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For the development of patient safety culture, which has a very important place in
the success of health institutions, patient-focussed, safe, effective, technological
equipment brought by the modern age and equal distribution of information bring
along a number of norms. Today, patient safety is recognized as a priority issue in the
field of health services worldwide. The aim of this study is to emphasize the importance
of patient safety in the establishment of patient safety culture and practices in health
service delivery in Tiirkiye and in the world, to examine the quality improvement
strategies in this regard in detail and to emphasize the importance of patient safety in
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Patient safety culture is becoming a priority in healthcare organizations as a
specific aspect of an organization's overall culture and is receiving increasing
attention (Sorra and Dyer, 2010). Preventing medical errors and ensuring
patient safety at every stage of health service delivery are among the main goals
of the health system (Guven, 2007).As health services grow, the principle of
quality in health service delivery comes to the fore. One of the most important
principles in this regard is patient safety. The importance given to the concept
of patient safety was first included in Hippocrates' principle of “Primum non
nocere (First do no harm)”. However, every medical use and intervention in
healthcare services brings along some risks. Patient safety is defined as the
prevention of errors occurring in health services and the reduction or complete
elimination of patient harms resulting from these errors. This issue, which has
been of great importance for societies since ancient times, has been supported
by various practices and measures in every period, and preventing medical
errors and ensuring patient safety at every stage of health service delivery has
been among the priorities of the health system. In recent years in Tiirkiye,
the concept of patient safety culture has been an issue that quality standards
management units have been meticulously emphasizing, and the increase in
medical errors due to the high level of risk factors in healthcare institutions
has made patient safety gain importance. Health managers and employees
have primary duties and responsibilities in order to anticipate errors that may
occur due to risks, to prevent errors due to these situations in advance, and to
provide health services in a more qualified and safe manner. The aim of this
study is to emphasize the importance of patient safety in the establishment of
patient safety culture and practices in health service delivery in Tiirkiye and in
the world, to examine quality improvement strategies in this regard in detail
and to emphasize the importance of patient safety in health institutions.

Although patient safety has been discussed in the last fifty years, it has actually
been an important issue in the earliest periods of history. In the 1760s, in the
Hammurabi Code, one of the oldest laws in history, the 9th article clearly
explains the harm that a doctor can cause to a patient during an operation
and the penalties that they will receive in return (Karadag, 2022). In addition,
Article 218 of the same code stipulates that if a doctor injures a patient or



causes his death, his hands will be cut off as a punishment for the harm they
have caused (Karadag, 2022).

Article 18 of the Regulation on the Execution of the Art of Municipal
Pharmacology dated 1861 states that "When the prescribed drugs are prepared
in the apothecary's shop together with the prescription and delivered to the
person, the mouth of the drugs shall be sealed and the label of the drugs used
shall be written as "It shall be used for this person in this way" and the "label of
the drugs used shall be in orange", thus containing regulations regarding safe

drug practices in today's understanding (Dilmen, 2016).

In 1883, by drawing attention to the principle that hospitals should not cause
germs, which was included in Florence Nightingale’s laws, attention was drawn
to both patient safety and the infectious damage caused by hospitals (Topgu,
and Tokag, 2013).

The Institute of Medicine (IoM), known as the most influential organization
guiding medical practices in The United States (USA), has defined patient
safety as “Preventing harm that may develop in patients” (Aspeden, etal, 2004).
The National Patient Safety Foundation (NPSF) has defined it as “reducing or
eliminating patient confusion caused by errors in healthcare services” (The
National Patient Safety, 2017). The World Health Organization (WHO) has
defined patient safety as the ability to prevent or minimize preventable errors
and hazards in healthcare services (The World Health Organization, 2017).
According to the International Atomic Energy Agency (IAEA), it is defined
as the joint effect of values, competence, attitudes and behaviors of top
management, which guide the quality and institutional attitude of health and
safety plans by institutions and the continuity of their application (Karadag,
2022).

Looking at the history of Turkish medicine, it is seen that various rules have
been applied from past to present regarding the professional responsibilities of
physicians. During the Shamanism period, there are documents indicating that
physicians who practiced wrong medical practices were punished. During the
Seljuk period, it is known that people who did not have sufficient experience
were prohibited from practicing medicine and physicians who were found

to be at fault were subjected to various sanctions. Written in 1041 by Hekim



Ibn-i Serif, “Yadigar-1 Ibn-i Serif” emphasizes the importance of knowledge
and experience, discusses the issues to be considered in drug treatment and
describes the qualities that a good physician should have. In the archives of
Turkish medical history, there are many consent documents regarding patient
safety. In these documents, especially before surgical procedures, the patient's
condition and the operation process are explained in detail, the fee to be
received by the physician is specified, and commitments are taken that the
patient or his relatives will not make any claims against possible risks (Tokacg,
2008).

In the Ottoman Period, medical and pharmaceutical practices were regulated
within the framework of certain rules, and those who did not comply with these
rules were punished by sultan and physician chief edicts (Ozgéniil, 2010). The
earliest court decisions on physician liability were recorded in Jerusalem court
records in the 12th and 13th centuries. In Europe, the first example of such a
decision is found in 1390. It is known that a physician working in Marseille
was held responsible and penalized as a result of a mistake he made due to
lack of knowledge. The concept that is now called “malpractice” was defined
by William Blackstone in England in 1768. Afterwards, the rules regarding
medical errors started to be included in written sources more clearly and the

awareness of the issue increased (Ozgoniil, L. 2010).

Archive documents from the Ottoman Empire to the present also provide
information about the understanding of patient safety in healthcare services.
The most frequently encountered information regarding patient safety among
archive documents is the consent document. It has been observed that the
Ottoman state required doctors, especially surgeons, to have a declaration
of consent for the operations they would perform, and therefore prevented
the patient or their relatives from turning this situation into a blood feud or
demanding an inheritance in the event of any negative developments (Tokag,
M. 2009).



Patient safety culture is a part of the institutional culture and consists of the
behaviors, ideas, perceptions and values of the individuals in the institution
(Kaya, 2009). In order to create a patient safety culture in hospitals, it is
necessary to raise awareness of not only hospital employees and managers
but also patients about patient safety (Akalin, 2004). These are services aimed
at preventing errors in healthcare services and eliminating the damage and
deaths caused by these errors (Akalin, 2010).

According to the National Patient Safety Agency (NPSA), patient safety is the
risk assessment in hospitals, the management and disclosure of patient-related
risks, the reporting and analysis of repeated risks to minimize them, and the
implementation of the solutions created, thus providing a safer care process
for the patient (Gozli and Kaya, 2012).

In recent years, it has been observed that studies on patient safety in developed
countries, especially in England, Australia and Canada, have accelerated and
progressed more compared to recent years (Topgu and Tokag, 2013).The
leading country in studies on patient safety culture is the USA. The most
influential organization established in the USA and guiding medical studies,
the “National Institute of Medicine (IoM)” published a report called “To err
is human” in 1999. The report drew attention to patient safety and stated that
98,000 people die each year in the USA due to medical errors alone. The
report stated that the cause of death is the Sth leading cause of death after
heart disease, cancer, cerecbrovascular disecases and COPD. As stated in the
report, the issue of patient safety has a significant impact on patients and their
relatives, then on the public and state finances. For this reason, in studies to
be carried out on patient safety, it is very important to first ensure that health
professionals successfully ensure the patient safety reporting process, and to
report medical errors to the hospital management without anyone worrying
about them, thus preventing preventable medical errors and preventing the
harm caused to patients as a result of these errors. The main purpose of the
patient safety culture is to prevent possible medical errors that may occur at
each stage of healthcare delivery and to prevent them from harming the patient
(Karadag, 2022). In the 2003 report of the Institute of Medicine, three of the
twenty areas named as priority in terms of quality in healthcare are related



to patient safety. These areas are generally smart medication management,
hospital infections, and patient safety in hospital services are among the issues
that need to be improved (Institute of Medicine, 2003).

Institutions providing health services are organizations that use many separate
professional departments such as institutional infrastructure, physical
conditions, human resources, technology, and have limited norms and are
in matrix structures with continuous social purposes. Health institutions are
among the high-risk businesses because they are based on human life. In
our daily lives, almost everyone's births and deaths occur in hospitals. It is
of vital importance for health institutions, which have an important place in
our lives, to implement the patient safety process and necessary procedures
while improving the service quality. According to NPSA, it is explained as the
practices carried out in order to prevent or minimize the losses that may occur
due to an unexpected or undesirable situation during the provision of health
services. For this purpose, it continues the supported activities to minimize
the events that endanger patient safety during the provision of health services
and to improve safety and quality. The point emphasized here is that patients
can receive treatment in a safe environment and be protected from preventable
medical errors (The National Patient Safety Agency, 2021). Despite the fact that
it has been the subject of many researches and initiatives aimed at developing
applications for approximately twenty years, undesirable situations related to
patient safety still continue (The National Patient Safety Agency, 2021). In
the world, 80% of the damages that occur in patients receiving primary and
outpatient healthcare services are preventable. It has been observed that 4 out
of every 10 patients in developed and developing countries are harmed due
to preventable medical errors. Some of the most harmful errors occur with
diagnosis, prescription and medication use (Slawomirski, et al., 2018).

According to the WHO data, it was stated that more than 750 thousand people
died due to preventable medical errors in Europe in 2019 (The World Health
Organization, 2019). According to the "Patient Safety Economics Acute Care
Technical" report conducted in Canada, the financial burden of preventable
situations was recorded as approximately 397 million dollars in 2009-2010.
This table includes the care after the patient is discharged from the hospital, as
well as general financial processes such as functional losses and professional



productivity (Etchells, et al., 2012). A study conducted in the USA showed
that preventable healthcare-based finances in 2010 were between 6.8 billion
dollars and 27 billion dollars. As a result of the data obtained, the economic
and social financial and public health services and other social institutions
do not lose confidence. Economic and social finances include physical and
psychological fatigue, pain and sadness, and reduced economic productivity.
Financial losses due to harm to patients cause trillions of dollars in damage
every year (Slawomirski, et al., 2018).

The Agency for Healthcare Research and Quality (AHRQ) has proposed
10 topics to prevent undesirable situations in hospitals (The Agency for
Healthcare Research and Quality, 2018):

1. Preventing central catheter-related bloodstream infections.
2. Reorganizing hospital discharge processes.

3. Preventing preventable hospital deaths and the common cause of hospital-
acquired venous thromboembolism (VTE).

4. Providing complete information to patients using blood thinners to use
their medications correctly and safely.

5. Limiting shift times for health professionals and other hospital personnel.
6. Collaborating with organizations that work on patient safety.

7. Choosing good hospital design principles.

8. Providing training on effective communication among hospital personnel.
9. Measuring patient safety culture for evaluation.

10. Ensuring that chest tubes are placed safely and sterile.



In 1955, American Doctor Ernest Cedman conducted research on patient
outcomes. Later, in 1984, the Anesthesia Safety Foundation established the
“Harvard Medical Practice” study in New York, USA. In 1922, the “Medical
Practice Studies” were initiated in Colorado and Utah. In 1995, the 1st
Annenberg Patient Safety Conference was held. In 1996, studies on patient
safety gained momentum and politicians began to participate in regulations on
the subject. Between 1997 and 1998, reports prepared with research results on
the subject guided studies on patient safety and these reports were presented
to the public. According to a series of reports published by the “Institute
of Medicine (IoM)” under the “Quality Chasm” series since 1999, 98,000
people lose their lives each year in the United States due to medical errors.
The majority of medical errors are due to errors in the system rather than
personal errors. (Akalin, 2004). In 2000, norms related to quality and patient
safety began to be established to increase the quality of patient service care.
The National Patient Safety Task Force (FDA, AHRQ, CDC, CMS) was
established in 2001. In 2002, health insurance companies also conducted
studies showing that they care about patient safety. In 2003, the “Vision for
Public Health Improvement Strategies” was announced in the new research
process by the “Joint International Commission”, the International Health
Organization (IOM) published the Priority Areas for National Action report,
the FDA determined the criteria for drug coding, and the Health Development
Institute developed interactive quality resources (Korkmaz, 2018). The Joint
Commission on Accreditation of Healthcare Organizations (JCAHO) first
accepted national patient safety goals in the USA in 2003. These goals are
determined for all departments providing healthcare services and the topics
are reviewed annually. Patient safety goals are explained in detail below (Joint
Commission on Accreditation of Healthcare Organizations, 2010):

*  Verify patient identity information.

* Maintain and improve communication between those providing patient

care.

*  Ensure the safety of smart and important medicines.



» Eliminate or reduce wrong site, wrong patient, wrong surgical operations.
» Improve the safety of infusion pump use.

* Improve the adequacy of clinical alarm systems.

* Preventing infectious.

At the World Health Assembly in 2004, the “World Alliance for Patient Safety”
was launched with the support of the WHO President and the Health Ministers
of many countries. Subsequently, in 2005, the “World Alliance for Patient
Safety 10 Actions”, “Global Patient Safety Challenges” and “Patient Safety
Solutions” were announced by the WHO. With this movement pioneered by the
WHO, this issue has become increasingly talked about in European countries
and our country, and various legislative studies and regulations regarding
patient safety have been put forward. Research and efforts conducted to date
show that safety problems are much more complex and widespread than
initially anticipated. (NPSF, 2015). Since 2004, three “Global Patient Safety
Challenges” have been launched in collaboration with the World Alliance for
Patient Safety (WHO):

1. “Clean Care is Safer Care” (2005) to prevent healthcare-associated
infections.

2. “Safe Surgery Saves Lives” (2008) to reduce the risks associated with
surgery.

3. “Medication Without Harm” (2017) to ensure medication safety.

The data obtained from the challenges are encouraging. For example, the “Clean
Care Safe Care” movement has been secured by Ministerial commitments
covering 85% of the world’s population. This campaign has taken on many
of the characteristics of a social movement (Poulter, et al., 2017). The World
Medical Association's "Patient Rights Declaration" was published in Santiago
in 2005. Although the basis of this declaration is rights based on the principle
of autonomy, the right to health education was also defined for the first time.
In its most current form, patient rights include the following headings (Patient
Rights Guide, 2013).



1. Patients' right to access quality health services.

2. Patients' right to choose health services.

3. Patients' right to determine their own roadmap.

4. The right to approach an unconscious patient.

5. The right to approach a patient who lacks legal capacity.
6. The right to intervention against the patient's wishes.

7. The patient's right to be informed.

8. The patient's right to privacy.

9. The patient's right to health education.

10. The patient's right to fulfill their religious obligations.
11. The patient's right to protect their dignity.

12. The patient's right to know, choose and change hospital personnel.
13. The right to determine priority.

14. Prohibition of euthanasia.

Joint Commission International (JCI) has taken an active role in some
operational practices related to WHO Patient Safety Solutions. The
International Patient Safety Goals have been published by JCI as follows (JCI,
2006):

* Goal I: Identify patients correctly

* Goal 2: Improve effective communication

* Goal 3: Increase the safety of high-risk drugs

* Goal 4: Ensure safety in surgery

* Goal 5: Reduce the risk of healthcare-associated infections

* Goal 6: Reduce the risk of patient injuries from falls



In the international conference held in Geneva in 2007, the World Health
Organization (WHO) stated that approximately 10 million people in the world
are injured or die each year due to preventable medical errors, and therefore
called on countries to conduct more research on patient safety (Tuncel, 2013).
Patient Safety Solutions, published in 2007, aims to transform knowledge into
practical solutions and disseminate these solutions internationally. Solutions are
standardized tools for healthcare professionals to preventrisks fromreaching the

patient. In this context, 9 patient safety solutions have been published (WHO):

1. Communication in Healthcare.

2. Right Party Right Procedure.

3. Control of Concentrated Electrolytes.

4. Verification of Patient Identity.

5. Drug Safety.

6. Safety of Invasive Catheters and Tubes.

7. Use of Single-Use Syringes.

8. Safety of Medicines That Spell and Read Similar.
9. Hand Hygiene.

Over the years, many advances have been made in practices that support
patient safety and in raising awareness of patient rights. For example, in 2009,
the European Union published the report “Patient safety, including infection
prevention and control” on healthcare, and in 2012, it launched the “European
Union Network for Patient Safety and Quality of Care (PASQ)”, a network
that aims to improve the safety of care by sharing knowledge, experience
and implementing good practices. With the establishment of national plans,
networks and organizations in many countries, the way has been paved for
patient safety practices (Dhingra, et al., 2021). The importance of patient
safety, which has been better understood in epidemics, was recognized as an
important milestone in this regard by the 194 countries participating in the
72nd World Health Assembly held in Geneva in 2019 with a joint resolution
titled “Global action on patient safety”. For the first time in history, “World



Patient Safety Day” was adopted on 17 September 2019 (World Health
Organization, 2023).

In the “WHO Global Patient Safety Action Plan 2021-2030 Information
Meeting” organized by WHO on 27.11.2020, the strategic goals and objectives

expected to be achieved between 2021-2030 were defined under the following
headings (WHO)

Strategic Goal 1: Policies to eliminate preventable harms in health services
Strategic Goal 2: High reliability systems

Strategic Goal 3: Safety of clinical processes

Strategic Goal 4: Patient and family participation

Strategic Goal 5: Education, skills and safety of healthcare professionals

Strategic Goal 6: Knowledge, research, risk management and improvement

Strategic Goal 7: Synergy, partnerships and solidarity

The activities expected from countries by 2030 in line with the global patient
safety goals by WHO are listed below. (WHO):

All countries will establish and implement a national patient safety policy.
All countries will designate a national patient safety coordinator.

All countries will conduct regular patient safety surveys in healthcare

settings.
Healthcare-associated infection (HAI) reduction.

Serious preventable harm related to medication reduced by 50% (compared

to baseline).
Venous thrombo-embolism deaths reduced.
Fall deaths reduced.

Safer healthcare policies and guidelines will be developed with the
participation of patient and family representatives.



* Patient safety curriculum will be implemented in all healthcare
undergraduates.

* All countries will participate in annual Global Ministerial Summits on
patient safety.

* All countries will have established a national patient safety network.

The efforts of private hospitals to gain international certification and be
accredited by “Joint Commission International (JCI)”, which they started
in the 2000s in order to differentiate themselves by increasing their service
variety in terms of quality and scale, have paid off and started a new era.
Accreditation is not only for hospitals, but also with the addition of some
laboratories and private ambulance companies, patient safety studies have
spread to different areas. The public sector has also started to accompany the
studies of the private sector (Sur and Say, 2013).

In Tiirkiye, studies on patient safety have been addressed within the scope of
the Turkish Healthcare Quality System since 2005. The criteria determined
to ensure patient safety in healthcare are included in the quality standards
published by the Ministry and healthcare organizations are obliged to apply
these standards compulsorily. In Tiirkiye, quality studies including patient and
employee safety came to the agenda with the Health Transformation Program
in 2003 and in this context, quality studies in health were initiated in 2005. In
order to ensure patient and employee safety and satisfaction, quality criteria
were first developed in 2005. With the revision made at the beginning of 2007,
it became a set consisting of 150 questions. In 2009, the “Private Hospital
Service Quality Standards” and the SKS Hospital (Version 5) Set published in
2015 were published. In the SKS Hospital (Version 6) set published in 2020
with the revision made later, patient and employee safety, patient and employee
satisfaction, risk management, learning from mistakes and continuous quality

improvement perspective were taken to the center of the set.

Apart from accreditation and quality management in Tiirkiye, an important

development, especially in the field of patient safety, was the establishment of



the “Patient Safety Association” in 2006. The association, which achieved a
first in Ankara, organized the “International Patient Safety Congress” twice
in 2007 and 2008. According to the data of June 2024, there are a total of
38 healthcare institutions in Tiirkiye that have received JCI certificates. four
of these are primary health services, three are ambulance services, one is a
laboratory and 30 are hospitals (Joint Commission International, 2024). In
Tirkiye, practices related to patient safety are addressed in the “Quality
Standards” structure published by the Ministry. In the dimensioning system,
the Standards were placed on a model consisting of five dimensions, both
vertical and horizontal, and designed to cover all parts of the organization. The
vertical dimensions include Corporate Service Management, Health Service
Management, Support Service Management, Indicator Management, while the
horizontal dimension includes Patient and Employee Safety." This statement
can be found in (General Directorate of Health Services Department of Quality,
Accreditation and Employee Rights in Health, 2024). The “Communiqué
on the Procedures and Principles Regarding the Ensuring and Protection of
Patient and Employee Safety in Healthcare Institutions and Organizations”
(Official Gazette, 2019) was published in the official gazette dated April 29,
2009 and numbered 27214 and put into effect.

The Ministry of Health has enacted the following legislation related to the
Quality System in Health. Ministry of Health Inpatient Treatment Institutions
Institutional Quality Improvement and Performance Evaluation Directive
(2005).

- Directive on Quality Improvement and Performance Evaluation in Health
Institutions and Organizations Affiliated to the Ministry of Health (2007)

- Directive on Performance and Quality in Health (2009)
- Regulation on Ensuring Patient and Employee Safety (2011)

- Regulation on the Improvement and Evaluation of Health Service Quality
(2013)

- Regulation on the Improvement and Evaluation of Quality in Health (2015)



Among the duties of the General Directorate of Health Services under Article
355 of the Presidential Decree No. 1, the following issues are related to patient

safety are as follows:

a) To plan all kinds of preventive, diagnostic, therapeutic and rehabilitative
health services, to make technical arrangements, to set standards, to classify
these services and providers, and to carry out related works and procedures.

b) To make arrangements for patient rights and patient and employee safety.

c¢) To supervise the compliance of health institutions and organizations with
the policies and regulations determined by the legislation, and to impose the

necessary sanctions.

d) To Establish the necessary commissions for planning and establishing
standards.

e) To Determine and ensure the implementation of quality and accreditation
rules in health services Quality Standards in Health (QSS) and Implementation
Guidelines published within the scope of these duties are given below
(Healthcare Quality, Accreditation and Employee Rights website):

- SKS Hospital

- SKS ADSH

- SKS Dialysis

- SKS 112

- SKS Medical Center

- Safe Surgery Implementation Guide

- Safe Delivery Process Implementation Guide

- Medication Management Guide

- Document Management Implementation Guide
- Survey Implementation Guide

- Indicator Management Guide



- COVID- 19 Diagnostic Laboratories in Light of SKS Clinical Microbiology
Laboratories Quality Management Guidelines

- Clinical Microbiology Laboratory Quality Management Guidelines

- Clinical Quality Measurement and Evaluation Guidelines

- Clinical Quality Implementation and Data Quality Improvement Guidelines
- Guidelines for Appropriate Oxygen Therapy in Newborns

- Guidelines for the Prevention of Hospital-Associated Venous

Thromboembolism
- SKS Hospital Risk Management Guidelines

The topics addressed related to patient safety within the scope of the HCS are
as follows (Healthcare Quality, Accreditation and Employee Rights website:

- Control and prevention of infections

- Drug safety

- Correct identification of the patient

- Strengthening communication between patients and healthcare professionals
- Patient participation in the care process
- Prevention of falls

- Safe surgery

- Information security

- Radiation safety

- Transfusion safety

- Medical device safety

- Waste safety

- Facility safety



In order to increase patient safety and improve the quality of healthcare
services, processes that help to predict and eliminate problems can be
developed or the root cause of the problems can be investigated and prevented
to prevent recurrence. The tools used in this direction are a bridge integrated

with the system approach.

Retrospective Event Analysis: These methods are based on remedial activities
and are detailed below.

Critical Incident/Root Cause Analysis: It is a tool that helps to examine and
document the cause, causal effects or root causes of the problem that occurred.
In cases that affect important or harmful patient harms, an in-depth examination
1s needed to determine the true root causes. Thus, in the event of an error,
current improvements in the processes can be made by going from general
causes in organizational processes to specific causes in clinical processes. In
any emergency situation, health care organizations need to measure the results
or activities of initiatives that have implemented risk reduction strategies

based on root causes in the situation (Wu, et al., 2009).

Pareto Charts: After collecting the necessary data about the problem, it is
used to help determine the first improvement initiatives and to focus on the

activities in the areas that provide high returns (Wu, et al., 2009).

Fishbone Diagram: Also known as the cause-effect diagram, this tool is used
to organize and define the causes of the problem in the structural process (Wu,
et al., 2009).

Prospective Event Analysis - Proactive Methods: It is based on preventive

activities rather than corrective activities.

Failure Mode and Effects (FMEA): It is a meta-system in the process to help
before problems occur. The main purpose of FMEA is to prevent known or
potential errors before they reach the user. (Chin, S., et al., 2009) For this
reason, each error risk is thoroughly evaluated and prioritized (Fracica, et al.,
2010).



They are at the heart of health services and should be addressed as a primary

issue by every health institution and health professional. Nevertheless, there

are some dangers and risks during the provision of health services. Patient

safety risks and dangers are detailed as follows:

Medication Errors: These are the most common and risky patient safety
problems among patients. Incorrect drugs, incorrect dosages or drugs
administered in the wrong way can cause serious errors. These errors
can seriously harm the health of patients and it is of great importance
for professionals to be careful and receive training in drug management
(Aslan, 2020).

Infection Control Problems: They pose a very serious danger for patients.
Infections can cause serious consequences, especially in cases such as
surgical interventions or diseases that weaken the immune system. For
this reason, health institutions should develop comprehensive policies and

methods specific to infection control (Doganyigit, 2021).

Surgical Errors: They are one of the most important problems encountered
in the hospital area. Wrong surgical operations may occur for similar
reasons such as wrong-site surgery, surgery performed on the wrong
patient or lack of communication between surgical team members. These
errors can seriously affect the lives of patients. In order to increase surgical
safety, training and communication channels of surgical teams should be
kept open (Ergen and Tank, 2023).

Communication Problems: Inadequate and incorrect communication
between healthcare professionals can make the coordination of patient
care delicate and can cause errors. In addition, communication problems
between patients and healthcare professionals can also affect patient
safety (Arslanoglu, 2019).

Infrastructure and Technology Problems: Inadequacies in technological
systems or infrastructure used in healthcare services can endanger patient
safety. For example, defective patient record systems or failure of medical
devicescancausepatients toreceiveincorrecttreatment. Investments should
bemade and revised to eliminate technological problems with infrastructure
systems in healthcare institutions and organizations (Shaw, A., etal., 2020).



Patient Identity Confusion: Patient identity confusion is a serious factor
that causes treatment to be administered to the wrong patient. Identity
verification processes may be inadequate or incomplete. For this reason,
patient identity information should be fully checked and directly verified
at every stage (Ipek and Tonkus, 2020 ).

Device and Equipment Errors: The problem of power outages in the error-
free operation of very important devices such as life support devices is
an important factor that undermines patient safety. Healthcare workers
should be aware of the correct and effective use of devices and ensure that
their maintenance is carried out at regular intervals. Routine maintenance
of devices should be carried out, and control and calibration processes
should be carried out regularly and monitored (Gokkaya, 2023)

Healthcare Worker Inadequacy and Human Factors: Human factors such
as health care workers being weak, exhausted, stressed or overworked
can negatively affect patient safety. Strategies should be developed to
minimize the inadequacy of personnel or employees working on shifts
and to coordinate the workload of employees (Kaya and Giindiiz, 2022).

Lack of Patient Companionship: Approaches to healthcare service delivery
partnership aim to place people using the services at the center of care,
support them in the decision-making process to understand their service
experiences, and include them in the design and delivery of care. Stages
such as patients not being involved in treatment processes and decisions
or incomplete information being provided pose a threat to patient safety
(Ocloo, et al., 2021).

Inadequate Emergency Preparedness: Inadequate preparations by
healthcare institutions and organizations, long stays of patients, medical
errors due to frequency and intensity, and inappropriate interventions can
pose a risk to patient safety. Establishing emergency plans for healthcare
institutions, having qualified staff, suitable infrastructure, and organizing
drills at certain periods are important approaches in this regard. (Mckenna,
et al., 2019)

Radiologic Imaging and Radiation-Specific Risks: Since the functions of
radiology are primarily related to diagnosis, many errors performed in

radiology departments disrupt diagnosis and treatment. Such errors result



from the application of theoretical aspects of imaging, inadequacy or
misperception, misinterpretation of imaging findings, and inadequate and
timely communication of imaging findings to the desired person for action
(Larson, et al., 2015).

» Dissatisfaction of Healthcare Workers and Inadequate Job Satisfaction:
Improved job satisfaction is an important factor that positively affects the
success of healthcare professionals and the care experience of patients.
Job satisfaction is a factor that increases institutional and professional
commitment and creates motivation. Increased job satisfaction and
contentment contribute to the provision of safe and significant quality care
(Facts About Speak Up, 2010).

Healthcare institutions are risky organizations that involve many disciplines
and generally involve high-risk business processes. Within such a structure, it
is possible for different errors to occur that affect and harm the patient. Efforts
to prevent medical errors and make healthcare institutions safer continue with
error reporting processes developed by patient and employee safety centers of

many countries.

In preventing or minimizing errors, the first step is to know the errors and
prevent them from being repeated. Designing automations that allow hospital
employees to report errors safely and without fear of punishment or humiliation

and learning from the errors that occur can create a positive safety culture.

Creating awareness that safe patient care is the responsibility of all hospital
personnel and ensuring that healthcare managers embrace this issue,
supporting effective communication among personnel, providing training to
all personnel, especially on reporting near-miss errors, and developing user-
friendly reporting automations are very important.

There is a general disconnect between the communication skills of doctors
and healthcare personnel and their ability to understand patients in terms of
health literacy. Each healthcare professional should be able to analyze the
patient's receiver characteristics in communication and change the signals as



a sender towards a different target.

The responsibility in providing healthcare services does not end with providing

treatment services only. It is important to educate patients and their relatives

and to know the ways to stay healthy. Health literacy is recommended to

"ask the necessary questions before applying to the doctor and leave with the

answers after preparing" due to any problem.

Under these conditions, the importance of the "Speak Up" study supported by

the Joint Commission is seen;

Speak up: Ask your questions to the other party out loud.

Pay attention: Focus on the care service provided. Make sure that you are
getting the right medicines from the right healthcare professional.

Educate yourself: Improve yourself, research, learn.
Ask: Ask your questions to the people around you that you trust.

Know: Know which medicine you are taking and why you are having the

examination done.

Use: Use a hospital, clinic, surgery center, or other type of health care
organization that has been carefully checked out

Participate: Be sure to accompany all treatment results.

The priority order of the Speak Up study is as follows;

Help prevent mistakes during your health care.

Help prevent mistakes during surgery.

Learn detailed information about organ donation.

Know what you can do to prevent infections.

Help prevent mistakes regarding the medications you are using.
Organize what you need after medical care.

Support in preventing medical care examination errors.

Learn your rights.



* Support in preventing medical care, research, examination, learning

€ITOTS.

* Learn about the doctors and other healthcare personnel who are caring
for you.

*  Support in preventing mistakes in medical care with your children.
» Stay healthy and support others in this regard.
*  You should know what to do before consulting a doctor.

Intensive work is being carried out in Tiirkiye to spread patient safety awareness
and develop its culture at an international level. Thanks to these studies, the
preferability, continuity, continuity of health institutions and the satisfaction of
service areas are also ensured. It cannot be ignored that patient safety benefits

the health care worker and the institution beyond patient satisfaction.
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Lomber Disk Hernisini Taklit Eden Nadir Bir
Brucella Spondilodiskit Olgusu
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Giris ve Onemi: Bruselloz diinyada, 6zellikle sanayilesmis ve az gelismis iilkelerde
en sik goriilen zoonotik hastaliklardan biridir. Klinik tablo genellikle lokal olmakla
birlikte multisistemik olgular da goriilebilmektedir. Multisistemik vakalarda,
genellikle brusellozlu hastalarin %?2 ila %53'tinde spondilit gelisir ve en sik etkilenen
yas grubu 50 ila 60 yas arasindaki kisilerdir. Bu klinik tablo ¢ogunlukla lomber
vertebralar1 (L4 ve L5) ve torakal vertebralari etkilemektedir.

Vaka Sunumu: Olgudan bir ay dnce (Bruselloz tanisi konuldugu giin itibariyle)
Lomber Disk Hernisi (LDH) nedeniyle beyin cerrahi tarafindan ameliyat edilen
55 yasindaki erkek hasta, siddetli bel ve sag bacak agrisi sikayetiyle tekrar beyin
cerrahi klinigine bagvurdu. ileri derecede hareket kisitliligi bulunan hastaya yapilan
serolojik Bruselloz testlerinde pozitif sonug tespit edildi. Hastanin dykiisiinde son dort
haftadir hareket kabiliyetinde azalma ve alt ekstremitede gii¢siizliik oldugu 6grenildi.
Manyetik Rezonans Goériintillemede (MRG) lomber kolonlarda, tanisal olarak 6nemli

olan bolgeler (graniilomatdz alanlar) ve lomber diskitin bulundugu yerler anlamliydi.

Klinik Tartisma: Bruselloz spesifik seroloji testlerinde pozitif tarama testi sonucu ve
yiiksek titrede anti-brusella antikorlart bulundu. Hastaya klinisyen tarafindan uygun

antibiyotik tedavisi (ii¢lii antibiyotik tedavisi) uygulandi. Hasta sifa ile taburcu edildi.

Sonug¢: Bruselloz; lokal (eklem agrisi, artrit gibi) veya sistemik bulgularla
(spondilodiskit, tenosinovit gibi) karsimiza ¢ikabilen bir enfeksiyon hastaligidir. Bu
olguda oldugu gibi; benzer klinik ve semptomatik 6zelliklere sahip hastalarda bruselloz

gibi zoonotik bir hastaligin varliginin mutlaka aragtirtlmasi gerektigi hatirlanmalidir.

Anahtar Kelimeler: Brusellozis, Laboratuvar Testleri, Spondilodiskitis
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A Rare Case That is Brucella Spondylodiscitis
Mimicking Lumbar Disc Herniation

Introduction and Importance: Brucellosis is one of the most common zoonotic
diseases in the world, especially in industrialized and underdeveloped countries.
Although the clinical picture is usually local, multisystemic cases can also be seen.
In multisystemic cases, generally, 2% to 53% of patients with brucellosis develop
spondylitis and the most commonly affected age group is people between 50 and 60
years of age. This clinical picture mostly affects the lumbar vertebrae (L4 and L5) and

thoracic vertebrae.

Case Presentation: A 55 years old male patient, who was operated on by a
neurosurgeon for Lumbar Disc Herniation (LDH) 1 month before the case (the day
of Brucellosis diagnosed), was re-admitted to the neurosurgery clinic with complaints
of severe waist and right leg pain. A positive result was detected in the serological
Brucellosis tests performed on the patient with severe mobility limitations. The
patient's history included decreased mobility and lower extremity weakness for the
past 4 weeks. In Magnetic Resonance Imaging (MRI), diagnostically important
regions (granulomatous areas) and locations of lumbar discitis in the lumbar columns

were significant.

Clinical Discussion: In Brucellosis specific serology tests, a positive screening
test result and high titer anti-brucella antibodies were found. Appropriate antibiotic
treatment was given to the patient by the clinician (triple antibiotic therapy). The

patient was discharged with full recovery.

Conclusion: Brucellosis is an infectious disease that may present with local (such as
joint pain, arthritis) or systemic findings (such as spondylodiscitis, tenosynovitis). As
in this case; it should be remembered that the presence of a zoonotic disease such as
brucellosis should be investigated in patients with similar clinical and symptomatic

features.

Keywords: Brucellosis, Laboratory Tests, Spondylodiscitis



Brucellosis is an infectious zoonotic disease caused by Brucella sp., which are
Gram-negative coccobacilli, and characterized by a granulomatous reaction
in the reticuloendothelial system. Multisystemic effects of Brucellosis
may variable due to vary clinical table so that clinical manifestations of
brucellosis may vary. Osteoarticular involvement in brucellosis can present
as spondylodiscitis, sacroiliitis, arthritis, bursitis, and/or tenosynovitis. This
study reports a case of brucellar spondylodiscitis with inflammatory low back
and right leg pain (Alton, 1996).

Human brucellosis is a major public health concern in several regions, mainly
the Mediterranean region, the Middle East, and parts of Central and South
America. Brucellosis affects organs with abundant mononuclear phagocytes,
such as the liver, spleen, lymph nodes, and bone marrow. Given its unique
pathogenic characteristics of Brucella sp., it frequently causes various
complications. One serious complication of Brucellosis is spinal involvement
(Al Jindan, 2021; Laine, 2023; ).

Approximately 2%—-53% of patients with brucellosis demonstrate spinal
involvement. A retrospective study in Tiirkiye reported that 39% of patients
with brucellosis presented with spondylodiscitis.  Brucellar spondylitis
typically occurs in men aged >40 years. On average, patients with spinal
involvement are significantly older than those without spinal involvement
(Alhusseini, 2024).

Spondylitis mostly affects the lumbar spine, followed by thoracic and cervical
regions. The most common complaints of spondylitis include fever, malaise,
sweating, back pain, and anorexia (Ali Adam, 2022).

A 55 years old male patient comes to the neurosurgery clinic with a complaint
of lumbar region pain for about one month. For diagnostic purposes;
biochemical tests and radiological examinations were requested from the
patient.The patient was diagnosed with lumbar disc herniation and a surgical
procedure was performed. The patient, who was followed up in the post-
operative period, was sent home with full recovery after being monitored in
the ward for 3 days.



Parameters typical for brucellosis were studied and evaluated in
the patient's serum. Among these parameters, there were CRP
(C-reactive  protein), ALT  (Alanine  aminotransferase),  AST
(Aspartate  aminotransferase), = GGT  (Gamma-glutamyltransferase),

creatinine and sedimentation parameters typical for brucellosis.

In the pre-operative period (undiagnosed Brucellosis stage); CRP levels in
order; 59, 98 and 125 mg/L, (reference range: 0-5 mg/L), Sedimentation value
109 mm/Hg (reference range: 0-20 mm/Hg), AST values respectively; 58, 28
and 17 U/L (reference range: 0-50 U/L), ALT values respectively; 62, 28 and
11 U/L (reference range: 0-50 U/L), Creatinine values are; It was measured as
0.59 and 0.57 mg/dL (reference range: 0.7-1.3 mg/dL).

In the postoperative period, approximately 40 days after the patient was
discharged, the patient applied to the neurosurgery clinic again because her
complaints did not improve, hence again, the patient's laboratory tests are

requested.

Important laboratory findings of this patient measured consecutively in the
post-operative period; CRP: 105.6, 98.6, 125 mg/L respectively, Sedimentation
measurement: 109, 114 mm/h respectively, ALT measurement: 28, 11, 23
U/L respectively, AST measurement: 28, 17, 31 U/L respectively, Creatinine
measurement: 0.57, 0.56, 0.5 mg/dL, respectively, GGT measurement: 66 and
78 U/L, respectively.

In the post-operative period were; the remarkable findings were that the
patient's complaints continued to increase and his ability to walk freely
decreased. During clinical examination, abscess formation was observed in
the surgical operation area. Samples were taken from this abscess sample by
the clinician for culture tests and sent to the laboratory. When there was no
growth in aerobic and anaerobic culture tests, it was thought that this case
might be Brucellosis and Brucella tests were requested for the patient.

Approximately 1,5 months after the date of surgery, brucellosis tests requested
from the patient gave positive results; Rose-bengal test (Seromed Laboratory
Diagnostics kit) was positive and agglutination test (Coombs serum



agglutination test, TULIP Diagnostics kit) was positive at 1/640 titer. This
patient, who lives in an area endemic for brucellosis, was the first patient
encountered with this clinic table in our hospital.

The patient was transferred from the neurosurgery clinic to the Infectious
Diseases Clinic and Brucellosis treatment was planned (triple antibiotic
therapy: Streptomycin, Rifampicin and Doxycycline). At the end of medical
treatment, the patient was discharged with full recovery.

Within the scope of pre-operative and post-operative radiological examinations,
the patient's MRI evaluation results are presented below.

Lumbar T2 sagittal MRI showed a right paracentral extruded disc
herniation at the L4-5 intervertebral disc space, and the patient complained
of sciatica and low back pain, so lumbar microdiscectomy surgery was
performed (pre-operative stage). There is no inflammatory area visible in this

image (below).

Figure 1. The right paracentral extruded disc herniation at the L4-5 intervertebral disc space

(marked area).



One month after the lumbar microdiscectomy, tthe patient
developed severe back and right leg pain. Contrast-enhanced lumbar MRI
showed contrast enhancement in the L4-5 intervertebral disc space and a
location showing contrast enhancement in the epidural area. Reoperation was

planned for the patient and peroperative abscess drainage was provided and

culture tests were taken (below).

Figure 2. The Contrast enhancement in the L4-5 intervertebral disc space and a location
showing contrast enhancement in the epidural area (marked area).

Discitis and epidural abscess location are also observed in the T2
sagittal MRI of the same patient (post-operative stage) (below).



Figure 3. Discitis and epidural abscess location (marked area).

Since the patient's pain continued in the postoperative period
and there was no clinical response to antibiotic therapy, Brucella specific
serological tests was performed. After he tested positive, medical treatment
was arranged and he was hospitalized for a month. In the first month follow-
up lumbar MRI, it was observed that the existing inflammatory lesions had
spread from the L.4-5 intervertebral disc space and invaded the L3, L4 and
L5 vertebral bodies (below).



Figure 4 and 5. The spread of existing inflammatory lesions from the L4-5 intervertebral disc
space to the L3, L4 and L5 vertebral bodies (marked area).

Human brucellosis remains a significant health problem worldwide due to
its complications. Serious complications such as spondylodiscitis reduce
people's quality of life and threaten their health. In this study, it was aimed
to reach the correct diagnosis by evaluating the laboratory and radiological
examinations of the patient with suspected lumbar disc herniation and the
delayed Brucellosis laboratory tests together (Spernovasilis, 2024).

Diagnosis of brucellosis infections is made by isolating the microorganism
from blood, bone marrow, body fluids or tissues. Many laboratories choose
to use rapid isolation methods to speed up blood cultures. However, to isolate
Brucella sp. in this way, these cultures must be maintained for at least 12-
15 days. It is known that the blood culture positivity rate is not very high
in special clinical conditions such as spinal brucellosis. Because; the use of
the Brucella-specific serum agglutination test, especially in endemic areas, is



still the well-standardized and most widely used serological method for the

diagnosis of Brucellosis (Di Bonaventura, 2021).

Spinal brucellosis is caused by the hematogenous route spread of
microorganisms, and the infection usually begins in the anterior superior
end plate of the vertebral body due to the rich blood supply in this area. The
inflammation can then spread to the entire vertebral body or intervertebral
disc, causing spondylodiscitis. Complications such as epidural abscess,
granuloma or discitis secondary to vertebral body involvement of brucellosis
have been reported in the literature regarding nerve root compression in
brucellar spondylodiscitis (Rizkalla, 2021).

Epidemiological studies on lumbar or spinal brucellosis cases are currently
limited, but Brucella-specific serological tests should be taken into
consideration in places where endemic Brucellosis cases are observed. In
this case study, the patient being over 40 years of age was an independent
risk factor for spinal involvement in brucellosis. Generally, the risk of spinal
involvement in patients with brucellosis over the age of 40 was shown to be

5.42 times higher than in patients aged <40 years (Yagupsky, 2019).

As a result, in areas where brucellosis are endemic, brucellosis discitis and
spondylitis should be considered in the differential diagnosis of long-standing
back pain in suspected cases. In such cases of brucellosis, only antibiotic
therapy may be sufficient and provide recovery. It has also been reported that
brucellosis may be the cause of LDH only in rare cases. Therefore, serological
tests before surgical interventions for Lumbar discitis and spondylitis are
important options in the diagnosis of Brucellosis and should never be

overlooked.
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Saglik politikalari, bir iilkede saglik hizmetlerinin kimler tarafindan iiretileceginin,
iiretilen hizmetin nasil sunulacaginin, nasil finanse edileceginin ve hizmet ticretlerinin
nasil &deneceginin belirlenmesi gibi konularda hiikiimetlerin aldiklar1 kararlar,
yaptiklar1 tercihler ve ortaya koyduklari hukuki metinlerdir. Saglik politikalar
oldukca genis bir alan1 etkileyip diizenlemektedir. Tiirkiye’de saglik politikalar1 ve
saglik reformu siirekli giindemde olmus bir konudur. Reformlardan sonuncusu ve
en kapsamlist Saglikta Doniigiim Programidir. Saglikta Doniigiim Programi saglik
sisteminin tiim alanlarinda yaygin ve ciddi degisiklikler 6ngdren bir igerige sahiptir.
Burada o6ncelikle kisaca kamu politikasi, kamu politikast analizi ve siire¢ modeli
hakkinda bilgi verilecektir. Ardindan bir kamu politikas1 olarak Saglikta Doniisiim

Programu ele alinip siire¢ modeli dogrultusunda analiz edilecektir.
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RESEARCH ARTICLE

An Example of Public Policy Analysis: Health
Transformation Program from Past to Present:
Tiirkiye

Health policies can be explained, these are the decisions taken by governments, the
choices they make and the legal texts they put forward on issues such as determining
who will produce health services in a country, how the service will be provided, how
it will be financed and how service fees will be paid. Here, health policies affect and
regulate a very wide area. Health policies and health reform have always been on
the agenda in Tiirkiye. The last and most comprehensive reform here is the Health
Transformation Program. The Health Transformation Program has a content that
envisages widespread and serious changes in all areas of the health system. Here,
briefly information will be given about public policy, public policy analysis and
process model. Then, the Health Transformation Program will be discussed as a

public policy and analyzed in line with the process model.

Keywords: Public Policy, Policy Analysis, Health Transformation Program, Process
Model



Saglik, toplumlarin yasam kalitesini ve standartlarint dogrudan etkileyen
bir unsurdur. Hem bireyler {izerinde hem de genel olarak toplum iizerinde
gdz ardi edilemeyecek etkilere sahiptir. Dolayisiyla iilkelerin saglik
standartlarini yiikseltmek hiikiimetlerin dncelikli ve mithim gdrevleri arasinda
yer almaktadir. Ayn1 zamanda hiikiimetler tarafindan saglik hizmetlerini
iyilestirmek ve hizmetlerin kalitesini ylikseltmek amaciyla saglik politikalari
gelistirilmektedir (Birkland, 2011). Ayni zamanda beraber saglik hizmetlerinin
iyilestirilmesi saglik reformlarinin sadece belli bir boliimiinii olusturmaktadir.
Saglik hizmetlerinin orgiitlenmesi, finansmani, saglikta goérev alacak insan
giiciine yonelik diizenlemelerin de yer aldig1 6nemli bir unsurdur (Memisoglu,
2018). Saglk reformlar1 ve saglik politikalar1 diinyadaki tiim iilkelerin
siirekli giindeminde olmustur. Nitekim diinya iizerinde degisen siyasi, sosyal
ve ekonomik sartlar hiikiimetleri bu alanda yeni diizenlemeler yapmaya
yonlendirmektedir. Biitiin bu siiregte alman kararlar ve hayata gecirilen
politikalarda {ilkenin i¢inde bulundugu kosullar ve diinya kosullar1 etkili
olmaktadir. Kisacas1 kiiresellesmenin etkileri, {ilkelerin saglik politikalari,
ekonomik krizler, saglik insan giiciiniin nitelik, nicelik agisindan yetersizligi
iilke genelinde saglik hizmetlerinin yeterli derecede olmayan sunumu,
insanlarin gesitli ve siirekli artan beklentileri, niifus yapisindaki degismeler

gibi etmenler hiikiimetlerin saglik politikalar: lizerinde etkili olmaktadir.

Tiirkiye’de de saglik politikalari, cumhuriyetin kurulusundan itibaren énem
arz etmis ve neredeyse her donemde saglik diizeylerinin iyilestirilmesi, saglik
kurumlarinin diizenlenmesi gibi amaglar giindemde olmustur. Cumhuriyetin
ilanindan sonra saglik hizmetleri agisindan 6nemli adimlar atilmis, saglik

hizmetlerine iliskin 6nemli kanunlar yasalagmistir (Akdur, 2016).

1. Saglik hizmetleri devletin asli gérevleri arasinda kabul edilmis ve saglik
hizmetlerinin planlanmasi, idaresi tek merkezden siirdiiriilsiin istenmistir
(Agirbas vd., 2011).

2. Planl donem ile birlikte 1. Bes Yillik Kalkinma Plani’nda halk saglig:
hizmetlerinin 6nemi belirtilmis ve onarici hizmetler yayginlastirilarak

koruyucu hizmetleri tamamlar bir nitelik kazanmistir (Akdur, 1998).



3. 1960’larmn sonunda ve 70’lerin basinda Genel Saglik Sigortasinin (T.C.
Saglik Bakanligi, 2014) olusturulmasina iliskin ilk diizenlemeler yapilmis

ancak herhangi bir sonuca varilamamugtir.

1987 yilinda ¢ikarilan 3359 sayili Saglik Hizmetleri Temel Kanunu ile
genel bir saglik sigortasinin hayata gecirilmesi, kamu hastanelerinin
merkeziyetci yapidan ¢ikarilmasi, hastanelerin kendi isletme ve personel
politikalarini belirleyebilmelerini amaglamistir (Savasg, 2002). Ancak kanunun
uygulanmasin saglayacak diizenlemeler yapilamamis ve kanunun bazi
maddeleri de Anayasa Mahkemesi tarafindan iptal edilmistir. Sonug olarak,
kanun bir biitiin olarak uygulamaya gecirilememistir. 1990’11 yillarda Saglik
Bakanlig1 ve Devlet Planlama Tegkilat1 dnciiliigiinde saglik reformu ¢alismalari
hiz kazanmaya baslamistir. Bu ¢alismalarin sonucunda 1993 yilinda Saglik
Bakanlig1 tarafindan “Ulusal Saglik Politikast” hazirlanmigtir. 1990’larda
giindeme gelen saglik politikalarinin odak noktalari; 1) Sosyal gilivenlik
kurumlarinin tek ¢at1 altinda toplanip Genel Saglik Sigortasi’nin kurulmasi, 2)
Saglik hizmetlerinde aile hekimligi sisteminin olugturulmasi, 3) Hastanelerin
Ozerk saglik isletmeleri haline getirilmesi, 4) Saglik Bakanliginin diizenleyici
ve denetleyici bir yapiya kavusturulup koruyucu saglik hizmetlerine 6ncelik
vermesi seklinde dort baslik altinda toplanmistir. Ancak toplantilarda ve
kongrelerde dile getirilen tiim bu 6rneklemler ve hususlar yasal bir zemine

kavusturulamamastir.

2003 y1linda, saglik politikalarinda ¢cok 6nemli ve kapsamli bir doniisiimii igeren
Saglikta Doniisiim Programi (SDP) giindeme getirilmistir (Akdag,2008). SDP,
saglik sistemine onemli degisiklikler ve diizenlemeler getirmesi bakimindan
bir doniim noktasi olarak kabul edilebilir. Nitekim bu program (SDP) 6ncesinde
saglik hizmetlerinin finansmani parcali ve ¢oklu bir yapidayken, SDP ile
finansman sistemi tek bir c¢ati altinda toplanmistir. Bdylece finansmandan
sorumlu birimler arasindaki uyum ve koordinasyon eksikligi giderilebilmistir.
Bununla birlikte sadece belli bir kesimi igine alan sosyal glivenlik sistemi,

niifusun tamamin1 kapsayan bir sekle kavusturulmustur.

Diger yandan saglik hizmetlerine erigimi yiikseltecek ve saglik hizmetlerinden
duyulan memnuniyeti artiracak adimlar atilmistir. Bu ac¢idan SDP c¢ok
yonlii ve kapsamli bir icerige sahiptir. Saglik hizmetlerinin sunumundan

finansmanina, Orgiitlenmesinden  personeline kadar oldukga genis



bir alanda saglik politikalarinin yeniden diizenlenmesini konu edinmistir.
Bu yiizden politika ¢abalar1 igerisinde oldukca 6nemli bir yer edinmistir.
Literatiirde SDP’ ye ve sonuglarina iliskin ¢esitli caligmalar yer almaktadir.

Bu ¢alismada saglik sisteminde koklii degisikliklere onciiliik eden SDP’nin
kamu politikas1 i¢inde dnemli bir yere sahip oldugu diisiiniilen siire¢ modeli
(Sabatier,2007) iizerinde incelenme yapilmasi amaglanmaktadir. Bu amagla
oncelikle kavramsal ¢ergeve lizerinde durulacak ve kamu politikasi, kamu
politikalar analizi, stire¢ modeli gibi konularda bilgi verilecektir. Daha sonra
kamu politikasi analiz modellerinden biri olan siire¢ modeli iizerinden SDP
incelenecek ve siire¢ modelindeki her bir kisim ve asamanin SDP iizerinde

nasil sekillendiginin ortaya koyulmasi hedeflenmektedir.

SDP analiz edilirken Sabaiter tarafindan gelistirilen slire¢ modelinin
kullanilmas1 hedeflenmistir. Siire¢ modeli kamu politikas1 uygulamasi ve
orneklerinin birer siire¢ igerisinde olmasini ve bir akis olarak gergeklesmesini
kabul etmektedir. Bu ¢alisma, siirecin her bir asamasini tek tek ele alarak
politikay1 ayrintili bir sekilde analiz etmeyi amaglamaktadir. Stire¢ modeline
gore kamu politikas1 analizi, giindeme gelme (problemin tanimlanmasi),
formiile etme, kanunlastirma, uygulama ve degerlendirme asamalarindan
olusmaktadir (Memisoglu, 2018).

Kamu politikasi, bir devletin veya hiikiimetin, toplumun ¢esitli kesimlerini
etkileyen konularda belirledigi politikalarin tiimiinii kapsar. Bu politikalar,
ekonomi, saglik, egitim, ¢evre, giivenlik ve daha pek ¢ok alanda toplumsal
ihtiyaglarin karsilanmasini saglamak {izere olusturulur. Hiikiimetin kaynaklari
ve yetkileri dogrultusunda kamu politikasi olusturulurken, en iist diizeyde
toplumsal fayda gozetilmeye calisili. Kamu politikasi, bir toplumun
karsilagtig1 sorunlara ¢6ziim bulmak ve toplumsal refahi artirmak i¢in hayati
oneme sahiptir. Politika olusturucularin, uzmanlarin ve toplumun birlikte
calisarak etkili politikalar gelistirmesi, bir iilkenin gelisimine ve refahina
katki saglar.

Bununla birlikte, hiikiimetler disindaki aktorler de bu siirecin
yonlendirilmesinde etkili olabilir. Zira kamu politikalarinin gelistirilmesi

kamu yarari, politikalarin etkinligi, maliyet, politikanin sosyal olarak kabul



edilip edilmedigi, siyasi agidan uygulanabilir olup olmadigi gibi bir¢ok
faktdre bagli olup sadece bunlarla siirli degildir (Kraft, 2009). Kimi zaman
hiikiimet dig1 aktorler de devreye girerek kamu politikalarini etkilemektedir.
Coziim bekleyen sorunlar, iyilestirilmesi gereken alanlar, degisim ihtiyaci
duyulan diizenlemeler de birer kamu politikast alanidir. Saglik politikasi da
bunlardan biridir ve kendine 6zgii bir takim 6zellikleri nedeniyle benzersizdir
(Coveney, 2010). Saglik politikasim1 genel olarak belirli saglik hedeflerine
ulagmak ve saglik diizeyini iyilestirmek olarak tanimlamak miimkiindiir.
Saglik politikalarina bir biitiin olarak yaklasildiginda bunlarin saglik diizeyinin
iyilestirilmesinden ¢ok daha fazlasini kapsadig1 goriilmektedir. Daha detayli
bir tanim yapacak olursak saglik politikasi, saglik sisteminin her bir unsurunu
etkileyen tiim kararlar, eylemler ve eylemsizlikler olarak tanimlanabilir. Bu
durumda kamu sektorii kadar 6zel sektorii de etkileyen bir politika igerigi

karsimiza ¢ikmaktadir (Memisoglu, 2018).

Sadece goriilebilir politikalar degil ayni zamanda yazilmamis uygulamalar
da politika kapsaminda degerlendirilmelidir. Dolayisiyla saglik politikasi
niifusun saglik gostergelerini iyilestiren, saglik sistemleri ve kuruluslarina
iligkin diizenlemeler igermenin yani sira hizmet sunumu ve finansman
yontemlerini de diizenleyen bu anlamda kamu saglik drgiitlerini oldugu kadar
0zel saglik orgiitlerini ve personelini de etkileyen kapsamli bir politika alanim
ifade etmektedir.

Kamu politikasi analizi, toplumun ihtiyag¢larini karsilamak, sorunlar1 ¢6zmek
veya belirli hedeflere ulagsmak i¢in devletin aldig1 kararlar1 ve uygulamalarin
inceleyen ve degerlendiren bir disiplindir. Bu analizler genellikle karmagik
ve ¢ok katmanlidir, bu nedenle siire¢ modelleri, aragtirmacilarin ve politika
yapicilarin politika olusturma ve uygulama siireglerini daha iyi anlamalarina
yardimci olur. Kamu politikas1 analizi, politika yapim siirecinin her agamasini
kapsar. 11k olarak, bir sorunun tanimlanmasi ve giindeme alinmasiyla baslar.
Ardindan, politika yapicilar ve analistler, bu sorunu ¢6zmek veya yonetmek i¢in
cesitli segenekler gelistirir. Bu se¢eneklerin incelenmesi ve degerlendirilmesi
asamasinda, ekonomik, sosyal ve ¢evresel etkileri goz 6niinde bulundurulur.
Son olarak, politika uygulama, degerlendirme ve gerektiginde revizyon

asamalari izlenir.



Stire¢ modelleri, politika yapim siirecini adim adim aciklayan ve farkl
etkenleri ve aktorleri vurgulayan ¢esitli cergevelerdir. Birgok model mevcuttur,

pa |}

ancak en yaygin olarak kullamlanlarindan biri "Oriimcek Ag1" modelidir. Bu
modelde, politika siireci, bir 6riimcegin ag1 gibi merkezi olmayan bir yapida
tanimlanir. Bu, farkli aktorlerin (hiikiimet, sivil toplum, 6zel sektdr, medya

vb.) etkilesimlerinin politika yapiminda énemli oldugunu gosterir.

Kamu politikasi analizi ve siire¢ modelleri, karmagik politika sistemlerini
anlamak ve etkili politika ¢oziimleri gelistirmek igin 6nemli araglardir. Bu
disiplinler, politika yapicilaria ve analistlere, politika siireclerini daha etkili
bir sekilde yonetmeleri ve toplumun ihtiyaclarina daha iyi yanit vermeleri i¢in
rehberlik eder.

Saglik politikasi analizi, saglik hizmetlerinin sunumu, finansmani ve erigimi
gibi konularda devletin roliinii, politikalarin1 inceleyen ve degerlendiren
bir alan olarak 6nem kazanmaktadir. Bu analizler, saglik sistemlerindeki
zorluklar1 anlamak, politika yapicilarina rehberlik etmek ve toplumun saglik
gereksinimlerini kargilamak icin kritik 6neme sahiptir. Saglik politikasinin
hem yapist hem de saglik politikasi analizinin disiplinler arasi olmasi
nedeniyle, buna iligkin analizlerin genis kapsamli olmasi gerekmektedir
(Walt, 2008). Dolayistyla saglik politikas1 analizinin, saglik {izerinde etkili
olan dis kuruluslarin da (gida veya ilag endiistrisi) eylemleri iizerine egilmesi
faydali olacaktir (Buse, 2005).

Saglik hizmetleri niifusun tamami iizerinde etkili olmaktadir. Giiniimiizde
uygulanan bir saglik politikasinin etkisi kimi zaman kisa vadede sonuglanabilir,
kimi zaman ise politikanin sonuglari yillar sonra ortaya ¢ikabilir. Bu nedenle

saglik politikalarinin kapsamli bir sekilde incelenmesi ¢ok 6nemlidir.

Siire¢ modeli ise analiz modelleri arasinda en yaygin kullanilan modellerden
biridir. Siire¢ modeli, kamu politikalarinin bir siire¢ oldugunu baz alarak bu
siireci olugturan asamalarin tek tek incelenmesini amaclamaktadir. Harold
Lasswell (1956) tarafindan yedi asamali olarak tasarlanan siire¢ modeli
(Sabatier,2007), Dye ve Anderson gibi yazarlar tarafindan da gelistirilmig
ve Sabatier tarafindan bes asamada ele alinmis ve siralanmistir (Memisoglu,
2018). Bu asamalar soyledir: Giindeme gelis, formiile edis, kanunlagtirma,

uygulama ve degerlendirme.



Politika yapim siireci, bir sorunun tanimlanmasi ve politika yapicilarinin
veya toplumun bu sorunu bir politika konusu olarak kabul etmesiyle baslar.
Bu asamada, genellikle belirli bir sorunun ciddiyeti ve aciliyeti hakkinda
farkindalik olusturulur.

Sorun belirlenip giindeme getirildikten sonra formiile etme agamasi devreye
girer. Bu asamada, sorunun ¢ézlimiine yonelik politika se¢enekleri gelistirilir.
Farkli politika araclar1 ve stratejileri incelenilerek degerlendirilir. Politika
tasarimi, politika yapicilarin belirli hedeflere ulagmak icin en etkili ve uygun
politika seceneklerini belirlemelerini saglar. Boylelikle hiikiimetler segtikleri
alternatifin en iyi veya en uygun alternatif olup olmadigindan tam anlamiyla
emin olmasa da sorunun ¢dziimii i¢in bir adim atmaktadir (Peters, 2013).

Politika yapim siirecinin bu asamasinda, belirlenen politika segenekleri
hakkinda kabul ve destek saglanmasi amaclanir. Politika yapicilar, politika
tasarimini halk, paydaslar ve diger ilgili aktorler ile tartisir ve onay alir.
Siirecin bu asamasi sadece formiile edilen ¢6ziim Onerisinin hukuki bir
metne doniismesi olarak diistiniilmemelidir. Bu asama ayn1 zamanda kanun,
yonetmelik, genelge gibi uygulama siirecini de etkileyecek ve yonlendirecek
her tiirlii yasal diizenlemeyi de igermektedir (Kapti, 2011).

Politika kabul edildikten sonra, politika uygulama asamasina gecilir. Bu
asamada, politikanin resmi kurallar, programlar ve politika araclar1 araciligiyla
hayata gegcirilmesi hedeflenir. Politika uygulamasinin etkin ve verimli olmasi
icin kaynaklarin tahsisi, kurumsal diizenlemeler ve izleme mekanizmalari
biiyiik 6nem arz eder. Uygulanan politikanin sonuglar1 bu agama neticesinde

belirlenecektir.

Sonuclara gore de mevcut diizenlemeye devam edilecek veya diizenlemede
revizyona gidilecektir (Memisoglu, 2018). Bu asama bir nevi hukuki
diizenlemelerin giinliik hayatta pratik uygulamalara doniismesidir.



Politika uygulamasinin ardindan, politikanin etkinligi, etkisi ve sonuglari
degerlendirilir. Bu asamada, politika yapicilar ve analistler, politikanin
hedeflerine ulagma derecesini ve beklenmeyen sonuglar1 degerlendirir.

Bu asama hem degerlendirme hem de O0grenme asamasidir. Politikanin
basarisinin ve basarisizliklarinin goriilmesine firsat veren ve bunlardan dersler
cikarilarak yeni politika uygulamalaria yon verilmesi i¢in imkén saglayan bir
agsamadir.

Tiirkiye'nin saglik politikalarinda 6nemli bir donemeg olan Saglikta Doniisiim
Programi, saglik hizmetlerinin sunumu, finansmani ve erisimi gibi alanlarda
kapsaml1 bir degisim 6ngoren bir politika girisimidir (Akdag,2008). Burada
Saglikta Doniistim Programi'nin siire¢ modeli dogrultusunda analiz edilmesi

ve uygulanmasinin sonuglari incelenecektir.

Saglikta Doniigiim Programi, politika yapim siirecinin ¢esitli asamalarmi
iceren bir siire¢ modeli cercevesinde analiz edilebilir. Ik asamada, programin
ortaya ¢gikmasina yol agan saglik sistemindeki sorunlar ve ihtiyaglar tanimlanir.
Ardindan, politika tasarimi siirecinde, programin amaglari, hedefleri ve
uygulanacak politika araglar1 belirlenir. Kabul asamasinda, programin
paydaslar arasinda kabulii ve desteklenmesi saglanir. Uygulama siirecinde,
programin saglik hizmetlerinin sunumu, finansmani1 ve yonetimi tizerindeki
etkileri ve sonuglari incelenir. Son olarak, programin etkileri degerlendirilir

ve gerektiginde revizyonlar yapilir.

Burada saglik politikalarinin = giindeme gelmesinde oOncelikle saglik
hizmetlerinde yasanan sorunlar etkilidir. Saglik hizmetlerinin maliyetlerinde
yasanan artiglar, vatandagslarin artan beklentileri bu sorunlara 6rnek teskil
edebilir.



Bunlar hiikiimetleri saglik hizmetleri alaninda adim atmaya mecbur birakmakta
ve hiikiimetler vatandaglarin beklentilerini karsilamak, memnuniyetini artirmak
icin ¢esitli diizenlemeler ve iyilestirmeler yapma yoluna gitmektedirler (Dye,
2002). Fakat biitiin bunlar kamu y6netimi tizerinde bir yiik olusturmakta ve
hiikiimetler buihtiyaclari karsilamada olduk¢a zorlanmaktadir. Bununlabirlikte
hizmet sunumunda ortaya ¢ikan yetersizlikler ve esitsizlikler, hizmetlerin
etkinlik ve verimlilikten uzak olmasina neden olmustur. Vatandaglarin saglik
hizmetlerine erisiminde esitsizlik, niifusun biiylik bir boliimiiniin saglik
giivencesi olmamasi, kaynaklarin verimsiz kullanilmasi, DB ve DSO gibi
uluslararasi kuruluslarin etkisi, diinya iizerinde etkili olan saglik reformlari ve
yasl niifusun artmasi gibi gelismeler saglik alaninda reform geregini ortaya
¢ikarmaktadir (Yildirim, 2013).

Saglik alaninda reform ihtiyaci o6zellikle 1990°l1 yillarda dile getirilmis
ve glindeme alinmigtir. Buna ragmen saglik reformlar1 bir politika haline

getirilememis ve hayata gegirilememistir.

2002 yilinda Adalet ve Kalkinma Partisi’nin iktidara gelmesi ile birlikte
58. Hiikiimet programinda yer alan Acil Eylem Plani’nda (AEP) saglik
reformu ve saglik politikalarina iligkin ifadelere yer verilmistir. AEP’de yer
alan ifadelerin SDP’nin ¢ekirdegini olusturmasi ve SDP’nin bunlar {izerine
bina edilmesi sebebiyle AEP 6nem arz etmektedir. Burada AEP’de “Saglikli
Toplum” baglig1 altinda Saglik Bakanliginin yeniden yapilandirilmasi, devlet
hastanesi, sigorta hastanesi, kurum hastanesi farkliligma son verilip tim
hastanelerin tek yapi altinda toplanmasi belirtilmistir. Hastanelerin idari
ve mali yonden 6zerk olmasi (Kalkan, 2016) aile hekimligi uygulamasina
gecilmesi esas alinarak saglam bir sevk zincirinin kurulmasi hedeflenmistir.
Bununla birlikte saglik hizmetlerinin sunumu ile finansmaninin ayrilmasi,
Genel Saglik Sigortast Sistemi ve kurumunun kurulmasi da planlanmistir (T.C.
Saglik Bakanlig1,2014). Bunlarin yaninda anne ve ¢ocuk sagligina 6zel dnem
verilmesi, koruyucu hekimlik modelinin yayginlagtirilmast amaglanmaistir.
Son olarak 6zel sektorle ilgili diizenlemelere de yer verilmistir. Boylelikle 6zel
sektoriin saglik hizmetlerine yatirim yapmasi i¢in tesvik edici adimlar atilmasi
benimsenmigtir. Buradan hareketle 2003 yilinda saglik politikalarinda yeni
bir donemi baglatip, 6nemli diizenlemeler ve degisiklikler getiren Saglikta

Dontistim Programi agiklanmaistir.



Bu program dogrultusunda oncelikli olarak ulagilabilir, kaliteli ve etkili
saglik hizmetlerini vatandaglara sunmak hedeflenmistir. Boylelikle halk
sagliginin iyilestirilmesi, vatandaglar i¢in saglik giivencesi saglanmasi, saglik
hizmetlerine erisimin yayginlastirilmasi, saglikta esitsizliklerin azaltilmasi
amaglanmig ve hasta merkezli bir sistem gelistirilmesi Ongoriilmiistir
(Memisoglu, 2018).

Saglikta Doniisiim Programi, iki temel fazdan olusmaktadir. Birincisi, 2003-
2009 yillar1 arasimi kapsar ve Saglikta Doniisiim Projesi basligi altinda
amaglanan degisiklikler ve uygulamalar igerir. Ikinci ise, 2009-2014 yillari
arasini kapsar ve Saglikta Doniislim ve Sosyal Giivenlik Reformu Projesi
bashgini tasir. Ikinci fazda sosyal giivenlik kurumunun olusturulmasi ve

sosyal giivenlik reformuna iligkin hedefler bulunur.

Saglik politikalarinin formiile edilmesi, SDP’nin 2003 sonrasi donemde
gerceklestirilen saglik politikalarinin  ¢ergevesini ¢izmis ve iskeletini
olusturmustur. SDP’de yer alan temel ilke ve bilesenler politika icerigi
hakkinda bilgi vermektedir (T.C. Saglik Bakanlig1,2003). Bu kapsamda
giindeme gelen saglik politikalar; saglik hizmetlerinin organizasyonu,
finansman1 ve sunumunu konu edinmistir ve bu anlamda ciddi politika
degisikliklerini ortaya koymustur. Boylece saglik hizmetlerinin etkili, verimli
ve hakkaniyete uygun olarak organize edilmesi, finansman saglanmasi
ve sunulmasi amacglanmistir. SDP, saglik politikalar1 agisindan bir rehber
niteligindedir ve belli ilkeler iizerinden hareket ederek kendi yolunu
cizmektedir. Bu ilkelerin ilki insan merkezliliktir. Bu ilke, bireylerin beklenti,
ihtiya¢ ve taleplerine isaret eder ve sistemin bunlar iizerine insa edilmesini
saglar. Diger bir ilke siirdiiriilebilirliktir. Bu ilke ile saglik sisteminin iilkenin
kosullar1 ve kaynaklar1 ile uyumlu olmasi gerektigi ifade edilir. Siirekli kalite
gelisimi ilkesi ise hizmet sunumunda siirekli daha iyinin hedeflenmesi ve
bu amagla sistemin kendi hatalarim1 degerlendirip bunlardan ders almasim
ongormektedir. Katilmeilik ilkesi, saglik politikalarinin olusturulmasinda
tim paydaslarin goriislerinin almmasini amagclar. Bu ilkeyi tamamlayici
nitelikte olan bir diger ilke ise uzlagmaciliktir. Buradaki ilke ile goriisleri
alman tiim paydaglar arasinda ortak bir nokta olusturularak yontem ve
denetim mekanizmalarinda birlik saglanmasi hedeflenmektedir. Goniilliiliik

ise tegvik edici unsurlara vurgu yapan ve sistem igerisinde yer alan tiim



taraflarin ¢esitli tesvik unsurlariyla sistem igerisinde goniillii bir sekilde yer
almasin1 kapsamaktadir. Giigler ayrilig1 ve desantralizasyon da SDP’de 6ne
cikan bir diger ilkelerdir (T.C. Saglik Bakanlig1,2009). Giicler ayrilig1 ilkesi,
saglik hizmetlerini sunan ve finanse eden kurumlarin birbirinden ayrilmasini
ongormekte ve bu sayede hizmetlerin daha verimli, kaliteli sunumunu
ifade etmektedir. Desantralizasyon ilkesi ise, hizmetlerinin sunumunda
merkezi yapmin neden oldugu olumsuzluklar gidermede bir arag¢ olarak
degerlendirilmektedir. Burada desantralizasyon ilkesi ile hantal yapinin
yumusatilmasi, 6zerk orgiitler olusturulmasi ve hizmetlerin daha verimli bir

sekilde sunulmas1 amacglanmaktadir.

Son olarak hizmette rekabet ilkesi ile de saglik alaninin rekabete agilmasini, bu
sayede hizmetlerin kalitesinin artirilmasinin ve maliyetlerinin diisiiriilmesini
hedefler.

SDP, saglik sistemini yeniden sekillendirmeye yonelik 8 temel bilesen
tizerinde durur ve boylece yenilenen saglik politikasinin igerigi daha kapsamli
ve detayli olarak ortaya koyulmus olur (T.C.Saglik Bakanligi, Diinya Bankasi,
2004). Bu bilesenler; “1- Planlayici ve denetleyici Saglik Bakanligi, 2- Genel
saglik sigortasi, 3- Yaygin ve erigsimi kolay saglik hizmet sistemi 4- Bilgi ve
beceri ile donanmig, mutlu bir sekilde calisan saglikli insan giicii, 5- Sistemi
destekleyecek egitim ve bilim kurumlari, 6- Nitelikli ve etkili saglik hizmetleri
icin kalite ve akreditasyon, 7- Akilci ilag ve malzeme yonetiminde kurumsal
yapilanma, 8- Karar siirecinde etkili bilgiye erisim: "saglik bilgi sistemi”
olarak siralanmaktadir.

SDP ile taslagi hazirlanarak formiile edilen saglik politikalari dogrultusunda
daha sonra kanunlagtirma asamasina gecilmis ve sonrasinda cesitli hukuki
metinler yayimlanmistir. Bu ¢er¢cevede kabul edilen kanunlarin baginda “5283
sayili Baz1 Kamu Kurum ve Kuruluglarina Ait Saglhk Birimlerinin Saglik
Bakanligima Devredilmesine Dair Kanun” gelmektedir. Bu kanunla kamu
kurum ve kuruluslarmmin saglik birimleri Saglik Bakanligina devredilmis
ve kamu hastaneleri arasindaki ayrim kaldirilmistir. Tiim hastaneler devlet
hastanesi olarak diizenlenmistir. Bu kapsamda hayata gecirilen bir diger

kanun 5258 sayil1 Kanun ile Aile Hekimligi Sisteminin kurulmasidir. Boylece



saglik ocaklan kapatilirken aile hekimligi uygulamasi getirilmistir. Bir diger
diizenleme "5502 sayili Sosyal Giivenlik Kurumu Kanunu"dur. Bu diizenleme
ile Sosyal Sigortalar Kurumu, Emekli Sandig1 ve Bag Kur’dan olusan parcali
yap1 sistemi tek bir ¢ati altinda birlestirilmistir. Tiim bunlar1 takiben 5510
sayili Sosyal Sigortalar ve Genel Saglik Sigortast Kanunu uygulamaya
koyulmus ve s6z konusu kanun ile tiim vatandaglara saglik gilivencesi
saglanmas1 Ongoriilmiistii. SDP dogrultusunda yapilan bir diger onemli
diizenleme de 663 sayili Kanun Hiikmiinde Kararname ile Kamu Hastane
Birliklerinin kurulmasidir. Boylelikle tiim devlet hastaneleri ilgili Kamu
Hastane Birliklerine baglanmistir. Saglik Bakanligi ise hizmet sunumundan

uzaklagmis ve politika belirleyen, politika iireten bir yapiya doniistiiriilmiistiir.

Burada onaylanan kanunlar ve alinan kararlar hayata gegirilmeye baglanmig
ve uygulamaya konmustur. Hastaneler tek cati altinda birlestirilmis, aile
hekimligi sistemi kurulmus, hastane yonetimleri yeniden yapilandirilmus,
Saglik Bakanlig1 politikalar iireten ve belirleyen bir kurum olmustur. Ayrica
Saglik Bakanligi biinyesinde Saglik Hizmetleri Genel Miidiirligii gibi 6nemli
bir miidiirlik de kurulmustur (T.C. Saglik Bakanli§1,2012). Bununla beraber
saglik hizmetlerine erisimde esitsizlikleri gidermek amaciyla SDP kapsaminda
bir¢cok saglik tesisinin agilmasi ve mevcut tesislerin modernizasyonu da

gerceklestirilmistir.

SDP’nin uygulanmasi siirecinin degerlendirilmesi igin ¢esitli dlgiitler
kullanilabilir. Bunlar arasinda saglik hizmetlerine erisimdeki artis,
tedavi kalitesindeki iyilesme, hasta memnuniyetindeki artis ve saglik
harcamalarindaki kontrol gibi faktorler yer almaktadir. Atilan tiim bu adimlar,
saglik sektoriinde belirgin bir iyilesme saglamistir.

Saglik politikalarinin uygulamasi ve saglik hizmetlerinin sunumu agamasinda
karsimiza ¢ikan bir diger konu da saglik personellerine iligkindir. SDP
dogrultusunda yapilan yeni diizenlemeler saglik personeli iizerinde de
etkili olmustur. Burada saglik personelinin sayisinin arttirilmasina yonelik
girisimlerde bulunulmustur. Bunun yaninda yeni istihdam yontemleri
giindeme gelmis, personel atama ve nakillerinde objektif ve hakkaniyete uygun
yontemlerin kullanilmasina yonelik c¢alismalar yapilmigtir. Bu kapsamda
saglik personelinin sdzlesmeli statiide ¢aligtirilmasina olanak saglanmistir.



2005 yilinda da s6zlesmeli personel ¢alistirilmasina firsat taninmast ile birlikte,
destek hizmetlerinde ¢alisan s6zlesmeli personel yaninda, tibbi hizmetlerde
calisanlar arasinda da s6zlesmeli calisma yayginlasmaya baslamistir. Oncelikli
bolgelerde, saglik personeli temininde yasanan sikintiy1 giderebilmek amaci
ile uygulanan s6zlesmeli saglik personeli alimiyla 6nemli sayida hekim dis1
saglik personeli istihdami saglanmigtir. Ayrica saglik insan giiciiniin verimli
kullanilabilmesi i¢in saglik calisanlarma ydnelik uzaktan egitim, hizmet
ici egitim gibi yontemlerle egitim hizmetlerinin sunulmasi yoniinde cesitli
adimlar da atilmistir,

Saglik politikalarinidegerlendirirken ¢esitli yontem ve Ol¢iitlerden yararlanmak
miimkiindiir. Bunlarin basinda ise istatistiki veriler yer almaktadir ve ¢ok
biiyiik onem arz eder. Bu kapsamda SDP ile birlikte saglik gostergelerinde
kayda deger iyilesmeler oldugu goriilmektedir. Ornek gosterecek olursak,
dogumda beklenen yagam siiresi Tiirkiye genelinde 2002 yilii¢in 72,5 yil iken,
2015 yil1 i¢in 78 y1l olmustur. Ayrica anne — bebek dliimlerinde ciddi bir azalig
goriilmektedir. Burada istatistiki veriler dikkate alindiginda SDP kapsaminda
atilan politika adimlarimin bagarili oldugu gozlemlenmektedir. Bununla
beraber saglik harcamalar iizerinden de bir degerlendirme yapmak olasidir.
Bu kapsamda saglik harcamalarinin Gayri Safi Yurt I¢i Hasila (GSYIH)
icindeki pay1 goz Oniine alindiginda, toplam saglik harcamasinin gayri safi
yurti¢i hasilaya oram1 2002 yilinda %5,4 iken daha sonra yiikselise ge¢mis ve
2008-2009 yillarinda %6,1 seviyelerine ulasmistir. Fakat daha sonra tekrar
diisiise gegmis ve 2013 ve 2014 yillarinda %5,4 seviyelerine gerilemistir. 2002
yilindaki %5,4°liikk payin yaklasik % 3,8’lik kism1 kamuya aitken, yaklagik
%1,6’l1ik kismi ise 6zel saglik harcamalarina aittir. 2013 yilina gelindiginde
bu oran %4,2 ve %1,2 ile sirastyla kamu ve 6zel saglik harcamalar1 seklinde
gerceklesmistir.

Tiirkiye’de saglik politikalarinin yapilmasinda ve hizmetlerinin sunumunda
etkili olan ¢ok sayida faktdr bulunmaktadir. Devlet bu faktorlerin basinda
gelmektedir (Memisoglu, 2018).



Saglikta Donilisim Programi'nin onciisii Tiirkiye Cumhuriyeti Devletidir.
Hiikiimet, programi baslatarak saglik sistemindeki eksiklikleri gidermeyi,
hizmet kalitesini artirmay1 ve vatandaglara daha iyi saglik hizmeti sunmay1

amaglamaktadir.

Devlet burada gorev ve sorumlulugunu en basta Saglik Bakanligi olmak
iizere, Tirkiye Biiyiik Millet Meclisi, Calisma ve Sosyal Giivenlik Bakanligi,
Hazine ve Maliye Bakanligi, Milli Egitim Bakanlig1, Aile ve Sosyal Politikalar
Bakanligi, Kalkinma Bakanlhgi, Yiiksek Ogretim Kurumu, Sivil Toplum
Kuruluslar1 gibi kurum ve kuruluslarla paylasip beraber yiiriitmektedir. Bunun
yaninda Ekonomik Isbirligi ve Kalkinma Orgiitii (OECD), Uluslararas1 Para
Fonu (IMF), Diinya Saglik Orgiitii (DSO), Diinya Ticaret Orgiitii (DTO) gibi
uluslararasi kuruluslar ve AB gibi ulus iistii kurum ve kuruluslar da Tiirkiye’deki
saglik politikalarmin belirlenmesi siirecinde devreye girebilmektedir. Burada
AB’nin, saglik politikalarinin belirlenmesinde dogrudan bir etkisinin oldugun
soylemek pek de dogru olmaz ancak iiyelik siireci ve birlige katilma amaglar1
dogrultusunda yapilan ¢alismalar etkili olmustur. Uyelik goriismeleri siirecinde
saglik ile ilgili konularda AB mevzuatina uyum c¢alismalar1 dogrultusunda

saglik politikalarina yon verilmektedir.

Genel olarak iilkelerin ¢ogunun giindemlerini belirleyen ve mesgul eden bir¢cok
¢oziilmeyi bekleyen sorun ve politika alan1 mevcuttur. Saglik hizmetleri ve
saglik sistemi bu alanlardan biridir. Saglik sektorti, iilkelerin gelecek, gecmis
ve suanki durumlarii etkileyen 6nemli bir politika alanidir. Bu anlamda
niifusun tamamin1 etkileyip ilgilendirmektedir. Nitekim Tiirkiye’de de boyle
olmustur. IIk meclisin agilmasindan Cumbhuriyet dénemine kadar hemen
her zaman giindemde olmustur. Bu politikalarin en 6nemli ve en kapsayici
olani ise Saglikta Doniisiim Programidir. Bu program saglik sistemin hemen
hemen her alaninda yaygin ve ciddi degisiklikler 6ngoéren bir igerige sahiptir.
Bu baglamda bir¢ok alanda kayda deger onemli degisiklikler meydana
getirmektedir. Saglik hizmetlerinin isleyis ve yonetimini yeniden yapilandiran
bu diizenlemelerle finansal yapinmn giiglendirilmesi amaglanmgtir. Ote
yandan hizmetlerin yayginlastirilmasi, daha ekonomik, kaliteli, verimli ve

hizl1 sunulmasi hedeflenmistir.



Anne ve ¢ocuk sagliginin korunmasi, bulasici ve kronik hastaliklarla
miicadele, ¢ocuk ve yetiskinlerde asilama hizmetlerinin giiglendirilmesi,
acil saglik hizmetlerinin yeniden yapilandirilmasi, evde saglik hizmetleri
biriminin kurulmasi, ilag ve eczacilik sektoriiniin yeniden yapilandirilmasi,
saglik bilgi sistemi, merkezi randevu alma sistemi (MHRS), e-saglik ve
e-nabiz gibi uygulamalarin hayata gecirilmesi ya da gelistirilmesi bu hizmet

ve uygulamalardan bazilaridir.

Bunlarin yaninda saglik hizmetlerinden faydalananlara telefonla veya internet
iizerinden Saglik Bakanlig1 Iletisim Merkezi (SABIM) ve Cumhurbaskanlig
[letisim Merkezi (CIMER) gibi kurumlara sikayet ve dnerilerini iletme imkani
da verilmistir. Béylece vatandaslarin saglik hizmetlerinden faydalanma haklar
tanimlanirken, 6te yandan da saglik hizmet sunuculariin vatandaglara kars1
sorumlulugu ve hesap verebilirligi giiclendirilmistir. Bunlar SDP’nin “insan

merkezlilik” ilkesini tanimlar niteliktedir.

Saglik politikalarindaki doniisiimiin en memnun kesimi olarak hastalar
goriilmektedir (Bostan,2013). Degisimden memnun olmayankesimiseagirlikli
olarak saglik calisanlaridir. Burada saglik galisanlar1 hasta haklarina yonelik
yapilan diizenlemeler neticesinde kendi hareket alanlarinin kisitlandigini ve
saglik calisanlarina kargi sayginin azaldigimi diisiinmektedirler. Bu sebeple
de memnun olmadiklarin1 dile getirmektedirler. Sonu¢ olarak SDP’nin her
uygulamada oldugu gibi kimileri igin yararli bulundugu kimileri i¢in ise pekte

yararli bulunmadigini séylemek miimkiindiir.

Cikar Catismas1 Beyani: Bu calisma ile ilgili herhangi bir kurum, kurulus
veya kisiyle finansal ¢ikar catismasi yoktur ve yazarlar arasinda da cikar
catigmasi yoktur.

Etik Beyanmi: Bu calisma, etik kurul onay1 gerektirmeyen c¢aligmalar
kapsaminda olmadigindan; katilimcilardan anket, goriisme, odak grup
caligmasi, gozlem, deney, goriisme teknikleri kullanilarak veri toplanmasini
gerektiren nitel veya nicel yaklasimlarla yiiriitilen herhangi bir arastirma;
deneysel veya bilimsel amaglarla insan ve hayvanlarin (maddi veriler dahil)
kullanimi; insanlar lizerinde yiiriitiilen klinik aragtirmalar; hayvanlar tizerinde
yiriitiilen aragtirmalar kapsaminda olmadigindan, bu ¢alisma icin herhangi
bir etik bagvuruda bulunulmadigi beyan edilmistir.
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ARASTIRMA MAKALESI

Hasta Diismelerini Etkileyen Faktorlerin Incelenmesi:
Retrospektif Tanimlayici Bir Calisma

[knur OZTURK!

Bahar DUNDAR KAVAKLI?
Gelis Tarihi: 21.01.2025
Kabul Tarihi:14.05.2025

Giris: Hasta dismeleri saglik hizmetlerinde 6nemli bir giivenlik sorunudur.
Yaralanmalar, uzun siireli hastanede kalislar ve artan saglik hizmeti maliyetleri gibi
olumsuz sonuglara yol agar. Hasta diismelerine sebep olan faktorleri anlamak, etkili

onleme stratejileri gelistirmek igin 6nemlidir.

Amac: Bu calismada bir {iniversite hastanesinde hasta diismelerine etki eden

faktorlerin incelenmesi amaglandi.

Yontemler: Bu retrospektif tanimlayici ¢aligma, 15 Nisan 2024 ile 30 Haziran
2024 tarihleri arasinda Istanbul'daki 6zel bir iiniversite hastanesinde gerceklestirildi.
1 Ocak 2019 ile 31 Aralik 2023 tarihleri arasinda diisme olarak rapor edilen 49 hastanin
verileri analiz edildi. Hasta demografik ve klinik 6zellikleri, diisme durumlari ve
onleyici tedbirler elektronik hasta kayitlari kullanilarak toplandi. Veriler istatistiksel
olarak degerlendirildi ve verileri 6zetlemek igin aritmetik ortalamalar, standart
sapmalar, frekanslar ve yiizde dagilimlari gibi tanimlayici istatistikler ve Pearson

korelasyon analizi kullanildi.

Bulgular: Calismaya alinan 49 hastanin %63,3"i erkek, %36,7'si kadin olup, yas
ortalamalar1 52,34 + 22,2 yil idi. Diismelerin ¢ogunun 65 yasin altindaki hastalarda
meydana geldigi goriildii (%63,3). Diismelerin en sik organ nakli (%18,4) ve
hematoloji (%12,2) servislerinde gergeklestigi belirlendi. Diisme risk skorlari ile yas
(r=0,285, p=0,047) ve kronik hastalik sayis1 (r=0,331, p=0,020) arasinda orta diizeyde
pozitif korelasyon bulundu. Diismelerin biiyiik ¢ogunlugu (%53,1) denge kaybina

1 Uzm. Hem., Actbadem Universitesi Atakent Hastanesi, Istanbul, Tiirkiye, e- mail: ilknur.topal@acibadem.com ,
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bagliyken, 9%79,6's1 hasta kaynakli nedenlere baglandi. Diismeler c¢ogun-
lukla hasta odalarinda (%44,9) ve hasta tuvaletlerinde (%28,6) meyda-
na geldi. Hastalarin %91,8'i ve refakatcilerin %85,7'si diisme Onleme egitimi
almasina ragmen diismeler meydana gelmekteydi. Diismelerin %59,2'sinde yara-
lanmalar bildirildi ve en yaygin olam bas yaralanmalariydi (%49). Diisme sonrasi
gercgeklestirilen degerlendirmeler vakalarin %61,2'sinde ek maliyet olustugu orta-

ya koydu ve hastalarin %49'u tedavi ve %77,6's1 doktor konsiiltasyonu gerektirdi.

Sonuc¢: Hasta diismeleri demografik, klinik ve gevresel faktorlerin birlesimin-
den etkilenir. Standart onleyici tedbirler uygulanmis olsa da hasta ile ilgili neden-
ler baskin olabilir. Diisme 6nlemeyi gelistirmek igin siirekli risk degerlendirmele-
ri, hasta egitimi, ¢evresel degisiklikler ve sensor teknolojisinin entegrasyonu gibi
stratejilere oncelik verilmelidir. Gelecekteki aragtirmalar, diisme olaylarini daha da

azaltmak ve hasta giivenligini iyilestirmek icin yenilik¢i girisimleri kapsamalidir.

Anahtar Kelimeler: Hasta Diismeleri, Diisme Risk Faktorleri, Saglik Hizmeti
Giivenligi Retrospektif Calisma



Investigation of Factors Affecting Patient Falls:
A Retrospective Descriptive Study

Background: Patient falls are a significant safety issue in healthcare, resulting in
adverse outcomes such as injuries, prolonged hospital stays, and increased healthcare
costs. Understanding the factors that contribute to patient falls is important for

developing effective prevention strategies.

Objective: This study aimed to investigate the factors affecting patient falls in a

university hospital.

Methods: This retrospective descriptive study was conducted at a private university
hospital in Istanbul between April 15, 2024 and June 30, 2024. Data from 49 patients
who reported falls between January 1, 2019 and December 31, 2023 were analyzed.
Patient demographic and clinical characteristics, fall events, and preventive measures
were collected using electronic patient records. Data were statistically evaluated
using Statistical Package for the Social Sciences 22.0 (SPSS 22.0), and descriptive
statistics such as arithmetic means, standard deviations, frequencies, and percentage

distributions, and Pearson correlation analysis were used to summarize the data.

Results: Among the 49 patients, 63,3% were male, and 36,7% were female, with
a mean age of 52.34 + 22,2 years. Most falls occurred in patients under 65 years
of age (63,3%). Falls were most frequent in the organ transplantation (18,4%) and
hematology (12,2%) services. A moderate positive correlation was found between
fall risk scores and both age (r=0.285, p=0.047) and the number of chronic diseases
(r=0.331, p=0.020). The majority of falls (53,1%) were due to loss of balance, and
79,6% were attributed to patient-related causes. Falls predominantly occurred in
patient rooms (44,9%) and patient toilets (28,6%). Despite 91,8% of patients and
85,7% of companions receiving fall prevention training, falls still occurred. Injuries
were reported in 59,2% of falls, with head injuries being the most common (49%).
Post-fall evaluations revealed additional costs in 61,2% of cases, with 49% of patients

requiring treatment and 77,6% requiring physician consultations.



Conclusion: Patient falls are influenced by a combination of demographic, clinical,
and environmental factors. Although standard preventive measures were implemented,
patient-related causes were predominant. To enhance fall prevention, strategies such
as continuous risk assessments, patient education, environmental modifications, and
the integration of sensor technology should be prioritized. Future research should
include innovative interventions to further reduce fall incidents and improve patient

safety.

Keywords: Patient Falls, Fall Risk Factors, Healthcare Safety, Retrospective Study



Saglik hizmeti ortamlarinda hasta diismeleri, hasta giivenligi, morbidite,
hastanede kalis siiresinin uzamasi ve saglik hizmeti maliyetlerinin artmasi
tizerindeki etkileri nedeniyle onemli bir endise kaynagidir. Hastanelerde
hasta giivenligi, 6zellikle diismeler baglaminda, saglik hizmeti saglayicilar
icin kritik bir Onceliktir. Diigmeler, morbidite, uzun siireli hastanede
kalislar ve artan saglik hizmeti maliyetlerinin 6nde gelen nedenidir (Turhan
ve Unalan, 2022; Mert ve Ozkan, 2023). Bu sorunu etkili bir sekilde ele
almak, diismelere neden olan ¢ok yonlii faktorlerin kapsamli bir sekilde
anlagilmasini ve kanita dayali 6nleme stratejilerinin uygulanmasini gerektirir
(Karahan vd., 2020; Oden ve Van Giersbergen, 2021; Kiskag vd., 2023; Mert
ve Ozkan, 2023). Diinya Saglik Orgiitii, diismeyi "mobilya, duvar veya diger
nesneler {izerindeki pozisyon degisikligi de dahil olmak iizere yere, zemine
veya diger alt seviyelere yanliglikla inis" olarak tanimlamistir (WHO, 2021).

Diismeleri onlemede; hastalarin tibbi ge¢mislerinin kapsamli bir sekilde
incelenmesi, olast risk faktorlerinin belirlenmesi ve Onleyici tedbirlerin
uygulanmasi gerekmektedir. Risk degerlendirme o&lgekleri ve puanlama
sistemleri gibi araclar diisme risklerinin degerlendirilmesinde yardimeci
olabilir. Daha 6nce diisme Oykiisii olan hastalar i¢in, bu olaylara katkida
bulunan faktérlerin analiz edilmesi ve ele alinmasi 6nemlidir (Ambrose
vd., 2015). Diisme risk faktorleri genel olarak bireysel ve ¢evresel faktorler
olarak kategorize edilir. Biligsel bozukluklar, kronik hastaliklar, ilag
kullanimi, gérme bozukluklari, bag donmesi ve diigme korkusu yaygin
bireysel faktorlerdir. Hastalarin hareketliligini, yiiriylisini ve dengesini
gozlemlemek, riskleri belirlemeye daha fazla yardimci olabilir (Ambrose
vd., 2015; Tezcan ve Karabacak, 2021; Burucu vd., 2023).

Hasta diismelerine iligkin risk faktorleri genel olarak igsel, digsal ve kurumsal
yonlere gore kategorilere ayrilabilir:

Icsel Faktorler: Diisme riskini artiran hastaya 6zgii o6zelliklerdir. Yash
yetiskinler; kas giicliniin azalmasi, denge bozukluklar1 ve biligsel islev
bozuklugu gibi yasa bagh fizyolojik degisiklikler nedeniyle ozellikle
savunmasizdir (Kim vd., 2022 ; Venema, 2023).



Demans gibi hastaliklarda siklikla goriilen bilissel bozukluklar, yargilama
ve hareket kabiliyetini tehlikeye atarak diisme riskini daha da artirir (Kim
vd., 2022). Diisme Oykiisii olan hastalar, daha sonra diisme agisindan 6nemli
Olclide daha yiiksek risk altindadir ve bu da hastaneye yatis sirasinda
kapsamli degerlendirmelere olan ihtiyaci vurgulamaktadir (Barker vd.,
2016; Najafpour vd., 2019).

Digsal Faktorler: Saglik hizmeti ortamlarindaki g¢evresel tehlikeler de
diisme olaylarinda 6nemli bir rol oynar (Ambrose vd., 2015; Cakir ve
Biiyiiky1lmaz, 2020; Mert ve Ozkan, 2023). Yetersiz aydinlatma, dagmik
koridorlar ve yardimci cihazlarin sinirli bulunabilirligi gibi kotii tasarlanmis
hastane ortamlar1 diigme risklerini artirir (Barker vd., 2016; Morello vd.,
2015). Yatak kenar1 korkuluklarinin uygunsuz kullanimi da, dzellikle
pediatrik ve yash hasta popiilasyonlarinda, neden olan bir faktér olarak
belirlenmistir (Parker vd., 2020). Saglik calisaninin seviyeleri ve egitimi
cok onemlidir; bilgi eksikligi olan personel, yiiksek riskli hastalarin yetersiz
izlenmesine yol acgabilir ve diisme riskini daha da artirabilir (Wilson vd.,
2016).

Kurumsal Faktérler: Kurumsal sorunlar, hasta giivenligini 6nemli dl¢iide
etkiler. Risk degerlendirmeleri, personel egitimi ve ¢evresel degisiklikleri
iceren ¢ok faktdrliimiidahalelerin, diigme oranlarini azaltmada etkili oldugunu
kanitlamistir (Florence vd., 2018; Cameron vd., 2018). 6-PACK girigimi
gibi programlar, akut bakim ortamlarindaki diigme yaralanmalarinda énemli
azalmalar gostermistir (Barker vd., 2016). Ek olarak, saglik kuruluslar
icinde bir gilivenlik kiiltiiri olusturmak, 6énleme ¢abalarini siirdiirmek igin
kritik 6neme sahiptir (Child vd., 2012; Mele vd., 2023).

Saglik profesyonellerinin etik ve yasal sorumluluklar1 arasindaki en 6nemli
husus, hastalar1 hastane ortamlarinda ikincil yaralanmalardan korumaktir.
Ikincil yaralanmalarin en yaygin nedenlerinden biri, hasta giivenligi iizerinde
onemli olumsuz etkileri olan hasta diismeleridir (Karahan vd., 2020; Oden
ve Van Giersbergen, 2021; Kiskac vd., 2023; Mert ve Ozkan, 2023). Risk
altinda olan hastalar1 belirlemek ve diisme risklerini azaltmak i¢in 6nlemler
almak, hemsirelik sorumluluklarinin ayrilmaz bilesenleridir (Oden ve
Van Giersbergen, 2021). Calismalar, diismeyle ilgili risklerin ¢ogunun

onlenebilir oldugunu gostermektedir. Saglik kuruluslari, bu riskleri etkili



onlemlerle ele alarak hastalar1 koruyabilir, bakim kalitesini artirabilir

ve verimliligi iyilestirebilir (Kilavuz ve Akgicek, 2021; Kili¢ vd., 2021).

Saglik hizmeti ortamlarinda diismelerin sonuglart ¢ok derindir. Diigmeler
genellikle cerrahi miidahaleler ve uzun iyilesme siireleri gerektiren
kiriklar ve kafa travmasi gibi ciddi yaralanmalara neden olur (Al
Sumadi, 2023; Morello vd., 2015). Bu yaralanmalar yalnizca saglk
hizmeti maliyetlerini artirmakla kalmaz, ayni zamanda hastanede uzun
sire kalmaya ve uzun vadeli sakatlik potansiyeline de katkida bulunur
(Florence vd., 2018). Fiziksel yaralanmalarin 6tesinde, diisme korkusu
ve bagimsizlik kaybi gibi diismelerin psikolojik etkileri hastalarin yasam
kalitesini onemli Olgiide azaltabilir (Byun vd., 2020; Mele vd., 2023).

Mevcut arastirmalarin bir kismi tek yonlii risk faktorlerine odaklanmakta;
i¢sel, digsal ve organizasyonel faktorlerin ¢gok boyutlu ve etkilesimli dogasi
yeterince biitiinciil sekilde ele alinmamaktadir (Ambrose vd., 2015; Kim
vd., 2022; Venema, 2023). Ayrica, saglik personelinin diismeleri 6nlemeye
yonelik bilgi, tutum ve uygulamalarindaki eksikliklerin hasta giivenligini
tehdit etmeye devam ettigi bildirilmektedir (Karahan vd., 2020; Oden ve
Van Giersbergen, 2021; Mert ve Ozkan, 2023). Bu durum, hasta diismelerine
iligkin bilgi eksikliginin saglik hizmetlerinde halen siirdiigiinii ve bu
konuda daha sistematik, kanita dayali, uygulamaya doniik g¢aligsmalarin
gerekliligini ortaya koymaktadir. Nitekim Mele ve digerleri. (2023) ve Child
ve digerleri. (2012), hasta giivenligi kiiltiiriiniin gelistirilmesinde kurumsal
destek, yapilandirilmis egitimler ve ¢ok bilesenli stratejilerin belirleyici
oldugunu vurgulamaktadir. Gliney Kore'de yapilan yakin tarihli bir calisma
ise hemsgirelerin diisme riskine yodnelik farkindalik diizeyinin, dogrudan
hasta giivenligi sonuglarini etkiledigini ortaya koymustur (Kim vd.,
2024). Ayrica, Avustralya'da yiiriitillen bir meta-analiz, bireysellestirilmig
miidahale planlarinin, yasli hasta popililasyonunda diisme oranlarimi
anlamli diizeyde azalttigini gdstermistir (Boright vd., 2022). Bu sebeple
caligmamiz, diismelere neden olan faktorleri kapsamli sekilde analiz ederek,
bu alandaki bilgi boslugunu doldurmaya ve hasta gilivenligini artirmaya
yonelik stirdiiriilebilir  stratejilerin  gelistirilmesine katki sunacaktir.



Bu arastirma retrospektif tanimlayici bir ¢alismadir.

Caligma, 15 Nisan 2024-30 Haziran 2024 tarihleri arasinda Istanbul'da
bulunan 6zel bir tiniversite hastanesinde yiiriitiildii.

Bu ¢aligmanin amacihasta diismelerine neden olan faktorleri aragtirmak ve

hasta gilivenligini arttirmak i¢in uygulanabilir 6neriler sunmaktir.

Arastirmanin evrenini 1 Ocak 2019-31 Aralik 2023 tarihleri arasinda
iiniversite hastanesinde tedavi goriirken diisen 49 hasta olusturdu. Herhangi
bir 6érnekleme yontemi uygulanmadi; belirtilen zaman diliminde ¢alismaya
uygun olan tiim hastalar ¢aligmaya dahil edildi.

Calismanin etik onay1 Tibbi Arastirma Degerlendirme Kurulu'ndan (Karar
No: 2024-10/384) alind1. Ayrica Ozel Saglik Grubu Hemsirelik Hizmetleri

Miidiirliigi tarafindan ¢alismanin yiiriitiilmesine izin verildi.

Veriler arastirmaci tarafindan tasarlanmis demografik ve klinik bilgi formu
kullanilarak toplandi. Bu form; yas, cinsiyet, tani, hastane bolimdii, hastanede
kalis siiresi, diigme riski puani, diigmenin nedeni ve yeri, diisme tiird, iligkili
yaralanmalar, radyolojik incelemeler, talep edilen konsiiltasyonlar ve verilen
egitim gibi degiskenleri kapsiyordu. Diismeye katkida bulunan faktorler ve
onleyici tedbirler de elektronik hasta kayitlar1 ve olay formlarindan elde
edildi. Bunlara Itaki Diisme Riski Olgegi (18 yas ve iizeri hastalar i¢in)
ve Harizmi Diisme Riski Olgegi (0—18 yas arasi hastalar igin) dahildir. Bu
6lcekler hastanenin zorunlu diisme riski degerlendirme protokollerinin bir
parcasidir. Ek olarak, diisme sonrasi olay kayit formlarindan alinan ayrintilar
kullanildi.



Calisma siiresince diisme yasayan bireylerin elektronik hasta kayitlar
incelendi. Ilgili bilgiler caliyma degiskenlerine gore sistematik olarak veri
toplama formuna kaydedildi.

Sosyal Bilimler Istatistik Paketi (SPSS) 22.0 siiriimii kullanilarak yapild.
Verileri 6zetlemek i¢in aritmetik ortalamalar, standart sapmalar, frekanslar
ve ylizde dagilimlar1 gibi tanimlayici istatistikler ve Pearson korelasyon
analizi kullanildz.

Hastalarin klinik ve demografik 6zellikleri Tablo 1 de gdsterildi. Calismaya
dahil edilen 49 hastanin %63,3"iinii (n=31) erkek hastalar olugturmaktaydi.
Hastalarin yas ortalamasi 52,34 + 22,2 yil, ortalama hastanede kalis siiresi
ise 6,25 £ 5,72 giindii. Hasta diismelerinin en fazla %18,4 (n=9) organ nakli
servisinde yatan hastalar oldugu goriildii (Tablo 1).

Demografik ve Klinik Degiskenler n %
o Erkek 31 63,3
Cinsiyet
Kadmn 18 36,7
<65 yas 31 63,3
Yas
>65 yas 18 36,7
Yas ortalamasi 52,34 £ 22,2 (min= 1-maks= 86)
Yatis Giinii Ortalama 6,25 + 5,72 (min= 1-maks= 23)
Organ Nakli Servisi 9 18,4
Hematoloji Servisi 6 12,2
Karma Servis 6 12,2
Cerrahi Servisi 4 8,2
Yattig1 M i S
AL Hasta Ortopedi Servisi 4 8,2
Bolim - .
Servisi Yetigkin KIT 3 6,1
Noroloji Servisi 3 6,1
KVC ve Kardiyoloji Servisi 3 6,1
Kadin Dogum Servisi 2 4,1



Yogun Bakim 5 10,2
Yatt151 Bolim Poliklinik 3 6,1
Acil Servis 1 2

Calismaya katilan hastalarin klinik 6zellikleri Tablo 2°de 6zetlendi. Mobili-
zasyon durumu agisindan hastalarin %63,3°1l (n=31) tamamen mobilize olan,
%32,7’s1 (n=16) mobilizasyon i¢in destege ihtiya¢ duyan ve %4,1°1 (n=2) ha-
reketsizdi. Hastalarin %69,4 niin (n=34) kronik hastaligi oldugu, %85,7’sinin
(n=42) ise ila¢ kullandig1 goriildii. Yardimci cihaz kullanimi nadirdi, sadece
%¢4,1’inde (n=2) bu cihazlara ihtiya¢ duyulurken, %95,9’unda (n=47) ihtiyag
duyulmadi. Gozliiklerle diizeltilenler de dahil olmak {izere gérme sorunlari

hastalarin %6,1'inde (n=3) bildirilirken, igitme sorunu olan hasta bildirilmedi.

Klinik Degiskenler n %
Mobilize 31 63,3
Mobilizasyon Durumu Destekle Mobilize 16 32,7
Immobil 2 4,1
Var 34 69,4
Kronik Hastalik
Yok 15 30,6
. Var 42 85,7
Kullandig: Ilag
Yok 7 14,3
. Yok 47 95,9
Yardimci Cihaz
Var 2 4,1
.. Sorun Yok 49 100
Isitme
Sorun Yok 46 93,9
Gorme Sorun Var (Gozlikk Kullaniyor) 3 6,1

Diisme riski puanlar i¢in korelasyon analizi, belirli hasta degiskenleriyle
anlaml iligkiler ortaya koydu. Yas, diisme riski puanlariyla orta diizeyde
pozitif bir korelasyon gosterdi (r=0,285, %95 Giliven Aralig1 (GA): 0,003 ila
0,524, p=0,047), bu da yas arttik¢a diisme riskinin artma egiliminde oldugunu
gostermekteydi. Benzer sekilde, kronik hastalik sayist da diisme riski
puanlariyla anlamli bir pozitif korelasyon gosterdi (r=0,331, %95 GA: 0,055
ila 0,560, p=0,020), bu da daha fazla kronik rahatsizlig1 olan hastalarin diisme
riskinindahaytiiksek oldugunu gdstermekteydi. Ancak, kullanilanilagsayisiile

diisme riski puanlari arasindaki korelasyon, pozitif olmakla birlikte (r=0,236),



istatistiksel olarak anlamli degildi (95% GA: -0,048 ila 0,485, p=0,102)
(Tablo 3). Bu bulgular, hastalarda diisme riskini degerlendirirken yasin ve

kronik hastalik yiikiiniin dikkate alinmasinin 6nemini vurgulamaktadir.

Degisken r 95% GA p

Yas 0.285 0,003 to 0,524 0.047
Kronik Hastalik Sayisi 0.331 0,055 to 0,560 0.020
Kullandig1 Tlag Sayisi 0.236 -0,048 to 0,485 0.102
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Diisme riski puanlar1 incelendiginde hastalarin %89,8'i (n=44) yiiksek
riskli, %4,1't (n=2) disiik riskli ve %6,1'i (n=3) degerlendirilmemis
ayaktan hastalar olarak kategorize edildi. Yas ile diigme riski arasindaki
korelasyon orta diizeyde pozitif bir iligki gosterdi (r=0,285; p=0,047), bu
da ileri yasin daha yiiksek diisme riski ile iliskili oldugunu gdsteriyordu.
Ancak Pearson Ki-Kare testi kullanilarak analiz edildigi {izere cinsiyet
ile disme riski arasinda anlamli bir iligki goézlenmedi (p=0,280).
Ortalama diisme riski skoru 12,4144,20 (araligi: 1-22) olarak
hesaplandi. Diisme riski skorlari ile kronik hastalik sayisi arasinda
anlamli pozitif korelasyon belirlendi (r=0,331; p=0,020). Ancak
kullanilan ilag sayist ile diisme riski skoru arasinda Pearson Ki-Kare

testi ile analiz edildiginde anlamli bir iligki bulunmadi (p=0,102).



Caligmada  diismelerin = ¢ofunlugunun  hasta  kaynakli  oldugu,
vakalarin  %79,6'simin  (n=39) diistiigli gozlendi. Personel kaynaklh
digmeler %12,2 (n=6) ve c¢evresel faktorler %8,2 (n=4) oraninda
sorumluydu. Hasta kaynakli diigmeler arasinda dengeyi saglayamama
en sik gorilen nedendi (%53,1, n=26), bunu yataktan diisme
(%28,6, n=14), senkop (%12,2, n=6) ve kayma (%6,1, n=3) izledi.
Diismelerin gerceklestigi yerlere bakildiginda, diismelerin ¢ogunlukla
hasta odalarinda (%44,9, n=22) veya hasta odas1 tuvaletlerinde (%28,6,
n=14) meydana geldigi goriildii. Diger diisme yerleri arasinda odadaki
hasta yataklar1 (%16,3, n=8), poliklinikler (%6,1, n=3), acil servis (%2,
n=1) ve kafeterya (%2, n=1) yer aldi. Dismelerin giindiiz saatlerinde
meydana gelme olasiligi daha yiiksekti ve olaylarin %53,1'i (n=26)
08:00-18:00 meydana gelirken, ger¢eklesen diismelerin  %46,9'u
(n=23) gece 18:00-08:00'de meydana geldigi gorilmiistiir (Tablo 4).

Diisme Risk Puani, Kaynagi, Yeri, Nedeni ve Zaman1 n %
Yiiksek Risk 44 89,8
Diisme Riski Degerlendirilmemis 3 6,1
Disiik Risk 2 4,1
Diisme Riski Puan Ortalamasi 12,4144.20 (Min= 1 — Maks= 22)
Hasta Kaynakli 39 79,6
Diisme Kaynag Personel Kaynakli 6 12,2
Ortam Kaynakli 4 8,2
Diisme Nedeni
Hastanin Yardim Istememesi 17 43,6%
Hastanin Koopere Olmamast 6 15,4%
Dengeyi Saglayamama 2 5,1%

Hastanin Oz Bakim Ihtiyacim Kendi
T . 2 5,1%
Yapabilecegini Diisiinmesi

Hasta Kaynakli Senkop 8 20,5%
Hastanin Yatak Kenarliklarinin 1 2.6%

Uzerinden Atlamaya Calismasi A

Konfilizyon 1 2,6%

Hasta Yakiinin Yatak 1 2.6%

Kenarliklarini Indirmesi

Uyumsuz Hasta 1 2,6%



Kaygan Zemin 2 50,0%

Ortam Kaynakl
Uygunsuz Yatak 2 50,0%
Personel Kaynakli Hastanin Yalniz Birakilmasi 6 100%
Denge Kaybi 26 53,1
Yataktan Diisme 14 28,6
Diisme Sekli
Senkop 6 12,2
Kayma 3 6,1
Hasta Odasi 22 44,9
Hasta Odas1 Tuvaleti 14 28,6
Diistiigii Yer Hasta Odas1 Hasta Yatag1 8 16,3
Poliklinik 3 6,1
Kafeterya 1 2
Acil Servis 1 2
) . Giindiiz (08:00-18:00) 26 53,1
Diismenin Gergeklestigi Zaman
Gece (18:00-08:00) 23 46,9

Hastalarin ¢ogunlugu (%77,6) diismelere yonelik standart dnlemler alirken,
%14,31 hem standart 6nlemler hem de koruyucu dnlemler aldi. Calismaya
katilan hastalarin %91,8'i diisme konusunda bilgilendirilmis olup, bu
egitimlerin temel amaci hasta farkindaligini artirarak diismeleri 6nlemeye
katki saglamaktir. Tim diismeler (%100) raporlandi. Diisme sonrasi
degerlendirmeler hastalarin %79,6'sinin stabil kaldigini, %20,4%inilin ise
instabilite yasadigin1 ortaya koydu. Hastalarin %59,2'sinde yaralanmalar
bildirildi ve en sik etkilenen bdlge bas bolgesi oldu (%49). Alt ekstremite,
govde, karin ve pelvis yaralanmalari daha az sikliktaydi. Yaralanmalar
arasinda kizariklik, sislik (%44,8), kesikler (%44,8) ve kiriklar (%10,3)
vardi. Hastalarin %55,1'inde beyin BT taramalar1 yapilmis olup, daha kiigiik
yiizdelerdetoraks BT, pelvisBTve MR taramalarigibiek goriintiilemeleryapildi.
Hastalarin %49'u icin diisme sonrasi tedavi gerekti ve vakalarin %77,6'sina
uzman konstiltasyonu uygulandi. Diigsen hastalarin %22,4'iine diigme sonras1
konsiiltasyon yapilmadi. Diismeler vakalarin %61,2'sinde ek maliyetlere yol
acti. Hastalarin ¢cogu (%89,8) hastanede kaldiklar: siire boyunca refakatgi
sahipti ve bunlarin %85,7'si digmeyi 6nleme konusunda egitim ald1 (Tablo5).



Hasta Diismelerini Etkileyen Faktorlerin incelenmesi: Retrospektif Tanimlayici Bir Calisma

Tablo 5: Hastalarin Diisme Oncesi Egitim Alma, Alinan Onlemler ve Diisme
Sonrasi Degerlendirilme Durumlari

SAGLIKTA PERFORMANS VE KALITE DERGISi @




. Evet 44 89,8
Refakat¢i Durumu

Hayir 5 10,2

Evet 42 85,7
Refakatci Egitim Alma Durumu Ayaktan Hasta 4 82

Hayir 3 6,1
Refakatci Degisimi Hay1r 49 100

Hasta diismeleri saglik hizmeti ortamlarinda yaygin bir sorundur ve hasta
giivenligi icin Onemli bir risk olusturur. Yagh yetiskinler, 6zellikle 70
yas Ustii olanlar, kas giicii ve denge azalmas1 gibi fizyolojik degisiklikler
nedeniyle diismeye daha yatkindir (Si vd., 2017). Kadinlar, muhtemelen
kemik yogunlugu ve kas bilesimindeki farkliliklar nedeniyle erkeklerden
daha sik diisme egilimindedir (Si vd., 2017; Choi, 2024). Mevcut ¢alisma,
diismelerin ¢ogunlugunun erkek hastalarda (%63,3) ve 65 yasin altindaki
hastalarda (%63,3) meydana geldigini ve ortalama yasin 52,34 oldugunu
ortaya koydu. Bu bulgular, benzer demografik egilimleri vurgulayan Burucu
ve ark. (2022) ve Kili¢ ve ark. (2021) tarafindan yapilan c¢alismalar gibi
onceki ¢aligmalarla tutarlidir. Ayrica ¢alismamizda ortaya konan yas ve
diisme riski puani arasindaki pozitif korelasyon (r = 0,285, p = 0,047), daha
geng hastalarin daha ¢ok sayida olmasina ragmen, ileri yasin diigme riskinin
onemli bir Ongoriiciisii olmaya devam ettigini gostermektedir. Benzer
sekilde, kronik hastalik sayisi ile diisme riski puanlar1 arasinda anlamli
bir pozitif korelasyon vardir (r=0,331, p=0,020), bu da daha fazla kronik
hastalik yiikii olan hastalarin daha yiiksek diisme riskleriyle kars1 karsiya

oldugunu ortaya koymasi agisindan mevcut literatiirle uyum gostermektedir.

Hastanede daha uzun siire kalmak, artan yorgunluk ve azalan hareket
kabiliyetiyle baglantilidir ve diisme riskini yiikseltir (Pasa vd., 2017).
Bu c¢aligma ortalama 6,25 giinliik hastanede kalis siiresinin, diigme riski
tasiyan hastalarin genellikle uzun siireli bakima ihtiya¢ duydugunu ve
bunun yorgunluga, hareket kabiliyetinin azalmasina ve ardindan diismelere
neden olabilecegini yansitmaktadir. Bu durum, uzun siireli hastanede
kalmanin diismeler i¢in 6nemli bir risk faktorii oldugunu 6ne siiren dnceki

arastirmalarla uyumludur.



Diigsmeler en ¢ok organ nakli (%18,4), hematoloji (%12,2) ve karma servis
(%12,2) boliimlerinde goriildi. Bu sonuglar, i¢ hastaliklar1 ve ndrolojiyi
yiiksek riskli birimler olarak tanimlayan Kili¢ ve ark. (2021) calismalarindan
farklidir, ancak klinik ortamlardaki diisme riskinin degiskenligini vurgular.
Bu ortamlardaki hastalar, ciddi hastalik, invaziv tedaviler veya sinirh
hareket kabiliyeti nedeniyle artan bir savunmasizlikla kars1 karsiya kalabilir.
Diismelerin belirli birimlerde yogunlasmasi, birim 6zelinde miidahalelere

ihtiya¢ oldugunu gostermektedir.

Bu caligmada kullanilan ila¢ sayisi ile diisme riski puanlari arasindaki
korelasyon pozitif olsa da (r=0,236) istatistiksel olarak anlamli degildi
(p=0,102). Bu da, recete edilen ilag tiirlerindeki degiskenligi yansitiyor
olabilir, ¢linkii psikotropik veya antihipertansif gibi ilaglar digerlerinden
daha giiclii bir sekilde diismelerle iliskilidir (Marks, 2022; Tsuji vd., 2019).

Hasta ile ilgili faktorler, denge kaybi dahil, diismelerin en yaygin
nedenleriydi ve en yiiksek insidans hasta odalarinda (%44,9) ve banyolarda
(%28,6) meydana geldi. Bu bulgular, Kilig ve ark. (2021) ve Yasar ve Tiirk
(2018) tarafindan yapilan ¢aligmalarin bulgulariyla paralellik gostermekte
olup yiiksek riskli alanlarda kaymayan yiizeyler ve tutunma ¢ubuklar1 gibi
cevresel degisikliklere olan ihtiyac1 vurgulamaktadir.

Sonuglar, hastalarin %77,6’s1 gibi O6nemli bir c¢ogunlugunun standart
onlemlerle korundugunu ve ek olarak %14,3iniin gelismis koruyucu
onlemler aldigini gdstermektedir. Onceki calismalar da hastalarin yiiksek
oranda (%91,8) diismeleri 6nleme konusunda egitim aldigini ve bu egitimin
hastalar1 verefakatgilerini diismerisklerini azaltmakonusunda gliclendirmede
onemli bir rol oynadigini bildirmektedir (Wilson vd., 2016; Kim vd., 2022).

Tiim diismeler raporlanmis olsa da, hesap verilebilirlik ilkesi saglanarak,
hastalarin = %20,4'inlin diismeden sonra stabil durumda olmadig:
belirlenmistir. Ozellikle, diismelerin %59,2'sinde yaralanmalar gdzlemlenmis
ve en sik etkilenen bolge bas oldu (%49)belirlenmistir. Bu literatiir ile
uyumlu idi (Mele vd., 2023). Yaralanma sonrasi kizariklik, sislik (%44,8),
kesikler (%44,8) ve kiriklar (%10,3) dahil olmak {izere yaralanmalarin
yayginligi, hastaneye yatirilan hastalardaki diigmelerin ciddiyetini yansitir.



Calismamizda hastalarin yarisindan fazlasinda beyin BT taramalar1 ya-
pilmis ve diismelerin %61,2'si ek maliyetlere yol agmistir. Saglik hizme-
ti ortamlarinda diismelerin sonuclari ¢ok derindir. Diismeler genellikle
cerrahi miidahaleler ve uzun iyilesme siireleri gerektiren kiriklar ve kafa
travmasi gibi ciddi yaralanmalara neden olur (Morello vd. 2015; AlSuma-
di, 2023). Bu yaralanmalar yalnizca saglik hizmeti maliyetlerini artirmak-
la kalmaz, ayn1 zamanda hastanede uzun siire kalmaya ve uzun vadeli sa-
katlik potansiyelinede katkida bulunur (Florence vd., 2018; Innab, 2022).
Calismamiz ayrica, OrganNakli, Hematoloji ve Yogun Bakim gibi yiiksek riskli
tinitelerde hedefli miidahalelerin uygulanmasinin gerekliligini vurgulamak-
tadir. Stratejiler, 6zellikle yasa, kronik hastalik yiikiine ve ila¢ incelemelerine
odaklanarak, kabul sirasinda kapsamli hasta degerlendirmelerini igermelidir.
Bu calisma; diismelerin ¢ok faktorlii dogasini, yas ve kronik hastalik-
lar gibi hastaya 6zgii faktorlerin yami sira gevresel ve oOrgiitsel yonlerin
ele alinmasinin 6nemini vurgulamaktadir. Risk degerlendirmeleri, per-
sonel egitimi ve Uniteye Ozgii onleme stratejileri gibi proaktif onlemler,

diisme risklerini azaltabilir ve hasta giivenligi sonuglarini iyilestirebilir.

Bu calisma tek bir kurumda yiritilmistir, bu da bulgularin
genellestirilebilirligini sinirlayabilir. Gelecekteki aragtirmalar daha genis i¢
goriiler saglamak i¢in cok merkezli calismalar1 dikkate almalidir. Ek olarak,
hasta ve personel algilarina iligkin nitel veriler, etkili diigme 6nleme siirecinde

karsilagilan engellerin daha derinlemesine anlagilmasini saglayabilir.

Saglik hizmeti ortamlarinda hasta diigsmeleri, hem hasta giivenligini hem de
saglik hizmeti sonuglarini etkileyen dnemli bir zorluk teskil eder. Bu ¢alisma,
diismelerin ¢ok etkenli yapisimi ortaya koyarak yas, kronik hastalik yiikii
gibi bireysel faktorlerin yani sira klinik ortam ve hastanede kalis siiresinin
de etkili oldugunu gostermektedir. Bulgular, diisme risklerini azaltmak i¢in
hedefli, kanita dayali miidahalelerin 6nemini vurgular.



Bu bulgular, saglik kuruluslarinda diismelerin etkisini azaltmak ig¢in
diisme Onleme tedbirlerinin tutarli bir sekilde uygulanmasi, hastalara
ve refakatcilerine kapsamli egitim verilmesi ve diisme sonrasi kapsamli

degerlendirmelerin yapilmasi gerekliligini gostermektedir.

Organ nakli, hematoloji ve yogun bakim gibi yiiksek riskli hastane birimleri,
hem hastaya 6zgii zaaflar1 hem de gevresel zorluklar1 ele alan 6zel diisme

Onleme stratejileri gerektirir.

Saglik hizmet saglayicilari, hastalar ve ailelerini iceren isbirlik¢i bir
yaklagim ile hasta diismeleri azaltilabilir. Klinik i¢ goriileri saglam dnleme
stratejileriyle biitlinlestirilmesi, saglik sistemlerinin hasta sonuglarini
iyilestirmesini, yaralanmalar1 en aza indirmesini ve genel bakim kalitesini
artirmasini saglayabilir. Bu ¢aligsma, hasta glivenliginin bu kritik yoniinii ele
almak i¢in disiplinler arasi ¢abalara olan ihtiyac1 destekleyen artan kanitlara
katkida bulunmaktadir.
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