 18,29+3,49 16,98+3,83 17,54+4,21 p:0,089
= Min/Max 20/ 27 (23) 20/ 25 (23) 12/ 23 (16) ¥*:78,201 pi-
2 Post (Median) 0,001%*
S education 3:0,
z £ Mean+SD 22,83+1,43 22,54+1,32 15,76+2,40 p:0,001** pa-
22 3.month 1:0,001%*
5 S Min/Max 17/24 (21) 20/ 24 (22) 12/19 (15) ¥*:81,388 pi-
g S: E((l)lsltcation (Median) 3:0,001%*
g Mean+SD 21,56+1,95 22,02+1,27 15,05+1,75 p:0,001+* Pa-
= 6.month 1:0,001%*
2 Test value; °p ¥’:34,265 ¥:43,745 ¥7,125
p:0,001** p:0,001%* p:0,028*
Min/Max 10/ 20 (17) 10/ 21 (18) 6/21 (18) ¥*:1,566
Before. (Median) )
= education Mean+SD 16,32+2,39 16,54+3,16 16,41+3,69 p:0,457
% Post Min/Max 10/ 13 (11) 8/ 17 (12) 12/ 20 (19) ¥:81,776 pi-
s e(‘l’fwa tion (Median) 3:0,001%*
T £ Mean+SD 10,93+0,85 11,63+1,70 18,17+1,95 p:0,001%* pa-
z g 3.month 1:0,001%*
] Min/Max 10/ 14 (11) 10/ 15 (13) 10/ 20 (19) ¥%:83,591 P1-2:0,019%
5 5 Post (Median) pi
g a education Mean+SD 10,95+1,00 12,37+1,55 18,85+1,81 p:0,001+** 3:0,001%*
£ 6.month P2
é“ 3:0,001**
Test value; dp x2:64,723 x2:40,248 XZ: 16,451
p:0,001** p:0,001** p:0,001**
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Table 3(continued). Effect of TIBCS Program on Breast Cancer Health Beliefs

Experimental Experimental Control Group
Groupl Group2 (n=41)
(n=41) (n=41)
Min/Max 2. pi-
Before (Median) 11/ 46 (24) 11/35 (21) 12/ 40 (22) 218,305 70,001+
. education Mean+SD 26,15+6,74 19,98+6,89 21,46+6,57 P:0,0017%* p}d 002+
[>] 3-Y
= Min/Max 2. pi-
k= Post (Median) 33/ 44 (39) 35/ 44 (40) 11/30 (22) 1*:82,308 0,001
¥E education
S 3.month Mean+SD 39,49+2,23 39,93+2,17 21,17+4,64 p:0,001%* p?d 001
3-Y
o
S Min/Max Pr sk
g Post . 32/ 44 (39) 33/42 (39) 22/28 (24) v*:82,091 3:0,001
= (Median)
2 education P2-
3 6.month 3:0,001**
5 Mean+SD 38,2942,57 38,3242,41 24,05+1,86 p:0,001%*
A
x:53,471 x*:65,850 17,104
Test value; °p
p:0,001%* p:0,001+* p:0,001%*
Min/Max 2.
= Before (Median) 14/ 32 (23) 15/28 (21) 17/30 (21) 25,066 _
s education Mean+SD 22,68+4,05 21,1242,92 21,1743,07 p:0,079
b= Min/Max 5 L.
= Post (Median) 20/ 30 (26) 20/ 29 (23) 18/27 (21) 145,309 0,001%*
= education )
N 1-
3 3.month Mean+SD 26,15+2,38 23,10+2,25 21,93+2,44 P0,001%% | 10 1)
= Min/Max 2. pi-
= Post (Median) 20/32 (23) 20/ 27 (24) 19/ 26 (22) 014,530 | PG poes
= education
S 6.month Mean+SD 24,07+2,81 23,7142,30 21,98+1,94 p:0,001+% | Pz
=] 1:0,004
S 219,307 220,626 22,579
o d X . ] X N > X Ly
& Test value; “p
p:0,001%* p:0,001%* p:0,275
Min/Max 2.
Before (Median) 16/ 43 (25) 12/ 45 (22) 18/ 43 (24) 11,464
- education Mean+SD 12,9542,93 12,3243,49 12,9343,07 p:0,481
'8 Min/Max 5
= Post ) 10/ 17 (15) 10/20 (12) 5/15 (13) 122,146
2 . (Median)
2 education
2 3.month Mean+SD 13,7142,66 13,17+3,32 12,83+2,48 p:0,342
3] T
& Post Min/Max 10/17 (13) 10/ 19 (13) 10/ 15 (13) 70,123
- . (Median)
) education
g 6.month Mean+SD 13,02+2,63 13,3743,67 12,80+2,12 p:0,941
£
§ Test value; °p ¥%:3,938 ¥*:1,179 x:0,328
8 p:0,140 p:0,555 p:0,849

The mammography self-efficacy scores at the 3rd and 6th months were significantly higher in the tailored
telephone counseling and group education groups compared to the control group (p = 0.001) (Table 4).

The breast cancer fatalism scores were also lower in the tailored telephone counseling and group education groups
at both the 3rd and 6th months compared to the control group (p = 0.001 for both). Additionally, at the 6th month,
the fatalism scores for women receiving telephone counseling were significantly higher than those receiving group
education (p = 0.001) (Table 5).
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Table 4. Mammography Proficiency Scale Total Score by Groups

Experimental Experimental Control Group
Group Group (n=41)
1(n=41) 2(n=41)
Before Min/Max (Median) | 16/ 43 (25) 12/ 45 (22) 18/ 43 (24) x:4,631 )
education
Mean+SD 26,78+6,59 24,27+7,69 25,5446,68 p:0,099
Pi-
Post Min/Max (Median) | 34/ 40 (38) 33/ 40 (37) 15/34 (23) x:84,685 | 1:0,001%*
education P ’
-
3.month Mean+SD 38,07+1,93 36,95+1,88 23,22+3,99 p:0,001%* | ..0,001**
Min/Max (Median) | 32/40 (37) 30/ 40 (36) 20/ 28 (23) 182,171 | py.
Post :0,001**
education 3:U,
Mean+SD 36,83£2,20 36,37+2,08 23,3442,28 p:0,001** | p,.
6.month
3:0,001**
2, 2, 2,
Test value; °p x 42,051 y 41,195 x:0,854 i )
p:0,001** p:0,001** p:0,653
‘Kruskal Wallis Test Friedman Test “Bonferroni Dunn Test
*p<(0.01 *<0.05
Table 5. Breast Cancer Fatality Score by Groups
Experimental Experimental Control
Group 1 Group Group (n=41)
(n=41) 2(n=41) P
. . 2.
Before education Min/Max (Median) | 0/ 11 (5) 1/11 (6) 0/ 11 (6) x:0,729 i
Mean+SD 5,3943,43 5,90+2,91 5,73+2,83 p:0,695
pi-
Post education Min/Max (Median) 3/5 (5) 1/6 (4) 3/11 (6) X2243,777 320,001**
3.month P2
Mean+SD 4,49+0,81 3,80+1,33 6,34+2,00 p:0,001%* | 5:0,001**
Min/Max (Median) | 3/ 6 (5) 1/6 (4 5/11(9) 192,228 | pi.
2:0,007**
Post education pi-
6.month Mean+SD 4,78+0,65 3,51+1,47 8,98+1,59 p:0,001%* | 5:0,001**
p2-
3:0,001**
$:2,262 x*:14,192 ¥*:33,760
Test value; °p - -
p:0,323 p:0,001** p:0,001**

“Kruskal Wallis Test ‘Friedman Test *Bonferroni Dunn Test **p<0.01 *p<0.05

Evaluations between the groups revealed statistically significant differences in breast cancer fear scores at the 3rd
and 6th months following the intervention (p=0.001). Pairwise comparisons showed that women who received
group education and telephone counseling had lower breast cancer fear scores at both the 3rd and 6th months
compared to those in the control group (p = 0.001 for both) (Table 6).
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Table 6. Breast Cancer Fear Score by Groups

Experimental Experimental Control Group
Group 1 Group (n=41)
(n=41) 2 (n=41)
Before Min/Max (Median) | 14/ 37 (23) 16/38 (24) 15/40 (24) x*:0,848 )
education Mean+SD 23,51+5,07 24,12+4,38 24,63£5,23 p:0,655
Post Min/Max (Median) | 16/ 23 (19) 16/22 (18) 16/ 31 (23) x:45,505 | pi-
:0,001%*
education 3
3.month Mean+SD 18,68+1,97 18,02+1,90 22,78+3,38 p:0,001** on 001+
3-Y
Min/Max (Median) | 16/ 23 (16) 16/23 (17) 16/27 (22) $:31,291 | pi.
Post :0,001**
education >
Mean+SD 17,61£2,13 18,07+2,26 21,10£3,20 p:0,001** | p,.
6.month
5:0,001**
2, 2, 2,
Test value; “p %:39,678 ¥ 42,915 x 15,880 i )
p:0,001** p:0,001** p:0,001**
“Kruskal Wallis Test Friedman Test °Bonferroni Dunn Test — **p<0.01 *»<0.05
Discussion

National and international studies emphasize the need for tailored interventions to enhance breast cancer screening
behaviors among women. Therefore, planning and implementing initiatives to increase screening practices in the
community is of significant importance.

The results of the study demonstrate that the Tailored Interventions in Breast Cancer Screening (TIBCS) program
was effective in improving health beliefs and breast cancer screening behaviors among women with low
socioeconomic status. The findings indicate that both tailored group education and telephone counseling
significantly increased the rates of breast self-examination, clinical breast examination , and mammography
screening among women.

After the intervention, in the experimental group that received tailored group education, the mammography
screening rate was found to be 17% and the CBE rate was 32% at the 6th month. Similarly, the rates for BSE were
39% and 24% at the 3rd and 6th months, respectively. In the group that received tailored telephone counseling, the
mammography screening rate was 17% at the 6th month, the CBE rate was 37%, and the rates for regular BSE
were 29% at both the 3rd and 6th months.

In research conducted in our country, the rates of regular breast self-examination among women have been reported
to range between 6% and 27%.*° In our study, tailored group education and telephone counseling interventions
were found to enhance women’s perceptions of the benefits of BSE and mammography, as well as improve their
health motivation and self-efficacy. These interventions also reduced perceptions of barriers to BSE and
mammography, although no changes were observed in perceptions of susceptibility. Additionally, women in the
experimental groups showed increased perceptions of mammography self-efficacy and reduced fear. Regarding
fatalism, no change was observed in the group receiving tailored group education, while a reduction was noted in
the group receiving telephone counseling.

Consistent with our study, Gathirua-Mwangi et al. (2016) examined the effects of tailored telephone counseling and
DVD interventions. Their study found that women who received the DVD intervention had significantly higher
rates of mammography screening. However, no significant change in mammography screening rates was observed
among women who received telephone counseling.*®

Wang et al. (2011) conducted a study among Chinese women, finding that tailored education based on the Health
Belief Model was more effective in promoting mammography screening compared to standard educational
methods." Similarly, Champion et al. (2016) identified that low-income women had higher perceptions of barriers
to screening, while high-income women had higher rates of mammography screening'®. Additionally, other
international studies®*® have also demonstrated that tailored interventions effectively increase mammography
screening behaviors.

In this study, women who received tailored education showed significantly higher perceptions of benefits and
lower perceptions of barriers to mammography screening at both the 3rd and 6th months compared to before the
intervention. Similarly, in the group that received tailored telephone counseling, lower barrier perceptions and
higher benefit perceptions were observed. These findings indicate that tailored interventions significantly impact
women's health beliefs regarding breast cancer screening behaviors. Perception of benefits reflects an individual's
belief in the potential of a behavior to reduce the risk of disease development. In line with these results, Akkas
Giirsoy et al. (2009) reported a significant increase in perceptions of benefits following educational interventions.”
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In this study, women who received tailored education demonstrated significantly higher health motivation
perceptions at the 3rd month compared to those who received tailored telephone counseling and those in the control
group. By the 6th month, both the tailored education and telephone counseling groups had notably higher health
motivation perceptions compared to the control group. Additionally, the group that received tailored education had
significantly higher self-efficacy scores at both the 3rd and 6th months compared to before the intervention.
Women who received telephone counseling also reported higher self-efficacy scores. Health motivation perception
reflects beliefs and behaviors related to maintaining health and detecting health issues early. Women with higher
health motivation perceptions are expected to have a greater likellhood of maintaining regular screening
behaviors.*

The study concluded that group education based on the Health Belief Model effectively increased women’s
perceptions of the benefits of mammography and health motivation, while reducing perceptions of barriers to
mammography. Similarly, Anakwenze et al. (2015) found in their study with Jamaican women that interventions
based on the HBM and the Transtheoretical Model were effective in reducing perceptions of barriers to
mammography and increasing perceptions of its benefits and self-efficacy.”!

According to the model, women who perceive themselves as at higher risk for breast cancer are expected to have a
greater tendency to undergo screening. However, in this study, no significant increase in perceptions of
susceptibility was observed in either experimental group at the 3rd and 6th months compared to before the
intervention. In contrast, Farhadifar et al. (2016) found that tailored interventions based on the Health Belief Model
significantly increased perceptions of susceptibility and mammography screening rates among Iranian women. ™
Perception of mammography self-efficacy is a crucial factor influencing women’s regular mammography screening
behaviors. Research indicates that women with higher perceptions of self-efficacy for mammography are more
likely to undergo screening.””*** In our study, significant differences were found in mammography self-efficacy
scores at the 3rd and 6th months compared to before the intervention. Women who received tailored group
education and telephone counseling had higher mammography self-efficacy scores at both the 3rd and 6th months
compared to before the intervention.

Fatalistic approach is a significant factor influencing both early detection and screening behaviors as well as health
beliefs and attitudes, playing a critical role in behavior change.’®"*** Research has demonstrated that perceptions
of fatalism have a marked effect on women's attitudes and behaviors.”’* In this study, both experimental groups
demonstrated lower fatalistic attitudes toward breast cancer at the 3rd and 6th months post-intervention compared
to the control group. Akhigbe et al. (2012) found that fatalistic attitudes significantly impacted screening behaviors
among Nigerian women. Similarly, Kulak¢1 et al. (2015) reported that nursing students had low levels of fatalism
regarding breast cancer and identified a weak and negative relationship between fatalistic attitudes and perceptions
of the benefits of self-breast examination.*

Breast cancer fear is another significant factor influencing screening behaviors.***! Ersin et al. (2015)* found that
women who underwent mammography had higher levels of breast cancer fear compared to those who did not.
Conversely, Donnelly et al. (2013)* found that breast cancer fear did not affect screening behaviors among Arab
women. A similar finding was reported by Seg¢ginli (2012). Another study noted that women's fear of breast cancer
was moderate and did not influence early detection behaviors.* In our study, women who received telephone
counseling and group education had significantly lower breast cancer fear scores at the 3rd and 6th months
compared to those in the control group.

Limitations of the Study

The study's limitations include the follow-up period being restricted to only 6 months and the reliance on subjective
self-reported data regarding women’s mammography screening status.

Conclusion

The study results indicate that tailored health education and telephone counseling are effective in positively
enhancing women's health perceptions and breast cancer screening behaviors. Particularly, tailored telephone
counseling is noted for its cost-effectiveness and feasibility, suggesting it could be more widely utilized by nurses
working at CEDSECs and family health centers.
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Abstract

Introduction: Non-communicable diseases are a growing burden in people living with human immunodeficiency virus (HIV). Kenya has
good documentation of the prevalence of non- communicable diseases in the general population, but not in people living with human
immunodeficiency virus.

Objective: The study assessed the prevalence of hypertension and diabetes mellitus and associated risk factors for non-communicable
disease in this population.

Methods: We conducted a cross-sectional study with 1,595 people aged 18 to 69 in a rural HIV clinic using the World Health
Organization's stepwise approach. We used descriptive statistics to examine the baseline characteristics. We reported prevalence, calculated
the mean of knowledge for risk factors, and identified the factors associated with the diagnoses for non-communicable diseases by using
multiple regression. We defined diabetes mellitus as fasting blood sugar =2 7 mmol/l (>126mg/dl), hypertension as blood pressure=140/90
mmHg, and obesity for men and women with waist circumference >102 cm and >88 cm, respectively.

Results: The proportion of women participants was 65.9%. Diabetes accounted for 10.3%, hypertension 9.8%, and obesity 32.7%. The ratio
of those who had ever been screened for diabetes before were 9.2%, while those who had ever been screened for hypertension were 21.8%.
Alcohol use was 12.5%, while physical inactivity was 15%. The mean score for knowledge of risk factors for hypertension was 0.9 and for
diabetes mellitus, it was 0.3, both out of 8. Hypertension and diabetes mellitus were associated with obesity, increased number of years on
antiretroviral therapy, advanced age, and physical inactivity.

Conclusion and Contribution: The study reported a high prevalence of non-communicable diseases, low knowledge of risk factors, and
limited screening for non-communicable diseases highlighting missed opportunities for prevention. Implementing early screening and health
education in the standard care package for HIV/AIDS (Acquired immunodeficiency syndrome) is crucial as a strategy for the
prevention of non-communicable diseases.

Key Words: Diabetes Mellitus, Hypertension, Obesity, HIV, Non-Communicable Diseases, Risk Factors, Prevalence

Ozet

Giris: Bulasici olmayan hastaliklar, insan immiin yetmezlik viriisii (Human immunodeficiency virus-HIV) ile yasayan kisilerde giderek
artan bir yiik olusturmaktadir. Kenya, genel niifusta bulasict olmayan hastaliklarin yaygmligima iliskin iyi belgelere sahiptir, ancak insan
immiin yetmezlik viriisii ile yasayan kisilerde bu durum s6z konusu degildir.

Amag: Bu ¢aligmada hipertansiyon ve diabetes mellitus prevalansit ve bu popiilasyonda bulagici olmayan hastaliklar i¢in iligkili risk
faktorleri degerlendirilmistir.

Yontemler: Diinya Saglik Orgiitiiniin asamali yaklasimini kullanarak kirsal bir HIV kliniginde 18-69 yas aras1 1.595 kisiyle kesitsel bir
calisma yiiriittiik. Temel oOzellikleri incelemek igin tanimlayici istatistikler kullandik. Prevalansi bildirdik, risk faktorleri icin bilgi
ortalamasint hesapladik ve ¢oklu regresyon kullanarak bulasici olmayan hastaliklar igin tanilarla iliskili faktorleri belirledik. Diyabetes
mellitusu aglik kan sekeri > 7 mmol/l (>126mg/dl) hipertansiyonu >140/90 mmHg ve obeziteyi erkekler ve kadinlar i¢in sirasiyla bel ¢evresi
>102 cm ve >88 cm olarak tanimladik.

Sonuclar: Kadin katilimeilarin orani %65,9 idi. Diyabet oran1 %10,3, hipertansiyon %9,8 ve obezite %32,7'dir. Daha 6nce diyabet taramasi
yapilanlari oran1 %9,2, hipertansiyon taramasi yapilanlarin orani ise %21,8'dir. Alkol kullanim sikli§1 %12,5 iken fiziksel hareketsizlik
siklig1 %]15'ir. Hipertansiyon igin risk faktorleri bilgi puani ortalamasi 0,9 ve diabetes mellitus ig¢in 0,3 olup her ikisi de 8 iizerinden
degerlendirilmistir. Hipertansiyon ve diabetes mellitus obezite, antiretroviral tedavide gegirilen yil sayisinin artmasi, ileri yas ve fiziksel
hareketsizlik ile iligskilendirilmistir.

Sonug¢ ve Oneri: Calisma, bulasici olmayan hastaliklarin yiiksek prevalansini, risk faktorleri hakkinda diisiik bilgi diizeyini ve bulasict
olmayan hastaliklar ig¢in sinirli  taramayr rapor ederek Onleme igin kagirilan  firsatlar1  vurgulamistir.  HIV/AIDS
(Acquired immunodeficiency syndrome-kazanilmis immiin yetmezlik sendromu) i¢in standart bakim paketinde erken tarama ve saglik
egitiminin uygulanmasi, bulasici olmayan hastaliklarin 6nlenmesi igin bir strateji olarak ¢ok dnemlidir.

Anahtar Kelimeler: Diabetes Mellitus, Hipertansiyon, Obesite, HIV, Bulagici olmayan hastaliklar, Risk Factorleri, Prevalans
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Introduction

While human immunodeficiency virus (HIV) is still a global health concern, non-communicable diseases (NCDs)
are a growing source of morbidity and mortality in low-income countries, with an estimated 41 million global
deaths annually, 80% of which occur in low-income countries' NCDs pose an increasing challenge to the health
systems in Sub-Saharan Africa, which still struggle to tackle other health issues like infectious diseases and
maternal, neonatal, child, and adolescent health.’

The dual HIV and NCD epidemic is a public health priority in low-income countries like Kenya, just like it is in
many Sub-Saharan African countries.” The success of antiretroviral therapy (ART) in sub-Saharan Africa has led to
low morbidity and mortality associated with HIV; thus, an increasingly aging population is susceptible to NCDs.*
Besides, NCDs are associated with chronic inflammation, immune activation associated with HIV infection, and
opportunistic infections.” Some antiretroviral (ARV) regimens have been associated with NCDs. For instance,
protease inhibitors (PI) have been linked to hypertension.® Given the magnitude of the emerging NCD epidemic in
low- and middle-income countries, including Kenya, the NCDs' impact on individuals and households, health
systems, national economies, and governments resonate globally. The World Economic Forum projects that the
NCD epidemic will inflict $21.3 trillion in economic losses in low- and middle-income countries over the next two
decad7es, which is nearly the same as the total gross domestic product (GDP) of the countries ($24.5 trillion) in
2013.

High awareness of NCDs and their risk factors, including awareness of cervical cancer screening, is also crucial in
averting the high health and economic burden that the diseases situate.® With the paucity of data on NCDs among
People Living with HIV (PLHIV) in Kenya, the study determined the prevalence of and screening for NCDs,
specifically diabetes mellitus (DM), hypertension and obesity; the shared risk factors; and the level of knowledge
of NCD risk factors.

Research Methods and Design

Study Design and Setting

The study adopted a cross-sectional survey design to collect data on the prevalence of NCDs and the screening for
the NCDs specifically diabetes, hypertension, obesity, the prevalence of the shared risk factors, the level of
knowledge of cervical cancer screening, and the level of knowledge of the NCD risk factors.

The study site was an HIV clinic within the primary healthcare hospital in a rural setting in Homa Bay County,
Kenya, with a catchment population of 13,506 people whose main occupation was small-scale farming. It was one
of the sites where the county government was piloting a separate NCD clinic to manage already diagnosed NCDs
with support from Medicine San Frontiers (MSF). Homa Bay County has the highest HIV prevalence in Kenya,
recording 20%, while the national HIV prevalence is 4.9%.” We conducted the study between July and December
2021, we recruited participants in the first week of July, and data collection took place between July and September
2021.

Study Population and Sampling Strategy

The principal investigator obtained a listing of adults aged 18 to 69 as specified in the WHO stepwise approach to
NCD surveillance that this study adopted. The list of participants, enrolled at the HIV clinic, was obtained from the
hospital records. The hospital had an up-to-date electronic medical record system that listed all active patients on
HIV care with a total number of 2,125. We sampled individual patients using the simple random procedure of
random table numbers.

The inclusion criteria were: (1) consent to participate and (2) being on ART for at least six months. The study
excluded PLHIV who were newly-enrolled at the time of the study, HIV patients younger than 18 years old or
more than 69 years old, those who declined to participate, and those who were too frail to participate.

Sample size

The study used the detailed recommendations in the steps manual for sample size calculation.'” The sample
population was drawn by use of age-sex groups.

The sample size for the study was calculated as shown below:

2 P(I-P)
"=

2
e

Where: n = sample size
Z = level of confidence, which is 1.96, associated with a 95% confidence interval; P = baseline level of the
indicators, which is 0.5 (estimated prevalence of one NCD); and e = margin of error, which is 0.05.

20.5(1-0.5)

n=196

0.05°
=384.16.
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Before factoring in the design effect and the non-response values, this was the initial sample size. Since the target
population was very small (approximately less than 50,000 people), just like the total PLHIV in Marindi Sub-
County Hospital was 2,125 (supplementary material 1), the sample size was calculated using a Finite Population
Correction (FPC).

According to World Health Organization (WHO), eight age-sex estimates are required for both men and women, as
shown below:

18-29, 30-44, 45-59, and 60-69.

The target population for each group was divided by 384.16. The target population for men 18-29 was 57, and the
following formula was used to get the new n.

— n
n=

1+n
Population
384.16
1+384.16
57
=49.64.
This was the sample size for men 18-29. The procedure was repeated for all the age-sex groups (Supplementary
material 2). The total new sample size, 1024.77, was multiplied by 1.5, which is the design effect, and adjusted for
expected non-response. The response rate is usually 95% from the experience of similar studies.
The new sample size n was 1,024.77, multiplied by the design effect (1.5) and the non-response rate of 5 per cent
incorporated. Therefore, our sample size was 1,618.
Data Collection Instruments and Study Measurements
We adopted the standardized WHO stepwise approach to NCD surveillance using a standardized tool, a sequential
process beginning with data collection on common NCD risk factors, moving to simple physical measurements,
and finally collecting blood samples for biochemical analysis. We added the questions on knowledge of risk factors
for DM and hypertension to the questionnaire.
We pre-tested the tool for validity and reliability with 20 PLHIV in Nyalkinyi Health Center in Homa Bay County.
The choice for the pre-test site was its similar set-up, which is rural, to the study site, and it is also the second site
that the county government considered for the implementation of the management of NCD with support from MSF,
just like the study site. The value for Cronbach’s alpha co-efficient was 0.86 indicating good internal consistency of
the tool.
Physical measurements
The blood pressure (BP) was taken using one pre-calibrated Omron BP monitor model number BPA2 Classic made
in Japan from the left arm three times at three minutes intervals. The average of the two last readings was used in
the analysis.'' High blood pressure was defined as readings of >140/90 mmHg or cases already on hypertension
medication."'
An ADE model M308800 weighing scale by ADE Germany with calibration date of 1* June 2021 by biomedical
department of Homa bay County was used to take weight in kg to 100g precision, while height measurement was
taken using 206 SECA roll-up measuring tape microtoise by SECA GmbH, Germany in cm to 0.1cm precision.
Body mass index (BMI) was calculated as weight (in Kilograms) divided by height in meters squared (m?), and
obesity was defined as BMI>30 kg/m>."?
Waist measurement was taken with a retractable tape measure. The measurement was made at the approximate
midpoint between the lower margin of the last palpable rib and the top of the iliac crest as per WHO guidelines."
We defined central obesity as waist circumference >88 cm for women and >102 cm for men."
Biochemical measurements
Participants were instructed a day before the interview to fast for at least 8 hours before the test for sample
collection. Trained laboratory technicians in Marindi Sub County Hospital conducted the tests. A blood sample was
taken by finger prick (capillary) and measured using on-call plus machine and on-call blood glucose test strips from
ACON Laboratories from the USA. Diagnosis of diabetes mellitus was made according to WHO classification, and
the International Federation of Diabetes (IDF), whereby fasting blood sugar (FBS) > 7.0 mmol/L(126mg/dl) was
considered as hyperglycemia and FBS of between 6.1 and <6.9 mmol/L (110-125mg/dL) was considered impaired
and normal ranges below 6.1mmol/L (<125mg/dL). For those who had not fasted, random blood sugar (RBS) was
done, and any reading >11.0 mmol/L (200mg/dL) was considered raised blood sugar, while RBS > 7.8 and
<11.1(140-200) was considered impaired, and any value below 7.8mmol/L (140mg/dL) was considered norma
Participants with raised blood glucose and not on medication were referred to the hospital's NCD clinic for further
assessment and or management/follow-up as per the recommendations.
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Using automated measuring devices like the BP machine and standardized questionnaires reduced information bias.
Data collection was carried out in the health facility where PLHIVs routinely obtain ARVs. Their consent was
taken in the presence of an enumerator/ assistant principal investigator, and their demographic information and
physical measurements were also taken. Data collection was aided by the electronic data-capturing devices using
kobocollect.

Study Variables

The primary outcome variables were the prevalence of DM, hypertension, obesity, and knowledge of the risk
factors. The participants were also asked if they knew how to conduct a self-risk assessment and if they knew any
risk factors for hypertension and diabetes mellitus. They listed the answers unprompted. Other variables were NCD
risk factors like tobacco use, physical inactivity, alcohol use, and recommended fruit and vegetable servings.
Additional variables mentioned in this study were years on ART, screening for hypertension, diabetes, and cervical
cancer.

Diagnostic Criteria for other variables

We defined current tobacco use as the use of any tobacco product such as cigarettes, hand-rolled, cigars or pipes/
kiko, shisha in the past 30 days; alcohol consumption as the use of alcohol in the past 30 days. We defined
recommended fruit and vegetable consumption as consumption of five or more servings of fruits and vegetables per
day. We defined physical activity as engaging in at least 150 minutes of moderate-intensity physical activity
throughout the week, or at least 75 minutes of vigorous-intensity physical activity throughout the week, or an
equivalent combination of moderate- and vigorous-intensity activity.

Data Management

Data were anonymous and non-identifiable in accordance with the Data Protection Act and ethical procedures. To
protect data collected but also minimize the risk of misuse by third parties, each electronic tablet was passcode-
enabled with a 4-digit code.

All devices were ‘restricted’ prior to use by means of disabling all the non-study specific applications on the
device. This means that data collectors did not use the device for personal emails, accessing social media, the
internet, or any other personal activity. Data collectors were given the access code to their own device, but only the
principal investigator had the ‘master list’ of access and restriction codes. After submission of finalized forms, the
forms in the android tablets were deleted. Data were backed up by downloading securely the excel format and
securely stored in the principal investigator’s hard drive. Raw data were stored in a coded format, accessed only by
the principal investigator. There was anonymization of data before analysis. Participants received an assurance that
study investigators will strictly protect the confidentiality of individual information

Data Analysis

Data cleaning was done by using Microsoft Excel and IBM Statistical Package for Social Sciences (SPSS) version
25 from the United States. The data were then exported to Epi Info Software version 7.2.4.0 by Centre for Diseases
Control, USA to generate the standard WHO STEPS tabulations. Descriptive statistics were used to examine the
baseline characteristics. Prevalence was reported as percentages, the mean score of knowledge for risk factors was
calculated out of a possible 8, and multiple regression was used to identify factors associated with NCDs diagnoses.
Statistical significance was considered for a p-value of <0.05.

Results

Demographic and Health Characteristics

Out of the sampled 1618 participants, 1595 (98.6%) consented to participate. Women consisted of 1051 (65.9%),
and the median (interquartile range) age was 41 (25-50) (Table 1). Participants who attained less than primary
education were 41.7%, those who completed primary but did not complete secondary education were 42.9%, and
only 4.6% had post-secondary education. The median ART (IQR) duration was 7 (4-11) years. Prevalence of
alcohol use was 12.5%, physical inactivity was 15%, and meeting recommended fruit and vegetable intake was
very low at 3%. Knowledge of conducting self-risk assessment was very low at 2.1%. Participants with knowledge
of cervical cancer screening were 69.6%, while women who had not been screened for cervical cancer were 66%,
and participants who had never been screened for diabetes and hypertension were 90.8% and 78%, respectively.
Other characteristics are presented in Table 1.
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Table 1: Demographic and Health Characteristics

Characteristics of Study Participants

Characteristics

Total (n= 1595)

Female, n (%) 1051 (65.9)
Median age, y(IQR) 41 (25-50)
Mean age, y(SD) 41.6(11.7)
Overall age data
18-29 273 (17.1)
30-44 693 (43.4)
45-59 510 (32.0)
60-69 119(7.5)
Education, n (%)
No formal education 665 (41.7)
Primary level 684(42.9)
Secondary level 173(10.8)
Tertiary level 73(4.6)
Marital status, n (%)
Never married 62 (3.9)
In union 1195 (74.9)
Separated 55(3.4)
Widowed 283 (17.7)
HIV related characteristics
Median ART duration, y (IQR) 7.0(4.0-11.0)
Mean ART duration, y (SD) 7.7 (4.1)
ARV regimen, n (%)
Ist line 1400 (87.8)
2nd line 176 (11)
Others 19 (1.2)
Ever measured BP, n (%) 147 (9.2)
Ever measured BG, n (%) 347 (21.8)
Ever screened for CC (women), n (%) 358(34)
Tobacco use, n (%) 18(1.1)
Alcohol use, n (%) 199 (12.5)
Physical inactivity, n (%) 239 (15)
Recommended fruit and vegetable servings, n (%) 48 (3)
Conducting self-risk assessment 34 (2.1)
Knowledge of CC screening methods, n (%) 1105(69.6)

IQR:Inter-quartile range, SD:Standard deviation, BP:Blood pressure, BG:Blood glucose, CC: Cervical cancer

Diabetes Mellitus

The study reported that one in ten people had hyperglycemia, a prevalence of 10.3%, women representing 10.7%

and men representing 9.7% (Figure 1A).
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Figure 1: Prevalence of Diabetes Mellitus and Hypertension

Participants with impaired blood glucose (prediabetes), defined as fasting blood sugar between 6.1 and
6.9mmol/I(110-125mg/dL) and random blood sugar between 7.8 and 11mmol/l (140-200mg/dL), accounted for
13.5%; men represented 14.2%, while women represented 13.1%. Results for multiple regression analysis to
identify associated factors for DM showed a significant association with many years on ART, hypertension,
obesity, education level, and advanced age, all with p values of 0.001 while gender did not show any significance
(Table 2). Therefore, diabetes was associated with an increased number of years on ART, hypertension, obesity,
level of education, and advanced age.

Hypertension

The study reported a prevalence of 9.8%, with women at 9.4% and men accounting for higher prevalence at 10.7%.
Participants with systolic blood pressure ranging from 130 to 139mm/Hg and diastolic of 80 to 89mm/ Hg (pre-
hypertensive) were 8.7% (Figure 1B).

The multiple regression analysis indicated that obesity, increased number of years on ART, and DM were
significantly associated with hypertension with p-values of 0.001 while gender was not significantly associated
(Table 2). Therefore, high blood pressure was strongly associated with obesity, more years on ART, and raised
blood sugar.
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Table 2: Multiple Regression Analysis to Identify Associated Factors for Diabetes Mellitus and Hypertension Diagnoses

. . Standardized
Diabetes Mellitus Unstandardized coefficients coefficients T Sig.
B Std. error Beta
(Constant) .686 132 5.220 .001
Gender .029 .034 .021 .863 388
No. of years on ARTs .018 .004 116 4.594 .001
1 Age .056 .019 .071 2.895 .004
Highest education level .027 .012 .058 2.227 .026
Raised BP 113 .026 .109 4.304 .001
Obesity .098 .021 117 4.688 .001
Routine exercising -.118 .076 -.040 -1.547 122
Coefficients
. . Standardized
Hypertension Unstandardized coefficients coefficients T Sig.
B Std. error Beta
1 (Constant) .707 125 5.660 .001
Gender -.022 .032 -.017 -.693 488
No. of years on ARTs .023 .004 153 6.136 .001
Highest education level -.008 .011 -.017 -.673 501
Obesity .139 .020 172 7.006 .001
Routine exercising -.026 .072 -.009 -.359 719
DM Status .102 .024 .106 4.304 .001

a. Dependent Variable: raised BP

ART:Anti-retroviral therapy, BP: Blood pressure, DM: Diabetes mellitus

Obesity

The study recorded that approximately one-third of the population was overweight/obese (Figure 2A). The ratio of
overweight/ obese by BMI was 35%, while obesity by waist circumference (central obesity) also presented almost
similar results (32.73%) (Figure 2B).

For men, central obesity was higher at 36.0% than for women at 31.02%. Two-thirds of the participants were either
obese or at increased risk of central obesity (Figure 2A).
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Knowledge of Risk Factors for DM and hypertension

Only 2.1% reported having knowledge of conducting a self-risk assessment after responding to the first question on
knowledge of how to conduct self-assessment (Table 1). The second part of the open-ended question asked the
participants to list risk factors for DM and also hypertension separately. There were possible eight responses for
each NCD. These 8 responses were scored against the participants’ answers. Any correct response was scored out
of 8 such that a participant who got three correct responses was deemed as having scored three out of eight. The
mean score for the level of knowledge for diabetes was 0.3, while for hypertension was 0.9 (Table 3).

Table 3: Mean Risk Factors for Diabetes Mellitus and Hypertension

Means Risk Factors for Hypertension Mean Risk Factors for DM
Mean 0.885 0.307
Variance 0.972 0.519
Observations 1595 1595
Pearson correlation -0.029 0.211
gﬁ%‘;ﬁiﬁ;zed mean | 4,001 0.001
Df 1594 1594
t Stat -69.047 -92.145
P(T<=t) one-tail 0.001 0.001
t Critical one-tail 1.646 1.646
P(T<=t) two-tail 0.001 0.001
t Critical two-tail 1.961 1.961

Discussion

The study determined the prevalence of NCDs, and the primary outcomes were diabetes mellitus, hypertension, and
obesity. It sought to estimate the prevalence of four shared risk factors for NCDs: tobacco use, alcohol
consumption, unhealthy diet (limited fruit/ vegetable consumption), and physical inactivity. The study also
determined the nutrition status by BMI and waist circumference of the PLHIV. The study assessed the knowledge
of NCD risk factors and how to conduct NCD self-risk assessment.

Prevalence of Diabetes Mellitus

According to the IDF atlas 10" edition 2021, it is estimated that Kenya has a prevalence of diabetes of 4.0% in the
general population, impaired fasting blood glucose prevalence of 5.0%, and a proportion of 43.7% undiagnosed
people.”” These prevalences are lower than the prevalence in this study (10.34% for raised blood glucose and
13.48% for impaired blood sugar, respectively), and this concurs with most studies that the prevalence of NCDs is
higher in PLHIV than in HIV negative population.'®

The higher prevalence of raised blood sugar among women than men at 10.66% and 9.74%, concurs with findings
of a study in the US which also recorded a higher prevalence of diabetes among women living with HIV than
among men living with HIV. It concluded that there are increased odds of DM among women.'” However, in this
study, the multiple regression analysis did not find any significant difference in the prevalence of DM based on
gender.

HIV or more prolonged ART use may impact the cause of raised blood sugar, which is probably why this study
finds a higher prevalence. Those with raised blood sugar had been on ART for an average of over 9 years. The
study findings also linked many years of ART, hypertension, and increased age with DM. The findings concur with
several studies. According to a London study, factors associated with raised blood sugar were advanced age,
hypertension, ARV use, high waist circumference, weight gain and low physical activity.'"® Another cohort study in
Canada reported that diabetes diagnosis was most likely in PLHIV who had started ART in earlier eras (1997-
2004) with earlier regimens like Stavudine." Less than 10% of the study participants are on a Pl-based regimen,
and more than 80% are on integrase inhibitors—based regimen, which the same study does not link to
hyperglycemia. However, this study did not look at the ARV regimen and raised blood sugar.

The findings were similar to a Sweden cohort study where obesity was associated with developing type 2
diabetes,” and rapid development of impaired blood glucose/ diabetes and overweight/obesity after ART
initiation.?' In this study, nearly a quarter (24.76%) of the respondents with raised blood sugar also had raised
blood pressure indicating that hypertension is a risk factor for diabetes. This corroborates the review of current
concepts on the relationship between DM and hypertension, which is that most people with diabetes are
hypertensive.”
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Prevalence of Hypertension

More than three-quarters (78.18%) reported that they had never had their blood pressure measured. This resonates
with other studies that screening for hypertension is limited among PLHIV. In a Brazillian study, 44.3% reported
that their blood pressure had never been taken. For those who were hypertensive, only 33.6% had prior knowledge
of their hypertensive status. A study in Malawi indicated that 94% of PLHIV who were found to be hypertensive
did not know their hypertension status.” This indicates that despite the weight that the burden of hypertension has
on morbidity, mortality and the healthcare system, screening for hypertension is not prioritized in HIV/AIDS care.
The study reported a higher prevalence of hypertension in men than in women, with men recording 10.66% and
women at 9.42%. This concurs with a study conducted in South Africa, which had a higher prevalence of
hypertension among men than women. Another systematic review and meta-analysis found no difference between
men and women®*. Similarly, with the multiple regression analysis in this study, there was no significant difference
in gender.

The participants with raised blood pressure have been on ART for an average of 9.7 years.

The findings are similar to those of several studies that found increased age and receiving ART associated with
hypertension. The meta-analysis found that 34.7% were ART-experienced and 12.7% for ART-naive, while a study
found that age and BMI were independently associated with higher prevalent hypertension risk.”> This study also
found obesity, more years on ART, and having diabetes to be associated with hypertension.

Prevalence of Obesity

Obesity is a risk factor for cardiovascular diseases and other NCDs. In this study, about a third of the participants
were overweight/ obese, while nearly two-thirds were either at increased risk of central obesity or had central
obesity despite the majority being physically active (only 15% were physically inactive). The findings
demonstrating that only 3% of participants met the recommended fruit and vegetable intake pointed towards the
unhealthy dietary intake by this population which is a possibility for the high prevalence of obesity.

More than half of PLHIV who had either hypertension or diabetes were obese. However, a higher prevalence of
these diagnoses was observed with increased age. These findings concur with a Kenyan study on the high
prevalence of NCDs among key populations which recorded a higher prevalence of obesity with increased age.*
Knowledge of NCD Risk Factors

The low level of knowledge for hypertension and DM reported in this study are similar to some study findings. The
findings of a systematic review in Saudi Arabia reported that 86.7% of the participants had poor to moderate
knowledge, 12.4% thought that eating an excess of sweets was a risk factor, and mean knowledge score of 57%
concur with the findings of this study on low level of knowledge of risk factors for DM.?’

The low-level knowledge suggests that PLHIV are accessing minimal or no knowledge on risk factors for
hypertension and diabetes.

For both genders in this study, 69.6% had heard of cervical cancer screening (CCS) methods. The level of
awareness of CCS methods is higher than that of a study conducted in Ethiopia, which reported 45.1%, and in
Kenya, which reported 43%. The higher level of awareness in this study could result from the cancer screening
awareness included in the HIV care package since the two studies which recorded lower awareness was carried out
among the general population. However, despite the higher level of awareness, this study reported that only 34% of
the women had ever been screened. This does not differ much from the studies done on the general population in
Ethiopia and India, which reported 22.9% and 29.8%, respectively.”>° This could indicate that the level of
awareness does not necessarily translate into practice among the PLHIV.

Strengths and Limitations

To the best of our knowledge, our findings are the first to determine the prevalence of hypertension and DM among
PLHIV in rural populations with the highest HIV prevalence in Kenya. Using the standardized WHO data
collection tool also gives this study credibility. However, the study has some limitations. The study is cross-
sectional and provides just a snapshot of the risk and disease burden at a particular moment. The study was
conducted only in a rural site in Kenya and is therefore not nationally representative considering the urban areas.
Conclusion

The current study findings support the concept that HIV and NCDs are major problems of public health importance
in developing countries, given the high prevalence of NCDs among PLHIV, a high level of overnutrition, a low
level of NCD risk factors awareness, and a high level of selected risk factors for NCDs among PLHIV.

The findings from this study are essential to inform the strengthening of the surveillance system, resources, and
research priorities. There is an urgent need for health interventions like early screening and health education to
control risk factors in an era of HIV to reduce multiple morbidities of chronic diseases. It is also essential to
address the occurrence of NCDs and their risk factors to achieve the positive effects of long-term ART. Therefore,
monitoring the interaction of HIV, ART use, and non-communicable diseases is needed at both individual and
population levels.
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Hypoglycemia Fear and Psychological Resilience: Effects on Disease Acceptance in
Type II Diabetes
Hipoglisemi Korkusu ve Psikolojik Dayamikhilik: Tip II Diyabette Hastahig:r Kabul
Etme Uzerine Etkileri

Saliha BOZDOGAN YESILOT'"%, Pinar YESIL DEMIRCi""*', Zehra ESKIMEZ'
Abstract
Aim: This study aimed to evaluate the effects of fear of hypoglycemia and psychological resilience on disease acceptance and action in
individuals with type II diabetes.
Methods: This research was conducted as a cross-sectional study online from January 1 to June 30, 2023, involving 105 participants. Data
were collected using a Personal Information Form, the Fear of Hypoglycemia Scale (FOH), the Brief Resilience Scale (BRS), and the
Acceptance and Action Diabetes Questionnaire (AADQ). Ethical approval was obtained for the study.
Results: The mean age of participants was 49.71+16.21 years, with 53.3% being female. Among the participants, 49.5% used oral diabetic
medications, 67.6% had regular medical checkups, and 54.3% had at least one additional chronic condition. Neuropathy was reported by
24.8% of the participants. The mean scores were: FOH 27.93+22.16, BRS 16.63+4.14, and AADQ 45.21+10.98. Multiple regression analysis
indicated that factors such as income being less than expenses (p=0.064), regular doctor checkups (p=0.001), and worries about
hypoglycemia (p=0.001) predicted 22.6% of the variance in AADQ scores.
Conclusion: The study found a weak, negative relationship between fear of hypoglycemia, psychological resilience, and disease acceptance
in individuals with type II diabetes. These findings underscore the need to assess psychological factors during routine checkups to enhance
disease management.
Key Words: Hypoglycemia, Resilience, Diabetes

Ozet

Amag: Bu calisma, hipoglisemi korkusu ve psikolojik dayamikliligin Tip II diyabetli bireylerin hastaligi kabul ve eylem durumlart
iizerindeki etkisini degerlendirmeyi amaglamistir.

Yontem: Bu aragtirma kesitsel bir ¢aligmadir. Calisma 1 Ocak- 30 Haziran 2023 tarihleri arasinda ¢evrimigi olarak yriitiilmiistiir. Caligma
105 kisiyle tamamlanmustir. Veriler; Kisisel Bilgi Formu, Hipoglisemi Korkusu Olcegi (HKO), Kisa Dayamkhlik Olgegi (KDO) ve
Diyabetliler/Seker Hastalar i¢in Kabul ve Eylem Formu (DHKEF) kullanilarak toplanmistir. Bu ¢alismay1 gergeklestirmek igin etik izin
almmugtir.

Bulgular: Katilimcilarin ortalama yagt 49,71+16,21'dir. %53,3'd kadindir. %49,5'1 oral diyabet ilaci kullanmaktadir. %67,6's1 rutin saglik
kontrollerine gitmektedir. %54,3'ii ek kronik bir hastaliga sahiptir. %24,8'i noropatiye sahiptir. HKO'niin toplam puani 27,93+22,16, KDO
16,63+4,14 ve DHKEF 45,214+10,98’dir. Geriye dogru eleme yontemiyle yapilan Coklu Regresyon Analizinde, gelirin giderden az olmasi,
diizenli doktor kontrolleri ve endigeler katilimcilarin DHKEF'nin %22,6'sin1 agiklamaktadir.

Sonug: Caligma, tip II diyabetli bireylerde hipoglisemi korkusu, psikolojik dayaniklilik ve hastaligi kabul etme arasinda zayif, negatif bir
iliski buldu. Bu bulgular, hastalik yonetimini gelistirmek icin rutin kontroller sirasinda psikolojik faktorleri degerlendirme ihtiyacinin altini
¢izmektedir.
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Introduction

The International Diabetes Federation (IDF) has reported that diabetes has become a significant health concern,
having reached critically high levels worldwide'. Currently, over 500 million individuals across the globe are
affected by diabetes. In 2021, an estimated 537 million individuals were living with diabetes, with the number
expected to rise to 643 million by 2030 and 783 million by 2045." Type 2 diabetes (T2DM) is the most prevalent
form, representing more than 90% of global diabetes cases.' In 2022, the prevalence of diabetes in Turkey was
reported to be 11.4%.> T2DM affects the body’s utilization of glucose for energy, impairing its effectiveness in
using insulin and potentially leading to elevated blood sugar levels if left untreated.” Managing T2DM involves
monitoring blood sugar levels and adopting healthy lifestyle changes. However, successful disease management is
influenced by both physical health and psychological well-being”.

Fear of hypoglycemia (FOH) refers to a specific and intense fear triggered by the possibility or occurrence of low
blood sugar levels, affecting approximately one in seven individuals with either type 1 or type 2 diabetes.* Key
factors influencing FOH include the duration of diabetes, education level, and the use of insulin therapy.* In
T2DM, both severe and symptomatic hypoglycemia can adversely affect overall health and psychological well-
being and further increase the FOH.> FOH is also associated with a reduced quality of life, diminished emotional
health, poor diabetes self-management, higher A;C levels, and greater frequency diabetes-related complications
and symptoms.® Furthermore, Ruiz-Aranda et al. reported that individuals who experience FOH, individuals having
higher resilience avoided the potentially adverse effects of anxiety and reported healthier levels of psychological
adaptation and functioning when dealing with chronic illness.’

Psychological resilience refers to the capacity to withstand external stressors, navigate challenges, or attain
favorable results notwithstanding the presence of risk factors.® Resilience strategies are often categorized into
"additive" strategies, such as engaging in healthy behaviors (diet, exercise, social support), and "subtractive"
strategies, such as avoiding maladaptive habits. Research shows that individuals with higher resilience tend to have
better diabetes self-management and lower levels of diabetes-related distress.” An intriguing study by Crump et al.,
involving 1.5 million Swedish military recruits followed over 25.7 years, found that low-stress resilience may play
a significant long-term role in developing T2DM.'" Additionally, Parviniannasab et al., demonstrated that self-
efficacy in diabetes management fully mediated the relationship between diabetes-related distress and resilience. "’
Diabetes is a multifaceted condition that affects individuals both physically and psychologically, requiring them to
make numerous daily decisions regarding their self-care.'” Successful diabetes management involves both
acceptance and proactive measures, which include acknowledging diabetes-related thoughts and emotions and
understanding their impact on meaningful activities.”” Saito and Kumano emphasized that acceptance and
mindfulness play a crucial role for Japanese patients with T2DM, contributing to effective self-care and adherence
to treatment.'* Action strategies comprise the various behaviors and methodologies that individuals utilize to
effectively manage diabetes, including alterations in lifestyle, compliance with pharmacological treatments, and
consistent self-monitoring practices. A review of the literature reveals that while diabetes affects individuals both
physically and mentally, both physical and psychological factors are influential in managing the disease. Therefore,
this research aims to explore the effect of fear of hypoglycemia and psychological resilience on disease acceptance
and the management strategies of individuals with T2DM.

Methods

Study Design

This research was a cross-sectional study. The study was conducted online between 1 January and 30 June 2023.
Setting and Sample

The research was carried out in Adana. The population of the research consisted of those who have T2DM. The
individuals included in the study were those diagnosed with diabetes and were continuing their routine lives. They
were not individuals who were hospitalized or came for check-ups in any hospital or clinic. The sample size was
determined web-based using A-priori Multiple Regression analysis sample size estimation to perform Multiple
Regression analysis with 80% power, 0.15 effect size, six estimator parameters, and 5% type I error to represent the
population. The minimum number calculated was 97 individuals. A web-based calculator was used to estimate the
sample size (Daniel Soper)."” Individuals who were 18 years old and over, had T2DM, understood the Turkish
language, lived in Adana city center, and volunteered to participate in the study were included in the study.

Data Collection

Data was collected using the snowball method via Google Forms. The first page of Google Forms had an accept
button to give informed consent. A Google form link was sent to the person known to have diabetes, and they were
asked to forward it to other individuals with type II diabetes that they know. Additionally, it was requested that it
be in social media groups composed of individuals with type II diabetes of which they are members. The study was
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completed with 105 participants. Each form took approximately 12 minutes. Data were collected using PIF, FOH,
BRS, and AADQ measurements.

Personal Information Form (PIF): This form, created by the researcher based on existing literature, includes
questions related to socio-demographic characteristics and factors influencing sleep quality, such as age, gender,
marital status, educational background, chronic illnesses, and body mass index.'"'>"*

Fear of Hypoglycemia Scale (FOH): Developed by Cox et al. in 1987, the Hypoglycemia Fear Scale was designed
to assess the fear of hypoglycemia in diabetic patients.'® In Turkey, Erol (2012) conducted a validity and reliability
study of the scale (Cronbach's alpha coefficient of 0.90)."” The adapted Turkish version of the scale includes two
subscales: behavior (15 items) and anxiety (17 items), totaling 32 items. Responses are scored as follows: “0
points: never; 1 point: rarely; 2 points: sometimes; 3 points: often; 4 points: always.” The total score ranges from 0
to 128. While there is no specific cut-off point, a higher average score indicates a greater fear of hypoglycemia. In
this present study, Cronbach’s alpha coefficient was 0.949.

Brief Resilience Scale (BRS): Brief Resilience Scale (BRS): Developed by Smith et al. in 2008, the BRS measures
psychological resilience using a 5-point Likert scale."® The scale consists of 6 items. The Turkish adaptation,
including validity and reliability analyses, was carried out by Dogan (2015), who found an internal consistency
coefficient of 0.83." In this current study Cronbach’s alpha coefficient was 0.625.

Acceptance and Action Diabetes Questionnaire (AADQ): Created by Gregg et al. in 2007, the AADQ is an 11-item
Likert-type scale designed to assess the acceptance of diabetes-related thoughts and feelings and their impact on
valued activities. Although the original scale did not have its own validity and reliability study, the authors used
existing validation from their studies with diabetic patients. The 11-item form had a Cronbach’s alpha coefficient
of 0.94." In Turkey, Karadere et al. (2019) conducted a validity and reliability study with diabetic patients, finding
a Cronbach’s alpha of 0.836 for the 9-item version of the scale. Higher scores on the scale indicate a higher level of
acceptance.”” In this study, Cronbach alpha coefficient was 0.824.

Ethical Considerations

The Non-Interventional Clinical Research Ethics Committee of X University granted ethical approval ( 2022-
127/45) for the research. Participants were informed about the confidentiality and privacy of the study and were
assured they could withdraw at any time. Written informed consent was obtained from all participants prior to the
commencement of the study.

Data Analysis

Statistical analyses were performed using the TIBCO Statistica 13.5.0.17 program. The Shapiro-Wilk test was used
to control the normality of continuous variables. Since the scale scores did not show a normal distribution, the
linear relationship between them was expressed with the Spearman Rho correlation coefficient. Multiple linear
regression (Backward elimination) was used to determine the factors affecting AADQ. Cronbach's alpha coefficient
was used to express the reliability of the scale scores.

Results

The study comprised 105 participants with a body mass index (BMI) of 27.64+5.66 and a mean age of 49.71+16.21
years. The median duration of the disease was 8 years. The sample consisted of 53.3% males and 46.7% females.
Regarding marital status, 72.4% were married, and 27.6% were single. Additionally, 79% of participants had
children, while 21% did not have children. Among the participants, 42.9% had completed higher education, 32.4%
had finished high school, 18.1% had completed primary school, and 6.7% were literate. Employment was reported
by 61.9% of the participants, with 80% of these individuals working day shifts, 16.9% working both day and night
shifts, and 3.1% working night shifts. Of the participants, 15.2% utilized both insulin and oral antidiabetic drugs,
18.1% were on insulin therapy, and 49.5% were taking oral antidiabetic drugs. Notably, 17.1% of participants were
not taking any antidiabetic medication. In the past year, 15.2% had been hospitalized due to diabetes-related
reasons, while 84.8% had not. Routine doctor check-ups were reported by 67.6% of participants. 54.3% of the
participants reported having at least one chronic condition other than diabetes. The most common comorbid
condition was hypertension (84.2%) followed by hypercholesterolemia (68.4%) and coronary artery disease
(50.9%). The most frequently reported diabetes-related complications included neuropathy (24.8%), retinopathy
(15.2%), and diabetic foot (6.7%). 62.9% of participants reported no diabetes-related complications (Table 1).
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Table 1. Distributions of socio-demographic characteristics of participants (n=105)

Mean+SD
Median Min-Max
[IQR]
Age 49.71£16.21 |18-82
BMI 27.64+5.66 | 16.62-47.32
Duration of disease 8 [2-17.5] 0.33-35
n %
Male 56 533
Gender Female 49 46.7
. Single 29 27.6
Marital status Married 76 4
. . Yes 83 79.0
Having children No » 210
Literate 7 6.7
. Primary school 19 18.1
Education Level High school 34 324
Graduate 45 42.9
Emplovment Yes 65 61.9
Py No 40 38.1
1. Day shift 52 80.0
Working shift (n:65) 2. Night shift 2 3.1
3. Day and night 11 16.9
Income less than expenses 33 314
Income level Income equal to expenses 59 56.2
Income more than expenses 13 12.4
Oral antidiabetic 52 49.5
Insulin 19 18.1
Treatment type — — -
Oral antidiabetic + insulin 16 15.2
Did not take any antidiabetic medicine | 18 17.1
Hospitalization for any diabetes or sugar-related | Y¢S 16 152
reason in the last year No 89 84.8
) ) Yes 71 67.6
Going to routine doctor check-ups
No 34 32.4
Yes 57 54.3
Chronic disease other than diabetes
No 48 45.7
Hypertension 48 84.2
o Cholesterol 39 68.4
Chronic disease (n:57) -
Coronary artery disease 29 50.9
Other 24 421
Diabetic foot 7 6.7
Retinopathy 16 15.2
Amputation 1 1.0
Other health problems related to diabetes
Neuropathy 26 24.8
Nephropathy 4 3.8
No problems 66 62.9
Alone 9 8.6
Living with
Family 96 91.4
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The total score of the FOH was 27.93+22.16, the mean score of behaviors (subdimension of FOH) was
13.45+12.16, and the mean score of worries (subdimension of FOH) was14.49+13.19. The BRS mean score was
16.63+4.14, and the AADQ was 45.21+10.98 (Table 2). Weak and negative relationships existed between AADQ),
FOH, and BRS (Table 3).

Table 2. Distribution of the FOS, BRS and AADQ

Mean+SD Median [IQR] Min-Max Cronbach’s Alpha
Behaviours 13.45+12.16 11 [4-19.5] 0-48 0.925
Worries 14.49+13.19 11 [3-23] 0-55 0.943
FOS total 27.93+22.16 24 [9.5-39] 0-90 0.949
BRS 16.63+4.14 17[15-19] 6-30 0.625
AADQ 45.21+10.98 47 [37.5-55] 11-62 0.824
Table 3. Relationship between AADQ, FOS, and BRS
Behaviours Worries FOS BRS
r -0.257 -0.250 -0.278 -0.026
AADQ
p 0.008 0.010 0.004 0.794

r: Spearman rho corelation coefficient

The multiple regression analysis revealed that the model significantly explained 22.6% of the variance in AADQ
scores (R? = 0.226, F = 9.827, p < 0.001). Among the predictors, having regular doctor check-ups was positively
associated with AADQ scores (B =9.099, p < 0.001), indicating that participants who regularly attended check-ups
had significantly higher AADQ scores. Worry levels were negatively associated with AADQ scores (B =-0.247, p
= 0.001), suggesting that higher levels of worry were linked to lower AADQ scores. Income less than expenses
showed a positive but non-significant association with AADQ scores (B = 3.931, p = 0.064). Overall, the model
indicates that regular doctor visits and worry levels are significant predictors of AADQ scores, with regular check-
ups contributing to higher scores and worries contributing to lower scores (Table 4).

Table 4. Determinants of AADQ According to Backward Elimination Multiple Regression Analysis

Unstandardized Standardized 95.0% Confidence
Coefficients Coefficients Interval for B
Lower Upper
Model B Std. Error | Beta Bound Bound t Sig.
AAD tant
ADQ (Constant) 1 11 303 [2.086 37.255 45532 19.841 0.000
R*:0.226
F:9.827 Income less
p<0.001 than expenses 3.931 2.101 0.167 -0.237 8.100 1.871 0.064
Having
regular doctor | g o99 | 5 070 0.390 4.991 13.206 4395 0.001
check-ups
Worries -0.247 10.074 -0.296 -0.393 -0.101 -3.350 0.001

p: Backward Elimination Multiple Regression Analysis

Discussion

This study evaluated the effect of hypoglycemia fear and the psychological resilience of individuals diagnosed with
type II diabetes on disease acceptance and action. The participants demonstrated low-level hypoglycemia fear,
moderate resilience, and moderate acceptance and action for T2DM.

The results indicated that participants exhibit a moderate acceptance and action concerning T2DM. Acceptance is
crucial in managing diabetes as a chronic condition.”’ Jaworski et al. found that insufficient acceptance of the
disease negatively affects patients' adherence to dietary recommendations.”” Taskin Yilmaz et al. reported a
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correlation between disease acceptance levels and glycemic control, noting that individuals with higher acceptance
levels achieved better glycemic control.” Acceptance can significantly influence the psychological, physiological,
and behavioral aspects of T2DM management. Therefore, healthcare professionals can create training programs
and use a tailored method to track patients' acceptance of the illness.

In this present study, the results demonstrated that participants had low levels of hypoglycemia fear. This is
consistent with the broader literature, which indicates that individuals with T2DM can experience varying levels of
FOH, ranging from low to high. **** FOH has a direct influence on self-management behaviors’ while adaptive
FOH can motivate individuals to plan their behaviors to maintain normoglycemia, excessive fear can lead to
constant anxiety, restrict personal freedom, and ultimately diminish the quality of life.** Maintaining a balanced
level of FOH might be crucial for promoting healthy self-management without compromising well-being.
Participants in this study demonstrated moderate levels of resilience, which is consistent with previous research
showing that people with T2DM have low to moderate resilience levels.”*’ Resilience, defined as the ability to
adapt and recover from challenges®, may play a crucial role in effective diabetes management. Boell et al., showed
a relationship between high average resilience and adequate performance in diabetes care.® Furthermore, meta-
analysis research found that, in comparison to usual care, interventions that focused on building resilience
(constructs) improved HbAlc levels in patients with T2DM.” The moderate level of psychological resilience
observed in the participants of this study highlights significant potential for improved diabetes management.
Resilience may not only support psychological adjustment but also enhance the overall quality of diabetes care.

In this study, the relationship between fear of hypoglycemia and resilience with acceptance and action in T2DM
patients was found to be weak and negative. This result suggests that greater fear and lower resilience may slightly
hinder how individuals accept and manage their diabetes. Backward elimination multiple regression analysis
revealed that factors such as having an income less than expenses, regular doctor check-ups, and concerns (a
subdimension of FOH) accounted for 22.6% of the variance in the AADQ scores of participants. Fear of
hypoglycemia can directly impact self-management in T2DM patients.” Literature recommends that healthcare
providers address patients' fears of hypoglycemia, reduce excessive avoidance behaviors, and support patients in
improving their quality of life.** Characteristics such as income level, regular medical check-ups, and concerns
should be considered as starting points for enhancing acceptance and action among individuals with T2DM.
Furthermore, healthcare professionals should consider confounding factors like social support, cultural perceptions
of chronic disease, or access to healthcare resources in the relationship between acceptance and disease
management.

Conclusion

This study was conducted to evaluate the effect of hypoglycemia fear and resilience of individuals diagnosed with
T2DM on the disease acceptance and action situations. The results of this study highlight the significant impact of
hypoglycemia fear and psychological resilience on disease acceptance and action in individuals diagnosed with
T2DM. The findings revealed that participants exhibited low levels of fear of hypoglycemia, moderate levels of
resilience, and moderate levels of acceptance and action in managing their diabetes. These insights are critical for
understanding how individuals cope with diabetes-related thoughts and emotions and how these factors influence
their ability to engage in behaviors that align with their health goals.

Based on the study’s results, healthcare providers, especially in primary care settings, should consider the
importance of understanding how patients accept and manage diabetes-related thoughts and feelings and how these
factors affect their ability to take meaningful action in managing their condition. Holistic patient assessments
during routine check-ups should include evaluations of psychological resilience and fear of hypoglycemia.
Healthcare professionals might provide thorough instruction on hypoglycemia indications, symptoms, and
management to allay patients' anxieties and boost their self-esteem. Furthermore, incorporating strategies to build
psychological resilience—such as stress management techniques and problem-solving skills—into patient
education programs could be highly beneficial.

Healthcare providers can empower patients to manage their diabetes actively by equipping them with the necessary
tools and knowledge to make informed decisions. This holistic approach improves patients’ confidence, reduces
fear, and promotes more effective and consistent diabetes self-management.

Although this study provides valuable insights, it is essential to acknowledge potential confounding factors, such as
variations in patients' socio-economic status, access to healthcare, and individual differences in psychological traits,
which may influence the results. Future research could benefit from larger, more diverse samples and additional
variables like social support, education level, or comorbid conditions, to provide a more comprehensive
understanding of how these factors influence disease acceptance and action.
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Limitations

The study included only 105 participants, which may limit the generalizability of the findings. A larger
sample size could better represent different demographic groups and variables. The online data collection method
may have limited participation to individuals within a specific age group who have internet access or are familiar
with technology. This could affect the representativeness of the sample in relation to the general population.
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Abstract

Introduction:Having a high quality of life is one of the factors that are effective in coping with the negative symptoms that occur during pregnancy and in
completing the pregnancy comfortably. Our study aimed to measure the quality of life in different periods of pregnancy and to evaluate its relationship with
sociodemographic characteristics.

Method:Our study, which is based on a descriptive survey, was conducted face to face with 142 pregnant women followed at Esenyurt Central Family Health
Center. Sociodemographic characteristics and a survey with a total of 27 questions regarding the World Health Organization Quality of Life Short Form in
Turkish were used.

Results:40,8% of the 142 pregnant women who participated in the study were high school graduates and above, while 37 had one child. 20,4% were
experiencing their first pregnancy, 14.1% were in the first, 54,2% in the second and 31,7% in the third trimester of their pregnancy. 47,2% described their
quality of life as ‘fairly good’ and 45,8% described their general health status as ‘fairly satisfied’. The mean score of the quality of life scale sub-dimensions of
the pregnant women participating in the study was calculated as 12,53+2,06 in the physical domain, 14,32+3,10 in the social relations sub-dimensions,
14,71+2,20 in the psychological domain and 15,25+2,34 in the environment sub-dimensions. The mean score of the social relations domain was the highest in
the first trimester at 15,80+3,27 (p<0,05 p=0,029). The mean score of the spiritual domain sub-dimension was the highest in those who graduated from high
school and above with 15,20+1,86 (p=0,025). The spiritual domain sub-dimension score was 15,56+1,73, the social domain sub-dimension score was
15.77+2.50 and was high in the first pregnancy (p=0,025, p=0,005). The psychological domain sub-dimension score of pregnant women without children was
15,46+1,95 (p=0,039), and the social domain sub-dimension score was 15,53+2,97, which was the highest (p=0,012).

Conclusion:The quality of life is high in pregnant women in the first trimester. The quality of life increases as the level of education increases. The first
pregnancy and not having a child increase the quality of life in the spiritual domain. It may be recommended to question the quality of life, which is known to
be important in terms of coping with the symptoms felt during pregnancy and completing the process comfortably, during pregnancy follow-up, starting from
the first trimester.

Keywords: Pregnancy, quality of life, sociodemographic variables

Ozet

Giris: Yasam kalitesinin yiiksek olmasi, gebelikte ortaya ¢ikan olumsuz semptomlarla bas etmede ve gebeligin rahat ve konforlu bir sekilde tamamlanmasinda
etkili olan faktorlerdendir. Calismamizda gebeligin farkli donemlerinde yasam Kkalitesinin Olgiilmesi ve sosyodemografik ozelliklerle iliskisinin
degerlendirilmesi amaglanmustir.

Yontem: Tanimlayic: tipte olan calisma Esenyurt Merkez Aile Sagligi Merkezinde takip edilen 142 gebeyle yiiz yiize yapildi. Sosyodemografik ozellikler ve
Tiirkge Diinya Saglik Orgiitii Yasam Kalitesi Kisa Formuna ait toplam 27 soruluk anket kullamld1. Verilerin analizinde SPSS (Version 23.0) kullanild.
Bulgular: Arastirmaya katilan 142 gebenin %40,8’1 lise ve {istli okul mezunu iken 37’si bir ¢ocuk sahibiydi. %20,4’1 ilk kez gebelik yasarken, %14,1’i
gebeliginin birinci, %54,2’si ikinci ve %31,7’si tiglincl trimesterindeydi. Yasam kalitesini %47,2’si ‘oldukga iyi’, genel saglik durumunu % 45,8’1 ‘epeyce
hosnut’ olarak tanimladi. Caligmaya katilan gebelerin yasam kalitesi 6lgegi alt boyutlarindan bedensel alan alt boyutu puan ortalamasi12,5342,06, sosyal
iliskiler alt boyutu puan ortalamasi 14,32 £3,10, psikolojik alan alt boyutu puan ortalamasi14,71 + 2,20, ve gevre alt boyutu puan ortalamasi 15,25 + 2,34
olarak hesapland1. Sosyal iligkiler alan puani ortalamasi 1.trimesterde 15,80+3,27 en yiiksekti (p<0,05, p:0,029). Lise ve {istii okul mezunu olanlarda ruhsal
alan alt boyutu puan ortalamas1 15,20+1,86 ile en yiiksekti (p=0,025). ilk gebelikte ruhsal alan alt boyutu puani: 15,56+1,73, sosyal alan alt boyutu puani:
15,77£2,50 olup yiiksekti (p=0,025, p=0,005). Cocuk sahibi olmayan gebelerin ruhsal alan alt boyutu puani 15,46+1,95 (p=0,039), sosyal alan alt boyutu
puani: 15,53£2,97 olup en yiiksekti (p=0,012).

Sonug¢: Calismanin sonuglarina gére yasam kalitesi gebelerde ilk trimesterde yiiksektir, egitim seviyesi arttikca yasam kalitesi artar. Ilk gebelik ve gocuk
sahibi olmamak ruhsal alanda yasam kalitesini yiikseltir. Gebelikte hissedilen semptomlarla bas etme ve gebelik siirecinin rahat ve konforlu bir sekilde
tamamlanmasi agisindan onemi bilinen yasam kalitesinin ilk trimesterden itibaren gebelik takibinde sorgulanmasi 6nerilebilir.

Anahtar Kelimeler: Gebelik, yagam kalitesi, sosyodemografik faktorler

Gelis tarihi / Received: 30.08.2024 Kabul tarihi / Accepted: 11.10.2024

! Basaksehir Cam ve Sakura Sehir Hastanesi, Aile Hekimligi Klinigi, istanbul, Tiirkiye
?Esenyurt Merkez Aile Saghg1 Merkezi, istanbul, Tiirkiye

* Esenyurt Kirag Aile Sagligi Merkezi, Istanbul, Tiirkiye

* Atlas Universitesi, Aile Hekimligi Klinigi, Istanbul, Tiirkiye

Address for Correspondence / Yazigma Adresi: Sibel BAKTIR ALTUNTAS. Basaksehir Cam ve Sakura Sehir Hastanesi, Aile Hekimligi Klinigi, Istanbul,
Tirkiye E-posta: drsibell@gmail.com Tel: +90 505 745 14 39

Baktir Altuntas S. Karakose Hs. Altuntag B. Toprak D. Evaluation of Quality of Life in Pregnant Women Followed Up in Family Health Center and Its
Relationship with Sociodemographic Variables. TJFMPC, 2025, 19 (1):91-97
por: 10.21763/tjfmpc.1540987

Turkish Journal of Family Medicine and Primary Care © 2024 by Aile Hekimligi Akademisi Dernegi is licensed under CC BY-NC-ND 4.0

Baktir Altuntas et al. TIFPMC 2025;19(1):91-97

91


https://orcid.org/0000-0003-1392-9014
https://orcid.org/0009-0002-8880-9746
https://orcid.org/0000-0003-2731-140X
https://orcid.org/0000-0001-5119-9089
https://orcid.org/0000-0003-1392-9014
https://orcid.org/0009-0002-8880-9746
https://orcid.org/0000-0003-2731-140X
https://orcid.org/0000-0001-5119-9089
https://orcid.org/0000-0003-1392-9014
https://orcid.org/0009-0002-8880-9746
https://orcid.org/0000-0003-2731-140X
https://orcid.org/0000-0001-5119-9089
https://orcid.org/0000-0003-1392-9014
https://orcid.org/0009-0002-8880-9746
https://orcid.org/0000-0003-2731-140X
https://orcid.org/0000-0001-5119-9089
https://orcid.org/0000-0003-1392-9014
https://orcid.org/0009-0002-8880-9746
https://orcid.org/0000-0003-2731-140X
https://orcid.org/0000-0001-5119-9089
https://orcid.org/0000-0003-1392-9014
https://orcid.org/0009-0002-8880-9746
https://orcid.org/0000-0003-2731-140X
https://orcid.org/0000-0001-5119-9089
https://orcid.org/0000-0003-1392-9014
https://orcid.org/0009-0002-8880-9746
https://orcid.org/0000-0003-2731-140X
https://orcid.org/0000-0001-5119-9089
https://orcid.org/0000-0003-1392-9014
https://orcid.org/0009-0002-8880-9746
https://orcid.org/0000-0003-2731-140X
https://orcid.org/0000-0001-5119-9089

Giris

Gebelik fizyolojik ve dogal bir siiregtir. Kadinlarin fiziksel, zihinsel ve cinsel durumlarinda 6nemli degisikliklere
neden olup fertilizasyondan kisa bir siire sonra baslayip doguma kadar devam eder.' Hamilelik sirasinda meydana
gelen hormonal degisikliklere annenin uyum saglamasi, fetiisiin ve plasentanin gelisimini dogrudan etkiler.
Hormonlara bagl fizyolojik degisiklikler, psikolojik degisikliklerin kaynagmi olusturur.” Bu degisiklikler
trimesterlere ve her gebeye gore farkliik gosterirken neden oldugu yakimmalar da gebenin giinliik yasam
aktivitelerini ve beraberinde yasam kalitesinin etkilemektedir.’ Diinya Saglik Orgiitii (DSO), yasam kalitesini,
bireyin i¢inde yasadigi kiiltiir ve deger sistemleri baglaminda, hedefleri, beklentileri, standartlar1 ve kaygilartyla
iliskili olarak yasamdaki konumuna iliskin algist olarak tanimlamaktadir.* Tanimlamada da goriildiigii gibi yasam
kalitesi kigiden kisiye bagh degisiklik gosterir.

Yasam kalitesinden gebelikte semptomlarla bas etmede bahsedilebilir. Hastalarin yasadigi sorunlarda, tedavi
yanitinda ve iyilesmede yasam kalitesi farkli sonuglara neden olabilir.” Gebelerin yasam kaliteleri arttik¢a; gebelige
uyumun, gebelik ve annelik rolii kabuliiniin, doguma hazir olus artarken gebelikte meydana gelen degisimlerin
yasam kalitesini azalttig1 bildirilmistir. Gebelik gibi farkli durumlarda degisiklikler gosteren yasam kalitesi
sosyolojik, psikolojik, ekonomik ve kiiltiirel etmenlerle belirlenir.’ Gebelige bagli ortaya ¢ikan fiziksel ve
psikolojik yakinmalarla gebenin yagsam kalitesinin etkilenmesi beklenir. Gebelik doneminde ortaya ¢ikan ruhsal
sikintilar tedavi edilmez ise, kaygi ve depresyon olarak karsimiza ¢ikabilmektedir.” Arastirmalar antenatal
donemde annede yiiksek dereceli duygusal sikintinin, dogum ile iligkili komplikasyonlar1 artirdigini ve yenidogan
saghigmi olumsuz etkiledigini gostermektedir.* ' Anne kaygisi ve algilanan stres; spontan diisiik, erken dogum,
diisilk dogum agirlhigi, preeklampsi, bagisiklik sisteminin baskilanmasi, kusma ve mide bulantisi, epizyotomi ve
neonatal enfeksiyonlarin artmasi ve hem anne hem de yenidogan i¢in olumsuz fiziksel ve zihinsel sonuglara neden
olan iki olumsuz duygudur.'" Tiim bu sikayetler nedeniyle yasam kalitesi olumsuz etkilenen kadinlarin gebelikle
bag etmesi gli¢lesebilmektedir. Bu baglamda gebelikte yasam kalitesinin incelenmesi 6nem kazanir. Calismamizda
HO hipotezi “Gebeligin farkli trimesterlerinde yasam kalitesi agisindan farklilik yoktur.” olarak belirlenmistir. Bu
nedenle gebeligin farkli donemlerine ait yasam kalitesinin Ol¢iilmesi ve sosyodemografik ozelliklerle iliskisinin
degerlendirilmesi amaglanmistir. Calismamizda gebeligin farkli trimesterlerinde fiziksel, psikolojik ve sosyal
gereksinimlerin belirlenmesinde literatiire katki saglamasi beklenmektedir.

Yontem

Arastirmanin Evren ve Orneklemi

Tamimlayici tipte olan ¢aligmamiz 8 Agustos-30 Eyliil 2017 tarihleri arasinda Istanbul Esenyurt Merkez Aile
Saglig1 Merkezinde (ASM) yapildi. Arastirmanin evreni ASM’ye basvuran gebe kadinlardi. Gebelik izlemi, tedavi
veya agilama hizmeti i¢in bagvuran gebe sayisinin bir dnceki 2 aylik siirede 224 oldugu goriildii. OpenEpi
programina gore %95 giiven araliginda 6rneklem sayisi 142 olarak hesaplandi. Aile Sagligi Merkezine ¢aligmanin
yapildig tarihler arasinda bagvuran 220 gebeye calisma hakkinda bilgi verildi. 75 gebe calisma icin goniilli
olmadi. Aragtirmaya katilmaya goniillii olanlarla arastirmacilar tarafindan yiiz yiize yaklasik 15 dakika gebe izlem
odasinda goriigiilerek anket sorulari cevaplandi. Arastirmaya katilmayi kabul edenler arasinda anket sorularini
eksik cevaplayan 3 gebe calismaya alinmadi. Toplam 142 gebe ile ¢alisma tamamlandi.

Veri Toplama Form ve Araglar

Caligmada kullanilan anket, yas, egitim, cocuk sayisi, evlilik siiresi, gebeligin planlt olup olmadigi, gebelik sayisi,
gebeligin siiresi, gebeligi siiresince sigara icme durumu ile ilgili sosyodemografik 6zellikleri igeren sorulari ve
Tiirkce Diinya Saglik Orgiitii Yasam Kalitesi Kisa Formuna (WHOQOL BREF (TR) ait olmak sorularla birlikte
toplam 27 soruyu igermektedir.

WHOQOL-BREF-TR

WHOQOL-BREF, son 15 giin i¢inde genel algilanan yasam kalitesi, algilanan saglik durumunun sorgulandig: iki
soruyla birlikte toplam 26 soruyu kapsamaktadir.”® Tiirk¢e gegerlilik giivenirlik ¢alismasi Eser ve ark. tarafindan
yapilmis ve calismalari sirasinda bir ulusal soru eklenmesiyle olusan Tiirkce Diinya Saglik Orgiitii Yasam Kalitesi
Kisa Formu olarak tanimlanan WHOQOL-BREF-TR 27 sorudan olusur.'? ilk iki genel soru disindaki sorular
kullanilarak bedensel, ruhsal, sosyal, ¢cevre ve ulusal ¢evre alan puanlari hesaplanmaktadir. WHOQOL-BREF-TR
uygulandiktan sonra 0-20 puan {izerinden hesaplanan bedensel, ruhsal, sosyal, ¢evre ve ulusal ¢evre alan puanlari
yiikseldikge yasam kalitesi yiikselmektedir.'”

Verilerin Analizi

Istatistiksel analiz i¢in SPSS (Versiyon 23.0) programi kullanildi. Tanimlayici verilerin degerlendirilmesinde;
kategorik degiskenler i¢in say1 ve yiizde (n, %), sayisal degiskenler i¢in ortalama, standart sapma, minimum,
maksimum degerler kullanildi.

Olgek toplam ve alt boyut puanlari ile katilimcilarin gesitli degiskenleri arasinda anlamli farklilik olup olmadigini
belirlemek iizere 2 gruplu degiskenler i¢in parametrik testlerden Independent Samples T testi, 3 ve iizeri gruba
sahip degiskenler icin One-Way ANOVA testi uygulandi. Gruplar arasinda anlamli fark ¢ikmasi durumunda,
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anlamliligin hangi gruplar arasinda oldugunu belirlemek amaciyla post-hoc testilerinden Bonferroni testi tercih
edildi. Istatistiksel anlamlilik seviyesi p<0,05 olarak kabul edildi.

Etik Komite Onay Bu calisma igin etik komite onay1 Sisli Hamidiye Etfal EAH Klinik Arastirmalar Etik
Kurulu’ndan (Tarih: 08.08.2017, Say1: 845) alinmustir.

Bulgular

Aragtirmaya 142 kisi dahil edildi. Yas ortalamasi 29,314£4,98 (min=19 maks=42) yil olup, %59,2’si (n=84)
ilkdgretim ve alt1 egitimli iken, gebeligi siiresince sigara igen 22 (%15,5) gebe vard1. Evlilik siiresi 5 yildan daha az
olan 66 (%46,5) katilimc1 vardi. Gebelerin %14,1°1 (n=20) birinci, %54,2’si (n=77) ikinci ve %31,7’si (n=45)
ficiincii trimesterdeydi. Istemeden gebe kalan 51 (%35,9) katilimer varken, %20,4’{i (n=29) primigravidayd.
Gebelik sayis1 dagilimi ortanca degeri 2,0 (min:1 maks:7) idi. Katilimcilara ait sosyodemografik degiskenler Tablo-
1’de gosterilmektedir.

Tablo 1. Katilimcilara ait sosyodemografik ozellikler (n=142)

Degiskenler Say1 (n) Yiizde (%)
Yas 20 yas ve altinda 4 2,8
21-34 yas 111 78,2
35 yas ve listii 27 19,0
Egitim [kogretim ve okur yazar 84 59,2
Lise ve Yiiksek Ogretim 58 40,8
Gebelik Sayis1 Ik Gebelik 29 20,4
Ikinci Gebelik 48 33,8
Ucgiincii Gebelik ve iistii 65 458
Evlilik Y1l Bes Yil ve Altinda 66 46,5
Alti ve Ustiinde Olan 76 53,5
Gebelik Planli m1? Evet 91 64,1
Hayir 51 35,9
Sigara Igme Evet 22 15,5
Hayir 120 84,5
Gebelik Dénemi 1.Trimester 20 14,1
2. Trimester 77 54,2
3. Trimester 45 31,7
Cocuk Sayist Cocugu olmayan 37 26,0
1 ¢ocugu olan 61 43,0
2 ¢ocugu olan 27 19,0
3 ve iistli cocugu olan 17 12,0

n=Say1, %=Frekans

Aragtirmaya katilanlara, algiladiklart yasam kalitesini degerlendirmek igin yasam kalitelerini nasil bulduklar
soruldugunda, yasam kalitesini ‘¢ok iyi ‘olarak algilayan n=9 (%6,3), ‘oldukca iyi’ olarak algilayan n= 67 (%47,2),
‘ne iyi ne kotll” olarak algilayan n= 64 (% 45,1), ‘biraz kotii’ olarak algilayan n= 1 (% 0,7), ‘cok kotii’ olarak
algilayan n= 1 ( % 0,7) kisi vardi. Arastirmaya katilanlara algiladiklar1 genel saglik durumu soruldugunda
n=32’sinden (%22,5) ‘cok hosnut’, n=65’inden (% 45,8) ‘epeyce hosnut’, n= 3’linden (% 22.,5) ‘ne hosnut ne
hosnut degil’, n=9’undan (% 6,3) ‘¢ok az hosnut’, n=4‘tinden (% 2,8) ‘hi¢ hosnut degil’ cevaplari alindi.
Caligmaya katilan gebelerin yasam kalitesi 6l¢egine ait bedensel alan alt boyut puan ortalamasi 12,53 + 2,06 (min:
6,86 maks:17,71), sosyal iligkiler alt boyut puan ortalamasi 14,32 £ 3,10 (min: 5,33 maks:20,0), ruhsal alan alt
boyut puan ortalamas1 14,71 £+ 2,20 (min: 8,67 maks:18,67) ve ¢evre alt boyut puan ortalamasi1 15,25 + 2,34 (min:
8,89 maks:20,0) bulundu.

Farkli trimesterlerde yasam kalitesi alt gruplarindan alman ortalama puanlarin karsilagtirilmas1 Tablo-2’de
gosterilmistir.
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Tablo 2. Gebelik donemlerine gore yasam kalitesi 6l¢egi alt grup ortalama puanlarinin karsilagtirilmasi

Olcek Alanlar Gebelik donemi N Ort.£SS F p Post-Hoc
Bedensel Alan 1) 1. Trimester 20 12,83+2,13 0,268 -
2) 2.Trimester 77 12,70£2,04 1,329
3) 3.Trimester 45 12,13+£2,05
Ruhsal Alan 1) 1. Trimester 20 15,73+1,67 2,522 0,084 -
2) 2.Trimester 77 14,54+2.25
3) 3.Trimester 45 14,58+2,27
Sosyal Alan 1) 1. Trimester 20 15,80+3,27 3,621 0,029 1>3
2) 2.Trimester 77 14,37+3,13
3) 3.Trimester 45 13,60+2,79
Cevresel Alan 1) 1. Trimester 20 15,31+1,84 0,028 0,972 -
2) 2.Trimester 77 15,22+2,52
3) 3.Trimester 45 15,31+2,29

F=0One Way ANOVA test, Post-Hoc=Bonferroni, p<0.05

Gebeligin farkli trimesterlerindeki yasam kalitesi alt boyutlar incelendiginde sosyal iligkiler alan1 puan ortalamasi
1. trimesterde 15,80 + 3,27 iken 2. trimester 14,37 £ 3,13, 3. trimester 13,60 = 2,79 olup yapilan Bonferroni Post-
Hoc analizi sonucuna gore 1. trimester ile 3. trimester arasinda istatistiksel olarak anlamli bir farklilik saptanmistir
(p=0,029). Tablo 3’te katilimcilarin 6lgek alt boyut puanlari ile egitim durumu, evlilik siiresi, gebeligin planli olup
olmadig1 ve gebelik sirasinda sigara igme durumu gibi sosyodemografik o6zelliklerle karsilastirilmasina iliskin
analiz sonuglar1 verilmistir.

Tablo 3. Katilimcilarm Sosyodemografik Ozellikleri ile Yasam Kalitesi Olcegi Alt Grup Ortalama puanlarinin karsilastirilmasi

Independent Samples T test, p< 0.05

Sosyodemografik Bedensel t, p Ruhsal t,p Sosyal t,p Cevresel t,p
Ozellikler Alan (Ort. Alan (Ort. Alan (Ort. Alan (Ort.
+S.5) +S.5) +S.S) +S.S)
Egitim | [lkogretim 12,30+2,12 | p=0,11 | 14,39+2,37 | p=0,025" | 14,00+3,14 | p=0,13 | 14,99+2,50 | p=0,108
Durumu | ve altinda
12,87+1,94 15,2+1,86 14,80+3,01 15,64+2,07

Ortaégretim

ve Ustii
Evlilik | 5 Yilve 12,60+£2,1 | p=0,739 | 15,06+£2,01 | p=0,085 | 14,32+3,36 | p=0,985 | 15,484+2,34 | p=0,293
Stiresi | Altinda

6 Yil ve 12,48+2,04 14,42+2.33 14,33£2,89 15,06+2,36

Ustiinde
Gebelik | Evet 12,50+1,99 | p=0,801 | 14,78+2,28 | p=0,638 | 14,41+3,16 | p=0,650 | 15,14+£2,27 | p=0,427
planlt
m? Haywr 12,60+2,20 14,60+2,07 14,16+3,01 15,46+2,49
Sigara Evet 12,80+£2,21 | p=0,506 | 14,39+2,46 | p=0,455 | 14,90+3,40 | p=0,342 | 15,604+2,20 | p=0,465
feme

Haywr 12,48+2,04 14,78+2,16 14,22+3,04 15,20+2,38

Tablo 4a’da katihmecilarin dlgek alt boyut puanlar ile “yas gruplar” degiskenin karsilastirilmasina iliskin analiz
sonuglar1 verilmistir. Bu analiz sonucuna gore yas gruplar1 degiskeni ile herhangi bir 6l¢ek alt boyut puani arasinda
istatistiksel olarak anlamli bir farklilik saptanmamigtir (p>0.05).
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Tablo-4a. Katilimcilarin yas gruplart ile 6lgek alt boyut puan ortalamalarinin karsilagtirilmasi

Degiskenler N Ort.£SS F p Post-Hoc
Bedensel Alan 1) 20 yas ve alt1 4 13,570,975 0,593 -
2) 21-34 yas 111 12,49+2.05 0,524
3) 35 yas ve iistii 27 12,55+2,22
Ruhsal Alan 1) 20 yas ve alt1 4 14,00+1,53 1,142 0,322 -
2) 21-34 yas 111 14,86+2,11
3) 35 yas ve iistii 27 14,22+2,58
Sosyal Alan 1) 20 yas ve alt1 4 15,33+2,55 0,267 0,766 -
2) 21-34 yas 111 14,34+3,10
3) 35 yas ve iistii 27 14,12+3,22
Cevresel Alan 1) 20 yas ve alt1 4 16,55+1,05 0,634 0,532 -
2) 21-34 yas 111 15,20+2,33
3) 35 yas ve iistii 27 15,27+2,52

F=0ne Way ANOVA test, Post-Hoc=Bonferroni, p<0.05

Tablo 4b’de katilimcilarin 6lgek alt boyut puanlart ile “gebelik sayisi” degiskenin karsilagtirilmasina
iligkin analiz sonuclar1 verilmistir. 1. gebeligi olanlarin, gebelik sayisiyla ilgili diger gruplara kiyasla
yasam kalitesi Olgegi alt boyutlarindan sosyal alan puani daha yiiksek bulunmustur (F=4,43 p=0,014).
Yapilan Bonferroni Post-Hoc analizi sonucuna gore 1. gebeligi olanlarla, 2. gebeligi olanlar arasinda
istatistiksel olarak anlamli bir farklilik saptanmistir (p=0.014).

Tablo-4b. Katilimcilarin gebelik sayilart ile olgek alt boyut puan ortalamalarin karsilastiriimasi

Degiskenler N Ort.£SS F p Post-Hoc
Bedensel Alan 1) 1. Gebelik 29 13,02+1,57 0,332 -
2) 2. Gebelik 48 12,50+2,29 1,108
3) 3 ve lstii gebelik 65 12,34+2,06
Ruhsal Alan 1) 1. Gebelik 29 15,56+1,73 2,76 0,664 -
2) 2. Gebelik 48 14,44+2 28
3) 3 ve lstii gebelik 65 14,54+2,27
Sosyal Alan 1) 1. Gebelik 29 15,77+2.49 4,43 0,014* 1>2
2) 2. Gebelik 48 13,69+3,36
3) 3 ve lstii gebelik 65 14,15+2,98
Cevresel Alan 1) 1. Gebelik 29 15,95+2,23 1,68 0,181 -
2) 2. Gebelik 48 15,17+2.37
3) 3 ve lstii gebelik 65 15,00+2,35

F=One Way ANOVA test, Post-Hoc=Bonferroni, p<0.05

Tablo 4c’de katilimcilarin 6lgek alt boyut puanlari ile “cocuk sayis1” degiskenin karsilastirilmasina iliskin analiz
sonuglart verilmistir. Bu analiz sonucuna gore 6l¢ek alt gruplarindan ruhsal alan puani ile katilimcilarin “cocuk
sayis1” arasinda istatistiksel olarak anlamli bir farklilik saptanmistir (F=2,86 p=0,039). Yasam kalitesi Sl¢egi alt
boyutlarindan sosyal alan alt boyut puani ile “gocuk sayis1 ” arasinda istatistiksel olarak anlamli bir farklilik
saptanmustir (F=3,785, p=0,012). Cocugu olmayan katilimcilar ¢ocuk sahibi olan diger gruplara kiyasla “Sosyal
alan” alt grup puami daha yiiksek bulunmustur. Yapilan Bonferroni Post-Hoc analizi sonucuna gore c¢ocugu
olmayanlar ile 1 cocugu olanlar arasinda istatistiksel olarak anlamli bir farklilik saptanmistir(p=0,012).
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Tablo-4¢. Katilimcilarin ¢cocuk sayilart ile dlgek alt boyut puan ortalamalarmn karsilastirilmast

Degiskenler N Ort.£SS F P Post-Hoc
Bedensel Alan 1) Cocugu olmayan 37 12,98+1,56 0,459 -
2) 1 Cocugu olan 61 12,4442.20 0,869
3) 2 Cocugu olan 27 12,2942,43
4) 3 ve daha fazla 17 12,234+1,84
Ruhsal Alan 1) Cocugu olmayan 37 15,45+1,95 2,86 0,039* -
2) 1 Cocugu olan 61 14,414+2,.21
3) 2 Cocugu olan 27 14,93+1,98
4) 3 ve daha fazla 17 13,84+2,63
Sosyal Alan 1) Cocugu olmayan 37 15,53+2,96 3,785 0,012* 1>2
2) 1 Cocugu olan 61 13,48+3,16
3) 2 Cocugu olan 27 14,7642,42
4) 3 ve daha fazla 17 14,03+3,40
Cevresel Alan 1) Cocugu olmayan 37 15,8742,08 1,581 0,197 -
2) 1 Cocugu olan 61 15,2442 .31
3) 2 Cocugu olan 27 14,714+2,43
4) 3 ve daha fazla 17 14,79+2,76

F=0ne Way ANOVA test, Post-Hoc=Bonferroni, p<0.05

Tartisma

Gebelik siiresince yasam kalitesini inceledigimiz ¢alismamizda, katilimcilarin yaklasik yarisinin yasam kalitesini
oldukga iyi bulduklarin1 gordiik. Genel saglik durumundan ise yine katilimcilar1 yaklagik yiizde ellisi sagliklart ile
ilgili epeyce hognuttur. Genel saglik durumlar ile ilgili hissedilen iyi olma halinin yasam kalitesinin iyi olarak
degerlendirilmesine katki saglamis olabilir. Calismamizda katilimeilarin yiizde altmistan fazlasinin geng olmasinin
sagliklartyla ilgili epeyce hosnut olma ve yasam kalitesini ¢ok iyi bulmalarina katki saglamig olabilecegini
sOyleyebiliriz. Katilimcilarin anne olacak olmalarimdan dolay: hissettikleri olumlu duygularmn literatiirde yapilan
calismalara benzer sekilde bu sonuca ayrica katkisi oldugunu diisiindiik'*. Gebelikte 6zellikle iigiincii trimesterde
yasam kalitesi alt boyutlarina ait ortalama puanlar1 daha diistiktii. Yilmaz ve arkadaglarinin yaptig1 calismada da
{igiincii trimesterde gebelerin yasam kalitelerinin azaldig1 gosterilmistir.”” Gebelik donemi, bedensel ve
biyopsikososyal yonden birgok degisikligi beraberinde getiren fizyolojik bir siiregtir.'®  Gebelik ilerledikce
bedensel ve fiziksel degisimlere paralel olarak kas kramplari, mide yanmasi, 6dem, konstipasyon, hemoroid,
yorgunluk, varikéz venler, sirt agrisi, uyuma giigliigii gibi semptomlarim artmasi beklenir.'” Ayrica psikolojik olarak
hissedilmesi beklenen ambivalan ve artan duyarlilik nedeniyle {i¢iincii trimesterde yasam kalitesinin diisiikk ¢ikmig
olabilecegini diisiindiik. Tiim bu sikayetler nedeniyle yasam kalitesi olumsuz etkilenen kadinlarin gebelikle bag
etmesinin zor olacagi asikardir. Caligmaya katilan gebelerin yasam kalitesi Olgegi alt boyutlarmin puan
ortalamalarma bakildiginda bedensel alan alt boyutunun 12,53, sosyal iligkiler alt boyutunun 14,32 ruhsal alan alt
boyutunun 14,71 ve cevre alt boyutunun 15,25 oldugu belirlenmistir Yagsam kalitesi puani alt boyutlarinda en
ylksek puani ¢evre boyutundan oldugu goriilmektedir. Daglar ve ark. yaptiklar1 ¢alismada bedensel, zihinsel,
sosyal ve gevresel alanlar 13,8, 14,5; 14,6 ve 14,8 oldugu saptanmis olup, bizim ¢alisma sonuglarma benzerdi."
Yasam kalitesi bireyin sosyal ¢evresi ile olan iligkisiyle sekillenir. Bu noktada aile son derece 6nem tagimaktadir.
Bireyin destekleyici bir aile gevresi, yasam kalitesinin gelismesinde son derece 6nemlidir.'’ Calismamizin aile
kavraminin 6nemli oldugu Tiirkiye’de yapilmig olmasinin ve aile kavraminda hassas grup olan gebelere arasinda
yapilmig olmasiyla sonu¢larimizi iligkilendirebiliriz. Gebe kadinin yasam kalitesini erken gebelik yasi, sosyal ve
ekonomik sorunlarin olmamasi, aile ve arkadaslara sahip olmak, egzersiz yapmak, gebelikte hissedilen seving ve
iyimserlik pozitif yonde desteklemektedir.'*

Caligmamizda ruhsal diizeyde yasam kalitesi gebeligin erken donemlerinde daha iyiydi. Bu sonucu ise anne olacak
olmanin verdigi seving ve mutluluga bagladik. Fransa'da yapilan bir ¢alismada da gordiigliimiiz gibi hamile kadinlar
arasinda ruh saghigr kotii olan ve ruh sagligimi kotii olarak tanimlayanlarin gebeliklerinde sorunlar yasadigi
goriilmiigtiir. Gebelikte ruh saglig: ile ilgili sorunlar yasayanlarin, diisiik egitim diizeyi, diisiik gelir veya sosyal
destegin yoklugu yasam Kkalitesinin diisiikliigiinii beraberinde getirmektedir.’ Calismamizda da egitim seviyesi
diigtiikce ruhsal alanda yasam kalitesinin diistiiglinii gordiik. Literatiirde sonucumuzu destekleyen g¢alismalar
bulunmaktadir.*® Genel olarak egitim seviyesi yiiksek olanlarin daha iyi sosyal olanaklara ve dolayisiyla daha
yiiksek yasam kalitesine sahip olmalar1 beklenmekte ve ayrica gebelik hakkindaki farkindalik artisinin yasam
kalitesinde artisa katki saglayacagini soyleyebiliriz. Ailenin genislemesiyle bakim verilen bir ¢ocugunun daha
olmas1 ise artmasi beklenen yorgunluga bagli olarak ruhsal alanda yasam kalitesinde diisiikliigliniin nedeni
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olabilecegini diisiindiirmektedir. Ik kez gebelik yasayanlardaki ilk kez anne olacak olmanin verdigi mutlulugun
ruhsal alanda yagam kalitesinde artisa neden oldugunu sdyleyebiliriz.

Sonu¢

Gebelikte ilk trimesterde yasam kalitesi yiiksek iken, ilerleyen donemlerde yasam kalitesi diismektedir. Egitimli
olmak gebelik sirasinda yasam kalitesini artiran bir faktordiir. Bu nedenle 6zellikle gebeler arasinda egitim ile ilgili
farkliliklarin giderilmesi saglanmahdir. Ik kez gebelik yasayan annelerin ruhsal agidan yasam Kkaliteleri ilk
trimesterde daha iyidir. Gebeligin ilerleyen siire¢lerinde ruhsal ve sosyal agidan yasam kalitesiyle ilgili iyilik
halinin azalacag bilinmelidir. Bu yiizden 6zellikle gebeler psikolojik yonden degerlendirilmeli ve desteklenmelidir.
Ilk gebeligin her yoniiyle tibbi acidan sorunsuz ge¢mesi ruhsal olarak iyilik halinin siirdiiriilmesine katki
saglayacaktir. Gebelige uyumu kolaylastirmasi kadar annelige hazir olus iizerinde etkisi oldugu belirlenen yasam
kalitesinin yiikseltilmesi Onemlidir. Gebeler igin Aile Sagligi Merkezlerinde egitimler diizenlenerek
farkindaliklarinin artirilmasi i¢in daha ¢ok ¢aligma yapilmalidir.

Cikar Catismasi: Calismada yer alan yazarlar arasinda ¢ikar ¢atigmasi bulunmamaktadir.
Finansal Destek: Calisma i¢in herhangi bir kurum veya kurulustan mali destek veya finansal destek
alimmamustir.
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Abstract

Aim: This research aims to assess vaccine hesitancy among medical students.

Method: This descriptive study was conducted with 615 students in years 1, 2, 3, 4, 5, and 6 at a medical faculty in Istanbul. The first nine
questions of the online survey developed by the researchers focused on socio-demographic characteristics, while the next 14 questions were
prepared to address vaccine hesitancy. A significance level of p < 0.05 was considered in all analyses.

Results: The participants in the study were between the ages of 17 and 29; 58% were female. General vaccine hesitancy was observed in
7.6% of the students. The frequency of hesitancy regarding the COVID-19 (Coronavirus disease 2019) vaccine among the participants was
17.4%, and a higher rate of indecision regarding the COVID-19 vaccine was found (18.9%). The frequency of general vaccine hesitancy in
preclinical students was higher than in clinical students (p < 0.05).

Conclusions: In this study, COVID-19 vaccine acceptance rates were higher compared to the general population, and general vaccine
hesitancy was significantly lower in clinical term students compared to preclinical students. Vaccine information and advocacy training
starting from the first year of medical education could help future physicians guide society.

Keywords: Vaccination, Hesitancy, COVID-19, COVID-19 Vaccination, Anti-vaccination

Ozet

Amac: Arastirmada tip fakiiltesi 6grencilerinde a1 tereddiitiiniin degerlendirilmesi amaglanmaktadir.

Yontem: Arastirma tammlayici tipte olup, Istanbul’da bir tip fakiiltesinde dénem 1, 2, 3, 4, 5 ve 6 olan 615 &grencide yiiriitiilmiistiir.
Arastirmacilar tarafindan gelistirilen ¢evrimigi anketin ilk dokuz sorusu sosyo-demografik 6zelliklere odaklanirken, sonraki 14 soru ast
tereddiidiine yonelik hazirlanmigtir. Tiim analizlerde anlamlilik diizeyi p< 0,05 olarak kabul edilmistir.

Bulgular: Caligmaya katilanlarin yaslar1 17-29 arasinda degismektedir; %58'i kadindir. Ogrencilerin %7,6’s1 genel olarak agilarla ilgili
tereddiitli bulunmustur. Arastirmaya katilanlarin koronaviriis (Coronavirus disease 2019-COVID -19) asis1 ile ilgili tereddiitlii olma siklig:
%17,4°tlir ve COVID-19 as1 tereddiitii konusunda kararsiz kalanlarin orani daha yiiksek saptanmistir (%18,9). Preklinik 6grencilerin genel
agilarla ilgili tereddiitlii olma sikligi klinik 6grencilere gére daha yiiksek tespit edilmistir (p<0.05).

Sonug: Aragtirmamizda genel popiilasyona kiyasla COVID-19 agilama kabul oranlar1 daha yiiksek bulunmus ve genel as1 tereddiitii klinik
dénem Ogrencilerinde preklinik doneme kiyasla anlamli bir sekilde diisiik bulunmustur. Tip fakiiltesi 6grencilerine ilk smniftan itibaren
baslanacak as1 bilgilendirme ve savunuculuk egitimleri gelecegin hekimlerinin bu konuda topluma 1s1k tutmalarinin yolunu agacaktir.
Anahtar Kelimeler: Agilama, Tereddiit, COVID-19, COVID-19 Asilama, As1 Karsithigi
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Introduction

Immunization and vaccination are global success achievements. Vaccines have been developed for more than
twenty life-threatening diseases These diseases can be prevented with vaccines, and 3.5-5 million deaths are
prevented each year by immunization.! High vaccination levels also play an important role in preventing infectious
diseases and epidemics and establishing herd immunity.” A large number of people are not vaccinated every year
due to factors such as inaccessibility to vaccines, disruption of vaccination programs, vaccine hesitancy, anti-
vaccination, and vaccine rejection. In 2021, it was determined that the vaccination of many people, including 25
million children, was delayed due to the impact of the COVID-19 (Coronavirus disease 2019 epidemic.' The
WHO's (World Health Organization) Strategic Advisory Group on Immunization (SAGE) has defined vaccine
hesitancy as a delay in accepting or rejecting a vaccine despite the availability of vaccine services, which is
affected by factors such as trust, confidence, and availability.” * ° An analysis of the three-year WHO/UNICEF
(United Nations Children’s Fund)Joint Reporting Form data (2015-2017) found that vaccine hesitancy was
common, with 90% of reporting countries detecting hesitancy.® Vaccination is one of the most cost-effective ways
to prevent disease. Healthcare professionals remain the most trusted advisers and sources of influence on vaccine
decisions and must be supported to provide reliable, credible information about vaccines.” It is essential to include
the concepts of vaccine hesitancy and opposition in the curriculum of medical students, who are future physicians,
and to develop skills in vaccine communication and managing these issues. Before developing programs aimed at
enhancing these skills, studies assessing the current situation on this topic should be conducted. This study aims to
examine vaccine hesitancy among medical students.

Materials and Methods

This descriptive study was conducted with medical students from years 1 to 6 in Istanbul between November 2021
and February 2022. The research was carried out with 615 (55.6%) medical students who agreed to participate in
the study and answered the questionnaire, out of 1105 students in total: 77.8% of the students in year 1, 77.4% in
year 2, 40.5% in year 3, 19.4% in year 4, 56.8% in year 5 and 55% in year 6 participated in the study. The first nine
questions of the questionnaire created by the researchers included socio-demographic characteristics (e.g., age,
gender, presence of chronic illness, etc.) and the next 14 questions were about vaccine hesitancy. Questions related
to vaccine hesitancy were developed by reviewing widely used scales and the relevant literature. * The researchers
created questionnaires to be completed online and emailed to all university medical students. Participation was
voluntary, and no specific sample was selected, aiming to reach the entire faculty. Completion of the questionnaire
was considered as informed consent. At the beginning of the questionnaire, participants were informed that it
would be used for scientific purposes, that it would remain completely anonymous, that they could withdraw at any
time, and that participation was entirely voluntary. Ethics committee approval of the study was obtained from
Goztepe Education and Research Hospital Clinical Research Ethics Committee (approval date: October 27,2021
and number: 2021/0540). This research is in accordance with the tenets of the Helsinki Declaration. COVID-19
vaccination status was based on individual declaration as at least one dose.

Statistical Analysis

Statistical analyses were performed using the SPSS 22.0 statistical package program (IBM SPSS Statistics for
Windows, Version 22.0, IBM Corp., Armonk, NY, USA). The participants in the study were grouped for years
1,2,3 as preclinical period and years 4,5,6 as clinical period and analyses were performed. In the descriptive
findings section, categorical variables were presented as numbers, percentages, and continuous variables as mean +
standard deviation and median (minimum and maximum values). As a statistical analysis, the Chi-square test was
used to compare categorical variables. Binary logistic regression analysis of general vaccine hesitancy and
hesitancy related to COVID-19 vaccine was performed. In the logistic regression analysis, those who answered "I
agree or undecided" to the question "I am hesitant about vaccines in general" and "I am hesitant about the COVID-
19 vaccine" were accepted as hesitant and analyses were made accordingly. The statistical significance level was
taken as p<0.05 in all analyses.

Results

There were a total of 615 participants in the study. The ages of the participants were between 17-29 years and the
mean was 21.08+ 2.32; 58% of them were females, both preclinical and clinical medical students. Of those who
participated in the study, 87.8% stated that they had infancy or childhood vaccinations, and 9.6% did not know
about the situation. Those who had the COVID-19 vaccine comprised 98.4% of the participants (Table 1).
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Table 1. The distribution of the socio-demographic characteristics and infancy or childhood and COVID-19 vaccination status
of the medical students participating in the study

Socio-demographic characteristics, o Socio-demographic characteristics, o
.. n % .. n %o
Vaccination status Vaccination status
Males 258 | 42.0 e Yes 61 9.9
Gender Females 357 | 58.0 | Chronic disease No 554 90.1
Never 458 | 74.5 . Yes 540 87.8
Sometimes 84 | 13.7 i‘;ﬁ‘l‘g t;’()rncmldh""d No 16 2.6
. Regularly/ Frequent] 50 | 8.1 Unknown 59 9.6
Status of smoking Yos 605 98.4
Quitted 23 | 3.7 COVID-19 vaccination No 10 16

%: column percentage

While only 7.6% of the students were hesitant about vaccines in general, 13.8% of them answered indecisively to the
suggestion that they were hesitant about vaccines in general. In the study, the percentage of medical faculty students
who said they were hesitant about the COVID -19 vaccine was 17.4%, while those who were undecided constituted
18.9%. While the percentage of participants who are against vaccines in general is 0.7%, the percentage of those who
are against the COVID-19 vaccine is 2%. While the percentage of those who answered "I am undecided" to the
question "I am against vaccines in general" was 4.4%, the percentage of those who answered "I am undecided" to the
question "I am against the COVID-19 vaccine" was found to be higher with 6,7% (Table 2).

Table 2. Distribution of the answers given by the medical students participating in the study to the suggestions about vaccination

Statements Agreed Disagreed Indecisive
n % n % n %
Vaccines are an effective way to protect health. 579 94.1 | 31 5.0 5 0.8
I trust government-recommended vaccines. 420 68.3 | 161 26.2 34 55
The side effects of vaccines worry me. 172 28.0 | 211 343 | 232 | 377
Vaccines can cause many diseases. 71 11.5 ] 163 26.5 | 381 | 62.0
Vaccines have benefits as well as harm. 101 16.4 | 135 22.0 |379 |61.6
I am generally hesitant about vaccines. 47 7.6 | 85 13.8 | 483 | 78.5
I am against vaccines in general. 4 0.7 |27 44 584 | 95.0
COVID-19 vaccine is important in reducing the spread of the disease. 506 82.3 | 64 104 | 45 7.3
COVID-19 vaccine should be mandatory for the public. 262 42.6 | 145 23.6 | 208 | 33.8
COVID-19 vaccine should be mandatory for healthcare workers. 313 50.9 | 136 22.1 166 | 27.0
COVID-19 vaccine should be mandatory for teachers. 309 50.2 | 134 21.8 172 | 28.0
COVID-19 vaccine is important to me. 498 81.0 | 78 12.7 39 6.3
I'm hesitant about the COVID-19 vaccine. 107 174 | 116 189 |392 | 63.7
I am against the COVID-19 vaccine. 12 2.0 |41 6.7 562 | 914

%: column percentage

While 98.1% of the males had the COVID-19 vaccine, 98.6% of the females had the COVID-19 vaccine. 99.6% of
those who answered with disagreed the statement that “I am hesitant about vaccines in general” had the COVID-19
vaccine, and 10.6% of those who were hesitant about vaccines in general did not have the COVID-19 vaccine
(p<0.001). While 75% of those who agreed with the statement that they are generally against vaccines had the
COVID-19 vaccine, and 25% did not (p<0.001). Of those who were hesitant about the COVID-19 vaccine, 92.5% had
the COVID-19 vaccine, but 98.3% of those who answered “I am indecisive” to the suggestion of being hesitant about
the COVID-19 vaccine have had the COVID-19 vaccine, and all of the people who were not hesitant about the
COVID-19 vaccine had the COVID-19 vaccine (p<0.001). While 75% of those who were against the COVID -19
vaccine were vaccinated, 99.1% of those who were not against were vaccinated (p<0.001). All respondents who
believed that the COVID-19 vaccine is important (p<<0.001) and that it should be mandatory for healthcare workers
(p=0.002) were vaccinated with the COVID-19 vaccine (Table 3).
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Table 3. Distribution of the medical students regarding COVID-19 vaccine

Statements COVID-19 Vaccination p
Yes No
n(%) n(%)
I am generally hesitant about vaccines. Agreed 42 (89.4) 5(10.6) <0.001
Disagreed 481 (99.6) 2(0.4)
Indecisive 82 (96.5) 3(3.5)
I am against vaccines in general. Agreed 3 (75.0) 1(25.0) <0.001
Disagreed 578 (99.0) 6(1.0)
Indecisive 24 (88.9) 3(11.1)
COVID-19 vaccine is important in reducing the spread | Agreed 504 (99.6) 2(0.4) <0.001
the disease.
Disagreed 39 (86.7) 6 (13.3)
Undecided 62 (96.9) 2(3.1)
COVID-19 vaccine should be mandatory for the public{ Agreed 261 (99.6) 1(0.4) 0.008
Disagreed 200 (96.2) 8(3.8)
Indecisive 144 (99.3) 1(0.7)
COVID-19 vaccine should be mandatory for healthcare| Agreed 313 (100) 0(0.0) 0.002
workers.
Disagreed 159 (95.8) 7(4.2)
Indecisive 133 (97.8) 3(2.2)
COVID-19 vaccine should be mandatory for teachers. | Agreed 308 (99.7) 1(0.3) 0.008
Disagreed 165 (95.9) 7(4.1)
Indecisive 132 (98.5) 2 (L.5)
COVID-19 vaccine is important to me. Agreed 498 (100.0) 0(0.0) <0.001
Disagreed 33 (84.6) 6(15.4)
Indecisive 74 (94.9) 4(5.1)
I'm hesitant about the COVID-19 vaccine. Agreed 99 (92.5) 8(7.5) <0.001
Disagreed 392 (100.0) 0(0.0)
Indecisive 114 (98.3) 2(L.7)
I am against the COVID-19 vaccine. Agreed 9 (75.0) 3(25.0) <0.001
Disagreed 557 (99.1) 5(0.9)
Indecisive 39 (95.1) 2 (4.9)

%: row percentage ~ Pearson’s chi-squared test

There was no statistically significant relationship between general vaccine hesitancy by gender. While 10.5% of the students in
the preclinical period were generally hesitant about vaccines, 3.3% of the students in the clinical period were generally hesitant
about vaccines (p<0.001). No statistically significant difference was found between the hesitancy regarding the COVID-19
vaccine according to gender (p=0.150) and preclinical/clinical periods (p=0.331) (Table 4).
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Table 4. Distribution of hesitant suggestions about vaccines in general and COVID-19 vaccine by gender and term

The state of being hesitant about The state of being hesitant about the
general vaccinations P COVID-19 vaccine P
Gender and Term - ° - °
- g z - g z
g 2 F 2 2 2
) £ o0 £
< =) = < =) =
n(%) n(%) n(%) n(%) n(%) n(%)
Males 21 (8.1 200 (77.5 37 (143 50(19.4 168 (65.1 40 (15.5
Gender 6D (77.3) (143) 0.865 (154 .1 (153) 0.150
Females 26 (7.3) 283 (79.3) 48 (13.4) 57 (16.0) | 224 (62.7) 76 (21.3)
Preclinical
(Terms 1,2.3) 39 (10.5) 266 (71.9) 65 (17.6) 71 (19.2) | 229(61.9) 70 (18.9)
Term .. <0.001 0.331
Clinical 8(3.3) 217 (88.6) | 20(8.2) 36 (14.7) | 163 (66.5) | 46 (18.8)
(Terms 4,5,6) ' ’ ’ ' ’ '
Total 47 (7.6) 483 (78.5) 85 (13.8) 107 (17.4) | 392 (63.7) 116 (18.9)

%: row percentage

Pearson’s chi-squared test

General vaccine hesitancy was found 2.6 times higher in preclinical students than in clinical students (p<<0.001,
95% CI (1.683-4.306)), but no relationship was found between COVID-19 vaccine hesitancy and being a
preclinical or clinical student. No significant correlation was found between general vaccine hesitancy and COVID-
19 vaccine hesitancy and gender, presence of chronic disease, and regular medication use (Table 5).

Table 5. Logistic regression analysis to evaluate the relationship between some socio-demographic characteristics of medical
students and COVID-19 vaccine hesitancy

The state of being hesitant

Socio-demographic The state of being hesitant about the COVID-19
characteristics about general vaccinations vaccine.

OR OR

95% CI) p 95% CI) p
Gender

1.087 0.871
Male 0.687 0.430
Female (Reference) (0.725-1.629) (0.619-1.227)
Term

. 2.692 1.156

Preclinical <0.001 0.424
Clinical (Reference (1.683-4.306) (0.811-1.647)
Chronic disease

1.418 0.631
es (Reference) 1 (0,622-3.229) 0.406 (0.339-1.173) 0.143
Regularly used
medication 0.991 1.590
Yes (Reference) (0.488-2.014) 0.980 (0.876-2.887) 0.127
No

Binary logistic regression
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Discussion

The overall rate of vaccine hesitancy among the students participating in the study was 7.6%, whereas hesitancy
regarding the COVID-19 vaccine specifically was 17.4%. In a study conducted by Alicilar et al., with grade 3
medical students in Ankara, 9.5% of the students had hesitancy or opposition to the vaccine, while this frequency
was found to be 14.3% for COVID-19 vaccines.'® This difference may be attributed to the novelty of the COVID-
19 vaccine and the dissemination of misinformation on social media. In a study conducted with medical school
students in India, COVID-19 vaccine hesitancy was found to be lower by 10.6%." In a study conducted with
students in five medical faculties in Egypt, the rate of those who refused the COVID-19 vaccine was 19.4%, the
rate of those who were hesitant was 45.7%, and the rate of those who were against the vaccine in general was
4.9%." In a study conducted on university students in Pakistan, vaccine hesitancy was found to be 1.3% lower in
medical students compared to 2.5% in university students studying in non-medical departments."”> In the online
survey study conducted in Tiirkiye and England on COVID-19 vaccine hesitancy, it was found that 31% of the
participants in Tiirkiye and 14% of the participants in the United Kingdom had hesitations about the COVID-19
vaccination.'* In a systematic review of worldwide COVID-19 vaccine hesitancy, survey studies examining
COVID-19 vaccine acceptance from 33 countries were evaluated and the highest acceptance rates in the general
population were found in Ecuador (97%), Malaysia (94.3%), Indonesia (93.3%) and China (91.3%); with the
lowest acceptance rates as Kuwait (23.6%), Jordan (28.4%), Italy (53.7%), Russia (54.9%), Poland (56.3%), and
the USA (56.9%)."

In a population-based study conducted by Ikiisik et al., 18.2% of the participants refused the vaccine after being
questioned about accepting a vaccine that has not been administered yet.'® Studies showed that there was a certain
rate of vaccine hesitancy in medical students, and this rate is higher in the COVID-19 vaccine. In our study,
COVID-19 vaccination status was found to be higher than the general population (98.4%). The fact that the
population we studied consisted of medical students may have created this difference; however, it should be noted
that the attitudes and knowledge levels of healthcare professionals regarding vaccines are among the main
determinants of vaccine acceptance by the general population.'” In our study, a significant relationship was found
between the responses given to the statement that the COVID-19 vaccine is important to me and the status of being
vaccinated. In the study conducted by Jain et al. on medical students in India, COVID-19 vaccine acceptance was
found to be significantly higher among those who stated that the vaccine is important for organizing their private
lives and attending clinical work and classes.'' In the modeling study used for the example of Istanbul by Maral et
al., the calculation of RO for non-drug measures was studied, and the RO value was calculated for Istanbul with
curfew practices for the whole society. Accordingly, this implementation will prevent the epidemic; however, the
curfew is not a sustainable practice.'® In fact, it is understood from this that other implementations such as
vaccination or medication use are needed to prevent the epidemic.

In our study, a significant relationship was found between the cases of receiving a supportive COVID-19 vaccine
and the responses given to the statement that the COVID-19 vaccine is important in reducing the spread of the
disease. There is also a significant relationship between the responses given to the statement that the COVID-19
vaccine should be mandatory for the public, teachers, and health workers and the status of being vaccinated against
COVID-19. Similarly, in the study conducted in Egypt, most of the participants thought that the way to overcome
the COVID-19 epidemic is through community vaccination (67.9%), and also that vaccination should be
mandatory, especially for healthcare workers (92.1%)."* Vaccination of individuals who serve as role models for
society, such as healthcare workers and teachers, may contribute to the understanding of the importance of
vaccination and help reduce vaccine hesitancy. In a study conducted by Alicilar et al., with grade 3 medical
students in Ankara, 62.8% of the medical students thought that vaccination would be the solution for the
pandemic.'’ In the study conducted by Lucia et al. on medical school students, almost all participants agreed on the
importance of developing a COVID-19 vaccine to reduce the spread in the community (>98%).” In the study
conducted by Ikiisik et al., 51.6% of the participants were found to think that the vaccine is important in preventing
COVID-19 disease.'® In the study conducted in India, the acceptance of the COVID-19 vaccine was found to be
significantly higher in the participants who answered that the COVID-19 vaccine can reduce the spread of the
disease in the community. "'

In our study, vaccination hesitancy (3.3%) in clinical period (terms 4,5,6) students was found to be significantly
lower than in preclinical period (grade 1,2,3) students (10,5%). In addition, vaccination hesitancy of preclinical
students was found to be 2.6 times higher than clinical students in our study. While the majority of those who
agreed to receive the COVID-19 vaccine by Hamdan et al. were seniors (26.5%) and graduate (25.5%), the
majority of those who were undecided were second-year students with 33.5% and the majority of those who were
opposed with 41%." In a study conducted in Egypt, the highest rate of vaccine acceptance (47%) was reported
among graduate participants, while the highest hesitancy and rejection were found among students with a
significant difference in younger education years.'> Similar to these studies, vaccination hesitancy was found to be
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higher in lower-grade students in this study. It is possible that the increased clinical and theoretical knowledge of
clinical period students, along with their involvement in patient treatment and examination processes, may have
contributed to reducing their vaccine hesitancy.

Conclusions

In our study, the frequency of being hesitant and against the COVID-19 vaccine was found to be higher than the
general vaccines. It has been determined that more than a quarter of the students were worried about the side
effects of the vaccines, but two-thirds trusted the vaccines recommended by the government. The frequency of
being hesitant about general vaccines in preclinical students was found to be higher than in clinical students. The
increase in acceptance of general vaccines as the education year progresses shows the importance of education.
However, it is still not sufficient. It should be noted that these results reflect the attitudes and behaviors of medical
students. It is expected that a physician who has just graduated from the faculty of medicine should not have
vaccine hesitation and have the ability to accurately inform the individuals in the society with vaccine hesitation
with vaccine communication techniques and convince them about the safety of vaccines. In this study, the need to
create specific educational materials about vaccines in the medical curriculum and to develop vaccine
communication physician skills is revealed.
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Abstract

Background: The global crisis of COVID-19 (Coronavirus disease 2019) has prompted comprehensive research into its impact, with studies uncovering
varied occurrence and mortality rates. This study seeks to determine the prevalence of COVID-19 amongst the overall population based on self-reported
symptoms and testing while also examining the association of prevalence with demographic, health, and epidemiological factors.

Methods: A cross-sectional survey was carried out with citizens of Prishtina, the capital city of Kosovo from May to June 2021. We calculated the prevalence
of self-reported COVID-19 symptoms and positive tests among the citizens, as well as crude and adjusted ORs examining the association of COVID-19
infection with explanatory factors, including the protection and exposure coefficient.
Results: A total of 654 (52.1%) out of 1255 respondents reported having experienced COVID-19 symptoms. Six hundred (47.8%) households reported having
an infected family member and 44 (7.3%) households reported having a dead family member due to COVID-19. In addition, 47.2% of 3,068 household
members were infected with COVID-19, and 1.5% died due to COVID-19. A total of 689 respondents underwent testing for COVID-19 and 184 (26.7%)
reported positive results. For individuals who reported COVID-19 symptoms, higher odds for infection were found among urban residents (adjusted OR, 1.53;
95%CI, 1.13-2.07; p=0.006), individuals with infected household members (adjusted OR, 2.53; 95%CI, 2.00-3.20; p<0.001), higher exposure coefficient
(adjusted OR, 2.20; 95%CI, 1.42-3.41; p<0.001), and existing health conditions (adjusted OR, 2.22; 95%CI, 1.50-3.27; p<0.001). For individuals who
underwent COVID-19 testing, higher odds for infection were found among individuals with infected household members (adjusted OR, 3.51; 95% CI, 2.29-
5.39; p<0.001).

Conclusion: This study highlights the prevalence of COVID-19 in Prishtina and the significance of factors like existing health conditions, household size,
epidemiologic behaviour, and the number of infected members as important determinants of COVID-19 incidence.

Keywords: COVID-19; pandemic; prevalence; symptoms; testing.

Ozet

Giris: Koronaviriis hastaliginin (Coronavirus disease 2019-COVID-19) kiiresel krizi, etkilerine yonelik kapsamli arastirmalart tesvik etmis ve ¢aligmalar,
farkli goriilme ve 6liim oranlarini ortaya ¢ikarmistir. Bu ¢alisma, kendi kendine bildirilen semptomlar ve testlere dayanarak genel niifus arasinda COVID-19
prevalansini  belirlemeyi, ayrica prevalansin demografik, saglik ve epidemiyolojik faktorlerle olan iligkisini incelemeyi amaglamaktadir.
Yontemler: Mayis-Haziran 2021 tarihleri arasinda Kosova'nin baskenti Pristine'deki vatandaslarla kesitsel bir anket gerceklestirdik. Vatandaslar arasinda
kendi kendine bildirilen COVID-19 semptomlar1 ve pozitif testlerin prevalansini, ayrica COVID-19 enfeksiyonunun koruma ve maruziyet katsayisi gibi
agiklayici faktorlerle iliskisini inceleyen ham ve diizeltilmis odds oranlarimi hesapladik.
Sonuglar: Ankete katilan 1255 kisiden 654t (%52.1) COVID-19 semptomlari yasadigini bildirdi. Alt1 yiiz (%47.8) hane, bir aile iiyesinin enfekte oldugunu
ve 44 (%7.3) hane, bir aile tiyesinin COVID-19 nedeniyle 6ldiigiini bildirdi. Ek olarak, 3064 hane tiyesinin %47.2'si COVID-19 ile enfekte olmus ve %1.5'i
COVID-19 nedeniyle hayatini kaybetmistir. Toplam 689 katilimc1 COVID-19 testi yaptirmis olup, 184'i (%26.7) pozitif sonug¢ bildirmistir. COVID-19
semptomlarini bildiren bireyler arasinda, enfeksiyon agisindan daha yiiksek olasiliklar; kentsel bolgede yasayanlar (aOR, 1.53; 95%CI, 1.13-2.07; p=0.006),
enfekte hane iiyeleri olanlar (aOR, 2.53; 95%CI, 2.00-3.20; p<0.001), daha yiiksek maruziyet katsayisi (aOR, 2.20; 95%CI, 1.42-3.41; p<0.001) ve mevcut
saglik sorunlari olanlar (aOR, 2.22; 95%CI, 1.50-3.27; p<0.001) arasinda bulunmustur. COVID-19 testi yaptiran bireyler arasinda, enfekte hane iiyeleri
olanlarda enfeksiyon agisindan daha yiiksek olasiliklar (aOR, 3.51; 95% CI, 2.29-5.39; p<0.001) bulunmustur.

Sonu¢: Bu ¢alisma, Pristine'deki COVID-19 prevalansini ve mevcut saglik sorunlari, hane biiyiikliigii, epidemiyolojik davranig ve enfekte iiye sayisi gibi
faktorlerin COVID-19 insidansinin 6nemli belirleyicileri oldugunu vurgulamaktadir.

Anahtar Kelimeler: COVID-19; pandemi; prevalans; semptomlar; test
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Introduction

COVID-19 (Coronavirus disease 2019), caused by the novel coronavirus SARS-CoV-2, appeared as a global health
emergency in late 2019 and has since affected millions of individuals worldwide.' Its prevalence is approaching
770 million cases globally, with more than 7 million deaths, while at least 67% of the total world population is
already vaccinated with a primary dose of a COVID-19 vaccine,” although with significant variability between
countries.” The rapid spread of the virus has led to significant morbidity and mortality, and a comprehensive
strategy is crucial for addressing these challenges.'

COVID-19 manifests with diverse symptoms and clinical presentations, primarily affecting the respiratory system.*
The virus's tropism for angiotensin-converting enzyme 2 (ACE2) receptors underpins the involvement of multiple
organs, as reflected by gastrointestinal symptoms like nausea, vomiting, and diarrhea.” Additionally, an estimated
10% of individuals with SARS-CoV-2 infection experience long-term COVID-19, marked by the persistence of
symptoms or the emergence of new symptoms after recovery from the acute phase of the illness.’

The identification of COVID-19 relies on various diagnostic tests designed to detect the presence of the SARS-
CoV-2 virus or the antibodies produced in the response to the infection.' The polymerase chain reaction (PCR)
tests, currently accepted as the "reference standard”, amplify and analyse the viral genetic material to confirm the
presence of the virus with high accuracy.” Conversely, antigen tests serve as a rapid alternative in detecting specific
viral proteins and providing quicker results, although with a lower sensitivity.® They are also essential for
monitoring seroconversion and seroreversion in individuals and communities.®

Based on the World Health Organization data, as of November 2024, there are 274,279 reported cases of COVID-
19, and 46% of the total population was vaccinated with a complete primary series of a COVID-19 vaccine.’
Kosovo has reported 3,212 deaths, and Europe reported more than two million deaths due to COVID-19.” The
COVID-19 pandemic reached Kosovo relatively late compared to other countries in the region and Europe, with
the initial confirmed cases reported on March 13, 2020.” With the extensive movement of people between Kosovo
and many countries in the West, there were growing fears of rapid distribution of the virus from these countries’.
Indeed, some of the first cases were in people who recently had been in Italy, which had a significant surge of
COVID-19 cases during that time.” As of May 2021, there were 106,803 new cases of COVID-19 and 2,220
reported deaths due to COVID-19 in Kosovo.” Vaccination for the general population was unavailable until June
2021, although the first doses were administered in March 2021 to the high-risk groups.” There was a substantial
worsening of the main COVID-19 pandemic indicators, new cases, and deaths after June 2021.> The identification
of COVID-19 and its prevalence in Prishtina and elsewhere in Kosovo relied on PCR and antigen tests.’

During the COVID-19 pandemic, the Municipality of Prishtina took the initiative to perform several studies
examining the prevalence among the population, municipality workers,' and healthcare workers."" A cross-
sectional study of municipal administration workers with data collected between October and December 2020
showed that 21.1% of municipal workers tested positive for SARS-CoV-2 antibodies (IgG or IgM)." Another
cross-sectional survey conducted in the same time frame among primary healthcare workers in Prishtina revealed
that 17.47% tested positive for SARS-CoV-2 antibodies (IgG or IgM)."" Additionally, 48.63% of these workers
either had antibodies or reported a previous positive PCR test."' Both studies showed that the population under the
study were abiding well by protective measures.'™'' A nationwide study conducted from May to June 2021 by the
National Institute of Public Health found that 37.0% of Kosovo's general population had detectable SARS-CoV-2
antibodies.'”” The highest seroprevalence (48.7%) was observed in the 60-69 age group.'> While this study
encompassed the entire country, Prishtina, the most populous city in the country, likely had a comparable or higher
seroprevalence rate. This study's objective is to assess the prevalence of COVID-19 in the city of Prishtina in 2021
and investigate its correlation with various demographic, epidemiological, and health factors.

Methods

Study design and setting

We used a cross-sectional survey and collected data from a sample of residents of the municipality of Prishtina to
determine the prevalence of COVID-19 among residents. The data were collected from May to June 2021. Ethical
approval for the study was obtained from the Ethics Committee of the Kosovo Doctors Chamber (12-08-2020, ref.
no. 8/2020), and informed consent was given by every participant of the study. The study was carried out by the
guidelines of the Helsinki Declaration for human participant data.

2.2. Survey instrument

We developed a specific survey instrument for the study to collect data on population prevalence and other data.
This survey collected various information on demographics, socioeconomic status, educational background,
residence, body mass index, smoking status, alcohol consumption, existing conditions, self-reported COVID-19
test results, self-reported COVID-19 symptoms, number of infected and deceased family members from COVID-19
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per household. Our survey questions were developed based on a comprehensive literature review and were
subsequently reviewed by public health experts for relevance and clarity. We conducted a pilot test to identify and
resolve issues, ensuring the questions were clear and effective. The survey instrument underwent rigorous
validation processes, including content and construct validation and reliability testing, to confirm that it accurately
measured the intended concepts and provided reliable data. The internal consistency of the scale was assessed using
Cronbach's alpha. The scale, which consisted of 27 items, demonstrated good reliability with a Cronbach's alpha
coefficient of 0.797. A local company collected the data. All interviewers underwent training on the study's
methodology, survey administration, confidentiality, and ethical conduct.

Sample selection

The survey’s method was multi-staged random probability sampling. We targeted a sample of over 1200, which is
known as representative of residents of Prishtina. The sample frame targeted all residents of Prishtina municipality
aged 18 years of age and older. Respondents were selected through the simple random sampling of individuals
from a database of panel providers in Kosovo. Out of 3,097 contacts reached, we received responses from 1,255
respondents, i.e. 40.52% response rate. The power calculation for the sample was performed for a total population
size of Prishtina (N=219,017), a final sample size of the study (n=1,255), an expected proportion or effect size of
5%, a significance level of 0.05, and a desired power of 0.8. The calculations suggest an effective sample size of
approximately 1,248, which indicates that our study's sample size is more than sufficient to detect the expected
proportion with the given significance level and desired power.

Data collection and participant involvement

All interviews were conducted via telephone. Interviewers thoroughly communicated and discussed the informed
consent, outlining the study's purpose and procedures to ensure participants' comprehension. The consent process
involved informing participants about the voluntary nature of their participation, granting them the option to refuse
to answer any questions or retreat from the interview at any point. Following confirmation of understanding,
participants were invited to engage in the research voluntarily. Informed consent was obtained verbally over the
phone before starting the interview. Interviewers provided respondents with a contact number, and if a respondent
could not answer the questions during the initial testing, a convenient appointment was scheduled. The interview
data were manually recorded on a paper survey. The interview data were later entered into the database manually,
posing a risk of bias due to errors or digitization errors. To address the risk of information bias, we implemented
measures such as double data entry, validation checks, rigorous training, quality assurance protocols, and
standardized forms to enhance accuracy and reliability.

Outcome measures

The primary pre-specified outcomes were COVID-19 prevalence and mortality, including (i) proportion of
individuals with self-reported positive COVID-19 test as compared to the total sample of respondents, (ii)
proportion of individuals with self-reported positive COVID-19 symptoms as compared to the total sample of
respondents, (iii) proportion of households reporting an infection of a family member with COVID-19 as compared
to total sample size of respondents, (iv) proportion of COVID-19 infected individuals among households compared
to the total household members as reported by respondents, (v) proportion of households reporting deceased family
members from COVID-19 as compared to total size of respondents, and, (vi) proportion of COVID-19 deaths
compared to total household members as reported by respondents.

Additional outcome measures were the crude and adjusted OR of COVID-19 prevalence measures concerning
different characteristics such as the level of education, gender, residence, exposure, and protective behaviours
towards COVID-19, etc. The sample was weighted for age, gender, and residence. The exposure index was a self-
calculated index of the average of nineteen different variables measuring different exposure behaviours, such as
going out to shop in the markets, visiting indoor shopping centres, cafes and restaurants, attending weddings,
funerals, or religious ceremonies, playing indoor sports, hospital visits, home visits, and travelling both within
Prishtina and Kosovo and beyond within 30 days before participating in the study. Each of these different variables
was measured with a 5-point Likert scale. The protective index was calculated as the average of seven variables
measuring protection measures such as regular hand washing, routine use of hand sanitisers, avoiding touching the
face with unwashed hands, ensuring physical distancing, and disinfecting surfaces and the phone. The individual
variables creating composite protection measures were also measured with 5-point Likert scales.

Statistical analysis

Firstly, we estimated the prevalence and mortality from COVID-19 using self-reported measures. Then, we
performed a descriptive analysis of COVID-19 prevalence measures against several categories of variables. All
variables were tested for normality using a histogram, and summary measures (median and mean) were examined.
Crude univariable logistic regression was conducted to test the unadjusted associations of variables with odds for
prevalence. Then, all the variables with a p-value <0.10 representing differences that could potentially influence
the seroprevalence were included in multiple logistic regression. In both regression analyses, we used the weights

Bojaj et al. TJFPMC 2024;19(1):106-115

108



of the sample. All statistical analyses were conducted using Stata 18 BE (StataCorp LLC, College Station, TX,
USA).

Results

Study sample and COVID-19 prevalence and mortality

A total of 1275 respondents refused to participate in the study, 108 respondents withdrew, and 38 were younger
than 18 years old at the time of the interview. Additionally, 2,476 telephone numbers were unavailable, 546 were
non-existent, 669 contacts had wrong residence information, 216 were already vaccinated, 567 could not complete
the survey due to time-related issues, and three interviews were cancelled. This left us with a total sample of 1,255
participants living in Prishtina municipality. Table 1 summarises prevalence rates and sample characteristics.

A total of 184 (26.7%) out of 689 respondents who had performed the test, reported a positive COVID-19 test. Six
hundred and fifty-four respondents (52.1%) reported positive COVID-19 symptoms. In addition, 47.8% of
respondents reported having COVID-19-infected family members within the household. Respondents reported
1447 (47.2%) of COVID-19 infected individuals compared to a total of 3068 household members. Additionally,
7.3% of respondents reported dead family members from COVID-19. There were 47 (1.5%) COVID-19-related
deaths compared to a total of 3068 household members. The average age of participants was 41.99 (+14.46) years.
A larger portion of the respondents were males (59.6%) and resided in urban settings (86.1%). The household size
was around five members.
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Table 1. Self-reported COVID-19 prevalences and characteristics of the sample

Events Total %
Prevalences
Self-reported positive COVID-19 test 184 689 26.7
Self-reported positive COVID-19 symptoms 654 1255 52.1
Households reporting infected with COVID-19 family members 600 1255 47.8
Number of COVID-19-infected individuals compared to total household members 1447 3068 47.2
Households reporting dead family members from COVID-19 44 1255 7.3
Number of COVID-19 deaths compared to total household members 47 3068 1.5
Sample characteristics
Age* 41.997 14.461
Gender (Male) 748 1255 59.6
Urban residence 1,081 1255 86.1
Education
Up to 9 years 111 1255 8.8
Up to 12 years 521 1255 41.5
More than 12 years 608 1255 48.4
Don't know/Refuses 15 1255 1.2
Employment status
Employed 727 1255 57.9
Unemployed 437 1255 34.8
Retired/Disabled 91 1255 7.3
Household size (members)* 4.952 2.000
Exposure coefficient™ 0.6753617 0.275
Protection coefficient* 4.294024 0.738
Body-mass index* 25.94954 4.252
Smoking status 458 1255 36.5
Alcohol consumption 148 1255 11.8
Existing conditions 158 1255 12.6

* Mean and Standard deviation

Analyses of individuals with self-reported COVID-19 test

For individuals who reported undergoing a COVID-19 test (Table 2), we found a lower likelihood of COVID-19
infection for urban residents (aOR, 0.56; 95%CI, 0.35-0.89; p=0.014), individuals with up to 12 years of education
(aOR, 0.44; 95%CI, 0.22-1.88; p=0.20), higher protection coefficient (aOR, 0.75; 95%CI, 0.58-0.98; p=0.037), and
individuals who were smokers (aOR, 0.64; 95%CI, 0.43-0.96; p=0.029). Higher odds for infection were found
among individuals with infected household members (aOR, 3.51; 95% CI, 2.29-5.39; p<0.001). No significant

effect was observed with the exposure coefficient.
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Table 2. Multiple logistic regression of individuals with self-reported COVID-19 test

Positive Negative/Don't know Crude Odds Ratio and 95%CI Adjusted** Odds Ratio and 95%CI
(n=184) (n =505)
n % n % OR Lower | Upper | Pvalue | OR Lower | Upper | P value
Age (years)* 40.603 | 14.449 | 42.713 14.050 0.99 0.98 1.01 0.257
Gender (Male) 104 56.5 279 553 1.12 0.80 1.57 0.511
Urban residence 157 85.3 451 89.3 0.65 0.42 1.00 0.051 0.56 0.35 0.89 0.014
Education
Up to 9 years 16 8.7 34 6.7 Reference . . . Reference
Up to 12 years 54 29.4 195 38.6 0.52 0.27 1.00 0.049 0.44 0.22 0.88 0.020
More than 12 years 111 60.3 272 53.9 0.83 0.45 1.53 0.544 0.74 0.38 1.45 0.384
Don't know/Refuses 3 1.6 4 0.8 1.28 0.31 5.31 0.732 0.95 0.22 4.19 0.949
Employment status
Employed 122 66.3 318 63.0 Reference . . .
Unemployed 53 28.8 158 313 0.87 0.60 1.26 0.446
Retired/Disabled 9 4.9 29 5.7 0.81 0.43 1.55 0.531
Household size (members)* 5.060 1.885 4.863 1.927 1.04 0.96 1.14 0.329
Infected household members 156 84.8 296 58.6 3.40 2.24 5.15 <0.001 3.51 2.29 5.39 <0.001
Exposure coefficient* 0.690 0.279 0.682 0.268 1.03 0.56 1.89 0.916
Protection coefficient*® 4.280 0.678 4.413 0.643 0.80 0.62 1.02 0.073 0.75 0.58 0.98 0.037
Body-mass index* 26.251 | 4.232 26.077 4.497 1.01 0.97 1.05 0.642
Smoking status 51 27.7 188 37.2 0.60 0.41 0.87 0.008 0.64 0.43 0.96 0.029
Alcohol consumption 25 13.6 67 13.3 1.00 0.61 1.64 0.990
Existing conditions 22 12.0 76 15.1 0.70 0.41 1.21 0.202

* Mean and Standard deviation. ** Adjusted for variables listed in the calculation of adjusted estimates. The Hosmer-Lemeshow goodness-of-fit test indicated an adequate model fit (x> = 9.43, p = 0.307).

Analyses of individuals with self-reported COVID-19 symptoms

For individuals who reported experiencing COVID-19 symptoms (Table 3), we found a lower likelihood of COVID-19-reported infection for males (aOR, 0.66;
95%ClI, 0.52-0.84; p=0.001). Higher odds for infection were also found among urban residents (aOR, 1.53; 95%CI, 1.13-2.07; p=0.006), individuals with infected
household members (aOR, 2.53; 95%CI, 2.00-3.20; p<0.001), higher exposure coefficient (aOR, 2.20; 95%CI, 1.42-3.41; p<0.001), and existing health conditions
(aOR, 2.22; 95%CI, 1.50-3.27; p<0.001). No significant effect was observed with the protection coefficient.
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Table 3. Multiple logistic regression of individuals with self-reported COVID-19 symptoms

Positive Negative/Don't Crude Odds Ratio and 95%CI Adjusted** Odds Ratio and 95%CI
(n =654) know
(n=601)

n % n % OR Lower | Upper | P value | OR Lower Upper P value
Age (years)* 41.726 | 14.663 42.291 | 14.245 1.00 0.99 1.00 0.288
Gender (Male) 357 54.6 391 65.1 0.65 0.52 0.81 <0.001 | 0.66 0.52 0.84 0.001
Urban residence 586 89.6 495 82.4 1.78 1.34 2.37 <0.001 | 1.53 1.13 2.07 0.006
Education
Up to 9 years 59 9.0 52 8.7 Reference | . . . Reference
Up to 12 years 252 38.5 269 44.8 0.84 0.56 1.25 0.385
More than 12 years 336 514 272 453 1.12 0.75 1.67 0.577
Don't know/Refuses 7 1.1 8 1.3 0.76 0.28 2.06 0.584
Employment status
Employed 375 573 352 58.6 Reference | . . .
Unemployed 236 36.1 201 33.4 1.08 0.85 1.37 0.531
Retired/Disabled 43 6.6 48 8.0 0.90 0.62 1.32 0.586
Household size 4.924 | 2.039 4.983 1.958 1.00 0.95 1.05 0.838
(members)*
Infected household 388 59.3 212 353 2.60 2.06 3.26 <0.001 | 2.53 2.00 3.20 <0.001
members
Exposure coefficient* 0.689 | 0.285 0.660 0.264 1.75 1.17 2.62 0.006 2.20 1.42 341 <0.001
Protection coefficient* 4.322 | 0.700 4.263 0.778 1.08 0.93 1.26 0.328
Body-mass index* 25.898 | 4.428 26.006 | 4.052 0.99 0.96 1.02 0.479
Smoking status 208 31.8 250 41.6 0.67 0.53 0.85 0.001 0.79 0.61 1.01 0.059
Alcohol consumption 78 11.9 70 11.7 1.07 0.76 1.52 0.689
Existing conditions 102 15.6 56 9.3 1.88 1.31 2.70 0.001 2.22 1.50 3.27 <0.001

* Mean and Standard deviation. ** Adjusted for variables listed in the calculation of adjusted estimates. The Hosmer-Lemeshow goodness-of-fit test indicated an adequate model fit (y*> = 13.13, p=0.217).

Analyses of households with COVID-19-infected members
For individuals who reported a household with COVID-19-infected members (Table 4), we found a higher likelihood of COVID-19 reported for urban residents
(aOR, 1.38; 95%CI, 1.03-1.83; p=0.03) and households with a higher number of family members (aOR, 1.07; 95%CI, 1.01-1.13; p=0.015).

Table 4. Multiple logistic regression of households with COVID-19-infected members

Positive Negative/Don't know | Crude Odds Ratio and 95%CI Adjusted** Odds Ratio and 95%CI

(n = 600) (n = 655)

n % n % OR | Lower | Upper | P value | OR Lower | Upper | P value
Urban residence 530 88.3 551 84.1 1.34 | 1.01 1.78 0.046 1.38 1.03 1.83 0.030
Household size (members)* | 5.113 | 2.008 4.805 | 1.982 1.06 | 1.01 1.12  |0.022 1.07 1.01 1.13 0.015

* Mean and Standard deviation. ** Adjusted for variables listed in the calculation of adjusted estimates. The Hosmer-Lemeshow goodness-of-fit test indicated an adequate model fit (3> = 2.69, p = 0.747).
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Discussion

In our study, we found that 26.7% of respondents who underwent testing were COVID-19 positive. Moreover,
52.1% of the total sample size reported experiencing symptoms indicative of COVID-19, and 47.8% of respondents
disclosed having family members within their households who tested positive for COVID-19. Additionally, 47.2%
of the total household members were described to have been infected with COVID-19, and 7.3% of respondents
have lost family members to COVID-19, accounting for 47 deaths (1.5%) of the total household members. Higher
protection of the population via preventive measures showed lower odds of COVID-19 infection in the group
reporting testing. In contrast, higher exposure in public spaces indicated higher odds for COVID-19 infection in the
group reporting COVID-19 symptoms.

Context

Our study found that 26.7% of respondents who underwent COVID-19 testing were positive. The results are
comparable with findings from other studies performed in Kosovo, i.e. 21.1% of Prishtina municipal workers tested
positive for SARS-CoV-2 antibodies (IgG or IgM),'® 17.47% of healthcare workers tested positive for SARS-CoV-
2 antibodies (IgG or IgM) and 48.63% either had antibodies or reported a previous positive PCR test,'' or 37.0% of
Kosovo's general population had detectable SARS-CoV-2 antibodies."

By the end of November 2022, Europe had the most cases of COVID-19, the most deaths, and the most tests
performed, even though it accounts for 9.4% of the world's population.”® The prevalence of COVID-19 in countries
across Europe has varied, with some nations experiencing higher positive case rates than others.'* The lower
incidence and mortality rates in Eastern European countries have been associated with various factors, including
differences in healthcare systems, population density, and median age."”” Kosovo's healthcare infrastructure and
socio-economic landscape play a significant role in shaping the observed prevalence of COVID-19.” Compared to
many European countries, Kosovo faced challenges such as limited healthcare resources, fewer testing facilities,
and delayed access to vaccination during the pandemic.” Additionally, socio-economic disparities, including
variations in education, income levels, relatively young population, and urban-rural healthcare accessibility, may
have influenced testing rates and the detection of cases."

Our study revealed that urban residents had higher odds of manifesting COVID-19 symptoms. For individuals who
reported undergoing a COVID-19 test, Abu-Hammad et al. highlighted that the prevalence of COVID-19 in
different cities and countries is influenced by numerous factors, including social, economic, demographic,
environmental, and climatic factors.'® Additionally, worse clinical outcomes and mortality were higher among men,
and no single factor offers a strong explanation.'®

Population density and size have been considered to influence COVID-19 transmission in cities. Still, the rate of
spread was not proportional in some of the world’s heavily populated countries, such as Egypt, the Gaza Strip,
Indonesia, Bangladesh, and India.'” Gonzalez-Val et al. investigated the determinants of the diffusion and intensity
of COVID-19 at the country level, focusing on three urban variables: percentage of the urban population,
population density, and primacy.'® Major urban centres with a greater concentration of regions tightly connected
through economic, social, and commuting ties face increased susceptibility to pandemic outbreaks.'” Upon
considering various economic and social variables, examining the relationship between urban density and COVID-
19 morbidity and mortality rates revealed that the geographic distribution pattern of confirmed cases and deaths
could not be solely attributed to density.'” The study's findings utilising data from Japanese prefectures indicated a
statistically significant inverse relationship between social capital and infection rates, particularly when adjusting
for population density."” Compelling evidence was discovered, affirming that social capital indices serve as robust
and significant predictors of COVID-19 spread rates, revealing that communities characterised by stronger bonding
social capital experience diminished rates of COVID-19 transmission across counties.”” Our study found higher
odds of infection among individuals with infected household members. Numerous studies have underscored the
significant impact of household size and the presence of infected household members on the prevalence of COVID-
19.%! Wang et al. observed that the rate of transmission among household members of a patient with SARS-CoV-2
infection was 30%.”> Moreover, a study by Buchholz et al. on over 50,000 households concluded intense exposure
to household contacts likely occurs before the symptom onset of the primary case (presymptomatic exposure),
resulting in many secondary cases with a symptom onset shortly after the symptom onset of the primary case.”
Understanding these dynamics has been crucial in shaping public health recommendations, emphasising the
importance of isolation and quarantine measures within households to mitigate the virus's spread and protect
vulnerable individuals.

According to our study, smokers were less likely to manifest symptoms or have a positive result if undergoing a
COVID-19 test. A meta-analysis of observational studies reported that ever, current and former smoking was
associated with 28%, 29%, and 25% increases in the relative risk of death in patients with COVID-19.*
Additionally, our study did not detect a significant association between alcohol consumption or body mass index
and COVID-19 prevalence or the likelihood of developing severe conditions related to COVID-19, despite
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previous reports suggesting it as a notable risk factor. The mechanisms linking smoking to a reduced risk of
infection remain uncertain and require further investigation. Therefore, the findings should be interpreted with
caution, particularly given the well-established adverse health effects of smoking.

Study strengths and limitations

The strength of our study relies on the survey developed in consultation with published research and healthcare
professionals. This study also provided insights into individuals' risk levels compared to the household size and the
number of infected members within a household while measuring the exposure and protection coefficient. Our
findings can help in long-term public health planning, assessing community immunity levels, and informing
resource allocation in healthcare systems that may be less resilient. Additionally, it can guide public health policies
tailored to local contexts, fill significant regional knowledge gaps, and monitor new variants that could
disproportionately impact developing countries.

However, the study's main limitation stemmed from its small sample and average response rate. Regrettably, the
lack of similar studies in Kosovo made it challenging to grasp Prishtina's citizens' risk profile and compare it to the
prevalence of COVID-19 in Kosovo. Furthermore, there was a discrepancy between self-reported symptoms and
self-reported positive COVID-19 tests. Several factors can be responsible, such as false negatives due to testing
sensitivity, previous infections resulting in negative tests, symptoms caused by other illnesses, and the mildness of
symptoms that might lead individuals to avoid seeking medical assistance. This highlights the limitations of self-
reported data and the effect of disregarding untested cases concerning interpreting prevalence.

Additionally, limited access to healthcare, fear of stigma, and the cost or inconvenience of medical visits may
further explain why symptomatic individuals did not seek medical help despite experiencing symptoms.
Implications for research and policymaking

Residents of the capital city may face a higher risk of COVID-19 due to the greater population density, as
evidenced by the higher proportion of positive cases compared to the rest of Kosovo. This highlights the need for
policymakers in Kosovo and other regions to continuously monitor and integrate emerging evidence and strategies
worldwide. Such vigilance is crucial for developing effective policies that guide the implementation of protective
measures. Our findings indicate the necessity for further studies to evaluate the spread of COVID-19 across
different environments and populations. Public health strategies should focus on increasing testing capacity,
targeted awareness, and contact tracing in densely populated areas . The associations with smoking, alcohol use,
and BMI suggest complex biological and behavioural factors which require further study. These findings
emphasise the need for tailored interventions, including promoting healthy lifestyles and improving outreach to at-
risk groups.

Conclusions

In conclusion, this comprehensive study shed light on the prevalence of COVID-19 in Prishtina, drawing from self-
reported symptoms and self-reported positive test data while simultaneously examining various influential factors.
Notably, existing health conditions, household size, protective and exposing behaviour, and the number of infected
members within households emerged as pivotal determinants of COVID-19 prevalence. This underscores the
importance of tailored public health strategies considering specific vulnerabilities within different population
segments. Moving forward, these insights provide a valuable foundation for refining mitigation measures and
resource allocation in Prishtina and offering a template for similar studies in other urban settings grappling with the
pandemic's impact.
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Case Report / Olgu Sunumu
Angina Bullosa Hemorrhagica Characterized by Painless Hemorrhagic Bulla
Formation in the Oral Mucosa: Case Report
Oral Mukozada Agrisiz Hemorajik Biil Olusumu ile Karakterize Anjina Biilloza
Hemorajika: Olgu Sunumu

Ensar ERDOGAN

Abstract

Angina bullosa hemorrhagica (ABH) is a painless, self-limiting benign lesion characterized by blood-filled blisters that suddenly appear in
the oral mucosa, independent of systemic or hemostatic dysfunction. The most common place for lesions is the soft palate. The
etiopathogenesis of this benign, subepithelial oral mucosa pathology remains unknown, but it is thought to be multifactorial. However, ABH
may often develop due to trauma to the oral mucosa.

This article emphasizes the need to raise awareness about recognizing the characteristics of this benign lesion and thus to pay attention to the
differential diagnosis of other bullous diseases of the oral mucosa.

Keywords: bullous lesion, oral mucosa, angina bullosa hemorrhagica, benign

Ozet

Anjina biilloza hemorajika (ABH), sistemik veya hemostatik islev bozuklugundan bagimsiz oral mukozada aniden ortaya ¢ikan i¢i kan dolu
biillerle karakterize, agrisiz, kendi kendini sinirlayan benign lezyon olarak tamimlanmaktadir. Lezyonun en sik goriildiigii yer yumusak
damaktir. Bu benign, subepitelyal oral mukoza patolojisinin etyopatogenezi hala bilinmezligini korumakta ancak multifaktdriyel oldugu
diistiniilmektedir. Bununla birlikte siklikla oral mukozanin travmasina bagli ABH gelisebilmektedir.

Bu yazida, bu benign lezyonun O6zelliklerinin taninmasi konusunda farkindalik olusturmak ve bdylece oral mukozanmn diger biilloz

hastaliklar1 agisindan ayirici tanida dikkat edilmesi gerektigi vurgulanmaktadir.
Anahtar Kelimeler: biilléz lezyon, oral mukoza, anjina biilloza hemorajika, benign
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Giris

Anjina biilloza hemorajika (ABH), sistemik veya hemostatik islev bozuklugundan bagimsiz oral mukozada aniden
ortaya ¢ikan ici kan dolu biillerle karakterize, kendi kendini smnirlayan benign lezyon olarak tanimlanmaktadir."
Lezyonun en sik goriildiigii yer yumusak damak daha sonra yanak mukozasi ve dildir. Ancak nadiren de olsa dig
eti, sert damak, labial mukoza ve 6zofagusta da goriilebilmektedir. ** ABH siklikla orta ve ileri yastaki bireylerde
her iki cinsiyette de esit goriilmekte olup nadiren genglerde ve ¢ocuklarda da goriilebilmektedir."> ABH’nin
etyopatogenezinin heniiz tam olarak aydinlatilmamis olmasiyla birlikte literatiirde en yaygin kabul goren hipotez
olarak karsimiza 6zellikle bireylerin gida alimi sirasinda oral mukozanin lokal travmasinin ger¢eklesmis olmasi
¢ikmaktadir. > ¥

ABHmin oral kavite ile ilgilenen spesifik tip branslarma basvuran hastalarin %0,05'inde mevcut oldugu
diisiiniilmekte ancak gercek prevalans ve insidansina dair veri bulunmamaktadir. ® ABH az bilinmesine ragmen
diyabet, hipertansiyon veya inhale steroidler gibi altta yatan durumlarla olasi iliskisi nedeniyle klinisyenler
tarafindan bilinmesi gerekmektedir."""¥ ABH nadir goriilmesi, iyi prognozlu olmasi ve kendiliginden iz birakmadan
iyilesmesi nedeniyle vakalarin ¢ogunda herhangi bir tedavi gerekmemektedir.”” ¥ Bununla birlikte literatiirde
hematom nedeniyle hava yolu obstriiksiyonu vakalar1 bildirilmistir bundan dolay olasi bir obstriiksiyonu 6nlemek
icin yumusak damak hematomlari kesilmeli ve bosaltilmalidir.®®

Olgu Sunumu

Yirmi bir yasinda tiniversite 6grencisi erkek hasta; dilinin sag alt tarafinda aniden ortaya ¢ikan, agrisiz, i¢i kan dolu
kabarcik sikayeti ile aile hekimligi poliklinigine bagvurdu. Sikayetinin birkag¢ yildir oldugunu ve yilda 2-3 kez
ortaya ¢iktigini belirtti. Genellikle asir1 tuzlu veya baharatl gida tiiketimi esnasinda saniyeler igerisinde hafif bir
s1z1 ile ortaya ¢ikip biiyiidiigiinii ve belli bir boyuta ulastiktan sonra sizi olmadigini1 aktardi. Daha 6nce benzer
durumlar oldugunda birkag¢ saat igerisinde i¢i kan dolu kabarcigin herhangi bir ilag ve/veya gargara kullanmadan
kendiliginden patlayarak sondiiglinii ve birkac giin icerisinde de iz birakmadan kayboldugunu sdyledi. Hastanin
0zgecmisinde travma, inhale steroid kullanimu, siirekli ila¢ kullanimi, diyabet, hipertansiyon, kanama bozuklugu ve
kronik hastalik Oykiisii yoktu. Soyge¢misinde abisinde de benzer lezyon Oykiisii vardi. (Hasta ile tekrar
goriigiildiigiinde abisinde de benzer lezyonlarin gelistigi bilgisini verdi). Yapilan klinik muayenede dilin sag ventral
yiizinde 4-5 milimetre ¢apli, Nikolsky bulgusu negatif, gergin, i¢i kan dolu biil izlendi (Resim 1). Vital bulgulari;
ates 36,6 °C, nabiz 79/dk, kan basinci 120/65 mmHg, oksijen saturasyonu 97 olarak olgiildii. Hemogram,
biyokimya (bobrek/karaciger/tiroid fonksiyon testleri, elektrolitler), eritrosit sedimentasyon hizi (ESH) ve
koagiilasyon testleri (PT, aPTT, INR) normaldi. Lezyonun gida tiikketimi sonrasinda agrisiz bir sekilde olusmasi, ici
kan dolu biilloz kabarciklar seklindeki gorlinlimii, tekrarlayict olmasi, kendiliginden iyilesmesi, diger
hastaliklardan klinik ve laboratuvar olarak ayirt edilmesi ile s6z konusu olguya dermatoloji uzmanina danisilarak
anjina biilloza hemorajika tanisi konuldu.

I¢i kan dolu kabarcigim benign olmasi ve herhangi bir tedavi verilmeden kisa siirede kendiliginden patlayip iz
birakmadan iyilesmesi nedeniyle hastaya spesifik bir tedavi verilmedi. Hastaligin kendisi ve seyri hakkinda hasta
bilgilendirildi. Semptomlarin gerilemesi ve sekonder enfeksiyonlarin Onlenmesi amaciyla % 0,12 - 0,20
konsantrasyonlarda klorheksidin gibi topikal antiseptiklerin kullanimi 6nerildi. 7

Hasta kontrole geldiginde lezyonun herhangi bir ila¢ kullanmadan o giin igerisinde kendiliginden patlayarak
sondiigiinii, hafif s1z1 kaldig1 i¢in topikal klorheksidinle gargara yaparak sizisini azalttigimi sdyledi. Bu siireg
icerisinde lezyona bagl herhangi bir komplikasyon gelismedi.

- —
Resim 1. Dilin sag ventral yiiziinde hemorajik biil
*Resim paylagimi i¢in hastadan onam alinmigtir.
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1933 yilinda travmatik oral hemofliktenoz olarak adlandirilan bu durum, 1967°de Badham tarafindan ilk kez ABH
olarak tammlandi. ® Ancak Kirtschig ve Happle tarafindan lezyonlarm agrisiz olmasi nedeniyle ABH teriminin
yamiltict oldugu one siiriildii ve onun yerine “stomatopomfoliks hemorajika” ismi 6nerildi. > Bu benign,
subepitelyal oral mukoza patolojisinin etyopatogenezi hala bilinmezligini korumakta ancak multifaktoriyel oldugu
diisiiniilmektedir.” Bununla birlikte duyarli hastalarda siklikla sert yiyeceklerin veya sicak igeceklerin tiiketilmesi
esnasinda veya hemen sonrasinda, bazi dis tedavileri ile entiibasyon gibi tibbi girisimler sirasinda ortaya
¢ikmasindan dolayr ABH nin etyolojisinin oral mukozanin travmasindan kaynaklandigmi diisiindiirmektedir. © >
Literatiir incelendiginde ABH ile inhale steroidler ve diabetes mellitus, hipertansiyon gibi altta yatan bazi sistemik
durumlar arasinda olas1 bir iliski belirtilmektedir. -® Grinspan ve arkadaslari tarafindan ABH vakalarinin yaklasik
%45'inde diabetes mellitus, hiperglisemi ve/veya ailede diyabet Gykiisii oldugu bildirilmistir. '

ABH'de biillerin konumu dikkat edilmesi gereken 6nemli bir husustur. ABH’nin en sik yerlesim gosterdigi yerler
arasinda yumusak damak, dilin yan kenar1, yanak mukozasi, agiz tabani ve orofarinks bulunmaktadir.” Yumusak
damak ve faringeal bolgede, muhtemelen biillerin kontrolsiiz genislemesini engelleyecek sert destek yapilarinin
olmamasi nedeniyle hava yolu obstrilksiyonuna neden olabilmekte dolayisiyla bogulma hissi olugturmakta ve
bogulma riskini artirmaktadir. Bogulma hissinden dolay1 bu duruma “anjina” denmektedir.

ABH'nin ayirict tanisinda 16semi, von Willebrand hastalig1, trombositopeni gibi sistemik hematolojik patolojiler ve
pemfigus vulgaris, biilléz pemfigoid, oral amiloidoz, lineer IgA dermatoz, epidermolizis biilloza, dermatitis
herpetiformis, biilloz liken planus gibi vezikiilobiilloz hastaliklar diisiiniilmelidir. - ® Kapsamli bir anamnez ve
muayenenin yani sira tam kan sayimi ve pihtilasma panelini i¢eren bir kan tahlili yapilarak bu hastaliklar1 dislamak
gerekmektedir.

ABH'nin teshisi esasen kliniktir ancak biyopsi yapilan vakalar da olmaktadir. Mikroskobik incelemede kanla dolu
bir subepitelyal biil ve altta genellikle lamina propria ile sinirlt ve spesifik olmayan mononiikleer inflamatuar hiicre
goriilmektedir.®

ABH’nin tanilanmasi igin son zamanlarda Ordoini ve arkadaslar1 tarafindan olusturulan tani kriterleri
onerilmektedir (Tablo 1). ABH nin pozitif tanisi i¢in, olgunun tanimlanmis dokuz kriterden her iki ana kritere
(kriter I ve IT) ek olarak en az dort kriteri daha karsilamas1 gerekmektedir. 7

Tablo 1. ABH tanisi i¢in klinik kriterler

Ana Kriterler

I Oral mukozada kanama &ykdisii olan klinik olarak belirgin hemorajik biil veya erozyon

II | Sadece oral veya orofaringeal lokalizasyon

Ek Kriterler

I | Damak lokalizasyonu

IV | Tetikleyici olay veya destekleyici faktor (gida alimi)

V | Tekrarlayan lezyonlar

VI | Birkag giin i¢inde iz birakmadan olumlu gelisme

VII | Agrisiz lezyon, karincalanma veya yanma hissi

VII | Normal trombosit sayisi ve koagiilasyon profili

IX | Negatif direkt immunofloresan

*ABH: Anjina Biilloza Hemorajika

Sunuma konu olan olguda hastanin klinigi tipikti, pihtilasma profili de dahil olmak {izere kan testi sonuglar
normaldi. Tibbi Oykiisiinde inhale steroid kullanimi, diyabet ve hipertansiyon gibi kronik hastaliklar1 yoktu.
Ordoini ve arkadaslari tarafindan ortaya konulan tani kriterlerine dayanilarak degerlendirildiginde her iki ana kriter
ve buna ek bes kriteri de sagliyordu.

ABH olgulan siklikla orta ve ileri yasta goriildiigii belirtilse de bu olgu geng yetiskin déneminde idi ve bilinen
herhangi bir kronik hastalig1 yoktu. "~ Literatiir incelendiginde hava yolu obstriiksiyonuna neden olan olgular da
glevcut, bu olguda ise lezyon hava yolu obstriiksiyonuna neden olabilecek lokalizasyonda ve biiyiikliikte degildi.”:
Ayrica literatirde COVID-19’un da ABH’ye neden olabilecegi belirtilmekte ancak bu olguda COVID-19
enfeksiyon 6ykiisii bulunmamaktadir. ¥
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Sonu¢

Bu olgu sunumunda anjina biilloza hemorajikanin klinisyenler tarafindan bilinmesi gereken, anamnez ve fizik
muayene ile genellikle teshis edilebilen benign, kendi kendini sinirlayan, nadir fakat taninabilir bir lezyon oldugu
vurgulanmak istendi. Klinisyenler bu durumun farkinda olmali ve hastalara iyi prognoz konusunda giiven
vermelidir.

Hasta Riza Beyam

Mevcut olgu i¢in hastadan onam alindi.

Mali Destek Ve Sponsorluk

Herhangi bir kurum ve kurulustan maddi destek alinmamustir.
Cikar Catismalari

Herhangi bir ¢ikar ¢atigmasi yoktur.
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