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EDITOR-IN-CHIEF
Dear Readers,

We are proud to publish the first issue of Samsun Medical
Journal in 2025. In this issue, we present you a letter to the
editor, two reviews and two research articles and a case report.
You will notice that we have made some changes in our editor-
in-chief and editorial board starting from this issue. We had to
make these changes after our founding editor Prof. Dr. Onur
Oztiirk decided to continue his academic career in another
city. We would like to thank him and his team for bringing our
journal to these days. We will do our best to bring this valuable
legacy we have taken over to even better places. We would like
to thank all our readers and authors for their valuable support in
these days when spring gives way to hot summer days and wish
them success in their studies and academic careers.

Best regards.
Dr. Erdin¢ Yavuz, Prof.
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Dear Editor

Artificial intelligence (AI) offers valuable tools for improving early diagnosis, personalized treatment, and
efficient management of pediatric kidney stone disease. The existing literature supports the potential benefits of
Al applications in this field, highlighting its ability to enhance clinical outcomes for pediatric patients.
Machine learning algorithms integrated into Al systems demonstrate high accuracy when combined with
medical imaging data. For example, Convolutional Neural Networks can effectively identify kidney stones
in ultrasound or computed tomography images. Panthier et al.’s (2024) pivotal systematic review provides
evidence that Al models perform well in diagnosing kidney stones and may reduce errors and delays in
intervention (1). Activating Al tools within ultrasound equipment settings may further enhance detection and
diagnostic precision.

Individualized management is recommended in the treatment of pediatric kidney stone disease due to the unique
clinical history of each child. Al can analyze genetic, metabolic, and clinical data to support the selection
of appropriate therapeutic approaches. Predictive models can be used to estimate the risk of recurrence and
determine the most effective preventive strategies.

Close patient monitoring is essential, as adherence can significantly impact treatment efficacy and reduce the
risk of relapse. With the aid of wearable technology and mobile applications, Al can continuously track health-
related data—such as fluid intake, physical activity, and self-reported symptoms—in real time. These systems
can alert the care team to concerns such as inadequate hydration or early signs of stone formation, enabling
timely intervention. The literature indicates that patients under remote monitoring through Al-enhanced devices
demonstrate better compliance with treatment plans and, consequently, improved outcomes (2,3).

Al technology can also be used to develop personalized educational and entertaining materials for children
and their families. Al chatbots and virtual assistants can provide real-time updates, helping families identify
risk factors or symptoms and take preventive measures. Evidence suggests that such tools enhance patient
engagement and understanding (3,4).

In addition, AI holds significant potential in advancing research on pediatric kidney stone disease through
the analysis of Big Data patterns. While conventional research methods have limitations, machine learning
algorithms can identify emerging risk factors and novel treatment options, thereby expanding current knowledge
of kidney stone pathophysiology and driving innovation in treatment strategies (5).

Therefore, this paper highlights the significant potential of further integrating Al into the management of pediatric
kidney stone disease. From early diagnosis and appropriate treatment planning to recurrence prevention, holistic
follow-up, and effective patient education, Al offers valuable contributions to improving the quality of care for
affected children. To fully realize these possibilities, more focused research and continued investment in Al
applications within this field should be actively encouraged.
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OZET

Amag: Bu calisma, Osmanli donemi tibbi ile giiniimiiz Aile Hekimligi pratigi arasindaki benzerlikleri ve
farklhiliklar1 incelemeyi amaglamaktadir. Ozellikle her iki sistemin biitiinciil yaklasim, manevi destek ve
profesyonellik anlayislar1 arasindaki iliski degerlendirilmistir.

Yontem: Calisma nitel bir aragtirma olarak tasarlanmistir. Osmanli klasik donem tibb1 ile modern Aile Hekimligi
arasindaki benzerlikler ve farkliliklar {izerine literatiir taramas1 yapilmis, bu iki sistemin hekimlik anlayiglari
karsilastirilmigtir. Aragtirmada Milli Kiitiiphane gibi argivlerde yer alan Osmanli donemi tip eserleri incelenmis
ve bu eserlerden elde edilen bilgiler modern tibbin biyopsikososyal modeline entegre edilmistir.

Bulgular: Bu c¢alisma, Osmanli tibbinin toplum yénelimli, birey odakli ve manevi yaklasimlarinin giiniimiiz
Aile Hekimligi pratiginde de gozlenebilecegini gdstermistir. Osmanli tababetinde hastalar siirekli olarak
ayni hekim tarafindan takip edilmekte, hekimler hastalarin manevi ihtiyaglarini goz oniinde bulundurmakta
ve toplumsal sorumluluk tasimaktadirlar. Bu unsurlar, giiniimiizde Aile Hekimligi disiplini, biyopsikososyal
yaklasim, stirekli hasta-hekim iliskisi, giiven ve manevi destek unsurlarinin 6n plana ¢ikmasiyla benzerlikler
gostermektedir.

Sonu¢: Osmanli tibbinin uygulamalarindan gliniimiiz Aile Hekimligine aktarilan temel unsurlar, 6zellikle
koruyucu hekimlik ve biitiinciil yaklasim konularinda 6nemli bir etki yaratmistir. Aile Hekimligi, hastay1
sadece fiziksel degil, ayni zamanda psikolojik ve manevi boyutlariyla ele alarak hekimlik sanatini daha
goriiniir kilmaktadir. Bu baglamda, Aile Hekimligi uygulamalarinda toplumsal baglamin ve hastalarin manevi
ihtiyaglarmin dikkate alinmasi, modern tibbin insan odakli yaklasimini yeniden sekillendirebilecektir.

Anahtar kelimeler: Aile Hekimligi, Osmanli tibbi, Tip tarihi, Biitiinciil tip, Koruyucu hekimlik
ABSTRACT

Aim: This study aims to compare Ottoman medicine with contemporary family medicine practice, focusing on
the relationship between holistic care, spiritual support, and professionalism in both systems.

Methods: This study was designed as qualitative research. A comprehensive literature review was conducted to
compare the medical models of historical Ottoman medicine with modern family medicine. Ottoman medical
manuscripts preserved in institutions such as the National Library were analyzed, and the insights obtained were
integrated into the biopsychosocial model that underpins current medical practice.
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Results: Findings reveal that the community-oriented, patient-centered, and spiritually sensitive approach of
Ottoman medicine is also reflected in contemporary family medicine. In Ottoman practice, it was common for
patients to be treated by the same physician, who not only addressed their physical and spiritual needs but also
took responsibility for community health. These aspects align with the principles of modern family medicine,
which emphasize the biopsychosocial model, continuity of care, trust-based physician—patient relationships,

and the inclusion of spiritual care.

Conclusion: The foundational principles of Ottoman medicine have significantly influenced contemporary
family medicine, particularly in the areas of preventive care and holistic approaches. By addressing not only
physical health but also the psychological and spiritual well-being of individuals, family medicine fosters a
more comprehensive model of healing. In this context, integrating social determinants and spiritual needs into
family practice has the potential to profoundly enhance the human-centered nature of modern healthcare.

Keywords: Family practice, Ottoman medicine, History of medicine, Holistic health, Preventive medicine

Giris

Hekimlik meslegi tarih boyunca sadece teknik bir
bilgi alan1 olmanin 6tesine gecerek derin etik ve insani
degerlerle ozdeslesmistir. Tip alaninda meydana
gelen degisikliklerin tam olarak anlasilabilmesi icin
tarihsel bir perspektiften bakmak gerekmektedir. Tibbi
gelismeler yeni degildir. Tip, ilkuygulanmaya bagladigt
andan itibaren siirekli olarak degisim ve ilerleme
icerisindedir; yalnizca bu ilerlemenin hizi donemlere
ve kosullara gore farklilik gostermektedir. Bu degisim
ve ilerleme bazi bilimsel, teknolojik ve sosyal
durumlar ile etkilesim sonucu gergeklesmektedir (1).
Gilintimiizde, modern tipta bir disiplin olarak yerini alan
Aile Hekimligi bransi; koruyucu hekimlik misyonu ve
hastay1 birey olarak ele alarak biyopsikososyal yonden
degerlendirmektedir. Kadim tip uygulamalarindan
giiniimiize en yakin donem olarak degerlendirdigimiz
klasik Osmanli dénem hekimligi, uzmanlagmanin
baslamadigt donem olmasi nedeniyle biitiinciil
bakis acist icerdiginden dolay1 gilinlimiizle benzer
noktalar icermektedir. Gegmisten giliniimiize kadar,
hekimlerin meslek icrasinda sergiledikleri davranislar,
ozellikle iletisim becerileri, hasta-hekim iliskilerinin
merkezinde yer almistir. Osmanli tibbi geleneklerinde
vurgulanan erdem ve etik ilkeler, modern Aile
Hekimliginin temel degerleriyle pek ¢ok benzerlik
tagimaktadir. Bununla birlikte, tarihsel donemlerle
modern uygulamalar arasinda onemli farkliliklar
da bulunmaktadir. Bu galisma, Aile Hekimliginin
temel degerleri ile tarihsel donemlerdeki insani ve
etik yaklagimlarin etkilesimlerini, benzerliklerini ve
farkliliklarin1 incelemektedir. Bu c¢alismada, Aile
Hekimligi disiplini ile Osmanli tibbindaki biitiinciil
yaklasim arasindaki benzerlikler ve farkliliklar
tarihsel bir perspektifle degerlendirilerek, modern
tibbin insani ve etik yonlerinin gelistirilmesine dair bir
anlayis sunulmasi1 amaglanmaktadir.

Gereg ve Yontem

Bu c¢aligma, hekimlik sanatinin sosyal boyutlarinin
ele alinip tanimlanacagi nitel bir arastirma olarak
tasarlanmigtir. Nitel arastirmalarda yaygin olarak
"arastiritlan durumlar arasindaki Oriintiilerin ortaya
¢ikarilmasi" ve "¢okculuk™ ile farkliliklarin aranmas1"
yontemleri bu ¢aligma kapsaminda da benimsenmistir
(2,3). Bu yontemler, derinlemesine betimlemeler
yapilarak ve farkli bakis agilarint anlayarak
yorumlamak i¢in kullanilmistir. Arastirmada, nitel
caligmalara 0zgii olan biitiinciil yaklasim modeli
benimsenmis ve elde edilen veriler bu model {izerinden
analiz edilmistir.

Calisma, Nisan 2019- Agustos 2019 tarihleri arasinda
bir argiv taramasi olarak gergeklestirilmis olup
Osmanli dénemi tip uygulamalar ile ilgili literatiir
kaynaklar1, modern tip perspektifinden karsilastirmali
bir bi¢imde incelenmistir. Arsiv taramasi asamasinda,
Ankara’daki Milll Kiitiiphanede yer alan Osmanli
donemi tibbi eserleri ve bunlara dair yazili caligmalar
iizerine yapilan ikincil kaynaklar degerlendirilmistir
(4,5). Ogzellikle Osmanh tip ahlaki ve hekimlik
sanatinin genel cergevesini ¢izdigi i¢in T.C. Saglik
Bakanlig: tarafindan basilan ve Tip Tarihgisi Prof.
Dr. Nil Sari'nin kaleme aldigi “Osmanlilarda Tip
Ahlak1” eseri ¢alisma kapsaminda esas kaynak olarak
kullanilmistir. Bu eser klasik donemde Osmanl
tababetinin biitiinciil yaklagimimi yansitan kapsamli
bir kaynaktir ve ilgili izni alinarak kullanilmistir (6).
Osmanli saglik sistemi iki doneme ayrilmaktadir:
Birincisi, 1827 oncesindeki klasik donem; ikincisi
ise 14 Mart 1827 tarihinde Mekteb-i Tibbiyye-i
Sahane'nin agilmasiyla baglayan ve modern tibbin
temelini atan yenilik¢i donemdir (7). Bu calismada,
1827 tarihinin modernlesme siirecinin baglangict
olarak kabul edilmesiyle, klasik donem Osmanli
tababeti yani darligsifa donemi ele alinmistir. Bu
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doneme odaklanarak yapilan inceleme, arastirmacilar
tarafindan belirlenmis ve tarihsel baglamda Osmanl
tababetinin sosyal ve kiiltiirel ¢ergevesi derinlemesine
irdelenmistir.

Dartigsifa donemi Osmanli tababetinin merkezinde yer
alan koruyucu hekimlik anlayisinin giiniimiizdeki en
uygun karsiligini bugiin tibbin biitiinciil bir yaklagimla
uygulandigi Aile Hekimligi disiplini sundugu igin
bu disiplin iizerinden bir karsilastirma yapilmistir.
Aile Hekimliginin, WONCA (World Organization
of National Colleges, Academies and Academic
Associations of  General Practitioners/Family
Physicians) Avrupa Diinya Aile Hekimligi Birligi
tarafindan tanimlanan disiplin &zellikleri 15181nda,
klasik Osmanli tababeti ile kiyaslanmasi hem tarihsel
hem de ¢agdas tip uygulamalari agisindan 6nemli bir
perspektif sunmaktadir.

Bulgular

Osmanli Klasik Donem Tibbi, o donemdeki tibbi
gelismeleri Islam bilim insanlarinin  katkilari ve
bu donemdeki saglik anlayislart dogrultusunda
sekillendirmistir. Islam tibbi sadece Osmanli'da
degil, genis bir cografyada tibbi bilginin yayilmasina
ve saglik uygulamalarinin gelismesine 6nemli bir
katki saglanmustir. Islam medeniyetinin tip alanindaki
bilimsel ilerlemeleri, Avrupa'da bircok tibbi eserin
terciime edilmesiyle Bati tibbinin gelismesine zemin
hazirlamustir (7,8). Ozellikle Osmanli hekimlerinin
eserleri Avrupa'da yiizyillarca ders kitab1 olarak
okutulmus, bdylelikle Bati tibbinin Orta Cag’dan
modern tibbi doneme gecisinde Onemli bir rol
oynamislardir. Osmanli tibbi da Bati tibbindaki
gelismeleri dikkatle izleyerek bu bilgileri terciime edip
kabul etmek suretiyle geleneksel Osmanli tibbindan
modern Bati tibbina dogru bir doniisiim siirecine
girmistir (9). Osmanli tibbinin modern tibba dnciilitk
ettigi cerrahi uygulamalarini tasvir eden bazi minyatiir
ornekleri Sekil 1 ve 2°de sunulmustur (10,11).
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Sekil 1: Hasta bir adamin tedavisinde daglama

yonteminin uygulanmasi. Serefeddin Sabuncuoglu.
Cerrahiyyetii’l-Haniyye. Millet Kiitiiphanesi, Ali
Emiri, Tip 79 (10).
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Sekil 2: Serefeddin Sabuncuoglu’nun cerrahi
kitabindan erken donem bir anatomi sahnesi. © 2004
American Association of Neurological Surgeons (11).

Bu siireg, Bati'daki tibbi yeniliklerle paralel olarak
Osmanli'da da tibbi uygulamalarin modernlesmesini
tesvik etmistir.

Modern tibbin gelisimi, birgok teknolojinin (6rnegin
mikroskopun kesfi) ve yeniligin etkisiyle branslasma
stirecine girmistir. Ancak bu branglasma ilerledikge
hastalarin  biitiinciil bir sekilde degerlendirilmesi
zorlasmis ve bunun sonucunda tibbin daha kapsamli
bir yaklasim benimsemesi gerektigi vurgulanmistir.
Bugiin, hastalarin sadece fiziksel sagliklarinin degil
ayni zamanda psikolojik, sosyal ve ruhsal yonlerinin
de ele alinmast gerektigi anlagilmaktadir. Bu
cercevede, Aile Hekimligi disiplini, hastalar biitiinciil
bir bakis acisiyla degerlendiren, biyopsikososyal
yaklasim modelini benimsemis ve bu yaklasimin
modern tibbin gerekliliklerinden biri haline gelmesine
katki saglamistir (1). Osmanli Klasik Donem Tibba,
tibbi uygulamalarin sadece fiziksel saglikla sinirli
kalmayip hastalarin ruhsal ve sosyal ihtiyaclarini
da gozeten bir yaklasim gelistirmistir. Bu ydniiyle,
Aile Hekimligi disiplini Osmanli'nin "Memleket
Hekimligi" uygulamalartyla benzerlikler tasimaktadir
(12,13).

WONCA Avrupa Biyopsikososyal Yaklasim ve
Spiritiialite

Biyopsikososyal yaklasimi temel alan Aile Hekimligi
disiplini, hastalarin yalnizca biyolojik sagliklarinin
degil psikolojik ve sosyal sagliklarinin da ele alinacagi
ilkesine dayalidi. WONCA Avrupa, Aile Hekimligi
taniminda biyopsikososyal yaklagima cekirdek yeti
olarak yer vermektedir. Bu yaklagim, hastanin sadece
fizyolojik boyutuyla degil psikolojik, sosyal ve kiiltiirel
boyutlariyla da ele alinmasini, tedavi siirecini ¢ok
yonlii bir bakis agisina bagli olarak yonlendirilmesini
ifade eder (14). Bugiin, psikolojik ve psikosomatik
rahatsizliklarin yayginlagmasi manevi bir yaklagima
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olan ihtiyact daha da artirmistir. Bu baglamda, aile
hekimlerinin sadece biyolojik ve psikolojik diizeyde
degil aym1 zamanda manevi boyutta da hastalarini
degerlendirmeleri gerektigi savunulmaktadir. Manevi
bir yaklagim, ozellikle birinci basamak saglik
hizmetlerinde ¢alisan hekimler i¢in 6nemli bir mesleki
yeterlilik haline gelmistir (15).

Spiritiialite, iyilesme siirecinde ©Onemli bir rol
oynamaktadir. Modern literatiirde spiritiialite bir
kisinin yasamina "agkin bir anlam katma" olarak
tanimlanmaktadir. Bu yaklasim, hastalarin sadece
fiziksel sagliklartyla ilgilenmenin Otesine gecerek,
onlarin igsel diinyalarini ve yasam anlayislarini da goz
ontinde bulundurmay1 gerektirir. Kronik hastaliklar
ve agir hastaliklarla miicadele eden bireylerin
maneviyati, iyilesme siire¢lerinde merkezi bir rol
oynamaktadir. Ayrica, hastalik ve 6liim gibi sarsict
durumlar karsisinda manevi bir yonelim, hastalarin
duygusal dengeyi bulmalarma ve stresle basa
cikmalarma yardimci olabilir. Bu baglamda, sadece
fiziksel iyilegsme degil ayn1 zamanda hastalarin ruhsal
ve manevi iyilesmesi de Onemlidir (16). Osmanh
tibbi, modern tibbin aksine, hastalarin ruhsal ve
manevi yonlerini dikkate alarak onlar1 iyilestirmeyi
amaclamgtir.

Osmanli hekimleri, hastalarin ve yakinlarinin tibbi
bilgi ve tecriibenin yan1 sira, manevi bir anlayisla da
desteklenmesi gerektigini vurgulamislardir. Hekimler,
hastalarmma sadece fiziksel tedavi uygulamakla
kalmayip onlarin moral ve manevi ihtiyaglarin
da karsilamaya calismiglardi. Moral  destek
uygulamalarindan biri olarak degerlendirilebilecek
miizik terapisi, Sekil 3'te bir minyatiir araciligryla
tasvir edilmigtir (17).

Sekil 3: Bayezid II Hastanesi'nde miizik terapisiyle
tedavi edilen delileri tasvir eden bir minyatiir, Nil Sari
tarafindan arsivlenmistir (17).

Bu yaklasim hastalarin beklentilerini dengeledigi
gibi gelecekte hekime karsi olugabilecek olumsuz
tutumlara da engel olmustur. Osmanli hekimliginin
bu biitiinciil yaklagimi giiniimiiz Aile Hekimligi
disiplininde de gegerliligini korumaktadir.

Aile Hekimligi ve Osmanh Klasik Dénemi Tibbi
Arasindaki Baglanti

Aile Hekimligi, modern tibbin bir disiplin olarak
gelismis olmasma ragmen, gec¢misteki saglik
uygulamalarinin etkilerini bugiine tasimaktadir.
Osmanli doneminde hekimler, tibbi bilgi ve
tecriibelerini hastalarin manevi ve sosyal ihtiyaclari ile
birlestirerek sifa bulma siirecini ¢ok boyutlu bir hale
getirmislerdir. Osmanli'da tabip olmanin sadece tibbi
bilgiye dayanmadigi, ayn1 zamanda hekimde aranan
karakter 6zellikleri ile de ilgili oldugu anlagilmaktadir.
Hekimlerin sabirli, giiler yiizli, neseli ve huzurlu
olmalar1 beklenmis ve bu 6zellikler hastalarla kurulan
iligkiyi giiclendirmistir (18). Ayrica, hekimlerin hasta
tedavisine olan sorumluluklari, sadece fiziki tedavi
ile sinirli kalmayip ayni zamanda hastanin ruhsal
ve manevi yonden ihtiyacina duyarli bir sekilde
sirdiiriilen bir prosestir. Bugiin Aile Hekimligi,
psikososyal yonlere dikkat ederek biitiinciil bir tedavi
siireci sunmaktadir. Son zamanlarda modern tibbin
branslasma egiliminde olmasi, hastalar1 daha biitiinctil
degerlendirmeyi zorlagtirirken Aile Hekimligi bu
acig1 kapatarak biyopsikososyal yaklasimi 6n plana
cikartmaktadir (19).

Hekimlik meslegi, tarih boyunca yalniz bilgi ve beceri
degil ayn1 zamanda yiiksek ahlaki degerler gerektiren
kutsal bir meslek olarak kabul edilmistir. Hipokrat'tan
bu yana hekimlerin tasimasi1 gereken nitelikler ve etik
sorumluluklar farkli donemlerde cesitli sekillerde dile
getirilmistir. Osmanli tip geleneginde de hekimler
bilgi, maharet ve ahlak unsurlarin1 bir arada tasiyan
bireyler olarak tanimlanmistir.

Etik ilkeler, Osmanli déneminde hekimlerin goérev
ve sorumluluklari; vakfiyelerde, fiitiivvetnamelerde
ve hekimbagilarin eserlerinde vurgulanmistir (20).
Hekimlerden beklenen baslica nitelikler sdyledir:

1. Bilgi ve Maharet: Hekimler, hastalarin sagligi icin
gerekli bilimsel bilgi ve beceriyle donanmis olmali,
tibbi uygulamalar titizlikle yerine getirmelidir.
Vakfiyelerde bu 6zellik, "zeki, iyi yetismis ve mahir"
tabirleriyle ifade edilmistir.

2. Ahlaki Erdemler: Hekimler i¢in iffet (ahlaklilik),
tevazu  (algakgoniilliiliik), dogruluk, comertlik,
adalet ve emniyet (giivenilirlik) gibi erdemler 6ne
c¢ikmaktadir. Emir Celebi hekimin kibirden uzak,
alcakgoniillii ve diiriist olmas1 gerektigini belirtmistir.
3. Hikmet Sahibi Olmak: Hikmet, Osmanli tip
gelenegindeki hekimlik anlayiginin temel taglarindan
biridir. Hekim, yalmz tibbi bilgiler ile smirh
kalmamali, farkli bilim dallar1 ile de asina olmalidir.
Iste bu nedenle Osmanli hekimi "filozof-tabip"
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anlayisin1 benimseyerek nedeniyle ¢ok yiiksek ahlaki
olgunluga ulagsmis bireyler olarak goriilmiislerdir.

4. Sadakat ve Adalet: Sadakat, hekimin meslegine ve
hastalarma kars1 hissettigi sorumluluk bilincini ifade
ederken; adalet ise din, dil, irk ve sosyal statii farki
gozetmeksizin herkese esit olarak hizmet sunma ilkesi
ile iligkilendirilmistir (21).

Osmanli tip geleneginde hekimlik, bilgi ve becerinin
yant sira ahlaki erdemlerin de 6n planda tutuldugu bir
meslek olarak tanimlanmistir. Hekimler, toplumun
her kesimine esit hizmet sunmayr ilke edinmis
ca mesleklerini “Allah’in kullarina deva arama”
bilinciyle icra etmiglerdir. Bugiin modern tibbin etik
degerleri, bu kadim ilkelerle paralellik gdstermekte ve
geemisten glinlimiize hekimin yiiksek sorumlulugunu
vurgulamaktadir.

Osmanh Tip Gelenegi ve Modern Aile Hekimliginin
Temel Degerleri

Osmanli doneminde, hekimin ahlaki nitelikleri 6n
planda tutulmus, bilgi ve becerinin Stesinde erdemli
bir kisilik beklenmistir. Dartigsifa vakfiyeleri ve
fiitivvetnamelerde vurgu yapilan degerler Tablo 1°de
gosterilmistir.

Tablo 1: Dariissifa vakfiyeleri ve flitiivvetnamelerde
vurgu yapilan degerler

Osmanl Hekiminin Aciklama
Ozellikleri ¢

Tevaz Iletisimde algak
goniilliilik ve saygi (6).
. Bilgelik ve diger bilim
Hikmet dallarina da ilgi (22).
Hastalara baglilik ve
Sadakat giivenilirlik (23).
Hekimin hastalari
Adalet ve Vefa arasinda ayrim
yapmamasi (23).
Modern Aile Hekimligi pratigi, bu ilkeleri
biyopsikososyal yaklasimla birlestirerek  bireyi

bir biitlin olarak ele almayi amaglar (24). Cagdas
pratiklerde 6ne ¢ikan degerler Tablo 2°de gosterilmistir:

Tablo 2: Modern Aile Hekimligi pratiginde one ¢ikan

degerler
Aciklama

Hastanin tiim
yasam boyu
siire¢lerinin
izlenmesi.

Aile Hekimligi Pratiginin

Temel Degerleri

Kapsamli ve Siirekli Bakim

Aile Hekimligi Pratiginin

Aciklama

Hastanin bireysel
ozellikleri ve
cevresel baglamini
dikkate alma.

Hastaliklar1 tedavi
etmekten ¢ok,
sagligi koruma ve
gelistirme.

Temel Degerleri

Kisi Merkezli Yaklagim

Koruyucu Hekimlik

Bireysel bakimi
toplum sagligi ile
entegre etmeyi
amaclama.

Toplum Yo6nelimli Hizmet

Hastay1
biyopsikososyal bir
modelle ele alma.

Biitiinciil Bakis Agist

Osmanli tibbinda "hikmet sahibi olma" kavramiyla
ifade edilen yaklasim, modern Aile Hekimligindeki
biitlinctil yaklagimin tarihsel bir Onciisii olarak
goriilebilir. Modern tipta bu kavram, hekimlerin sadece
biyomedikal bilgilerle sinirli kalmayarak hastalarinin
sosyal, psikolojik ve kiiltiirel baglamlarini anlamalarini
saglayan bir anlayis olarak karsilik bulmaktadir
(25). Ozellikle hasta merkezli bakim ve empati gibi
unsurlar, hikmet kavramimin giincel bir yansimasidir.
Ayrica, modern tipta multidisipliner yaklasimlar ve
toplum saghgi perspektifi, hikmetin birey ve toplum
dengesini gozeten yonleriyle Ortiismektedir. Ancak,
giiniimiizdeki bilimsel bilgi ve teknoloji bu yaklagima
daha kanita dayali bir altyap: saglamistr.

Benzerlikler

Biitlinciil Bakis: Osmanli hekimleri, hastay1 sadece
hastaligiyla degil ruhsal ve sosyal boyutlariyla da
ele almis, modern Aile Hekimligi de ayni sekilde
biyopsikososyal bir model benimsemistir (23).
Erdeme Dayali Hekimlik: Her iki doénemde de
hekimlik erdem ve etik tizerine kurulu bir meslek
olarak tanimlanmustir. Osmanli'daki "hikmet" anlayisi,
modern hekimligin empati ve iletisim becerilerine
vurgu yapan yaklagimiyla ortiismektedir (22).
Hasta-Hekim Iliskisi: Osmanli tibbinda hekimlerin
giiler yiizlii, sabirli ve anlayish olmak mecburiyeti,
giiniimiizde de Aile Hekimliginin 6nemli unsurlarindan
birisidir (6).

Farkhhklar

Bilimsel Temel: Osmanli déneminde tip, daha g¢ok
geleneksel ve metafizik unsurlarla harmanlanmisken
modern Aile Hekimligi kanita dayali tibb1 esas
almaktadir. Bu fark hasta-hekim iligkisine de dogrudan
yansimaktadir. Osmanlidéneminde hekim-hastailigkisi
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daha ¢ok kisisel ve sezgilere dayali bir bag igerirken
modern donemde bu iligki daha ¢ok bilimsel ve kanita
dayali bilgiler ¢ercevesinde sekillenmektedir. Fakat,
modern tipta insani ve empati odakli yaklagimlarin
onemi, bilimsel temelli uygulamalar1 destekleyerek
hasta memnuniyetini artirmaktadir. Ancak bu bilimsel
temelin biitiinciil ve insani yaklasimi azaltmamasi
gerektigi vurgulanmaktadir (5).

Teknolojik Destek: Cagimizda Aile Hekimligi tani
ve tedavi siireclerinde teknolojiden yogun sekilde
yararlanirken Osmanli doneminde hekimin yetkinligi
daha ¢ok deneyim ve sezgiye dayaliydi (6).

Toplum Yoénelimli Saghk Hizmetleri: Osmanli'daki
tip hizmetleri, daha ¢ok bireysel hasta bakimina
odaklanirken modern Aile Hekimligi, bireysel bakimi1
toplum sagligi ile entegre etmeyi amaglamaktadir (23).

Tartisma

Sonu¢ olarak, Osmanli Klasik Doénem Tibbinin
benimsedigi biitiinciil yaklagim, gilinimiiz Aile
Hekimligi disiplininin temellerini olusturmustur. Bu
disiplin, hastalarin yalnizca biyolojik degil psikolojik
ve manevi yonlerini de dikkate alarak kapsamli bir
tedavi siireci yiiriitmektedir. Aile Hekimligi, Osmanl
hekimliginin mirasini tasiyarak giiniimiizde bireyin
tiim yonlerini goz 6niinde bulunduran ve biitiinciil bir
saglik hizmeti sunmaktadir.

Biitiinctil yaklasim, saglik hizmetlerinde yalnizca
fiziksel saglik sorunlarinin degil ayn1 zamanda bireyin
psikolojik, sosyal ve manevi yonlerinin de dikkate
alindigi bir saglhik modeli olarak tanimlanabilir.
Bu yaklagim, bireyi bir biitiin olarak ele almay1
ve hastaligin tedavisini tim bu boyutlart g6z
oniinde bulundurarak sekillendirmeyi amaglar. Aile
Hekimligi, bu biitiinciil yaklagimin en etkili bir sekilde
uygulanabildigi saglik disiplinlerinden biridir. Cilinkii
aile hekimleri hastalarma uzun siireli, siirekli bakim
saglayarak onlar1 sadece bir hastalikla degil birey
olarak tanir ve onlarin yasam bigimlerini, degerlerini,
sosyal cevrelerini goz Oniinde bulundurur. Boylece,
saglik hizmeti sunarken sadece tedavi edici degil
ayn1 zamanda koruyucu ve iyilestirici bir yaklagim
sergilenir (22,23).

Aile Hekimliginde biitiinciil yaklasim bireyin saglk
ihtiyaglariin tiim yonleriyle ele alimmasimni saglar.
Bu yaklagim, hastalarin tibbi sorunlarinin 6tesinde,
onlarin psikolojik ve sosyal durumlarim da goz
onilinde bulundurmay1 gerektirir. Bu baglamda, aile
hekimlerinin hastalarina sadece hastaliklarina ydnelik
tedavi sunmakla kalmayip onlarin duygusal, sosyal ve
manevi yonlerini de dikkate almalar1 gerekir. Bununla
birlikte, bir biitlinciil yaklagima dogru gidisin, saglik
hizmetlerinin daha etkili ve hasta i¢in daha kapsamli
bir iyilesme siireci sunmasi saglar (28).

Bu biitiinciil yaklagima paralel olarak son yillarda
literatirde maneviyatin saglik {izerine etkileri de daha
cok yer almaktadir. Maneviyat, bireyin yagamindaki
anlam arayisi, inanglar ve ruhsal ihtiyaglarla dogrudan

ilgili olup bu yonlerin hastalikla basa ¢ikmada ve
iyilesme siirecinde 6nemli bir rol oynadigina dair
bulgular vardir (29). Aile Kekimligi disiplininde,
hastalarin  manevi ihtiyaglarmin g6z  Oniinde
bulundurulmasi, bu bireylerin sagliklarina biitiinciil
bir sekilde yaklasilmasini saglar. Aile hekimlerinin,
hastalarinin manevi ydnlerini anlamalar1 ve bu
alanda destek sunmalar1 tedavi siirecinde dnemli bir
katki saglar. Yapilan arastirmalar, aile hekimlerinin
hastalarina manevi destek saglama konusunda
diger branglara gore daha fazla istekli olduklarini
ortaya koymaktadir (15). Bu da Aile Hekimliginin,
hastalarina sadece fiziksel saglik hizmeti sunmakla
kalmayip ayni zamanda onlarin duygusal ve manevi
ihtiyaglarina da duyarli olmasinin dnemini bir kez
daha vurgulamaktadir.

Aile hekimlerinin hastalarina uzun siireli bakim
sunma imkani, onlarin maneviyat gibi daha soyut ve
duygusal konularda da daha fazla bilgi edinmelerine
olanak tanir. Aile hekimleri, hastalarinin inanglarini
ve manevi ihtiyaclarini anlayarak bu konuda rehberlik
edebilir, gerektiginde manevi destek sunabilir ve
sagligi gelistiren manevi gretileri hastalarina 6nererek
iyilesme siirecine katkida bulunabilirler (30). Aile
Hekimligi, bu yoniiyle, Osmanl tababetindeki sifa
verme anlayisina benzer bir yaklasim sergiler; ¢ilinkii
Osmanli hekimleri, hastalarin manevi durumlarin
da tedavi siirecinin bir pargasi olarak gérmiislerdir.
Osmanli tababetinde, hekimler hastalarina yalnizca
fiziksel sagliklarina odaklanmakla kalmamis ayni
zamanda onlarin ruhsal ve manevi ihtiyaglarini da
dikkate almiglardir (5).

Profesyonellik, saglik hizmetlerinde bireyin etik
sorumluluklarini, meslek degerlerini ve hastalaria
kargi duydugu saygiy1 ifade eder. Aile Hekimliginde
profesyonellik, hekimin sadece tibbi bilgi ve
becerilerini degil ayn1 zamanda etik sorumluluklarini
da yerine getirmesini gerektirir. Aile hekimleri
hastalarina sefkat, anlayis ve empati ile yaklagsmali,
onlarin hem fiziksel hem de psikolojik ihtiyaclarini
goz Oniinde bulundurmahdirlar. Aile Hekimligi,
profesyonelligin bir yansimasi olarak hastalarla giiven
temelli bir iliski kurmayi hedeflemektedir. Bu giiven
iligkisi, hasta-hekim iletigiminin etkinligini artirarak
tedavi siirecini iyilestirmektedir (31).

Modern tibbin teknoloji ve mekaniklesmeye kaymasi,
hekimlerin profesyonelliklerini sadece tibbi bilgi
ve becerilerle sinirli tutmalara yol agabilmektedir.
Ancak Aile Hekimligi, hekimlerin hastalarina daha
fazla zaman ayirmalarina, onlarin bireysel saglik
ihtiyaclarini anlamalarina ve tiim bu siiregleri empati
ve sefkatle yonetmelerine olanak tanir. Aile Hekimligi
disiplininin temel 6zelliklerinden biri de hekimlerin
hastalarina uzun siireli bakim saglayarak onlarla
daha derin bir bag kurabilmesidir. Bu bag, hekimlerin
sadece fiziksel saglik sorunlartyla degil ayn1 zamanda
hastalarinin psikolojik ve manevi ihtiyaglartyla da
ilgilenmelerine olanak tanir (32).



Gokge ve ark.

Bilindigi iizere sefkat, merhamet gibi duygular tip
ahlaki agisindan birer deger tagimakta ve iyilesmeye
olumlu katkilar sunmaktadir. Tip teknolojilerinin
ilerlemesine paralel olarak teknik beceri ve uygulama
artmakla birlikte artan hasta yogunlugu nedeniyle
doktorlar hastalariyla daha az bas basa vakit gecirmeye
baglamigtir. Bu durumda da hastaya sunulan sefkatli
bakim verme imkani azalmistir (27). Tiim bu agilardan
Osmanli tababetindeki halk tarafindan da tesis edilen
saygl giiniimiizde unutulmaya ve ihmal edilmeye
baglanmistir. Ancak bu durumu tersine ¢evirebilecek
6nemli bir firsata da gliniimiiz hekimlik profesyonelligi
sahiptir. Aile Hekimligi hastalara yeterli ve nitelikli
vakit ayirma noktasinda bir ¢ikis kapisi olmustur.
Aile Hekimligi, hekimlik mesleginin topluma agilan
ilk penceresidir. Kisilerin saglik bakimindan ilk temas
noktasi olmast nedeniyle insanlarda olusturdugu etki,
tim hekimler ve tip meslegi hakkindaki yargilar
da olumlu ydnde etkileyebilecek bir giice sahiptir.
Bu baglamda profesyonel bir kimlik sergilemesi
bakimindan aile hekimine bir dizi gorevler diistiigii
ilgili  literatiirde = vurgulanmaktadir: ~ Hastasina
oncelik verip saygi duymali, hasta ile olan iligkisini
uygun Olgiide silirdiirmeli, smirlarini  agsmamali,
uygulamalarinda adaleti gozetmeli, kanita dayali
bilimsel bilgileri  kullanmali, meslektaslarinin
saygmligini korumali, c¢atisma durumlarmi giiveni
sarsmayacak dogrultuda yonetmeli, yetersiz hissettigi
noktalarda yardim almaktan ¢ekinmemeli, her seyden
once hastaya zarar vermeme, yarar saglama odakl
hareket etmeli, Ozerklife ve mahremiyete saygi
gostermeli ve rol model olarak kisisel sagligini da
ihmal etmemelidir (33).

Aile hekiminde bulunmasi gereken bu 6zelliklere ek
olarak, kisiyi iyi bir insan yapan ve yaptig1 isi de iyi
yapmasint saglayan ve profesyonellik kapsaminda
degerlendirilebilecek olan bazi baska Onemli
sifatlardan ilgili literatiirde ayrica bahsedilmektedir.
Bunlar;  miitevazi-algakgoniillii,  giler  yiizli,
yardimsever, sefkatli-merhametli, sempatik- yakindan
ilgili, ahlakli, sabirli ve diiriist, hatalarin1 kabul eden,
maddiyat¢i olmayan- kanaatkdr, magrur olmayan,
randevusuna Ozen gosteren, hastalarini anlayan ve
onlara bilmesi gerekenleri iyice anlatan, hastalarina
zaman ayiran ve iyimser- umut verici bir hekim
olabilmektir. Hekimlerin bu sifatlara sahip olabilmesi
Aile Hekimligi kimliginin ve mesleki profesyonelligin
olusabilmesi ac¢isindan olduk¢a oOnemlidir (29,31).
Toplumda sayginligin yeniden tesisi belki de bu sekilde
s6z konusu olabilecektir. Nitekim Aile Hekimligi
6zelinde olusturulabilecek bu sekildeki kuvvetli ve
kaliteli bir hasta-hekim iletigimi giiniimiizdeki bir¢ok
sorunun bastan ¢oziilmesine katki sunulabilecektir.
Goriildiigi iizere Osmanli tababetindeki var olan
bu tiir kazanimlara kulak verilmesi giiniimiizde Aile
Hekimligi ile olmustur ve ilgili ¢alismalar da bu
hususu destekler niteliktedir. Ancak bu g¢aligmalarin
azlig1 bu hususta kadim Osmanli tibbina daha ¢ok
g0z gezdirilmesini de gerekli kilmaktadir. Boylelikle
biitlinciil bir yaklasimin alt dinamikleri daha goriiniir

kilinabilir ve daha ayaklar1 yere basar bir yaklasim
héline getirilebilir.

Hekimlerin hastalarinin sikintilarina ¢6ziim bulmaya
calisirken i¢inde bulunduklari sosyal ve psikolojik
durumlart da g6z 6niinde bulundurup tani ve tedaviye
karar vermeleri gerekir. Yani bir hekimin hekimlik
yetisinin olugabilmesi i¢in birgok farkli parametreyi
sentezleyebilmesi ve analiz edebilmesi gerekmektedir.
Hastay1 tanidan tedaviye yonlendirmek ve sifaya
kavusturma siireci bir anlamda hekimlik sanatmin
icra edilmesi ile miimkiin olabilmektedir. Nitekim
hastanin acilarint ve beklentilerini anlayip analiz
edebilmek ve teshisi koyup ¢6ziime kavusturabilmek
bir hekimin sanattaki ustaligim1 ortaya koydugu bir
stireci tarif eder (34,35). Bilimsel bilgi ile sefkat,
merhamet ve empatiyle hasta takibi yapabilmek
hekimlik yapmay1 sanatlastiran &zelliklerdir. Bunu
bu sekilde ifade eden Lown B. “Lost art of healing”
adli makalesinde giiniimiizde bu unutulan hekimlik
sanatina deginmektedir (36). Ayrica bu tip sanatinin
Aile Hekimligi uygulamasinda empati yapmak, giiler
yiizli olmak, hastanin tepkisini degerlendirerek
iyilesmeyi tesvik edecek sekilde iletisimde olmak
gibi “pratik davraniglarda bulunmak” seklinde
Ozetleyen Dr. Egnew; hastaligin ve 1zdirabin ancak
tip sanatiyla giderilebilecegine de dikkat ¢ekmektedir
(37). Dolayisiyla giiniimiizde hekim ismini de tagiyan
bir brans olan Aile Hekimliginin hekimlik sanatim
biitiinciil yaklasim perspektifi ile daha da ortaya
koymasi beklenebilir.

Sonug¢

Aile Hekimligi pratigini tarihsel donemlerden
giinlimiize incelemek, meslek etiginin ve insani
degerlerin ~ hekimlikteki ~ vazgecilmez  roliinii
vurgulamaktadir. Bu ¢ergevede ge¢misin erdem ve
biitiinciil yaklasimina dayali kazanimlart modern Aile
Hekimligi uygulamalarinda hasta memnuniyetini ve
bakim kalitesini artirma potansiyeli tagimaktadir.
Omnegin, giiniimiizdeki hasta-hekim iliskilerinde
empati odakli yaklagimlar sadece hastaligi tedavi
etmeye degil ayni zamanda hastanin psikososyal
ihtiyaclarimi  karsilamaya  yonelik  uygulamalart
giiclendirebilir. Ayrica, toplum sagligina ydnelik
projelerde, ge¢misteki dayanmigma ve toplumsal
sorumluluk anlayisinin yeniden ele alinmasi halk
saglig1 politikalarinin etkinligini artirabilir.

Sonu¢ olarak Aile Hekimligi, biitiinciil bir saglik
yaklagimini hayata geciren ve profesyonel degerleri,
sefkat, empati ve etik sorumluluklarla birlestiren
bir saglik disiplinidir. Aile hekimlerinin hastalara
yalnmzca fiziksel saglik acisindan degil aym
zamanda psikolojik, sosyal ve manevi boyutlardan
da yaklagmalar1 saglik hizmetlerinin daha kapsayici
ve etkili olmasini saglamaktadir. Bu yaklagim,
Osmanli tababetinin biitiinciil sifa anlayisina benzer
bir perspektif sunmakta olup modern tibbin ihtiyag
duydugu insan merkezli bir saglik hizmeti modelini
temsil etmektedir.
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ABSTRACT

Objective: The COVID-19 pandemic has negatively affected healthcare services globally, leading to the
postponement of elective surgical procedures. This study aims to compare the characteristics of patients
diagnosed with renal tumors during the COVID-19 pandemic with those who presented before the pandemic.

Materials and Methods: The study included renal tumor cases from the period when elective surgeries were
postponed (March 2020 — April 2021) and cases from the pre-pandemic period (January 2018 — March 2020).
Demographic data, tumor size and localization, surgical techniques, and pathology results of the patients were
retrospectively analyzed.

Results: A comparison of operations and surgical techniques performed before and after the pandemic showed
a significant increase in the rate of radical nephrectomies in laparoscopic cases during the post-pandemic period,
while the rate of partial nephrectomies decreased. No significant difference was observed in open surgery cases.
A significant increase in tumor size was detected after the pandemic, but no difference was observed in Fuhrman
grading. Regarding T staging, a shift from stage 1a to stage 2a was observed after the pandemic. There was no
significant difference in the rate of incidental tumor detection or the frequency of hematuria symptoms.

Conclusion: The COVID-19 pandemic has led to significant changes in the management of patients with renal
tumors. The postponement of surgical interventions during the pandemic may have resulted in the detection
of tumors at more advanced stages and increased rates of radical nephrectomy. Developing individualized
treatment protocols by considering patients' comorbidities and tumor stages during this period will contribute
to shaping future treatment strategies.

Keywords: COVID-19, Renal tumors, Nephrectomy, Surgical delays
OZET
Amac: COVID-19 pandemisi, kiiresel 6l¢ekte saglik hizmetlerini olumsuz etkilemis ve elektif cerrahi islemlerin

ertelenmesine neden olmustur. Bu calismada, COVID-19 pandemisi doneminde bdbrek timorii tanisi alan
hastalarin 6zelliklerinin pandemi 6ncesi donemde bagvuran hastalarla karsilastirilmas: amaglanmstir.

2
=
R
<
=
(]
=
<
O
w2
(]
[

12


https://orcid.org/0000-0002-2120-9888
https://orcid.org/0000-0002-4183-6045
https://orcid.org/0000-0001-5760-5084
https://orcid.org/0000-0002-0141-8199
https://orcid.org/0000-0002-2667-0569
https://orcid.org/0000-0003-2417-4921
https://orcid.org/0000-0003-3520-8138

Kirdag ve ark.

Gerec ve Yontemler: Caligmaya, Mart 2020 — Nisan 2021 tarihleri arasinda elektif cerrahilerin ertelendigi
donemde ve Ocak 2018 — Mart 2020 tarihleri arasinda gergeklestirilen bobrek tiimorii vakalart dahil edilmistir.
Hastalarin demografik verileri, timor boyutu ve lokalizasyonu, uygulanan cerrahi teknikler ve patoloji sonuglari
retrospektif olarak incelenmistir.

Bulgular: Pandemi Oncesi ve sonrasi donemde gerceklestirilen operasyonlar ve cerrahi teknikler
degerlendirildiginde, laparoskopik vakalarda radikal nefrektomi oranlarmin pandemi sonrasi belirgin
sekilde arttig1, parsiyel nefrektomi oranlarinin ise azaldigi saptanmigtir. Agik cerrahi vakalarda ise anlamli
bir fark izlenmemistir. Pandemi sonrasi kitle boyutlarinda anlamli bir artig tespit edilirken, Fuhrman
derecelendirmesinde ise fark gozlenmemistir. T evresi acisindan, pandemi sonrasi evre la’dan evre 2a’ya bir
kayma oldugu belirlenmistir. insidental timér saptanma oranlarinda ve hematiiri semptomlarinda ise anlamli
bir fark bulunmamugtir.

Sonu¢: COVID-19 pandemisi, bobrek timorii hastalarinin tedavi siireclerinde belirgin degisikliklere yol
acmugtir. Pandemi doneminde cerrahi miidahalelerin ertelenmesi, tiimorlerin daha ileri evrelerde saptanmasina
ve radikal nefrektomi oranlarinda artisa neden olmustur. Bu siiregte hastalarin komorbiditeleri ve timor evresi
dikkate alinarak bireysellestirilmis tedavi protokollerinin uygulanmasi, gelecekteki tedavi stratejilerinin

sekillendirilmesine katki saglayacaktir.

Anahtar Kelimeler: COVID-19, Bobrek tiimorleri, Nefrektomi, Cerrahi gecikmeler

Giris

Renal hiicreli kanser, tiim yetiskin kanserlerinin %2-
3'tinli olusturmaktadir. 2018 yilinda diinya genelinde
415.000 yeni vaka tespit edilmis ve 180.000 vaka da
renal hiicreli kanser nedeniyle hayatin1 kaybetmistir
(1). Renal kitlelerin gogu geg evrelere kadar semptom
vermeyebilir. Cogu kitle, goriintiileme yontemleriyle
tesadiifen saptanmaktadir (2). Yapilan bir ¢alismada,
bobrektiimorlerinin%60'1evre 1-2,%36's1iseevre 3-4'te
tesadiifen saptanmaktadir (3). Semptomatik bdbrek
tiimorlerinin  %30'unda paraneoplastik semptomlar
goriilmektedir (4). Kanser tedavisinde multidisipliner
bir yaklagim gereklidir. Kanser tedavisinde kaliteli
bir saglik sistemi de 6nemli bir faktdérdiir. COVID-19
pandemisi siirecinde, diger hastaliklarin tedavisinde
oldugu gibi kanser tedavisinde de yeni bir diizen ve
plan olusturulmasi gerekmistir. Pandemi siiresince,
SARS-CoV-2 enfeksiyonuna yakalanmamak igin
kanser hastalarinda gereksiz testlerin yapilmamasi
ve bazi hastalarin ameliyatlarinin pandemi sonrasina
ertelenmesi gibi yontemler uygulanmistir. Pandemiye
bagl olarak hastalarin tan1 ve tedavisinde gecikmeler
yasanmistir. Bazi ulusal dernekler ve kanser aragtirma
topluluklari, COVID-19 pandemisi doéneminde yeni
kilavuzlar yayinlamiglardir (5). Pandemi siirecinde
bobrek kanseri tanisi konan hastalar, yatarak tedavi
edilmesi halinde = SARS-CoV-2 enfeksiyonuna
yakalanma ve enfeksiyona baghi olim riski ile
kargt karsiya kalma ihtimaliyle karsilasmislardir
(6). Calismamizda, pandemi Oncesi ve sonrasinda
bobrek tiimorlerinin 6zelliklerindeki degisiklikleri ve
operasyon sonuglarini karsilastirmayi planladik.
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Gere¢ ve Yontem

Caligmaya dahil edilen 62 hastadan 32'si pandemi
oncesi donemde (Ocak 2018- Mart 2020), 30'u ise
pandemi sonrast donemde (Mart 2020- Nisan 2021)
tedavi edilmistir. Hastalarin preoperatif goriintiileme
sonuglar1 bilgisayarli tomografi (BT) ile elde
edilmistir. Tomografik incelemelerde, tiimoriin
boyutu, lokalizasyonu ve hangi bobrekte yer aldig:
tespit edilmistir. Hasta verileri retrospektif olarak
toplanmis ve hasta dosyalar1 incelenmistir. Hastalarin
demografik ozellikleri (yas, cinsiyet), preoperatif
biyokimyasal test sonuglar1 (serum kreatinin, hematiiri
varligl) ve tiimorle ilgili 6zellikler (timdr boyutu,
lokalizasyonu) kayit altina alinmistir. Ayrica, cerrahi
yontem (laparoskopik veya agik cerrahi), uygulanan
cerrahi teknikler (radikal nefrektomi veya parsiyel
nefrektomi) ve patolojik sonuglar (Fuhrman derecesi,
evreleme) detayli olarak degerlendirilmistir. Verilerin
istatistiksel analizi, SPSS (Statistical Package for
Social Sciences) yazilimi kullanilarak yapilmistir.
Pandemi oncesi ve sonrasi gruplar arasindaki farklar,
kategorik veriler i¢in Ki-kare testi ve siirekli veriler
icin t-testi ile degerlendirilmistir. P degeri <0.05 olarak
belirlenen sonuglar istatistiksel olarak anlamli kabul
edilmistir. Calismamizda elde edilen veriler, Samsun
Universitesi Tip Fakiiltesi Klinik Arastirmalar Etik
Kurulu (SUKAEK-2023 9/8) tarafindan onaylanmis
ve tiim hasta verileri gizlilik ilkelerine uygun sekilde
degerlendirilmistir.
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Bulgular

Calismaya dahil edilen 62 hastanin, pandemi
oncesi (32 hasta) ve pandemi sonrasi (30 hasta)
gruplarindaki yas, cinsiyet, biyokimyasal degerler
ve preoperatif tomografik  degerlendirmelerde
istatistiksel olarak anlamli bir fark bulunmamistir.
Pandemi Oncesi ve sonrasi hastalar arasinda,
tiimorlerin lokalizasyonu ve bilyiikliigiinde anlamh
bir fark saptanmadig1 gibi patolojik incelemelerde de
Fuhrman derecelendirmesinde belirgin bir degisim
gozlemlenmemistir. Ancak, pandemi sonrasinda kitle
boyutunda anlamli bir artis gézlemlenmistir (Pandemi

oncesi 41.1423.3 cm vs. Pandemi sonrasi 50.7+21
cm, p=0.03). Pandemi siirecinde laparaskopik
radikal nefrektomi oranlarinda belirgin bir artig tespit
edilmistir (pandemi 6ncesi 6, pandemi sonrast 17,
p=0.002). Buna karsin agik cerrahi miidahalelerde
radikal ve parsiyel nefrektomi oranlarinda anlamli bir
fark bulunmamistir. T evresi degerlendirmelerinde
pandemi sonrasi evre la'dan evre 2a'ya kayma
gozlemlenmistir. Agri oranlarinda pandemi sonrasinda
artig tespit edilmistir (p=0.010). Hematiiri semotomlart
pandemi &ncesi daha sik gozlenmistir. Insidental
saptanma oranlarinda istatiksel anlamli fark tespit
edilmemistir(p=0,440).

Tablo 1: Bébrek Tiimérlii Hastalarin Pandemi Oncesi ve Sonrast Ozelliklerinin Degerlendirilmesi

I T

32 30

Hasta Sayis1

Median yas (y1l) (min-max) 56 (34-80) 58 (35-84) 0,800
Cinsiyet (Erkek/Kadin) 18/14 21/9 0,263
gi‘t’:lt:;';g;f/ dn 0,890,24 0,78+0,2 0,753
Hematiiri 6 (%18,8) 0 (0) 0,013
Agn 3 (%9,3) 11 (%36,6) 0,010
Insidental 23(%71,8) 19(%63,4) 0.440
Taraf (sag/sol) 13/19 13/17 0,829
Lokalizasyon

Ust 7 7

Orta 10 15 0,381
Alt 13 7

Multiple 2 1

Radikal Nefrektomi 10 20 0.050
Parsiyel Nefrektomi 22 10 ’
Patoloji 0,339
Berrak 24 25

Papiller 2 3

Kromofob 2

Diger 0

Fuhrman Derecelendirmesi 0,132
1 2 0

2 15 9

3 4 2

4 5 12

Belirsiz 6 7

T evre 0,032
Tla 16 7

T1b 10 10

T2a 9

T2b 0

T3a 2 4
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Klinik Evre 0,110
1 26 17
2 4 9
3 2
.| Radikal 6 17 0,002

Laparoskopik nefrektomi

Parsiyel 21 9

nefrektomi

Radikal 4 3 0,580
Agik nefrektomi

Parsiyel 1 1

nefrektomi
Kitle boyut 41,14£23,3 50,7421 0,030

hastalarin mortalite oranlarinin artabilecegi tespit
Grafik Basligi

8
6
4
2
. [ | | II

evre la evre 1b evre 2a evre 2b evre 3

mpandemioncesi  ® pandemi sonrasi

Sekil 1: Pandemi Oncesi ve Sonrasi Bobrek
Tiimdrlerinin Evrelemesi

Tablo 1'de, calismaya dahil ettigimiz 62 hastanin
klinik ve patolojik degerlendirmesi mevcuttur.
Laparoskopik vakalarda, radikal nefrektomi sayilar
pandemi sonrasinda Oncesine gore artis gostermistir.
Parsiyel nefrektomi sayilarinda ise azalma olmustur.
Agik vakalarda ise anlamli bir fark izlenmemistir.
Pandemi oncesi ve sonrasinda kitle boyutunda anlamli
bir fark saptanmistir. Radikal ve parsiyel nefrektomi
yapilan olgular ayr1 ayrn degerlendirildiginde de
kitle boyutunda anlamli bir fark tespit edilmistir.
Ayrica, iki grup arasinda Fuhrman derecelerinde fark
saptanmamugtir. T evrelemesinde, pandemi Oncesi
T1a, pandemi sonrasi ise T1b ve T2a patoloji sonuglari
agirlikta olup T evresi daha yiiksek ¢ikmustir. Sekil
1’de gosterildigi lizere, pandemi sonrasinda evre 2a ve
evre 3’te hafif bir artis gdzlenmistir. iki grup arasinda
T evrelemesinde istatistiksel olarak anlamli fark
saptanmigtir.

Tartisma

COVID-19 diinya genelinde iilkelerin saglik sistemini
ciddi sekilde etkilemistir. Yapilan arastirmalarda,
kanserli  hastalarmn  COVID-19  enfeksiyonuna
yakalanma ihtimalinin daha yiiksek oldugu ve
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edilmistir (7, 8). COVID-19 salgini déneminde
bobrek tiimorlerinin  bakimi, tedavisi ve takibi,
iirologlar, onkologlar ve saglik ¢alisanlari igin
zorlayic1 olmustur. Pandemi déneminde COVID-19
enfeksiyonuna yakalanan saglik calisanlarinin izole
edilmesiyle, enfekte olmayan saglik galisanlarinin
kendi alanlarindan ayrilarak COVID-19 ile miicadele
etmeleri gerekmistir. Buna bagl olarak bazi iirologlar
ve onkologlar da kendi alanlarindan ayrilip pandemi
ile miicadele etmek zorunda kalmislardir (6).

COVID-19 pandemisi 6ncesinde ve sonrasinda bobrek
timorli  hastalarin - degerlendirildigi  ¢alismamizda
pandemi sonrasinda laparoskopik vakalarda radikal
nefrektomi oraninin, parsiyel nefrektomi oranina gore
arttig1, acik vakalarda ise oranlarin degismedigi tespit
edilmistir. Klinik degerlendirmemizde, Fuhrman
derecelerinin pandemi 6ncesi ve sonrasi istatistiksel
olarak anlamli bir fark gdstermedigi bulunmustur.
Ancak, tiimor evrelemesinde pandemi Oncesi ve
sonrasi arasinda istatistiksel olarak anlaml fark
saptanmigtir.

Bu dénemde bobrek tiimorii olan hastalarin ameliyati
ve takibi de riskli hale gelmistir. Bu sebeple hastalar
icin yeni tedavi ve takip protokollerinin gerekliligi
ortaya ¢ikmistir. Bobrek tiimorlii hastalarin tedavisi
planlanirken hastalarin ek hastaliklar, kanserin
evresi ve hastanede kalis siiresi esnasinda COVID-19
enfeksiyonuna yakalanma riski ayrintili bir sekilde
hesaplanmalidir. Renal kitle biiyiikliigii >7 cm olan
ve lokal ileri olan bobrek tiimoérlerinde hastalik hizli
ilerleyebilecegi igin hastalar yakin bir zaman diliminde
opere edilmelidir (9). Renal ven trombiisii olan bobrek
timorlii hastalar icin en uygun tedavi cerrahidir. Bazi
se¢ilmis evre T1b-T2 bobrek tiimorlerinde, kitlenin
bliyime hizt goz oniinde bulundurularak ameliyat
60-90 giin civarinda ertelenebilir (10). Shiff ve



Kirdag ve ark.

arkadaglar yaptiklart ¢caligmada, cT1b-cT4 evresinde
1.769 hastada cerrahi siirelerindeki gecikmeyi
incelemislerdir. Cerrahi bekleme siirelerini <4 hafta, 4-8
hafta arasi, 8-12 hafta arasi1 ve 12-24 hafta aras1 olarak
sinifflandirmiglardir. Cerrahi siiresinin  gecikmesinin
kanser evresine, genel sag kalima ve kanser spesifik
sagkalima etkisi olmadigin tespit etmigslerdir (11).
Lokal rekiirrenslere yaklasim genellikle cerrahi
yontemle yapilir. Ancak pandemi doneminde bazi
vakalar bireysel olarak degerlendirilebilir. Kiigiik
bazi niiksler takibe alinabilir veya termal ablasyon
yontemi uygulanabilir. Ancak semptomatik olan
kanama veya intestinal obstriiksiyon gibi durumlarda
cerrahi yaklasim gereklidir (12). Metastatik bdbrek
tiimori hastalart da pandemi sirasinda ayrintili olarak
degerlendirilmelidir. Diisiik ve orta riskli metastatik
hastalarda, cerrahi yontemden daha ¢ok immiinoterapi
tercih edilebilir (13).

Pandemi donemlerinde vakalarin tek tek ve ayrmtili
olarak degerlendirilip, hastalarin komorbiditeleri de
g0z Oniine alinarak tedavi protokolleri belirlenmelidir.
Pandemi donemlerinde kanser hastalarinin takip
ve tedavisiyle ilgili ¢alismalar smirlidir. Pandemi

KAYNAKLAR

stirecinde bobrek tiimorli hastalarin tedavi protokolii
belirlenirken hastanin genel saglik durumu, tiimdriin
evresi belirlenerek ve yapilan galigmalar incelenerek
tedavi plan1 yapilmalidir.

Sonug¢

Caligmamiz, COVID-19 pandemisinin bobrek timdrli
hastalarin tedavi siireglerinde 6nemli degisikliklere yol
actigini ortaya koymustur. Pandemi siirecinde cerrahi
miidahalelerin ertelenmesi, ¢aligmamizin bulgular
dogrultusunda, timérlerin daha ileri T evresinde
saptanmasina neden olmus olabilir Bu durum,
ozellikle laparoskopik vakalarda radikal nefrektomi
oranlarmin parsiyel nefrektomilere kiyasla anlamlt
olarak daha yiiksek bulunmasi ile iligkilendirilmisgtir.
Pandemi siirecinde hastalarin  komorbiditeleri,
timor evresi ve tedavi planlamasi kapsamli bir
sekilde degerlendirilmeli ve bireysellestirilmis
tedavi protokolleri olusturulmalidir. Pandemi sonrasi
donemde bobrek tliimorii hastalarinin tedavi ve izlem
stireglerinde gbzlenen bu degisikliklerin, gelecekteki
tedavi stratejilerinin  sekillendirilmesine  6nemli
katkilar saglayacagi diigiiniilmektedir.
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ABSTRACT

Simulation can be defined as a learning method or technique that recreates experiences without exposing
learners to real-life events, under the guidance of instructors. Medical simulation applications play a crucial
role in medical education by offering the opportunity to test essential elements without posing risks. These
applications create learning opportunities not available in real-life settings, providing a multifaceted, structured,
feedback-rich, and safe environment. It prepares students for real patient encounters and supports individualized,
patient-centered approaches that nurture the artistic side of medicine. By integrating technology with teaching,
it helps train higher-quality physicians. Simulation also offers dynamic, rare, and high-risk scenarios, enhancing
understanding of ethics, patient rights, and safety. It supports both vertical and horizontal integration in medical
curricula, strengthening connections between disciplines and promoting holistic learning. Simulation-based
education is crucial for bridging preclinical and clinical training, exposing learners to rare cases, and addressing
key issues like medical errors and accountability. Over time, the integration of medical simulation centers is
expected to become a fundamental component of core educational programs.

Keywords: Simulation-based education, Medical education, Patient simulation, Family practice, Clinical skills

OZET

Simiilasyon, egitmenlerin rehberliginde, dgrencileri ger¢ek yasam olaylarina maruz birakmadan deneyimleri
yeniden yaratan bir 6grenme yontemi veya teknigi olarak tanimlanabilir. Tibbi simiilasyon uygulamalari, risk
olusturmadan temel unsurlari test etme firsati sunarak tip egitiminde 6nemli bir rol oynar. Bu uygulamalar,
gercek yasam ortamlarinda bulunmayan 6grenme firsatlar1 yaratarak ¢ok yonlil, yapilandirilmis, geri bildirim
acisindan zengin ve giivenli bir ortam saglar. Ogrencileri ger¢ek hasta karsilasmalarina hazirlar ve tibbin
sanatsal tarafini besleyen bireysellestirilmis, hasta merkezli yaklagimlari destekler. Teknolojiyi &gretimle
biitiinlestirerek daha kaliteli hekimlerin yetistirilmesine yardimci olur. Simiilasyon ayrica dinamik, nadir ve
yiiksek riskli senaryolar sunarak etik, hasta haklar1 ve giivenlik anlayigim gelistirir. Tip miifredatinda hem dikey
hem de yatay entegrasyonu destekler, disiplinler arasindaki baglantilar1 giiglendirir ve biitiinsel 6grenmeyi
tesvik eder. Simiilasyon tabanl egitim, klinik dncesi ve klinik egitim arasinda koprii kurmak, 6grencileri nadir
vakalarla tanistirmak ve tibbi hatalar ve hesap verebilirlik gibi temel sorunlar ele almak i¢in ¢ok 6nemlidir.
Zamanla, tibbi simiilasyon merkezlerinin entegrasyonunun temel egitim programlarinin ana bileseni haline
gelmesi bekleniyor.

Anahtar kelimeler: Simiilasyona dayali 6grenme, Tip egitimi, Hasta simiilasyonu, Aile hekimligi, Klinik
beceriler
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Introduction

Medical education can be defined as a process in
which medical students develop knowledge, skills,
and attitudes primarily through direct interaction with
real patients (1). Over time, medical education has
evolved from the traditional apprenticeship model to
one that incorporates practical teaching techniques
informed by advancements in educational science.
This evolution is now increasingly aligned with
competency-based educational models, with a strong
emphasis on ensuring the safety of real patients.
Historically, one of the fundamental ethical principles
in medicine has been “do no harm.” Despite
technological advancements, reports from various
organisations have indicated that the annual number
of deaths in the United States due to medical errors
ranges from 37,000 to 98,000 (2). Public welfare
organisations such as the World Health Organization
(WHO) and the Organisation for Economic Co-
operation and Development (OECD) have identified
persistent gaps in healthcare quality and safety on a
global scale (3).

Before encountering real patients, medical students
must attain a certain level of preparedness. The ability
to approach patients with a biopsychosocial perspective
and provide personalised solutions is a core aspect of
medical practice. This development can be supported
through various teaching methods, including the
integration of technology, which contributes to the
training of highly qualified physicians. One such
method is medical simulation.

Simulation can be defined as a method or technique
that enables learners to experience scenarios under
the guidance of instructors without direct exposure
to real-life events (4). While offering opportunities
to explore situations not commonly encountered
in reality, simulation also provides a multifaceted,
instructor-led, and feedback-rich learning environment
(5). Simulation applications are widely used across
various fields, including aviation, the military, and the
health sciences (6).

The healthcare sector has a long-standing history
dating back to the earliest civilizations. Certain errors
in healthcare can result in fatal outcomes. Evidence
indicates that simulation-based learning can help
prevent many avoidable medical errors. Notably,
simulation-based training has been a standardised
component of aviation education for over 150
years—a model that should likewise be adopted as a
fundamental standard in medical education (7,8).
Integrating simulation-based learning strategies
into medical school curricula is expected to have a
positive impact on education. Vertical integration
refers to the interaction and exchange of experiences
among individuals at different educational levels (e.g.,
medical students, resident doctors, fellows). Horizontal
integration, by contrast, aims to foster collaboration
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among students at the same level, encouraging the
exchange of knowledge and skills across different
disciplines. Simulation-based learning supports
both vertical and horizontal integration. Vertical
integration facilitates mentorship and the transfer
of experience between learners at different stages,
while horizontal integration promotes collaboration
and communication across specialties. This approach
enables students to develop not only clinical skills but
also an interdisciplinary mindset (9).

The historical roots of simulation in medical
education can be traced back to early references. In
Aphorisms from Ars longa, vita brevis, Hippocrates
emphasised the necessity for physicians to engage
in simulated practice before clinical application.
Similarly, Aristotle’s Nicomachean Ethics highlights
the importance of simulation in skill development (8).
From its use in war games (referred to as weich) to
the "phantom" birth simulators used in obstetrics,
medical simulation has a longstanding history (10,11).
Over the past 140 to 200 years, rapid technological
advancements have significantly expanded the use of
simulation across all disciplines (5).

Evolution of Simulation in Medical Education

1. Mannequins and Baby Models: In the late 19th
century, the first medical simulation tools were
anatomical models. These models were used to teach
students the basic structures of the human body.

2. Simulated Conditions: Some hospitals and
educational institutions began using standardised
patients to simulate medical conditions. Standardised
patient models remain in use today (12).

3. Simulation Laboratories: By the late 1940s,
mannequins equipped with mechanical systems were
used to teach emergency procedures such as CPR,
artificial respiration, and tracheotomy (13).

4. Computer-Assisted Simulations: By the late 1980s,
software-based simulation platforms capable of
creating realistic patient scenarios and interventions
began to emerge.

5. Virtual Reality (VR) and Augmented Reality (AR):
In the 1990s, VR and AR technologies were introduced
into medical simulations, offering medical students,
surgeons, and healthcare professionals the opportunity
to practise real-life scenarios in a virtual environment
(14).

6. High-Fidelity Simulations: By the early 2000s,
simulation systems had evolved to replicate human
physiology, biological responses, and various medical
conditions. Parameters such as respiration, heart rate,
and blood pressure could now be measured during
simulations.

7. Simulated Surgical Procedures: Surgical
simulations—particularly those for minimally invasive
procedures such as laparoscopy—were developed
to allow surgeons to practise in a safe environment.
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These simulations have significantly contributed to
improving the precision of surgical techniques and
reducing harm to patients (15).

8. Artificial Intelligence and Machine Learning: By the
2020s, Al and machine learning were integrated into
medical simulations, enabling real-time performance
analysis and error detection. For example, Al
algorithms can evaluate the accuracy of a surgeon’s
hand movements during heart surgery.

9. Personalized Learning in Simulation: Today,
interactive educational programmes featuring virtual
patients can be tailored to each individual’s learning
pace and style.

10. Remote Education and Telemedicine: In the post-
pandemic era, the remote accessibility of medical
simulations has gained prominence. The ability to use
simulators in virtual environments and receive training
via the internet has provided significant advantages—
particularly for healthcare professionals in remote
areas (16,17).

Related Topics
The Role of Simulation in Medical Education

The CanMEDS Physician Competency Framework
was developed to align physician competencies with
societal needs. Simulation-based learning is regarded
as an effective tool for achieving these competencies,
influencing knowledge, skills, and attitudes (18).
Figure 1 illustrates a simulation centre control room.

Figure 1: Simulation Center Control Room

Medical Simulation Applications and Their Impact
on Education

Medical simulation applications contribute to
education by impacting three fundamental domains:

cognitive, affective, and psychomotor.

1. Effects of Simulation-Based Learning on the
Cognitive Domain

Simulation-based education supports medical students
in making clinical decisions based on knowledge.
Active Learning: Simulations enable students not
only to memorise information but also to apply it
practically. This process allows them to move beyond
theoretical understanding and learn how to use
acquired knowledge in real-life situations.

Critical Thinking and Decision Making: Simulations
enhance the decision-making process. By engaging
with various disease scenarios and case studies,
students deepen their clinical knowledge and develop
critical thinking skills (19).

2. Effects of Simulation-Based Learning on the
Affective Domain

Simulation is particularly valuable in helping medical
students develop professional attitudes, including
patient-centred care and empathy.

Professionalism: Through simulation, students can
cultivate attitudes such as respecting patient rights,
maintaining confidentiality, and making appropriate
medical decisions.

Self-Confidence: Practising in simulated environments
helps students feel more prepared to engage with
real patients. This increased confidence reinforces
their professional attitudes and contributes to a more
effective learning experience (20,21).

3. Effects of Simulation-Based Learning on the
Psychomotor Domain

The impact of simulation on the development of
psychomotor skills is one of its most significant
advantages. Medical students can safely learn and
practise various clinical procedures and techniques
within simulation environments.

Physical Skills: Practical skills—such as surgical
techniques, administering injections, and patient
monitoring—can be taught in simulated settings,
allowing students to develop these competencies in a
safe and controlled environment.

Time Management: In emergency scenario simulations,
students are trained to find optimal solutions within a
specified time frame.

Opportunity for Technical Error: Simulations provide a
safe environment in which students can make mistakes
and learn from them. This aspect supports experiential
learning and is essential for skill development (21,22).
Communication Skills: Simulations also offer
opportunities to enhance communication skills with
patients’ families and members of the healthcare team
(23).
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Empirical Evidence of the Effectiveness of
Simulation-Based Learning

A 2021 study conducted in South Korea evaluated the
effects of high-fidelity simulation training on medical
students' anxiety and self-confidence. Students
participated in two simulation exercises, and their
anxiety and confidence levels were measured before and
after each session. The results showed that, following
the simulations, students exhibited significantly lower
anxiety levels and higher confidence compared to
their pre-exercise levels. Moreover, students with
prior simulation experience reported lower anxiety
and greater confidence before the second session than
those without such experience (24).

A 2006 study conducted in the United States
examined the impact of simulation-based learning in
laparoscopic surgery. Residents who received training
using laparoscopic simulators demonstrated superior
performance in procedural tasks in the operating room
compared to those who had not undergone simulator-
based training (25).

Similarly, a 2010 study conducted in India found that
residents trained with simulators were more likely
to adhere to advanced cardiac life support (ACLS)
protocols during cardiac arrest cases than those who
received standard training (26).

Medical Simulation and Ethics

Medical simulations also offer healthcare professionals
the opportunity to develop awareness of their ethical
and professional responsibilities (27).

1. Patient Safety and Risk Reduction: Simulation
enables healthcare professionals to make and correct
mistakes without jeopardising patient safety. This
aligns with the ethical principle of minimising harm
to patients (27,28).

2. Medical Errors and Accountability: Simulations
encourage healthcare professionals to learn from their
mistakes. While errors made with real patients can lead
to irreversible consequences, mistakes in simulations
are typically immediate, visible, and correctable. This
fosters a sense of responsibility, promotes learning,
and strengthens ethical accountability (27,29).

3. Confidentiality and Privacy: Simulations help
reinforce the importance of ethical principles such
as confidentiality and privacy. Students learn to
handle patient information responsibly and develop
an awareness of potential ethical issues related to the
improper sharing of medical data or information (27,
28).

4. Medical Ethical Thinking and Decision Making:
Simulation exercises present ethical dilemmas and
challenges that help healthcare professionals make
well-informed decisions. Students are encouraged
to assess whether their choices align with ethical
principles such as patient rights, equity, justice, and
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the common good. For example, when determining
treatment options, it is essential to consider the
patient’s values and preferences. Simulations foster
critical thinking around these ethical considerations
(27,29).

5. Multidisciplinary Ethical Approaches: Collaborative
decision-making, teamwork, and shared planning
in patient care are essential components of ethical
healthcare practice. Medical simulations promote
these interdisciplinary values, enhancing the ability of
healthcare professionals from different specialties to
make ethical decisions collectively (30).

Classification of Medical Simulation Applications

Medical simulation applications can be classified
based on their features and levels of realism. These
classifications help determine which simulation
tools and methods are most appropriate for specific
educational objectives, ensuring that simulations
are both effective and aligned with learners’ needs.
Table 1 presents a classification of medical simulation
applications.
Table 1: Classification of Medical Simulation
Applications

Classification of Medical Simulation
Applications

1. Medical Simulation Applications by Features

1.1 Part-Task Trainers

1.1.1 Static Trainers Made of Plastic

1.1.2 Dynamic Trainers Made of Plastic
1.1.3 Low-Fidelity Tactile Feedback Virtual
Reality Trainers

1.1.4 High-Fidelity Tactile Feedback Virtual
Reality Trainers

1.2 Computer-Assisted Systems
1.2.1 Simulated Patients

1.2.2 Simulated Environments

1.3 Integrated Simulators

1.3.1 Instructor-Controlled Simulators

1.3.2 Model-Based Simulators

2. Medical Simulation Applications by Realism

2.1 Low-Fidelity Simulations
2.2 Medium-Fidelity Simulations
2.3 High-Fidelity Simulations

Based on their features, segment training devices can
be grouped into four categories: static trainers made of
plastic, dynamic trainers made of plastic, low-realism
haptic feedback virtual reality trainers, and high-
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realism haptic feedback virtual reality trainers (4).
Part-task trainers can be categorised into four types:
static trainers made of plastic, dynamic trainers made
of plastic, low-fidelity tactile feedback virtual reality
trainers, and high-fidelity tactile feedback virtual
reality trainers (31-36).

Static trainers made of plastic are simulators that do
not move or provide realistic feedback. Due to their
simplicity and low cost, they are frequently used for
basic skills training (31-36).

Dynamic trainers made of plastic are similar to static
trainers but include some movement or interaction,
offering a slightly more realistic simulation experience.
They may exhibit basic physiological responses (31—
36). Figure 2 shows a cardiopulmonary resuscitation
manikin,

Figure 2: Cardiopulmonary Resuscitation Manikin

Low-fidelity tactile feedback virtual reality trainers
simulate medical scenarios using virtual reality
technology with basic tactile feedback. While they
provide immersive environments, the realism of
physical interaction is limited (31-36).

High-fidelity tactile feedback virtual reality trainers
offer highly realistic tactile feedback that closely
mimics interactions with real patients. They deliver
seamless and authentic simulations for complex
clinical situations (31).

Computer-assisted systems involve simulations
operated through software that includes simulated
patients and environments. These systems are used for
interactive learning modules, simulations of medical
procedures, and virtual patient consultations (32).
Simulated patients are either actors or mannequins that
replicate specific medical conditions, behaviours, or
symptoms. They are used for training in communication
skills, diagnosis, and patient management (31-36).
Simulated environments enhance realism by replicating
real-world medical settings, such as hospital wards,

emergency departments, or outpatient clinics (31-36).
Integrated simulators combine multiple technologies
or features—such as virtual reality, tactile feedback,
and simulated patients—to provide comprehensive
training experiences. They can be categorised as
instructor-controlled simulators and model-based
simulators (31-36).

Instructor-controlled simulators are simulations in
which instructors manage scenarios in real time,
adapting the training session based on participants’
actions and decisions (31-36).

Model-based simulators operate based on predefined
models or algorithms, delivering standardised
scenarios that simulate physiological responses or
disease progression for training purposes (31-36).
Based on levels of realism, simulations can also
be classified as low, medium, and high-fidelity
simulations (4).

Low-fidelity simulations typically involve the use of
simple models or mannequins. For example, low-cost
mannequins used in cardiopulmonary resuscitation
training, injections, or suturing fall into this category.
These simulations are used to teach or practise basic
skills and procedures; however, the level of realism is
limited (36).

Medium-fidelity simulations mimic real patient
care scenarios using more advanced mannequins or
technologically equipped simulationtools. Mannequins
that more closely resemble human anatomy or those
paired with basic patient monitors are examples of
this category. Medium-fidelity simulations support
the development of skills required to manage complex
medical conditions or emergencies by offering a more
realistic experience (36).

High-fidelity simulations utilise advanced tools such
as high-tech mannequins, virtual reality, simulation
software, and real patient monitors. These simulations
closely replicate real patient care conditions, offering
participants an experience that closely mirrors real-
world clinical practice. High-fidelity simulations
provide an effective means of developing clinical
decision-making, teamwork, and emergency response
skills (36).

Figure 3 shows a high-fidelity paediatric simulator,

" ~ PR

Figure 3: High-Fidelity Pediatric Simulator
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Figure 4 shows a high-fidelity adult simulator, and

Figure 4: High-Fidelity Adult Simulator

Figure 5 illustrates a virtual reality application.

Figure 5: Virtual Reality Application

Studies investigating the conditions necessary for
the effective use of simulation applications suggest
that repeatable, integrative, and accessible simulation
exercises can positively influence learning outcomes.
The effectiveness of simulation-based learning
depends on the methods and approaches employed,
which should be tailored to the target audience,
available resources (e.g., financial capacity, human
resources, and the educational environment), and
specific learning objectives.

Simulation-based education generally consists of three
key phases: preparation, execution, and debriefing.
The preparation phase involves creating a highly
realistic environment, developing the scenario,
defining learning objectives, sharing relevant materials
with students, conducting a pre-briefing session, and
establishing criteria for assessment and evaluation.
During the execution phase, simulation exercises
should be carried out in alignment with the defined
objectives and methods. The use of video recordings
during this phase can enhance the subsequent
debriefing process by helping to identify both effective
and ineffective aspects of performance (37).
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The debriefing phase brings students and instructors
together to review the training session and its
outcomes. This phase should encourage discussion
and reflection on students’ emotions, observations,
strengths, weaknesses, and areas for improvement.
To maximise the educational impact of simulation
experiences, debriefing sessions should be well-
structured, comprehensive, and instructor-guided (38).
For simulation-based training sessions to achieve their
intended outcomes, a supportive learning environment
must be established. Learning objectives should
be clearly defined, scenarios must be appropriate
for students’ levels of preparedness, opportunities
for repetition should be provided, educator—learner
interaction should be encouraged, and the entire process
should be open to evaluation by all stakeholders (39).

How to Establish a Simulation Center?

When establishing a simulation centre, it is important
to conduct a situational assessment that takes into
account a variety of parameters. Key considerations
include the level of the target population to be trained,
the areas of expertise of the instructional staff, the
physical infrastructure of the centre, and the allocated
budget. A study conducted in the United States found
that the cost of establishing a simulation centre—
depending on various factors—is approximately
$876,000 (40). Furthermore, when considering that
these costs can help prevent harm to patients and
reduce future healthcare expenses, simulation centres
are not only highly beneficial for medical education
but also cost-effective (40).

A simulation centre to be established within a medical
faculty should be designed with careful consideration
of various dynamics. These include the centre’s target
population, the expertise and composition of the
educators, the physical infrastructure, and—perhaps
most critically—the budget allocated for the centre. It
is essential that such centres are designed to support not
only undergraduate and postgraduate education but also
to contribute to continuous professional development.
In doing so, they can facilitate multidisciplinary and
interdisciplinary working environments.

Considering the target population, educator dynamics,
physical infrastructure, and the budget allocated for
the centre, a commission should be established to
prepare a technical specification that comprehensively
addresses each of these aspects. This commission
should include, at a minimum, an architect, a civil
engineer, a biomedical engineer, a medical educator,
and faculty members who will be end users of the
centre. Additionally, it would be beneficial to form a
separate commission with similar expertise to act as
an examination and acceptance committee.Informed
by the recommendations of the technical specification
commission, the process should include market
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research, consultations with institutions that have
previously established simulation centres, a review
of their technical specifications, and an evaluation
of current medical devices and communication
infrastructure. When  preparing  the  technical
specification, it is essential to ensure that devices can
be updated in line with evolving medical technologies
and practices. Periodic training sessions on device
usage should also be planned, and these sessions
should be recorded in video format to assist new users
and serve as a reference for refreshing procedural
knowledge.

A simulation centre can be planned either as a whole
or in complementary phases. If the centre is to be
established through a bidding process, this process can
be structured in one of two ways: either as a phased
implementation open to partial bids, or as a single
contract covering the entire centre, closed to partial
bids. In this task distribution, the role of the commission
is to assess the specific needs of the centre, while the
decision regarding the preparation and execution of the
bidding process—within the framework of applicable
laws and regulations—should rest with the relevant
authorities and the contracting entity.

Following the completion of the bidding and
procurement processes, certain preparations should
be made before the arrival of the simulation devices.
These include finalising the construction of the centre,
ensuring adequate ventilation for optimal device
operation, and preventing direct sun exposure—all of
which contribute to the long-term functionality of the
equipment. Once installation is complete, the centre
can begin operations following training sessions
delivered to educators by company representatives.

The Role of Simulation Centers in Medical
Education and Professional Development

The functionality of a simulation centre relies on the
active engagement of faculty members committed to
delivering high-quality training, as well as healthcare
professionals dedicated to continuous professional
development. Simulation-based education is essential
for bridging the gap between preclinical and clinical
stages, particularly in undergraduate medical training.
It also plays a vital role in postgraduate specialty
education by providing opportunities to practise
rare cases that may be difficult to observe in clinical
settings. Furthermore, with the increasing emphasis
on malpractice, patient safety, and accountability in
healthcare, simulation-based education contributes
significantly to training in these critical areas.

Ethical Implications and Contributions of Medical
Simulation

Medical simulation applications provide healthcare
professionals with valuable opportunities to engage
deeply with medical ethics, make informed decisions,

learn from mistakes, and deliver ethically sound
patient care. These ethical contributions are essential
for improving the quality of healthcare services
and ensuring that professionals uphold their ethical
responsibilities. By simulating real-world scenarios,
healthcare providers can practise navigating complex
moral dilemmas in a controlled environment, thereby
enhancing their ability to make ethically responsible
decisions in real clinical settings.
Transformation of Medical Simulation in
Healthcare Education

Medical simulation has undergone a significant
transformation in the healthcare sector, particularly
in the areas of training and skill development.
Technological advancements have enabled the
creation of more realistic, interactive, and personalised
educational experiences. This progression has allowed
healthcare professionals to refine their clinical skills
and enhance patient safety. Simulation-based education
has expanded beyond simple task-based learning to
encompass a broad range of clinical scenarios—from
routine procedures to high-stakes emergency care.
Looking ahead, medical simulation is expected to
evolve further with the integration of genetic and
personalised simulations. By leveraging individual
genetic data, simulations can be designed to test
tailored treatment plans for various diseases. This will
be especially beneficial in managing genetic disorders
and planning surgical interventions. As biotechnology
becomes more deeply integrated into medical practice,
simulations may also begin to model human biology
at an advanced level—including organs and tissues—
thereby improving the safety and effectiveness of
surgical procedures (41,42).

The Importance of Simulation in Primary Care
and Other Specialties

While physician competencies are essential across all
specialties, family physicians—often the first point of
contact for patients—must be equipped to manage a
broad range of health issues. It is therefore particularly
important that these competencies are developed early
in their training.

Medical simulation plays a key role in enabling
family medicine trainees and other specialists to apply
theoretical knowledge in practice before encountering
real patients. It allows them to gain experience
with emergency situations and complex cases in
a controlled, risk-free environment. Additionally,
simulation-based  training  enhances  students’
communication skills, teamwork, and awareness of
patient safety. Through realistic scenarios, physicians
learn to make sound decisions, perform procedures
accurately, and demonstrate professional behaviour,
all while minimising the risk of error.

Such training not only enhances the clinical abilities
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of family physicians but also strengthens their
humanistic skills, enabling them to develop both
technical expertise and empathy for their patients. By
providing a safe environment for practice and learning,
simulation-based education ensures that healthcare
professionals—particularly family physicians—are
well-prepared to meet the demands of real-world
medical practice (43—45).

Enhancing Clinical and Humanistic Skills through
Simulation

Medical simulations play a vital role in developing both
clinical and humanistic competencies. They enable
family physicians and other clinicians to strengthen
their ability to make decisions under pressure, manage
complex cases, and uphold professional standards.
Simulation exercises also support the improvement of
communication and teamwork skills—key components

of high-quality patient care. By offering opportunities
to practise decision-making, technical procedures, and
ethical conduct, simulation fosters the development
of well-rounded healthcare professionals who are not
only clinically proficient but also compassionate and
effective in their interactions with patients (46—48).

In summary, the integration of simulation-based
education into medical training offers significant
benefits in enhancing clinical competence, ethical
decision-making, and professional development. This
approach is essential for the continuous improvement
of healthcare delivery, particularly in fields such
as family medicine, where professionals routinely
encounter diverse and complex patient needs.
Simulation centres—powered by the dedication of
committed faculty and healthcare professionals—will
continue to play a pivotal role in shaping the future of
medical education and patient care.
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OZET

Saglik turizmi; bireylerin koruyucu, tedavi edici, rehabilite edici ve saglig1 gelistirici hizmetleri almak amaciyla
kendi iilkeleri diginda baska bir iilkeye seyahat etmelerini ifade eder. Saglik turizminin gelisiminde ileri teknoloji
kullanimi, etkin tibbi tedavi ve bakim hizmetleri, hastalarin saglik kuruluslarini tercih etmesinde belirleyici
faktorler arasinda yer almaktadir. Ancak, bakim ve tedavinin uluslararasi diizeyde tercih edilmesi, hizmetlerin
standartlagtiritlmasi, hasta ve calisan giivenliginin saglanmasi ile miimkiindiir. Bu siiregte akreditasyonun
rolii biliylik 6nem tasimaktadir. Saglik hizmetlerinde akreditasyon, saglik kuruluslarinin belirlenen standart
ve kriterlere uyumunun, yetkili bir kurulus tarafindan resmi olarak denetlenip onaylandig: bir siiregtir. Bu
standartlar, tibbi uygulamalardaki cesitliligi azaltarak uygunsuz bakimin 6niine geger, maliyetleri optimize eder
ve hasta giivenligi kiiltiiriinii yayginlastirarak saglik hizmetlerinin kalitesini artirir. Ayrica, akreditasyon siireci,
olasi tibbi hata risklerini minimize etmeye yardimet1 olur. Saglik hizmetlerinde akreditasyon sistemlerinin kiiresel
diizeyde yonetiminden sorumlu en iist kurulug Uluslararasi Saglikta Kalite Dernegi (International Society for
Quality in Health Care, ISQua)’dir. Tiim akreditasyon kuruluslarinin ISQua tarafindan akredite edilmis olmasi
gerekmektedir. Tiirkiye’de ise saglik kuruluslari genellikle Tiirkiye Saglik Hizmetleri Kalite ve Akreditasyon
Enstitiisii (TUSKA) tarafindan gelistirilen Saglikta Akreditasyon Standartlar1 (SAS) ve Uluslararas1 Ortak
Komisyon (International Joint Commission, JCI) tarafindan akredite edilmektedir. TUSKA, 2015 yilinda saglhk
hizmetleri alaninda akreditasyon faaliyetlerini yiiriitmek iizere Saglik Bakanligina bagl olarak kurulmustur ve
Tiirkiye Saglhk Enstitiileri Baskanligi (TUSEB) ¢atist altinda faaliyet gostermektedir. ISQua iiyeligine sahip
olan TUSKA bugiine kadar toplam on bir saglik tesisini akredite etmistir. Akreditasyon, 6zellikle saglik turizmi
destinasyonu segiminde kritik bir dlgiittiir. Saglik turistleri i¢in, hizmet alinacak saglik kurulusunun yeterli
donanima sahip olmasi, yliksek kaliteli hizmet sunmasi ve akreditasyon belgesine sahip olmasi biiyiik 6nem
tagimaktadir.

Anahtar Kelimeler: Akreditasyon, Hasta giivenligi, Kalite, Saglik turizmi
ABSTRACT

Health tourism refers to individuals traveling to another country outside their own to receive preventive,
curative, rehabilitative, and health-promoting services. In the development of health tourism, the use of
advanced technology, effective medical treatment, and care services are among the determining factors in
patients' preference for healthcare facilities. However, the international preference for care and treatment is
only possible through the standardization of services and ensuring patient and staff safety. In this process, the
role of accreditation is of great importance. In healthcare services, accreditation is a process in which healthcare
facilities' compliance with established standards and criteria is officially reviewed and approved by an authorized
organization. These standards reduce variability in medical practices, eliminate inappropriate care, optimize
costs, and improve the quality of healthcare services by promoting a culture of patient safety. Additionally,
the accreditation process helps minimize the risk of potential medical errors. The highest global authority
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responsible for managing accreditation systems in healthcare is the International Society for Quality in Health
Care (ISQua). All accreditation organizations must be accredited by ISQua. In Turkey, healthcare facilities are
generally accredited by the Turkish Institute for Health Services Quality and Accreditation (TUSKA), which
developed the Healthcare Accreditation Standards (SAS), and the International Joint Commission (JCI). TUSKA
was established in 2015 under the Turkish Health Institutes Presidency (TUSEB) as an affiliated institution of
the Ministry of Health to carry out accreditation activities in the field of healthcare services. As a member of
ISQua, TUSKA has accredited a total of eleven healthcare facilities to date. Accreditation is a critical criterion,
especially in the selection of health tourism destinations. For health tourists, it is of great importance that the
healthcare facility in the destination country is well-equipped, provides high-quality services, and holds an

accreditation certificate.

Keywords: Accreditation, Patient safety, Quality, Health tourism

Giris

Saglik turizmi; genel olarak bireylerin koruyucu, tedavi
edici, rehabilite edici ve sagligi gelistirici hizmetleri
almak amaciyla kendi tilkeleri diginda baska bir iilkeyi
ziyaret etmeleridir (1). Saglik turizminde gelismis
ve yiiksek teknoloji kullanimi, etkin tibbi tedavi ve
bakim, hastalarin saglik kurumunu tercih etmesinde
onemli bir etkendir. Bu hizmetin verilebilmesi i¢in
bakimin standartlagtirilmas1 ve hasta giivenliginin
saglanmasinda akreditasyonun onemi ¢ok biytktiir
(2,3). Saglik hizmetlerinde akreditasyon, saglik
kuruluslarinin hizmet kalitesini belirlemek amaciyla
olusturulan standart ve kriterlere uyumun, yetkili
bir kurulus tarafindan resmi olarak gézden gecirilip
onaylandig1 bir siirectir (4,5,6). Bir bagka tanima
gore ise saglik hizmetlerinde akreditasyon, bir saglik
kurulusunun yapilarinin, siireglerinin ve sonuglarinin,
bagimsiz bir kurulus tarafindan 6nceden belirlenmis
optimum standartlar kullanilarak gerceklestirilen
degerlendirilmesidir (7). Bu standart ve Kkriterler,
tibbi uygulamalardaki gesitliligi azaltmayi, uygunsuz
bakimi ortadan kaldirmayr ve artan maliyetleri
diistirmeyi hedefleyen yerel standartlari belirlemek
olarak disiiniilebilir. Bu standartlar uluslararasi
diizeyde de gecerli olabilir ve genellikle devlet dist
yetkilendirilmis bir dis kurulus tarafindan saglik
kuruluslarinin degerlendirilmesi bigiminde gergeklesir
(8,9). Giiniimiizde saglik alanindaki hizli gelismeler,
tan1 ve tedavi siireclerindeki artan basari1 oranlari,
hasta sayilarindaki artis ve hastalarin beklentilerindeki
yiikselme gibi faktorler, saglik tesislerinde rekabet
ortaminin olugmasina sebep olmustur. Bu durum,
saglik kurumlarinda tibbi bakima ihtiya¢ duyan
hastalara en hizli sekilde ve en iist diizeyde bakim
hizmeti sunma zorunlulugunu ortaya koymustur.
Diinya genelinde birgok iilkede, saglik sistemlerinin
ayrilmaz bir unsuru olan akreditasyon, saglik bakim
kalitesini artirarak standartlastirmada 6nemli bir rol
oynamaktadir (5,10).
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Akreditasyonun Tarihsel Gelisimi

Saglik hizmetlerinde akreditasyon kavrami ilk
olarak 1919 yilinda Amerika Birlesik Devletleri’nde
Amerikan Tabipler Birligi tarafindan gelistirilen
hastane standartlari ile baslamustir (3,9,10). 11k olarak
Joint Commission for Accreditation of Healthcare
Organizations (JCAHO) olarak adlandirilan ve daha
sonralart The Joint Commission olarak degisen, kar
amac1 giitmeyen JCAHO, ABD’nin en bilyiik ve eski
akreditasyon kurumudur (9). Uluslararas: diizeyde
akreditasyon kuruluglarinin baginda gelen kurum ise
1984 yilinda Uluslararas1 Saglik Hizmetleri Kalite
Dernegi (ISQua)’dir (5). ISQua’nin temel hedefi,
saglik hizmetlerinde en st diizey kaliteye ulagsmak ve
bakimin kalitesini ile glivenligini gelistirmektir (2,3).

Ulkemizde akreditasyon faaliyetleri 2003 yilinda
hazirlanan Saglikta Doniisiim Projesi (SDP)’nin
“Nitelikli ve Etkili Saghk Hizmeti igin Kalite ve
Akreditasyon” baglikli 6. maddesi kapsaminda
baglamis ve kalite standartlarinin belirlendigi,
uygulandigt  ve  degerlendirildigi  bir  sistem
olusturulmustur (11). 2015 yilinda ise saglik hizmetleri
alaninda akreditasyon faaliyetlerini yiiriitmek {izere
Tiirkiye Saglik Hizmetleri Kalite ve Akreditasyon
Enstitiisii (TUSKA) kurulmustur (2,12). TUSKA,
I1SQua iiyeligine sahiptir. TUSKA'nin ana faaliyetleri;
Bakanlik bagli kuruluslar, yiiksekogretim kurumlar
ve 0zel sektor ile is birligi yaparak saglik hizmetlerinde
kalite ve akreditasyon kurallarinin belirlenmesine T.C.
Saglik Bakanligina bilimsel katkida bulunmak, ulusal
ve uluslararasi diizeyde saglik kuruluslarini akredite
etmek ve diger iilkelerin akreditasyon birlikleri ve
orgiitleri ile karsilikli tanima anlasmalar1 yapmaktir

(13).
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Ulusal ve Uluslararas1 Saghkta Akreditasyon
Programlan

Saglik hizmetlerinde akreditasyon sistemlerinin
yonetiminde ve gelisiminde uluslararasi en st
kurulus olan Uluslararas1 Saglikta Kalite Dernegi
(International Society for Quality in Health Care,
ISQua)’dir. ISQua, 1947 yilinda bagimsiz bir
kurulus olarak kurulmus ve saglik hizmetlerini
degerlendirecek birtakim standartlar gelistirmistir
(5,9). Tum akreditasyon kuruluglarinin ISQua
tarafindan akredite edilmis olmasi gerekmektedir
(3). Bu kuruluslar, saglik tesislerinin hizmet verirken
birtakim uluslararas1 standartlara uyum saglayip
saglayamadiklarini kontrol etmek ve onlar1 akredite
etmek amaciyla kurulmustur (14).

* International Joint Commission (JCI); En biiyiik
akreditasyon sirketlerinden biri olan JCI 1994
yilinda kurulmustur.

* Accreditation Canada (AC); 1958 yilindan beri
faaliyet gosteren ve 5 farkli alanda akredite
edilmis, kir amaci gilitmeyen bagimsiz bir
kurulustur.

*+ Agenda for Leadership in Programmes for
Healthcare Accreditation (ALPHA),

* Australian Council on Healthcare Standards
(ACHS),

* Canadian Council on
Accreditation (CCHSA),

*  US Agency for Healthcare Research and Quality,

» French National Organisation on Accreditation
and Evaluation in Health,

*  Council of Health Services Accreditation of South
Africa (COHSASA),

*  Health Quality Service,

+ UK (HQS) (8,15)

Health  Services

Ulkemizde saglik kurumlari daha ¢ok TUSKA ve
JCI tarafindan akredite edilmektedir. Ancak TUSKA
Saglikta Akreditasyon Standartlar1 (SAS) kapsaminda
belirlenen kriterler JCI kriterlerinin tamamina yakinini
karsilamaktadir (16). TUSKA tarafindan, iilkemizde
faaliyet gosteren on bir saglik kurumu akreditasyon
siireclerini tamamlayarak akreditasyon belgelerini
almiglardir. TUSKA tarafindan akredite olan ve
iilkemizde faaliyet gosteren alt1 kamu hastanesi ve bes
0zel hastane bulunmaktadir (17).

Akreditasyonun Saghk Hizmetlerine Etkisi

Akreditasyon, hasta giivenligi kiiltiirtint
yayginlastiran bir aracgtir ve saglik teskillerinde bu
kiiltiirtin olusturulmast ile sadece saglik hizmetlerinin
kalitesi artmaz ayni zamanda bir¢ok olusabilecek
problemin 6niine gegilir (2,12). Akreditasyonun saglik
kurumlarma faydalarina bakildiginda;

e Saghk kurumun Kkalitesini artirir ve hastalar
arasindaki olumlu itibar1 gii¢lendirir.

*  Geri 6deme programlarina katilim imkani sunar.

* Baz iilkelerde resmi taninma lisansi saglar.

* Saglhk kurumlarinin tibbi tedavi siirecleri ve
bakimin kalkitesi hakkinda bilgi verir.

*  Saglik bakim siireclerinin karsilagtirilabilecegi bir
veri tabani saglar.

* Etkin ve verimli saghk kurulusu yonetimini
saglar.

*  Maliyet etkin bir siire¢ olusturu ve verimliligine
odaklanir.

* Tim siireglerde saglik profesyonellerine egitim
ve danigmanlik saglar.

*  Toplumun saglik bakimina olan giivenini artirir.

* Tibbi hata olasiligim azaltir ve giivenli saglik
hizmeti sunumunu saglar (2,8).

Saghk Turizminde Hastalar

Uzerindeki Etkisi

Akreditasyonun

Insanlarn seyahat ederek ve ikametleri disinda
konaklayarak tedavi olmayi1 hedeflemeleri, 6zel bir
turizm tiirli olan saglik turizminin dogmasina neden
olmustur. Uluslararas1 hizmet standartlarina uygun
ve ekonomiye katkis1 yiiksek bir saglk turizmi
faaliyeti icin fiziksel kosullarin yani sira; modern
tibbi teknoloji, kiiltiirel iletisim, uluslararasi ulasim
ve transfer standartlari, ortak tedavi protokolleri ve
etik degerlere dayali hizmet sunumunun saglanmast
da gerekmektedir. Bu c¢ergevede, saglik turizmi
faaliyetlerinde kiginin hizmetlerden en iist diizeyde
faydalanabilmesi igin tiim paydaslarin beklentilerini
g6z oniinde bulunduran "yiiksek kaliteli saglik hizmeti"
sunulmasi en ¢ok istenen konulardan biridir (4). Saglik
turistlerinin karar verme siirecini etkileyen en énemli
unsurlar arasinda giivenlik, hizmet kalitesi, ulasim
ve maliyetler yer almaktadir. Bireyler, saglik turizmi
stirecinde siirekli olarak can ve mal giivenliginin
saglanmasini beklemektedirler. Akreditasyon, kalite
yonetimi ve hasta giivenligi kiiltlirlinii destekleyen
etkili bir aragtir ve saglik hizmeti sunan kuruluslarda
boyle bir kiiltiiriin olusturulmasi, saglik hizmet
kalitesini gelistirmenin bir yoludur. Bu giivencenin
saglandigini belirleyen uluslararasi akreditasyonlar,
yeterlilikleri ve kalite standartlarini belirlemektedirler
(6). Saglik turistleri, tedavi amagli seyahat etmeyi
planladiklar1  destinasyonlarin  ve dinlenecekleri
kuruluslarin uluslararasi bir akreditasyon sertifikasina
sahip olmasint ve denetimlere tabi tutulmasini
o6nemle g6z oniinde bulundurmaktadirlar (18). Saglk
kuruluslarinin kalite yonetim sistemlerinin bir pargasi
olan hasta giivenligi uygulamalari, mevcut sistemin
iyilestirilmesi ve optimal seviyeye getirilmesi igin
risk olasiligin1 azaltarak hastalar, ¢alisanlar, hastane
yonetimi ve {iglincii taraflar igin siirekli bir giivence
saglamaktadir. Uluslararasi hastalarin giivenligini
her diizeyde saglamak sonugta hasta memnuniyetini
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arttirmaktadir. Hizmet kalitesi
memnuniyetini etkilemektedir (4).

dogrudan hasta

Saghk Turizminde Akreditasyonun Gelecegi

Akreditasyon programlari, dikkatli bir strateji, giicli
devlet destekleri ve orgiitsel baglilikla yiriitiildiigiinde
yiikselen birgok ekonomide saglik kuruluslarinin
kalitesini ~ artirma  potansiyeline  sahiptir.  Bu
programlar, hizmet kalitesini iyilestirmenin arzu edilen
ve siirdiiriilebilir bir yaklagimi olarak 6ne ¢ikmaktadir
(8). Saglik hizmeti sunan iilkelerin, saglik kuruluslarini
akredite etmeleri veya akreditasyon siirecine tesvik
etmeleri, bu sektdriin hizla gelismesini destekleyen
bir etmen olmaktadir. Akredite saglik kuruluslan
hasta giivenligi, teknolojik altyapi, tedavi yontemleri
ve genel hizmet kalitesi gibi standartlar1 karsilamak
zorundadir. Bu durum, hastalar i¢in giivenilir bir
secenek olustururken saglik turizmi destinasyonlart
icin uluslararas1 rekabet avantaji ve siirdiiriilebilir
bir ¢ekicilik saglamaktadir (19,20). Gelecekte, saglik
turizmindeki teknolojik gelismelerin de akreditasyon
siireclerini  etkilemesi beklenmektedir. Ozellikle
saglik hizmetlerinin gelisimine destek saglayacak
tele-tip, dijital hasta izleme sistemleri ve uzaktan
saglik hizmetleri gibi teknolojik inovasyonlar, saglk
kuruluglarinin  hizmet kalitesini yiikseltmelerine,
rekabetgiliklerini artirmalarina, kurumsal etkinligi
gelistirmelerine ve hasta bakim standartlarini

KAYNAKLAR

iyilestirmelerine 6nemli Sl¢iide katkida bulunacaktir.
Saglik turizminin geleceginde akreditasyonun daha
da 6nemli héle gelmesi kaginilmazdir. Bu faktorler,
sektorde siirdiiriilebilirligi saglamak, hasta giivenligini
artirmak ve global rekabette 6ne ¢ikmak icin hayati
bir 6neme sahiptir. Bu noktada, kuruluslarin stirekli
iyilesme ve giincellenme ¢abalari, saglik turizminin
gelecegini olumlu yonde sekillendirecektir (20).

Sonug¢

Akreditasyon, kalite yonetimi ve hasta giivenligi
kiiltiriinii arttran 6nemli bir sistemdir. Saghk
tesislerinde bu kiiltiiriin olugmasi, saglik alaninda
hasta ve calisan giivenligine yonelik olast risk
faktorlerinin 6niine geger. Bu durum, hasta giivenligini
artirirken hastanin kuruma olan giivenini de pekistirir.
Akreditasyon, oOzellikle saglik turizmi tercihini
belirleyen kritik bir olgiittiir. Saglik turistleri i¢in
hizmet alinacak saglik kurumunun yeterli donanima
sahip olmasi, yiiksek kaliteli hizmet sunmasi ve
akreditasyon belgesine sahip olmasi biiylik Onem
tagimaktadir. Saglik turizminde rekabet avantaji
elde etmek isteyen kurulus yoneticileri, faaliyet
gosterdikleri alana iligkin hizmet kalitesini belirleyen
faktorleri tespit edip bu faktorlere odaklanarak
iyilestirme ¢aligmalari yiirlitmeli ve hastalarina yiiksek
nitelikli ve kaliteli hizmet sunmalidir.
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BATTERY AND MAGNET INGESTION MIMICS ACUTE APPENDICITIS,
A CASE REPORT
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ABSTRACT

Most cases of foreign body ingestion are asymptomatic or present with only transient symptoms. Approximately
10-20% of ingested foreign bodies require endoscopic intervention, while fewer than 1% necessitate surgical
procedures. In this rare case, we present a patient who was admitted to the clinic with symptoms of acute
appendicitis. During evaluation for delayed complications, radiological imaging revealed a foreign body.
Intraoperatively, it was discovered that the patient had ingested a button battery and a magnet. Physicians
working in pediatric emergency departments should maintain a high index of suspicion and consider foreign
body ingestion in the differential diagnosis, especially in patients presenting with acute abdominal symptoms.

Keywords: Foreign bodies, Battery, Magnets, Appendicitis

OZET

Yabanci cisim yutulmast ile bagvuran vakalarin cogu asemptomatiktir veya yutulduktan sonra gegici semptomlar
gosterir. Yutulan yabanci cisimlerin yaklasik %10-20'si endoskopik miidahale gerektirirken %1'inden daha
az1 cerrahi miidahale gerektirir. Bu nadir olguda, gecikmis komplikasyonlar1 olan, akut apandisit klinigi ile
basvuran ve radyolojik incelemede yabanci cisim saptanan, intraoperatif olarak diigme pil ve miknatis yuttugu
tespit edilen hastayi tartisacagiz. Cocuk acil serviste ¢alisan hekimlerin yabanci cisim yutulmasina karsi yiiksek
farkindaliga sahip olmalari 6nemlidir ve 6zellikle akut batin ile bagvuran hastalarda yabanci cisim yutulmasini
ayirict tanida gz oniinde bulundurmalart gerekmektedir.

Anahtar Kelimeler: Yabanci cisimler, Pil, Miknatislar, Apandisit
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Introduction

Foreign body ingestion is a common reason for visits
to Pediatric Emergency Departments, most frequently
observed in children aged between 6 months and 3
years (1). These cases are often evaluated based on a
witnessed or reported history of ingestion. However,
in some instances, there is no observed history, and
diagnosis must rely on clinical symptoms and imaging
techniques. Most cases are asymptomatic or present
with only transient symptoms following ingestion.
Although mortality due to foreign body ingestion
is rare, lithium-based batteries and other high-risk
objects—particularly multiple magnets—can lead to
serious delayed complications (2). This case report
discusses a patient who presented with symptoms of
acute appendicitis. A foreign body was detected during
radiological evaluation, and it was later discovered
during surgery that the patient had ingested both a
button battery and a magnet.

If

Figure-1: Button Battery and Magnet in the Lower
Right Quadrant

Case presentation

A 5-year-old male patient was brought to the Pediatric
Emergency Department with complaints of abdominal
pain that began the previous evening, accompanied
by two episodes of vomiting. The vomitus contained
ingested food. The abdominal pain was diffuse across
all quadrants, intermittent, and colicky in nature. The
patient had normal gas and stool output. There was no
history of fever, diarrhea, constipation, excessive fluid
intake, frequent urination, dysuria, kidney stones, or
recurrent abdominal pain. The patient had no significant
medical history, was not on any medication, and had
no history of previous surgeries or known allergies.
On examination, the patient appeared in good general
condition, and his vital signs were stable. Abdominal
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examination revealed tenderness with guarding and
rebound tenderness in the right lower quadrant. Other
system examinations were normal. Laboratory findings
were: Hemoglobin (Hb) 11.7 g/dL, white blood cell
count (WBC) 10,720/mm* with 72% neutrophil
dominance, C-reactive protein (CRP) 29.6 mg/L, and
blood glucose 102 mg/dL. Renal and liver function
tests were normal. Urinalysis revealed positivity for
ketones and urobilinogen but no other abnormalities.
Abdominal X-ray did not show air-fluid levels or free
air suggestive of obstruction or perforation. An increase
in density in the right lower quadrant was identified,
which was initially interpreted as a trouser button
(Figure 1). Given the clinical suspicion of appendicitis
based on the patient’s "Pediatric Appendicitis Score,"
abdominal ultrasound was performed but failed to
visualize the appendix, possibly due to a retrocecal
position. Abdominal computed tomography (CT) was
recommended. The CT scan revealed a metallic foreign
body with dimensions of 2x1 cm in the ileocecal
region, causing significant artifact, making the
appendix indistinguishable. Upon further questioning,
the patient's mother recalled that the patient had been
playing with a laser battery 2-3 days prior. Broad-
spectrum antibiotics (sulbactam-ampicillin 200 mg/
kg/day, metronidazole 30 mg/kg/day, amikacin 20 mg/
kg/day) were initiated, and the patient was taken to
emergency surgery. During surgery, it was observed
that the magnet and button battery had caused erosion
and necrosis of the intestinal wall in the cecum and
ileum, but without perforation (Figure 2).

Figure-2: Necrosis of the Intestinal Wall in the
Ileocecal Region Caused by Button Battery and
Magnet

The right ureter and right iliac artery were adherent
to the posterior parietal peritoneum, but no bleeding
or urinary leakage was noted. Approximately 15 cm
of necrotic bowel was resected, and the surgery was
completed. Following surgery, the patient was given
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parenteral nutrition, and oral feeding was initiated
on the 6th postoperative day. After completing a 10-
day course of antibiotics, the patient was in stable
condition with good oral intake and no complications,
and he was discharged after follow-up.

Discussion

Commonly ingested foreign objects in childhood
include coins, button batteries, toys, toy parts, magnets,
needles, jewelry, fish and chicken bones, safety pins,
screws, and food. It is reported that 70-80% of ingested
foreign bodies pass through the gastrointestinal tract
without causing any issues. Approximately 10-20% of
cases require endoscopic intervention, and less than
1% require surgical intervention (3). Foreign bodies
that pass through the pylorus and into the intestines
are usually asymptomatic and pass spontaneously in
the stool. However, in rare cases, foreign bodies may
remain in the distal gastrointestinal tract and lead to
delayed complications.

The increasing use of toys and objects containing
magnets and batteries has led to a significant rise in
accidental ingestion cases among children (4). Data
from North America suggest that in the past decade,
the number of surgeries required for ingested magnets
has doubled (5). Typically, if a single magnet or
button battery is ingested, it progresses through the
gastrointestinal tract without causing mucosal damage
and is excreted in the stool. However, high-power
magnets should be removed immediately due to the
risk of perforation (6,7).

Ingested magnets can cause significant complications
due to their attractive forces. When multiple magnets
or materials with magnetic properties are ingested
together, the risk of gastrointestinal complications
such as obstruction, ischemia, necrosis, fistula, and
perforation increase (8,9). In such cases, if the magnets
are not accessible via endoscopy, serial radiographs
should be used to monitor progress. Symptomatic
patients or those with multiple magnets that do not
progress should undergo emergency surgery (6). In
a study of 24 cases of accidental multiple magnet
ingestion, it was found that 15% of patients were
asymptomatic at presentation, while abdominal pain
and vomiting were the most common symptoms in
symptomatic cases. Perforation occurred in 66% of
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