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Yazarlar icin Bilgi
1. Yazilarin Kabuli

Dergimize asagidaki yazilarla basvuru
yapilabilir:

a) Orijinal Arastirma Makalesi: ilgili bir
alanda orijinal arastirma  bulgularini
bildiren yayinlardir. Metin i¢i bashklar su
sekilde olmalidir: Ozet (en fazla 250
kelime), anahtar kelimeler (en fazla 5 adet),
Giris, Gerec¢-yontem, Bulgular, Tartisma,
Kaynaklar. Ana metin (giris, yoOntem,
bulgular, tartisma ve tablolar) en fazla 3500
kelime ile sinirlanmalidir. Her béliim yeni
bir sayfada baslamalidir. Ana metnin kelime
sayisinda tablo ve sekiller sayilmaz. Anahtar
kelimeleri  secerken  Tirkge yazilmis
makaleler i¢in her zaman "Tiirkiye Bilim
Terimleri" ni
(http://www.bilimterimleri.com)
kullanmaya c¢alisimz. Ingilizce yazilms
makaleler i¢in her zaman Index Medicus
Tibbi Konular Bagliklar listesi terimleri
kullanmaya ¢alisiniz.

b) Kisa Rapor: Orijinal arastirma makalesi
ile ayni formata sahip olmali fakat ana metin
2000 kelimeyi ge¢memelidir. Arastirma
bulgularinin kisa raporlarina ait yazilardir.

c) Sistematik Derlemeler ve Meta
Analiz: Yazarlar derginin odak ve kapsamin
dikkatli bicimde okumalidir; derlemeler
derginin odagina ve kapsamina uygun
olmalidir.  Yazarin/yazarlarin  derleme
konusu ile ilgili olarak daha o6nceden
yapilmis calismalari bulunmalidir. Konu ile
ilgili en son gelismelere odaklanilmalidir
(kullanilan kaynaklarin glincelligi bu acidan
onemlidir). Calisma konusu ile ilgili elde
edilen kaynaklarin/kanitlarin  derlemesi
sistematik bir bicimde yapilmali, konu ile
ilgili yeni bir bakis acis1 ortaya koyulmasini
saglamaldir.

Sistematik derleme, meta analiz (veya
bireysel c¢alismalarin ortak istatistiksel
analizini) icerebilir veya igermeyebilir.
Meta- analiz, sistematik derlemeye dahil
edilen calismalarin sonuglarini birlestirmek
amaci ile derlemelerde istatistik teknikler
kullanilmasini  ifade eder. Sistematik
derlemeler giris, yontem, sonuglar ve
tartisma olarak diizenlenmeli ve 5000
sozcigl gecmemelidir. Kaynak sayis1 601

gecmemelidir. Giris bolliimiinde arastirma
sorusu belirtilmeli ve derlemenin gerekgesi
ile amaci net bir bicimde agiklanmaldir.
Yontem bolimiinde derlemeye alinan
makalelerin hangi kriterlere gore ve
nereden secildigi ayrintili olarak
belirtilmelidir. Derlemeye alinan yazilarin
metodolojik degerlendirmesi yapilmalhdir.
Tartisma bolimi sonuclarin halk saghig
acisindan onemini ulusal ve uluslararasi
boyutlarda otaya koymaldir.

Asagidaki yazilar gonderilmeden o6nce
derginin Editérii ile iletisim kurunuz:

a) Editore Mektuplar: Tiirkiye Halk Salig
Dergisinde o6nceden (son 3 ayda)
yayimlanan makale /dokiimanlar veya halk
saghgr ile ilgili ulusal ve uluslararasi
konularla iliskili tepkiler (en fazla 500
kelime). Ozet gerekmez. En fazla 5 kaynak
kullanilmalidur.

b) Yorum: Tiirkiye Halk Saghig1 Dergisinde
daha o6nce yayimlanmis yazilara (son 3
ayda) yonelik elestirileri veya halk saghgini
ilgilendiren bir konu ile ilgili gorisleri
iceren ayrintih yazilaridir. Yazi formati
serbesttir. Ozet gerekmez; 1200 sozciigi
gecmemeli ve en fazla 10 kaynak
kullanilmalidur.

c) Alandan Notlar: Halk saghg ile ilgili
olarak, paylasilmak istenen deneyimlerin,
genis Kkitleleri ilgilendiren girisimlerin,
sahada uygulanan programlarin tanitildigi
ve tartisildigi yazilardir. Yazi formati
serbesttir, ana metin 1000 Kkelimeyi
gecmemelidir.

d) Raporlar: Halk saghgini ilgilendiren
konularda hazirlanmis gilincel raporlardir.
Yaz1 formati serbesttir, 4000 kelimeyi
gecmemelidir.

e) Tartisma: Daha c¢ok saghk politikalan
ile ilgili konularda olmak tizere, halk
saghigin1 ilgilendiren gilincel konulardan
birinde, yazar(lar)in gorislerini dile
getirdigi tartisma yazilaridir (en fazla 1500
kelime). En az 5, en fazla 10 kaynak
gosterilmelidir.

f) Metodoloji: Halk saghgimi ilgilendiren
alanlarda, hem Kkantitatif hem de kalitatif
arastirmalarin metodolojisi ile ilgili yeni,
ilging, pratik oOneriler iceren (soru yazma,

v



anket hazirlama, arastirma grubunun
katilim1 saglama/artirma, érneklem segimi,
arastirma sonuglarinin sunumu ile ilgili yeni
bir fikir vb) yazilardir (en fazla 1000
kelime).

g) Veri: Ulusal veya bolgesel calismalari
temsil eden giincel verilerin sunumudur (en
fazla 35 tablo ve sekil).

h) Egitim: Halk Sagligi mezuniyet oOncesi
veya sonrasl egitimi ile ilgili konularda
yazilmis goriis yazilaridir. Serbest formatta
ve en fazla 1000 sozcik; en az 3 en fazla 10
kaynak kullanilmalidir.

i) Kitap Degerlendirmeleri: Halk
sagligini ilgilendiren konularda yazilmis
kitaplar1 tanitan kisa yazilardir (500
sozciik).

Dergiye yaymlanmak {izere gonderilen
yazilarin herhangi baska bir yerde
degerlendirmede olmadigl, yayinlanmadigi
ve orijinal oldugu kabul edilecek. Her bir
proje i¢in, bunu beyan eden bir mektubun,
yazinin  biitin  yazarlar1  tarafindan
imzalanarak gonderilmelidir. Derginin
resmi dili Tiirkge ve Ingilizcedir. Bagvurular
iki asamali bir inceleme siirecine tabi
tutulurlar. Baslangicta editérler kurulu
tarafindan bagvurunun niteligi ve Oonemi
degerlendirilir. Bu degerlendirme
sonrasinda kabul edilen basvuru, yazar ve
kimlik bilgileri gizlenerek en az iki hakeme
gonderilir.

2.Yazarhk

Yazarlik konusunda Tibbi Dergi Editorleri
Uluslararasi Kurulunun kriterleri
benimsenmektedir (277:927-934 JAMA.
1997).iki veya daha fazla yazarh
makalelerde, her bir yazar g¢alismanin
yuriitiilmesi ve yazilmasina aktif ve yeterli
katillmi saglamalidir. Bir yazinin yazarhk
listesine her bir yazarin dahil edilmesi
asagidaki maddelere gore dayandirilmalidir;

a. Calismanin igerik ve tasarimina veya
verinin analiz ve yorumuna (1) ve (2)
yazinin taslak veya diizeltilmesine kritik
elestirel katki saglayan ve;

b. Yazinin son haline her bir yazar
tarafindan nihai onay verilmesi.

Yazar olmak i¢in “a” (1ve2) ve “b” deki
kosullar saglanmalidir. Calismaya olan diger

katkilar tesekkiir bdliimiinde ayr1 ayri
tanimlanmalidir. Gonderilen yaziya eslik
eden mektupta, yazarlarin her bir sarti
yerine getirdigi dogrulanmahdir.

3. Yazinin Hazirhgi

a. Genel

Yazilar beyaz bir kagit lizerine tek tarafly,
sayfalar1 numarali, cift aralikh ve sayfa
kenar bosluklart 2.5 cm olacak sekilde
yazilmaldir. Yazida karakter buyukligi 12
punto olmalidir. Yazinin metin ve Ozet
kisminin sozciikk sayisim1 bildiriniz. Yaz

basvurusu online
yapilmalidir: http://tjph.org/ojs/index.php
/TJPH

Editér

Tiirkiye Halk Saglig1 Dergisi

Marmara Universitesi Tip Fakiiltesi
Halk Saghgi Anabilim Dal
Haydarpasa 34668 Istanbul / Tiirkiye
E-posta: turkjph@gmail.com

b. Bagvuru mektubu

Birinci yazarin iletisim bilgileri ile (posta ve
e-posta  adresleri, telefon ve faks
numaralar1)  beraber biitiin  yazarlar
mektubu imzalamaldir. Calismanin
gerceklestirilmesinde olast biitiin  ¢ikar
iliskilerini  aciklaymmz  (6rnegin, iriin
danismanlik c¢alismalart i¢in finansman
kaynaklari). Yazinin halk saghg alaninda
o6nemini gosteren kisa bir mektup yararh
olur. Dort kisiye kadar ilgili hakem
Onerebilirsiniz (posta ve e-posta adresleri
ve telefon ve faks numaralari dahil).

c. ilk bashk sayfasi

[1k baslik sayfas1 agagidaki bilgileri icerir:

1. Calismanin baghg (Tiirkce ve Ingilizce)

2. 40 karakteri gecmeyen kisa bir baslhk
3.Tim yazarlarin tam isimleri, c¢alisma
esnasinda unvan ve kurumsal baglantilar
4. Ady, posta ve e-posta adresleri, iletisim
icin telefon ve faks numaralari, yeniden
baski istekleri

5.0zet, kaynaklar, tablo ve sekilleri de
icerecek sekilde tiim metnin kelime sayisi



6.0zet, metin ve kaynaklarin ayr1 ayn
kelime sayi1s1 ve tablo ve sekillerin sayisi

d. ikinci bashk sayfas1

Sadece baslik olacak (hakemlerin yazarin
kimligini bilmemesi i¢in) ve yazarlarin
taninmasin1 ~ saglayacak  diger  bariz
gostergeleri siliniz.

e. Metin

Metinde yazarlarin isimleri ve kurumlari
yer almamalidir. Yazinin metni asagidaki
bashiklan sirasiyla icermeli: Ozet (en fazla
250 kelime), ardindan anahtar kelimeler. En
fazla 5 anahtar kelime olarak
secilmelidir. Tirk¢e yazilmis makaleler i¢in
her zaman "Tirkiye Bilim Terimleri" ni
(http://www.bilimterimleri.com)
kullanmaya c¢alisimz. Ingilizce yazilmis
makaleler i¢cin her zaman Index Medicus
Tibbi Konular Basliklar listesi terimleri
kullanmaya calisimiz. Giris, Yontem,
Bulgular, Tartisma ve Tesekkiirler. Her
boliim yeni bir sayfada baglamalidir.

f. Sekiller

Tim sekiller (fotograflar, ¢izimler, sekiller,
semalar) a¢ik, kolayca okunabilir ve metin
icinde yerlestirilecek  yere Arabik
rakamlarla site edilmeli (Sekil 1, Sekil 2, vb)
ve ayrl bir sayfaya sirayla yerlestirilmeli.
Yazitlar metne kaynaksiz kalicr sekil
yorumlar1 igin yeterli detay icermelidir.
Birimler sekillerin i¢inde gosterilmelidir.
Derginin bilgisayarlarinda tekrar iiretilebilir
diye, biitiin ¢izgi grafik ve onlarin ilgili veri
noktalar grafige eslik etmelidir.

g. Tablolar

Tablolar miimkiin oldugunca basit ve
anlasilir  olmali ve  metin iginde
yerlestirilecek yere Arabik rakamlarla
(Tablo 1, Tablo 2, vb.) sirasiyla site edilmeli.
Her bir tablonun baslig1 olmali ve ayr1 bir
sayfaya yerlestirilmeli. Her bir tablonun
baslig tablonun icerigini acikca
belirtmelidir. Yorumu kolaylastirmak i¢in
yeterli ayrintida tablo dipnot dahil
edilmelidir.

h. Kaynaklar

Kaynaklar metin icinde kullanilma sirasina
gore rakamlarla (st karakter olarak
gosterilir. Alt1 ve daha az sayida yazar sayisi
olan kaynaklarda yazarlarin tamami yazilir;
yedi ve lizerinde yazar sayisi olan

kaynaklarin sadece ilk ii¢ yazari yazilacak ve
“ve ark” seklinde yazilacak. Dergi isimleri
icin Index Medicus kisaltmalarini kullaniniz.
Degerlendirme asamasinda olan makaleleri
kaynak olarak kullanmayiniz; bunlar metin
icinde ifade edilebilir. Kaynak kisi, tarih ve
iletisim sekli (varsa e-mail, gdnderenin
adresini saglayiniz) verilmek sartiyla, kisisel
diisiinceler site edilebilir. Kaynaklar Tibbi
Dergiler Editorlerinin Uluslararas1 Kurulu
tarafindan tanimlanan sekliyle
siralanmalidir (www.icmje.org).

Kaynak gésterim ornekleri:
Dergi makalesi

Stephane A. Management of Congenital
Cholesteatoma with Otoendoscopic
Surgery:Case Report.Turkiye Klinikleri ]
Med Sci 2010;30(2):803-807.

Kitap
UNICEF. State of the World's Children. New
York: Oxford University Press, 1998.

Kitap icinde bolim

Phillips SJ, Whisnant JP. Hypertension and
stroke. In: Laragh JH, Brenner BM, editors.
Hypertension: Pathophysiology, Diagnosis,
and management. 2nd ed. New York: Raven
Press; 1995. p. 465-478.

Online kitap ya da web sitesi

Garrow A, Winhouse G. Anoxic brain injury:
assessment and prognosis. In: Up To Date
Cardiovascular Medicine [online]. Available
at: www.UpToDatelnc.com/card. Accessed
February 22, 2000.

i. Tesekkiirler:

Tesekkiirleri ayri bir sayfaya
hazirlayin. Kabul ettiginiz ilizere, sizden
calismaya katki saglayan fakat yazarhk
sartlarini saglayamayan kisilerin tamaminin
isminin listelenmesi ve onlarin bu listeye
yazildigina iliskin onaylarinin  alindigi
istenecek. Ayrica gerekli tim mali ve maddi
destek saglayanlarin agiklanmasi gerekiyor.
Calismada insan denekler yer
aliyorsa, kurumsal  bir inceleme  kurulu
tarafindan onay raporu gerekir.

4., Etik Sorumluluk:

Tiirkiye Halk Saglhigi Dergisi Diinya Tip
Birliginin Helsinki Bildirgesine baghdir
(925-926 277 JAMA 1997).
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Information For Authors
1. Submission of Papers

The following types of contributions are
welcomed:

a) Original Research Articles: Papers
reporting original research findings in a
relevant area. The text of the article should
include the following: Abstract (up to 250
words), keywords (maximum 5),
Introduction, Material-Methods, Results,
Discussion, References. Each section should
begin on a new sheet. Text (Introduction,
Material methods, Discussion and Tables)
should be limited with 3500 words, except
tables and figures. When selecting key
words, for the manuscript written in
Turkish always try to use terms from
"Tirkiye Bilim Terimleri"
http://www.bilimterimleri.com); for the
manuscript written in English always try to
use terms from the Medical Subjects
Headings list from Index Medicus.
Introduction, Materials and Methods,
Results, Discussion, and Acknowledgments.

b) Short Report: reliminary/short reports
of research findings with maximum 2000
words. Original article text format should be
used.

c) Systematic Reviews and Meta Analysis:
Authors may carefully study the aims and
the scopes of the Journal; systematic
reviews should be suitable for Turk ] Public
Health. Author/authors are expected to
have previous work on the topic of the
Review. Reviews will concentrate on the
most recent developments in the field
(references will be up to dated). The review
of the selected literature is performed
systematically and a new point of view is
introduced. The systematic review may or
may not include a meta-analysis or
statistical summary of the individual study
results. The text body of Reviews will be
structured in Introduction, Methods, Results
and Discussion and should not exceed 5000
words (without reference list), with up to 60
references. In the Introduction session,
research question needs to be stated; the
rationale and the aim of the review are
explained. The method section will describe
how and where the studies have been

selected for inclusion in the review.
Methodological appraisal of the included
articles should be performed. The
discussion should address the international
relevance of the findings for public health.

Authors are advised to contact the Editor
prior to submission of Dbelow
contributions:

a) Letters to The Editor: Reactions relating
to previously published articles/documents
in Turk ] Public Health (within last 3
months) or to nationally and internationally
relevant issues concerning public health
(maximum 500 words, with maximum 5
references). Do not need an abstract.

b) Commentaries: Opinion pieces which
reflect on papers previously (within last 3
months) or currently published in the Turk ]
Public Health, or on issues of general
interest to public health science or policy.
Text format is free, abstract is not required.
Maximum word count is 1200 with a
maximum of 10 references.

c) Notes From the Field: Highlighting
practice based programs, initiatives of
widespread interest, experiences to share
with the public health community
(maximum 1000 words). Text format is free.

d) Reports: Current documents on relevant
issues concerning public health. Text format
is free with a maximum of 4000 words.

e) Debate: Opinion documents especially in
Health Policy area (with a maximum of 1500
words). Minimum 5, maximum 10
references are required.

f) Methodology: Papers reporting
innovative, interesting and practical
recommendations regarding both
quantitative and qualitative research
methods in Public Health science
(questionnaire  development,  question
writing, increasing the response rate,
sampling, presentation of study results etc.)
(Maximum 1000 words).

g) Data: Data from nationally or sub-
nationally representative surveys
(maximum 35 tables and figures).
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h) Education: Opinion pieces regarding
under or post graduate Public Health
education. Text format is free with a
maximum of 1000 words; minimuma3,
maximum 10 references.

i) Book reviews: A short introduction of
recent titles in the area of public health
(maximum 500 words).

Submissions will be considered on the
understanding that they comprise original,
unpublished material and are not under
consideration for publication elsewhere. A
cover letter to this effect should be enclosed
with each submission, signed by all authors
of the paper. Official languages of the
journal are  Turkish and English.
Submissions undergo a two-tiered review
process. The editorial board for overall
quality and interest screens them initially.
Papers accepted for formal review will be
sent anonymously to at least two
independent referees.

2. Authorship

We adhere to the criteria of the
International Committee of Medical Journal
Editors (JAMA. 1997; 277:927-934). For
manuscripts with two or more authors, each
author must qualify by having participated
actively and sufficiently in the study that is
being carried out and reported on. The
inclusion of each author in the authorship
list of a report is based only;

a. On substantial contributions to
(1)concepts and design, or analysis and
interpretation of data and (2) drafting the
manuscript or revising it critically for
important intellectual content;

and;

b. On final approval by each author of the
submitted version of the manuscript.

Conditions “a” (1 and 2) and “b” must both
be met. Others contributing to the work
should be recognized separately in an
Acknowledgement. In the covering letter
that accompanies the submitted
manuscripts, it must be confirmed that all
authors fulfilled both conditions.

3. Manuscript Preparation

a. General

Manuscripts must be typewritten on one
side of a white paper, page numbered, and
double-spaced with 2.5 ¢cm margins. Good
quality printouts with a font size of 12 ptare
required. Provide a word count for the
paper and abstract. Submission should be
made online:
http://tjph.org/ojs/index.php/T]PH

The Editor

Turkish Journal of Public Health
Marmara University Medical Faculty
Department of Public Health
Haydarpasa 34668 Istanbul /Turkey
E-mail: turkjph@gmail.com

b. Cover letter

All authors must sign the letter, with one
named correspondent (give postal and e-
mail addresses and telephone and fax
numbers). Disclose all possible conflicts of
interest (e.g. funding sources for
consultancies of studies of products). A brief
indication of the importance of the paper to
the field of public health is helpful. You may
suggest up to 4 knowledgeable reviewers
(include postal and e-mail addresses and
telephone and fax numbers).

c. First title page

Include:

1. The title of manuscript (Turkish and
English)

2. A short running head of more than 40
characters,

3. Full names of all authors, with degrees
and institutional affiliations at the time of
the work,

4. Name, postal and e-mail addresses, and
telephone and fax numbers for
correspondence and reprint requests,

5. Word count for the whole text including
the abstract, references, tables and figures
and,
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6. Separate word counts for abstract, text,
and references and the number of tables
and figures.

d. Second title page

Type only the title (to keep authorship
unknown to reviewers), and remove other
obvious indications of author identity.

e. Text

The text should not include the names,
affiliations of the authors. The text of the
article should include the following:
Abstract (up to 250 words), followed
keywords. Maximum 5 key words should be
selected. For the manuscript written in
Turkish always try to use terms from
"Tlrkiye Bilim Terimleri"
(http://www.bilimterimleri.com); for the
manuscript written in English always try to
use terms from the Medical Subjects
Headings list from Index Medicus.
Introduction, Materials and Methods,
Results, Discussion, and Acknowledgments.
Each section should begin on a new sheet.

f. Figures

All  figures  (photographs, drawings,
diagrams, charts) should be clear, easily
legible, and cited consecutively by Arabic
numerals in the text (Figure 1, Figure 2, etc)
and should be placed on separate sheets.
Legends should contain sufficient detail to
permit figure interpretation without
reference to the text. Units should be
indicated in the figures. All line graphs and
their respective data points should
accompany charts so that they can be
replicated on the journal's computers.

g. Tables

Tables must be concise, as simple as
possible, and cited consecutively by Arabic
numerals in the text (Table 1, Table 2, etc).
Each table should be titled and typed on a
separate sheet. The title of each table should
clearly indicate the nature of the contents.
Sufficient detail should be included in the
table footnote to facilitate interpretation.

h. References

Cite references in numerical order and as
superscripts in the text. List all authors
when there are six or fewer; when there are

seven or more, list only the first three and
add et al"Use Index Medicus (abridged)
abbreviations for journal names. Do not
reference papers that are "submitted"; these
can be mentioned in the body of the text.
Cite personal communications in text only,
giving source, date, and type (if e-mail,
provide sender's address). References
should follow the style described by the
International Committee of Medical Journal
Editors (www.icmje.org).

The following are sample styles
Journal article

Stephane A. Management of Congenital
Cholesteatoma with Otoendoscopic Surgery:
Case Report. Turkiye Klinikleri] Med Sci
2010;30(2):803-807.

Book

UNICEF. State of the World's Children. New
York: Oxford University Press, 1998.

Chapter in a book

Phillips S]J, Whisnant JP. Hypertension and
stroke. In: Laragh JH, Brenner BM, editors.
Hypertension: Pathophysiology, Diagnosis,
and management. 2nd ed. New York: Raven
Press; 1995. p. 465-478.

Online book or web site

Garrow A, Winhouse G. Anoxic brain injury:
assessment and prognosis. In: Up To Date
Cardiovascular Medicine [online]. Available
at:www.UpToDatelnc.com/card. Accessed
February 22, 2000.

i. Acknowledgements

Prepare acknowledgments on a separate
page. Upon acceptance, you will be asked to
certify that you have listed all persons who
have contributed substantially to the work
but who do not fulfill authorship criteria
and that you have obtained permission for
listing them. Also required is disclosure of
all financial and material support. If human
subjects are involved, you must report
approval by an institutional review board.

4. Ethical Responsibility:

TJPH adheres to the Declaration of Helsinki
of the World Medical Association (JAMA
1997; 277: 925-926).
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Editorlerden,

Bu yilin son sayisinda sizlerle Dergimizin
2014 yilimin degerlendirmesini paylasmak
istedik. Bilimsel dergilerin birincil (ve belki
de tek) amaci bilginin paylasimidir. Yazarlar
da ¢ogunlukla ¢alismalarinin yayimlanmasi
icin daha fazla okunan ve prestijli dergilere
oncelik vermektedir. Dergilerin prestijli
olmalari, okunma oranlari, atif sayilar1 (etki
degerleri) ve katildiklar1 veri tabanlari ile
degerlendirilmektedir.

Tiirkiye Halk Saglhg Dergisi gectigimiz
yillarda hedef olarak uluslararasi indekslere
girmek ve etki degerini artirmak gibi iki
onemli stratejik karar almisti. Dergi halen
besi uluslararasi ve ikisi ulusal (Turkiye
Citation Index ve TUBITAK ULAKBIM Tip
Veri Tabani) olmak tizere 7 veri tabaninda
indekslenmektedir. Derginin gelecek yil
icinde Excerpta Medica, CABI, Scopus,
Embase, Medscape ve nihayet Index
Medicus ve  SCI-Expanded gibi  veri
tabanlarinda indeklenebilmesi icin
calismalar devam etmektedir. Bu indekslere
girebilmek 6nemli olmakla birlikte, Tiirkiye
Halk Saglig1 Dergisi olarak temel amacimiz,
toplum  saghginin  korunmasina  ve
gelismesine katki saglayabilecek nitelikli
yazilar yayimlamaktir. Bunun i¢in iyi
planlanmis, iyi yapilmis, iyi yazilmis
arastirmalara, ayni zamanda gonilli ve
nitelikli hakemlerin destegine gereksinim
duyuyoruz. Dergimizin okunurlugunu ve
etki degerini artirmak icin 6ncelikle dergiye
yeterli sayida nitelikli arastirma yazisi
basvurmasi, yazilarin titizlikle
degerlendirilmesi ve kabul edilsin ya da
edilmesin  her yazinin  gelistirilmesi
gerekmektedir. Bu anlamda nitelikli
hakemler ve editorler yazilar kadar 6nem
tasimaktadir. 2014 yilinda dergimizin
uluslararasi  goriiniirligiinii ve etkisini
artirmak icin Editorler Kuruluna iki
uluslararasi Editér katildigin1  belirtmek
isteriz. Farkli bakis agilarina yer vermek ve
uluslararasi deneyimlerden de yararlanmak
amaciyla, gelecek yil icinde uluslararasi
Editorlerimizin sayisini artirmayi
planliyoruz.

THSD’sinde 2014 yili icinde son sayr da
icinde olmak tlizere 16 arastirma makalesi
yayimlanmis, 17 yazi red edilmis, 6 yazinin
baska bir formatta tekrar bagvurusu teklif
edilmistir. Red edilen makalelerin
cogunlugu (%75) editorler karariyla ilk
degerlendirmede red edilmistir; en sik red,
sistematik derleme yazilar1 i¢cin olmustur.

2014 yihmin bu son sayisinda size 5
arastirma makalesi, 2 tartisma yazisi ve 1
raporla olduk¢a zengin bir dergi sunuyoruz.
Bu sayidaki yazilarin biiyiik ¢ogunlugu
beslenme, tiitiin, cep telefonu ve ilaglarin
akilet  olmayan kullanimi gibi saghgi
ilgilendiren davranissal etkenlerle ilgilidir.
Tilrkiye’de bulasici olmayan hastaliklarin
artan yuki nedeniyle, bu hastaliklarin
olusumunda 6énemli rolii olan yasam bigimi
ile ilgili etkenler de yaygin olarak ¢alisiliyor.

Arastirma makalelerinin ilkinde Isgiizar Y
ve ark. ilkogretim okullarinda 6gle 6giini
meniilerinin ¢ocuklarin enerji ve besin
Ogeleri ihtiyaclarina uygun hale getirilmesi
icin  iyilestirmesi  gerekliligini ortaya
koyuyorlar. Pulcu ve ark ise, Tiirkiye'de
giderek arttigl diisiiniilen nargile
kullanicilar ile yaptiklar1 ¢calismada, nargile
icimi sirasinda kullanicilarin daha fazla
miktarda dumana ve daha yliksek CO
diizeylerine maruz kaldiklarimi
gosteriyorlar. Bu nedenle nargile icimi
sirasinda maruz kalinan yiiksek duman
hacminin toplum saghigi agisindan endise
verici olduguna isaret ediyorlar. Paul B ve
ark. Bati Bengal’de, gen¢ bireylerde cep
telefonunun yayginlig1 ve kullaniminin uzun
donem saghk etkilerini arastirdiklar:
makalelerinde, s6z konusu iliski i¢in yeterli
kanita ulasamadiklarimi belirtiyor; yeni
calismalar gerektigine isaret ediyorlar.
Ankara’da i¢ ilcede yaptiklar1 ¢alismada
[lhan MN ve ark, daha énceki calismalara
benzer bigimde ilaglarin akilct olmayan
kullaninmi ile ilgili 6nemli sorunlarimiz
olduguna isaret ediyorlar. Arastirma
makalelerinden bir digeri de Lagarh T ve
arkadaslarinin yaptigi Birinci Basamak
Degerlendirme Olgeginin (BDG) hizmetten
yararlananlar Tirkge eriskin slriimiiniin
psikometrik o6zellikleri ¢alismasi. Yazarlar,
BDG'nin iilkemizde birinci basamak saglik
hizmeti sunumunu degerlendirmede uygun
bir arag olarak  kullanilabilecegini
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gosteriyorlar. Bu sayimmizdaki tartisma
yazilarindan ilki toplum katilimi konusunda.
Pala K, Saglik hizmetlerinde toplum katilimi
ve Tirkiye deneyimi bashkll yazisinda
“toplum katilimi” kavramini ele aliyor ve
toplum katilimina olanak saglamayan yapisi
nedeniyle Saghkta Donilisim Programini
elestiriyor. Eskiocak ve arkadaslar ise
“Tirkiye’nin Saghk Bakanligi tarafindan
bildirilen bebek 6liim hizlar1 (BOH) iizerine
bir degerlendirme” bashkh tartisma
yazilarinda, BOH trendlerinin dogru bicimde
degerlendirilmesi ve dogru karsilastirmalar
yapilabilmesi icin tanmimlarin standardize
olmas1 gerektiginin altin1 ¢iziyorlar. Son
olarak bu saymizda gectigimiz aylarda
oldukca heyecan yaratan Yeni coronavirus

epidemisi hakkinda bir rapor yer aliyor.
Akbaba M ve arkadaslar1 “Yeni Coronavirus
Salgini: MERS-CoV bashkh raporlarinda”
epidemi  hakkindaki  glincel  verileri
paylasiyorlar ve koruyucu Onlemlerin
Onemine isaret ediyorlar.

Yilin son sayisini begenerek okuyacaginizi
umuyoruz. Dergimize katkida bulunan yazar
ve hakemlere tesekkiir ediyoruz, iyi bir yil
diliyoruz.

Prof. Dr. Sibel Sakarya, Prof. Dr. Yiicel
Demiral

Bas Editorler
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From the Editors

We want to share results of the annual
evaluation Turkish Journal of Public Health
with our readers in this last issue of 2014.
The primary (if not the only) purpose of
scientific journals is to share knowledge.
Authors often give priority to publishing
their works in more widely read and
prestigious journals. The prestige of a
journal is generally evaluated by its citation
numbers (impact factors) and by which
indexes it is included in.

In the previous years, TJPH took two
important strategic decisions for increasing
the impact factor and to be accepted by
international indexes. The Turkish Journal
of Public Health is currently indexed in 7
databases of which five are international
and two are national (Turkiye Citation Index
and TUBITAK ULAKBIM Database). We
continue working for our Journal to be
included in databases such as Excerpta
Medica, CABI, Scopus, Embase, Medscape
and finally Index Medicus and SCI-
Expanded. Although it is important to be
included in such databases, our main aim at
the Turkish Journal of Public Health is to
publish articles of a certain quality, articles
that contribute to the prevention and
promotion of public health. For that, we
need well planned, well done, well written
investigations, as support from qualified
volunteer reviewers as well as sufficient
numbers of qualified research manuscripts.
Besides that we need rigorous evaluations
of each manuscript by the referees, no
matter whether they advise acceptance or
not. We also need to improve the readability
of our Journal. In this sense, having qualified
referees and editors is an essential factor for
improvement of the Journal. We would like
to mention that two international Editors
joined in our Editorial Board in order to
improve visibility of our Journal in 2014. In
order to introduce different perspectives
and to Dbenefit from international
experiences, we plan to increase the number
of international Editors next year.

During 2014, including the current issue, 16
research papers have been published,
another 17 were rejected and 6 were invited

to resubmit. The majority of rejections
(75%) were made by the Editors during the
initial review. Most of the rejections were of
“systematic reviews”.

In the last issue of 2014, we present a rich
Journal with five original articles, two
debates and a report. Most of the articles in
the current issue deal with health related
behavioral factors such as nutrition and use
of tobacco, mobile phones and drugs.
Because of the increasing burden of non
communicable diseases in Turkey, risk
factors related life styles are making
important contributions to emerging health
problems are being studied widely.

In the first article, Isgiizar et al
demonstrates that there is a need to
improve lunch menus served in primary
schools in order to satisfy energy and
nutritional needs of children.

Pulcu et al, in their study of waterpipe
smokers in Turkey, concerned that
waterpipe smoking is increasing; show
waterpipe smokers are exposed to large
volumes of smoke and high CO levels.
Therefore, they indicate that the high smoke
intake during waterpipe smoking is of
public health concern. Paul et al, in their
article, investigate the widespread use of
mobile phones among young people and
related health outcomes in West Bengal
They conclude that they could not get
enough evidence to address the question
and indicate the necessity of further
researches. Ilhan et al, in their study
entitled “A Study in Three Districts of
Ankara of Behaviors Associated with
Irrational Use of Drugs”, as in earlier
studies, show that there are important
problems regarding the rational use of
drugs. Another original article by Lagarli et
al. is about psychometric properties of the
Turkish Adult Consumer version of the
Primary Care Assessment Tool (PCAT-TR).
The authors show that PCAT can be used to
evaluate the performance of primary health
care services in Turkey. One of the debates
of the current issue is about community
participation. Pala in his contribution to this
debate entitled “Community participation in
health services and the experience of
Turkey” criticizes the Health
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Transformation Program because of its
structure, a structure that does not allow for
community participation. In the second
debate, Eskiocak et al. review the infant
mortality rates (IMR) reported by the
Ministry of Health in Turkey. They express
the importance of calculations of IMR being
based on standardized definitions in order
to make accurate evaluations and
comparisons for the trends in IMR. Finally,
we present a report on a new Coronavirus
outbreak that attracted significant attention
in the past months. Akbaba et al, in their

report, share existing data about the
epidemics and indicate the importance of
preventive measures.

We hope you enjoy this last issue of the
year. We would like to thank all authors and
reviewers who contributed to the Journal
and we wish a happy new year.

Prof Dr. Sibel Sakarya, Prof.Dr.Yiicel Demiral
Editors in Chief
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Bu sayiya katkida bulunanlar (Soyadina gore)

Prof.Dr. Ahmet Akici, Marmara Universitesi Tip Fakiiltesi Farmakoloji ve Klinik Farmakoloji AD

Prof.Dr. Dilek Aslan, Hacettepe Universitesi Tip Fakiiltesi Halk Sagligi AD

Prof.Dr. Nazli Atak, Ankara Universitesi Tip Fakiiltesi Halk Sagligi AD

Prof.Dr. Sevgi Canbaz, Ondokuz Mayis Universitesi Tip Fakiiltesi Halk Saghgi AD
Prof.Dr. Gamze Can, Karadeniz Teknik Universitesi Tip Fakiiltesi Halk Saghg AD
Prof.Dr. Levent Dénmez, Akdeniz Universitesi Tip Fakiiltesi Halk Saghg AD
Prof.Dr. Miicahit Egri, Gaziosmanpasa Universitesi Tip Fakiiltesi Halk Saghgi AD
Prof.Dr. Giil Ergér, Dokuz Eyliil Universitesi Tip Fakiiltesi Halk Saghgi AD

Prof.Dr. Tiirkan Giinay, Dokuz Eyliil Universitesi Tip Fakiiltesi Halk Saghgi AD
Prof.Dr. Selma Karabey, istanbul Universitesi istanbul Tip Fakiiltesi Halk Sagligi AD
Prof.Dr. Yildiz Peksen, Ondokuz Mayis Universitesi Tip Fakiiltesi Halk Saghg AD
Prof.Dr. Giinay Saka, Dicle Universitesi Tip Fakiiltesi Halk Saghg1 AD

Dog.Dr. Meltem Cigeklioglu, Ege Universitesi Tip Fakiiltesi Halk Saghgi AD

Dog.Dr. Raika Durusoy, Ege Universitesi Tip Fakiiltesi Halk Saghgi AD

Dog.Dr. Hatice Sahin, Ege Universitesi Tip Fakiiltesi Halk Saghig AD

Dog.Dr. Sarp Uner, Hacettepe Universitesi Tip Fakiiltesi Halk Sagligi AD

Yrd.Dog.Dr. Seval Alkoy, Abant Izzet Baysal Universitesi Tip Fakiiltesi Halk Saghgi AD
Yrd.Dog¢.Dr. Mehtap Tiirkay, Akdeniz Universitesi Tip Fakiiltesi Halk Saghgi AD
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Contributors to this issue (by last name)

Prof.Dr. Ahmet Akici, Department of Medical Pharmacology, Marmara Uni. School of Medicine
Prof.Dr. Dilek Aslan, Department of Public Health, Hacettepe University School of Medicine
Prof.Dr. Nazli Atak, Department of Public Health, Ankara University School of Medicine

Prof.Dr. Sevgi Canbaz, Department of Public Health, Ondokuz Mayis Uni. School of Medicine
Prof.Dr. Gamze Can, Department of Public Health, Karadeniz Technical Uni. School of Medicine
Prof.Dr. Levent Donmez, Department of Public Health, Akdeniz University School of Medicine
Prof.Dr. Miicahit Egri, Department of Public Health, Gaziosman Pasa Uni. School of Medicine
Prof.Dr. Gul Ergor, Department of Public Health, Dokuz Eyliil University School of Medicine
Prof.Dr. Tiirkan Glinay, Department of Public Health, Dokuz Eyliil University School of Medicine
Prof.Dr. Selma Karabey, Department of Public Health, Istanbul Uni. Istanbul Faculty of Medicine
Prof.Dr. Yildiz Peksen, Department of Public Health, Ondokuz Mayis Uni. School of Medicine
Prof.Dr. Giinay Saka, Department of Public Health, Dicle University School of Medicine
Assoc.Prof.Dr. Meltem Ciceklioglu, Department of Public Health, Ege Uni. School of Medicine
Assoc.Prof.Dr. Raika Durusoy, Department of Public Health, Ege University School of Medicine
Assoc.Prof.Dr. Hatice Sahin, Department of Public Health, Ege University School of Medicine
Assoc.Prof.Dr. Sarp Uner, Department of Public Health, Hacettepe University School of Medicine
Assist.Prof.Dr. Seval Alkoy, Department of Public Health, Abant Baysal Uni. School of Medicine
Assist.Prof.Dr. Mehtap Tiirkay, Department of Public Health, Akdeniz Uni. School of Medicine
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2014 yilinda hakemlik yapan biitiin uzmanlara tesekkiir ederiz (Soyadina gore)

Prof.Dr. Ahmet Akici, Marmara Universitesi Tip Fakiiltesi Farmakoloji ve Klinik Farmakoloji AD

Prof.Dr. Ayse Akin, Bagkent Universitesi Tip Fakiiltesi Halk Saghgi AD

Prof.Dr. Dilek Aslan, Hacettepe Universitesi Tip Fakiiltesi Halk Saghg AD
Prof.Dr. Nazh Atak, Ankara Universitesi Tip Fakiiltesi Halk Saghgi AD

Prof.Dr. Ayse Basterzi, Mersin Universitesi Tip Fakiiltesi Psikiyatri AD

Prof.Dr. Ali Bozkurt, Pamukkale Universitesi Tip Fakiiltesi Psikiyatri AD

Prof.Dr. Sevgi Canbaz, Ondokuz Mayis Universitesi Tip Fakiiltesi Halk Sagligi AD
Prof.Dr. Gamze Can, Karadeniz Teknik Universitesi Tip Fakiiltesi Halk Saghgi AD
Prof.Dr. Murat Demet, Celal Bayar Universitesi Tip Fakiiltesi Psikiyatri AD
Prof.Dr. Levent Dénmez, Akdeniz Universitesi Tip Fakiiltesi Halk Sagligi AD
Prof.Dr. Miicahit Egri, Gaziosmanpasa Universitesi Tip Fakiiltesi Halk Saghgi AD
Prof.Dr. Galip Ekuklu, Trakya Universitesi Tip Fakiiltesi Halk Sagligi AD

Prof.Dr. Hiilya Ellidokuz, Dokuz Eyliil Universitesi Onkoloji Enstitiisii

Prof.Dr. Giil Ergor, Dokuz Eyliil Universitesi Tip Fakiiltesi Halk Saghigi AD
Prof.Dr. Erhan Eser, Celal Bayar Universitesi Tip Fakiiltesi Halk Saglhigi AD
Prof.Dr. Nilay Etiler, Kocaeli Universitesi Tip Fakiiltesi Halk Saghigi AD

Prof.Dr. Tiirkan Giinay, Dokuz Eyliil Universitesi Tip Fakiiltesi Halk Sagligi AD
Prof.Dr. Selma Karabey, istanbul Universitesi Istanbul Tip Fakiiltesi Halk Sagligi AD
Prof.Dr. Biilent Kilig, Dokuz Eyliil Universitesi Tip Fakiiltesi Halk Saghg AD
Prof.Dr. Pinar Okyay, Adnan Menderes Universitesi Tip Fakiiltesi Halk Saghgi AD
Prof.Dr. Ferda Ozyurda, Ankara Universitesi Tip Fakiiltesi Halk Saghig AD
Prof.Dr. Kayihan Pala, Uludag Universitesi Tip Fakiiltesi Halk Saghigi AD

Prof.Dr. Yildiz Peksen, Ondokuz Mayis Universitesi Tip Fakiiltesi Halk Saghg1 AD
Prof.Dr. Birgiil Piyal, Ankara Universitesi Tip Fakiiltesi Halk Saghig AD

Prof.Dr. Giinay Saka, Dicle Universitesi Tip Fakiiltesi Halk Saghigi AD

Prof.Dr. C. Tayyar Sasmaz, Mersin Universitesi Tip Fakiiltesi Halk Saghg AD
Prof.Dr. Zeynep Simsek, Harran Universitesi Tip Fakiiltesi Halk Sagligi AD
Prof.Dr. Faruk Yorulmaz, Trakya Universitesi Tip Fakiiltesi Halk Sagligi AD
Prof.Dr. Mehmet Zencir, Pamukkale Universitesi Tip Fakiiltesi Halk Saghgi AD
Dog.Dr. Ozen Asut, Ankara

Dog.Dr. Pinar Ay, Marmara Universitesi Tip Fakiiltesi Halk Saghigi AD

Dog.Dr. Elgin Balcy, Erciyes Universitesi Tip Fakiiltesi Halk Sagligi AD

Doc¢.Dr. Deniz Caliskan, Ankara Universitesi Tip Fakiiltesi Halk Saghigi AD
Doc¢.Dr. Meltem Cigeklioglu, Ege Universitesi Tip Fakiiltesi Halk Saghgi AD
Doc.Dr. Raika Durusoy, Ege Universitesi Tip Fakiiltesi Halk Saghigi AD

Dog.Dr. Niikkhet Erbaydar, Hacettepe Universitesi Tip Fakiiltesi Halk Saghgi AD
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Dog.Dr. Sultan Eser, Hacettepe Universitesi Halk Saghg Enstitiisti

Dog.Dr. Ayse Ferdane Oguzonciil, Firat Universitesi Tip Fakiiltesi Halk Saghg AD
Dog.Dr. Mustafa [lhan, Gazi Universitesi Tip Fakiiltesi Halk Sagligi AD

Dog¢.Dr. Beyhan Ozyurt, Celal Bayar Universitesi Tip Fakiiltesi Halk Sagligi AD
Dog¢.Dr. Meral Saygun, Kirikkale Universitesi Tip Fakiiltesi Halk Saghgi AD
Dog.Dr. Ahmet Oner Kurt, Mersin Universitesi Tip Fakiiltesi Halk Sagligi AD
Dog.Dr. Hatice Sahin, Ege Universitesi Tip Fakiiltesi Halk Saghgi AD

Dog.Dr. Sarp Uner, Hacettepe Universitesi Tip Fakiiltesi Halk Sagligi AD
Yrd.Dog.Dr. Seval Alkoy, Abant Izzet Baysal Universitesi Tip Fakiiltesi Halk Saghg AD
Yrd.Dog.Dr. Mehtap Tiirkay, Akdeniz Universitesi Tip Fakiiltesi Halk Saghg1 AD
Uzm.Dr. Toker Ergiider, UNICEF
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Many thanks to all experts who provided reviews in 2014 (by last name)

Prof.Dr. Ahmet Akici, Department of Public Health, Marmara University School of Medicine
Prof.Dr. Ayse Akin, Department of Public Health, Baskent University School of Medicine
Prof.Dr. Dilek Aslan, Department of Public Health, Hacettepe University School of Medicine
Prof.Dr. Nazh Atak, Department of Public Health, Ankara University School of Medicine
Prof.Dr. Ayse Basterzi, Department of Public Health, Mersin University School of Medicine
Prof.Dr. Ali Bozkurt, Department of Public Health, Pamukkale University School of Medicine
Prof.Dr. Sevgi Canbaz, Department of Public Health, Ondokuz Mayis Uni. School of Medicine
Prof.Dr. Gamze Can, Department of Public Health, Karadeniz Technical Uni. School of Medicine
Prof.Dr. Murat Demet, Department of Public Health, Celal Bayar University School of Medicine
Prof.Dr. Levent Dénmez, Department of Public Health, Akdeniz University School of Medicine
Prof.Dr. Miicahit Egri, Department of Public Health, Gaziosman Pasa Uni. School of Medicine
Prof.Dr. Galip Ekuklu, Department of Public Health, Trakya University School of Medicine
Prof.Dr. Hiilya Ellidokuz, The Enstitute Oncology, Dokuz Eyliil Uni. School of Medicine

Prof.Dr. Giil Ergor, Department of Public Health, Dokuz Eyliil University School of Medicine
Prof.Dr. Erhan Eser, Department of Public Health, Celal Bayar University School of Medicine
Prof.Dr. Nilay Etiler, Department of Public Health, Kocaeli University School of Medicine
Prof.Dr. Tiirkan Glinay, Department of Public Health, Dokuz Eyliil University School of Medicine

Prof.Dr. Selma Karabey, Department of Public Health, Istanbul Uni. Istanbul Faculty of Medicine
Prof.Dr. Biilent Kili¢, Department of Public Health, Dokuz Eyliil University School of Medicine

Prof.Dr. Pinar Okyay, Department of Public Health, Adnan Mendres Uni. School of Medicine
Prof.Dr. Ferda Ozyurda, Department of Public Health, Ankara University School of Medicine
Prof.Dr. Kayithan Pala, Department of Public Health, Uludag University School of Medicine
Prof.Dr. Yildiz Peksen, Department of Public Health, Ondokuz Mayis Uni. School of Medicine
Prof.Dr. Birgiil Piyal, Department of Public Health, Ankara University School of Medicine
Prof.Dr. Glinay Saka, Department of Public Health, Dicle University School of Medicine
Prof.Dr. C. Tayyar Sasmaz, Department of Public Health, Mersin University School of Medicine
Prof.Dr. Zeynep Simsek, Department of Public Health, Harran University School of Medicine
Prof.Dr. Faruk Yorulmaz, Department of Public Health, Trakya University School of Medicine
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Original Article

Smoking patterns in waterpipe smokers compared with cigarette
smokers: an exploratory study of puffing dynamics and smoke
exposure

Erdem Pulcu?, Ann McNeill?

Abstract

Aim: It is estimated that globally there are about 100 million people who smoke waterpipes
daily yet exposure resulting from smoking waterpipes is under-researched relative to cigarette
smoking. This exploratory study assesses smoke exposure and puffing profiles among waterpipe
smokers in comparison with cigarette smokers in Turkey, where there is a concern that
waterpipe smoking prevalence is increasing. Method: A convenience sample of waterpipe
(n=20) and cigarette smokers (n=110) was recruited from Istanbul, Turkey. Both waterpipe and
cigarette smokers followed broadly a similar protocol with two visits to the laboratory where
puff recordings, measurements of expired air carbon monoxide (CO) as well as saliva and urine
samples for measurements of cotinine and 1-hydroxypyrene (1-HOP) were taken. Both group of
smokers used specially designed puff recording devices to establish puffing profiles unique for
cigarettes and waterpipes. Results: On average, the volume of smoke inhaled from each puff of a
waterpipe was almost 20 times greater than that from a manufactured cigarette: 1077.63 ml
(¥486.03) versus 55.96 ml (+15.12) respectively. Waterpipe smokers experienced significantly
higher boosts of expired air CO following smoking a waterpipe in the laboratory compared with
those smoking a cigarette, (means 42.9 versus 4.2; p<0.001). Lower levels of cotinine and 1-HOP
were observed in waterpipe smokers compared with cigarette smokers (p<0.001). Conclusion:
Waterpipe smokers in Turkey are exposed to larger volumes of smoke and higher CO levels, but
less frequent nature of their smoking seems to be reflected in lower levels of exposure to other
smoke constituents. The high smoke intake during waterpipe smoking is of public health
concern.

Keywords: Smoking, waterpipe, carbon monoxide, cotinine, 1-Hydroxypyrene

Nargile ve sigara icim sekillerinin ve maruz kalim oranlarinin
karsilastirilmasi

Ozet

Amag: Kiiresel olarak nargile kullanicilarinin sayisi1 yaklasik 100 milyon kisi olmasina karsin,
sigara icimi ile kiyaslandiginda nargile ile ilgili daha az bilimsel ¢alisma bulunmaktadir. Bu
arastirmanin amaci, nargile kullanimin giderek arttifi diisiiniilen Tirkiye'de, nargile
kullanicilarinin sigara kullanicilarina kiyasla dumana maruz kalim ve icim dinamiklerinin
degerlendirilmesidir.
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Yéntem: istanbul’dan olasilikh olmayan érnekleme yéntemi ile nargile (n=20) ve sigara icicisi
(n=110) kisiler calismaya dahil edilmistir. Gerek nargile gerekse sigara icicileri benzer
protokollerle takip edilerek, iki kez laboratuvar testine tabi tutulmus, icim dinamikleri ve
nefeslerindeki karbon monoksit (CO) oraninin yani sira tiikiirtik ve idrar 6rneklerinde sirasiyla
kotinin ve 1-hidroksipiren (1-HOP) olctimleri yapilmistir. Sigara icenler iki laboratuar izlemi
sirasinda ve arada gecen 24 saatlik siire zarfinda ictikleri biitiin sigaralar i¢in, nargile icenler ise
0zel tasarlanmis benzer bir icim kayit cihazini iki kez sadece laboratuar ortaminda
kullanmislardir. Bulgular: Ortalama olarak, her bir nargile iciminde inhale edilen duman hacmi
sigara icicilerine gore 20 kat daha fazla olup, 6l¢ciimler sirasiyla 1077.63 ml (+ 486.03)" ye karsi
55.96 ml (x 15.12)'dir. Nargile icicilerinde sigara igicilerine kiyasla nargile icimini takiben
anlaml olarak daha yiiksek CO artisi gorilmistiir (ortalamalar: 42.9'a karsi 4.2; p<0.001).
Sigara icicilerine kiyasla nargile icicilerinde daha diisiik kotinin ve 1-Hidroksipiren (1-HOP)
diizeyleri gozlenmistir (p<0.001). Sonug: Tirkiye’de nargile icimi sirasinda kullanicilar daha
fazla miktarda dumana ve daha ytliksek CO diizeylerine maruz kalmaktadir. Ancak nargilenin
kullanicilar tarafindan rapor edilen daha az siklikta icimine bagh olarak, kullanicilarin diger
duman bilesenlerine sigaraya gore daha az diizeyde maruz kaldig1 gozlenmektedir. Nargile icimi

esnasinda maruz kalinan yiiksek duman hacmi toplum saglig1 acisindan endise vericidir.

Anahtar Kelimeler: sigara icme, nargile karbon monoksit, kotinin, 1- hidroksipiren

Introduction

Turkey is the fifth largest tobacco
manufacturing country in the world! and
smoking prevalence is high, with
approximately 16 million  smokers,
including 31% of adults (aged 15 years and
over), with higher numbers among men
(48%) than women (15%).2 However, in the
last few years, Turkey has greatly increased
its efforts to control tobacco use. For
example, Turkey now has the best
provisions for health warning labels in
Europe with a pictorial health warning
covering 65% of the surface area on the
front of the pack; and from 2009 onwards,
Turkey successfully introduced
comprehensive smoke-free legislation with
no exceptions and no designated “smoking
rooms”. The price of cigarettes has doubled
from 2005 to 2010 by taxation.3 A recent
report has shown that these measures
contributed to positive health outcomes in
Turkey, and overall consumption rates
decreased by 15% and positive attitudes
towards quitting smoking are increasing.*>
The most recent update to smoking
prevalence in Turkey comes from the Global
Adult Tobacco Survey (GATS) 2012, which
showed that tobacco use is on a consistent
decline across genders as well as across
places where tobacco consumption is not
restricted legally (e.g. designated areas in

workplaces and restaurants), from the
previous update in 2008.

Of concern however, is the use of
waterpipes (also known as hookah, narghile,
shisha) globally as well as in Turkey.68
Waterpipes are traditional smoking devices
often smoked socially by two or more
people. In a waterpipe, smoke is drawn
through water and then through a tube.
There are two components in the head of a
waterpipe: tobacco (either flavoured or
unflavoured) and charcoal (traditional or
quick-lighting). The most recent data in
Turkey indicate that 2.3% of the population
smoke waterpipes and that the prevalence
is higher among younger age groups (4.3%
15-24 year olds vs. 0.9% in the 45-64 year
olds) and highest among male adolescents
living in urban areas (10%).! Furthermore,
around a third of students in one university
were found to smoke waterpipes.® There are
misconceptions in Turkey that waterpipe
smoking is not harmful to health, similar
attitudes also exist elsewhere in other
countries.10-12

There are fewer studies on the
health effects of waterpipe smoking, in
comparison with those of cigarette smoking,
but very similar health effects have been
found. A recent systematic review of the
literature on the health effects of waterpipe
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smoking found significant associations with
lung cancer, respiratory illness, lower birth
weight and periodontal disease.!3 There is
some evidence to suggest that waterpipe
smoking has greater negative respiratory
effects compared with cigarette
smoking.1#15  Carcinoembryonic antigen
(CEA) is a known marker for a variety of
cancers and its levels have been
demonstrated to be very high for heavy
waterpipe smokers.131617 Previous studies
have also shown increased risk of coronary
heart disease as well as atherosclerosis and
some association between hepatitis C and
waterpipe smoking. Waterpipe smoking also
constitutes a potential risk factor for
infectious diseases if a single pipe is shared
in a group.13 18-21

We could find no previous research
carried out in Turkey comparing exposure
patterns between waterpipe and cigarette
smokers despite concerns about the
increase in the number of people smoking
waterpipes in Turkey. This study therefore
assesses smoke related exposure and
associated puffing patterns among smokers
of cigarettes and waterpipes in Turkey.
Throughout this paper, smoking dynamics
will refer to behavioural aspects of tobacco
smoking including the number of puffs
taken, elapsed puff duration, puff volume
and total smoke volume.

Methods

This study obtained ethical approval for the
use of human subjects and tissue samples
from Marmara University School of
Medicine.

Participant eligibility criteria

Waterpipe and cigarette smokers were
recruited through advertisements in the
local press and flyers & posters on bulletin
boards in Istanbul in 2008. The adverts,
posters and flyers contained the same
information about the study, summarising
procedures and the number of laboratory
visits. The posters were placed on bulletin
boards across the University campus and a
smaller version of these posters (i.e. the
flyers) were distributed to off-licence stores

(ie. TEKEL shops) around Acibadem,
Istanbul from where the majority of the
subjects were recruited. The recruitment
and data collection for the present study
was completed over 13 months.

Eligibility criteria for waterpipe
smokers were that they had to be regular
smokers of waterpipes (at least three times
a month; for example see frequencies of
waterpipe smoking in young adults) and
cigarette smokers were required to be
regular smokers (at least five cigarettes
daily for at least three months continuously,
replicating the recruitment strategy of a
previous publication from our research
group; see Shahab et al.) of one of six named
brands, chosen on the basis of their
popularity.?35 The popular brands were
chosen in order to speed up the recruitment
process as well as to increase the
generalizability of our results, so that they
may be relevant to a higher percentage of
the smoking population in Turkey.
Exclusion criteria for both cigarette and
waterpipe smokers included self-reported
lung and heart disease and pregnancy. We
also excluded people who were younger
than 18 and older than 65, as well as people
who did not have a predominant preference
of one of the cigarette brands that was
included in the study protocol. The brand
information was not included in any of the
study advertisements in order to avoid
recruiting false-positives for the purposes of
the present study (referring to those
smokers who smoked more than one brand
interchangeably, see below). We wanted to
recruit cigarette smokers who smoked one
brand consistently so that the biomedical
exposure measures could be attributed to
the constituents of that particular cigarette
brand (brand specific exposure patterns are
not reported here). We used a convenience
sampling approach; without necessarily
aiming to reflect gender distributions of
tobacco smokers based on information
coming from published surveys of
nationwide tobacco use.

Smoking  procedures in  the
laboratory for both waterpipe and cigarette
smokers, as well as the times and
frequencies of the biomedical exposure
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assessments were identical apart from the
arrangement of the second laboratory visits.
For the cigarette smokers, the second visits
were arranged exactly 24 hours later,
whereas for the waterpipe smokers the
second visits were arranged for the fourth
day at the same hour as the first visit. This
interval was used, in order not to force
waterpipe smokers to smoke a waterpipe
more frequently than they would do
otherwise in their weekly routines, and on
the basis of the perception that waterpipes
are mostly smoked recreationally only
about once or twice a week. This interval
also allowed those wusers who smoke
waterpipes more frequently than the
arranged visits not to be affected by the
experimental procedures.

Procedures

A brief telephone survey, lasting 5 to 10
minutes, was conducted among people who
responded to the advertisements, flyers and
brochures, to assess eligibility. In total,
around 180 individuals were screened for
recruitment of cigarette smokers, and
approximately 50 people were screened for

recruitment of waterpipe smokers. Eligible
subjects  (cigarette  smokers n=110;
waterpipe smokers n=20) were then invited
to the laboratory for two visits, 24 hours
apart for cigarette smokers and four days
apart for waterpipe smokers (see Figure 1
for the timeline of the laboratory testing
protocols). All the participants who
attended the first visit also attended the
second visit; there were no dropouts from
the study. Two laboratory visits were
arranged mainly because cigarette smokers
needed to return the CreSSmicro (Clinical
Research Support System, see Figure 2a)
topography device after using it for 24
hours. This device records puffing dynamics
from a smoker whilst smoking a cigarette.
We wanted to use the second laboratory
visits as an opportunity to collect more
information on smoking behaviour and to
investigate whether exposure patterns were
comparable across two visits. We adopted a
similar approach to test the waterpipe
smokers and investigated whether smoking
behaviour and exposure patterns are
comparable across the two visits.

8 more cigarettes with CreSs

reee—— =
Visit 1 Visit 2
Cotinine Cotinine
Cigarette smokers 1-HoP 1-HoP
pre-CO pre-CO
1 cigarette topography 1 cigarette topography
post-CO post-CO
Experimental - A A |
timeline Days 1 2 3 a
Visit 1 Visit 2
. Cotinine Cotinine
Waterpipe smokers 1-HOP 1-HOP
pre-CO pre-CO
30 min waterpipe topography 30 min waterpipe topography
post-CO post-CO

Figure 1. Schematic timeline of the experimental protocols

Schematic diagram of the experimental protocols based on an example comparing a cigarette
smoker smoking 10 cigarettes per day (smoking one cigarette each in both visits in the lab and 8
cigarettes in the 24 hours between Visit 1 and 2 on his/her own; i.e. 1+8+1=10 cigarettes per day)
to a waterpipe smoker smoking waterpipes twice per week.

smoking behaviour assessing their smoking
history, frequency, health concerns
associated with smoking and considerations

At the beginning of each visit, both
waterpipe and cigarette smoking subjects
completed a brief questionnaire about their
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to quit smoking. Secondly, baseline
exposure measurements related to expired
air carbon monoxide (CO), saliva cotinine
and urinary 1-hydroxypyrene (1-HOP) were
taken. After that, the researcher (EP)
provided information about how to use the
relevant puff recording devices by a brief
demonstration and any remaining questions
were answered to ensure that the data
collection would not be disrupted. Research
subjects then smoked either one of their
cigarettes or a waterpipe which had been
purchased by the researchers solely for this
work in the laboratory and puffing
measures were recorded (see below).
Within the context of this paper, puffing
dynamics/topography refers to behavioural
aspects of smoking such as number of puffs,
time between puffs, puff duration and puff
volume for both cigarette and waterpipe
smokers.  Finally, post-smoking CO
measurements were taken in order to
assess CO boost from the pre-smoking
assessments. Salivary cotinine and urinary
1-HOP measurements were taken only once
per visit and always before smoking in
order not to compromise the quality of
samples by immediate exposure to
constituents (particularly applicable to
salivary cotinine). We acknowledge that not
doing so would have an immediate
confounding effect on saliva samples but
may not have immediate effect on urinary
samples. Nevertheless, the urine samples
were also collected at the same time in
order to make the study procedures easier
to administer and standardise across
subjects.

Thus the biomedical exposure levels
(i.e. CO, cotinine and 1-HOP) were assessed
exactly in the same manner across two visits
and for each group. However, smoking
measures related to puffing dynamics were
collected from cigarette smokers for only
one cigarette in the first interview to make
sure that our participants learned how to
use the recording device and were able to
use it on their own, so that data capturing
the average smoking behaviour over 24
hours could be collected accurately, until
the end of the second visit. On the other
hand, waterpipe smokers had two identical

30 minute smoking sessions in the
laboratory. Administration of an identical
protocol for investigating smoking for both
lab visits was achieved for waterpipe but
not for the cigarette smokers, mainly
because the waterpipe puff recording device
was immobile and large (see the details
below for the puff recording devices).
Therefore, waterpipe smokers did not need
to have a practice session to learn how to
use the device. Consequently, we report
smoking behaviour for cigarette smokers
averaged over 24 hours (as a representative
of average cigarette smoking behaviour of
any participant), whereas we report puffing
dynamics for waterpipe smokers
individually for each visit. However, because
exposure patterns were assessed in the
same way for each group, we were able to
compare them directly. We wused the
exposure patterns from Visit 1 for between-
group comparisons as the most unbiased
recording of exposure patterns, considering
the possibility that exposure information
obtained in the second visit may be
confounded by the use of the puff recording
devices.

Waterpipe features

The waterpipe used was the most common
type found in Turkey, of medium size with a
glass jar and copper top and a hose made of
sheep skin. The type of charcoal used was of
a quick-lighting type for ease of use in the
laboratory. This type of charcoal is known to
be more convenient for regular waterpipe
smokers who smoke in their homes. The
tobacco used was one of two types
(strawberry or apple flavoured); the most
commonly used in shisha cafes in Istanbul at
the time, and were weighed carefully using a
sensitive scale before and after burning.

Puff recording devices

Recordings for puffing dynamics included
measurements of puff number, puff volume,
puff duration, average puff flow, inter-puff
interval, time and date. The puff dynamics of
waterpipe smokers were measured using a
first generation and digitally programmable
smoking machine that had been developed
specifically for this purpose.2225 This
machine utilized a pressure drop transducer
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attached to a laptop computer which runs
the software to convert pressure drops into
volumetric readings. Subjects smoked the
waterpipe through the machine in the
laboratory during each visit. The puff
recording machine used for the waterpipe
smoking session was immobile due to its
size and weight (see Figure 2b). Therefore,
waterpipe participants only used the
machine in the laboratory. The puffing
dynamics of cigarette smokers was
measured through a CReSSmicro device

Figure 2. Comparisons of puff recording devices

(Plowshare Technologies Inc., Baltimore
MD, US) which is a hand held, battery-
operated portable device that is mass-
produced (see Figure 2 for comparisons).

On visit one, the cigarette smokers
were given instructions on how to use the
CReSSmicro device and they were asked to
smoke all their cigarettes (during, and in
between, the two visits) through the
machine. All recording devices were
calibrated daily prior to participants use.

charcosl _ms joag flow sensor

Figure showing comparisons of the two devices. Panel (a) the CreSS micro device is a handheld
device shorter than the length of a cigarette (b) the waterpipe topography device is a prototype
attached to a laptop computer, developed by Shihadeh and colleagues.?? The descriptive figure is

adapted from Eissenberg and Shihadeh, 2009%.

Biomarkers of smoke exposure

A Bedfont hand held monitor was used to
measure expired air CO levels, as an
instantaneous measure of exposure to
smoke before and after each smoking
session (twice on each occasion, as also used
by Shahab el al.).263536 As explained above,
saliva and urine samples were collected
from both cigarette and waterpipe smokers
at the start of each session, before any
smoking, for the measurement of cotinine, a
metabolite of nicotine; and 1-HOP levels, as
an accepted biomarker of carcinogenic
hydrocarbons, respectively.2” Saliva samples
were taken using a dental roll with a cotton
swab that the participants were asked to
hold in their mouth and lightly chew for two
minutes, until fully saturated. Urine samples
were collected in a sterilized sealable cup.

Analysis of salivary cotinine and 1-HOP
samples were conducted by a laboratory at
the Acibadem Hospital in Istanbul (a partner
of the internationally accredited Labmed,
Germany), in a single-blind manner. In
addition, urine was assayed for creatinine to
correct for variable urine flow rates in 1-
HOP analysis.

Statistical Analysis

The analysis was carried out using SPSS
20.0. We used the independent samples t-
test in order to compare the results between
waterpipe and cigarette smokers. A paired
samples t-test was used for within group
comparisons.

Results

Twenty waterpipe smokers and 110
cigarette smokers were included in the final
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analysis. The between group comparisons
for overlapping socio-demographical
variables suggested that the groups were
comparable for the distribution of gender
(p=0.179), but the waterpipe smoking
sample was significantly younger (p<0.001).

Waterpipe smoking sample

Three quarters (n=15) of the sample were
male, the average age was 21.15 years
(£2.08). Four participants also smoked
cigarettes daily (mean 14 cigarettes+4.96).
Three quarters reported normally sharing
their waterpipes with others. Participants
reported smoking their last waterpipe on an
average of 4.4 days prior to attending the
study (+4.19 days).

Each session of waterpipe smoking

lasted approximately 30 minutes. The
average tobacco consumption during each
smoking session was 2.17 g (%0.63); the

average charcoal consumption 6.16 g
(#1.56). There were no significant
differences in the amounts of tobacco

consumed across the two sessions or in the
puff measures from the two visits, apart
from the number of puffs which increased
significantly from visit 1 to 2 (Table 1). In
order to investigate whether these patterns
remained the same for exclusive waterpipe
users, we repeated the analyses for the 16
waterpipe users who were not cigarette

smokers. The results did not change
significantly from the total waterpipe
smoking sample [data not shown].

Table 1. Puff measures for waterpipe and cigarette smokers (mean +SD)

Waterpipe smokers

Cigarette smokers

(n=20) (n=110)

Puff measures Visit 1 Visit 2 t- Average Visit 1 Visit 2 t- Average

value** value**
Total smoke 102583.00 114936.00 t=-1.04 108759.00 908.00 761.00 3.51 783.10
\(Irc;ll;;me/se551on +48101.00 +47834.00 ns +42044.00 +61.20 +64.70 p<0.001 +60.8
Number of 96.00 119.74 =-2.38 107.87 14.30 14.45 -0.19 14.42
puffs/session +27.99 +47.00 p<0.05 +31.29 +4.60 +4.01 ns +4.02
Puff 1115.79 1039.47 t=0.61 1077.63+ 63.51 55.92 3.39 55.96
volume/session +526.90 +469.70 486.03 +17.30 #15.10 +15.12
(ml) ns p<0.001
Puff 3.36 3.37 t=-1.00 3.37+£1.02 1.56 1.43 1.71 1.47
duration/session +0.94 +1.19 +0.40 +0.40 +0.37
(secs) ns ns
Weight of tobacco ~ 2.18+0.63  2.26+0.59 t=-0.82 2.22+0.61 N/A* N/A* N/A* N/A*
consumed/session I
(gr) )
Weight of charcoal 6.16 +1.56 6.57+1.81 t=-1.51 6.37+1.68 N/A* N/A* N/A* N/A*
consumed/session ns
(sr)

*N/A: Not Applicable. ** Paired samples t-test. ns: Not significant.
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Table 2. Summary of exposure patterns between waterpipe and cigarette smokers (meanz SD)

Waterpipe smokers

Cigarette smokers

Exposure Visit 1 Visit 2 t-value* Visit 1 Visit 2 t-value*
patterns
CO pre smoking 6.50 £7.11 7.00 £7.62 t=-0.38 18.36+8.80 19.76+9.00 t=-2.03
i 6
(particles/10¢) ns p<0.05
CO post smoking 49.28 +41.53 53.13x44.15  t=-0.81 22.58+8.78 24.81+9.88 t=-2.18
(particles/10¢) ns p<0.05
CO boost 42.90+43.17 42.65+41.62  t=-0.89 4.20+3.40 4.21+3.25 t=0.47
(particles/106) ns ns
Cotinine (ng/ml)  119.08+129.30 121.40+147.2 t=-0.11 304.10+218.7 519.45%+322.1 t=-8.73
1 ns 3 7 p<0.001
1-HOP 0.08+0.08 0.09 £0.13 t=-0.22 0.29 £0.26 0.32+£0.32 t=-1.11
(ug/creatinine s s
gr)

ns: Not significant. *Paired samples t-test.

Exposure measures are shown in
Table 2 - there were no significant
differences within the waterpipe smoking
group across the two visits.

Cigarette smoking sample

Fifty nine per cent (n=65) were male and
the average age was 28.15 years (+9.40).
Average daily cigarette consumption was
15.8 (£6.2). First, we compared the puffing
dynamics associated with the first cigarette,
which was smoked under the observation of
the researcher, with the average puff
recordings over 24 hour period. There were
significant differences between the first
cigarette and the average over 24 hours for
average puff volume (p<0.001), average puff
flow (p<0.05), average peak puff flow
(p<0.01), and average inter-puff interval
(p<0.01), but not in average puff number
and average puff duration. We therefore
averaged the puff topography measures
across the 24 hour period including the first
and the second laboratory sessions as a
more accurate representation of overall
smoking behaviour, in order to compare

them with the average waterpipe puff
measurements (also see Table 1 above).

Exposure measures for the cigarette
smokers are reported in Table 2 (above).
Some of the measures were significantly
different on visits 1 and 2. In particular, the
cotinine levels for the second visit were
significantly higher than those from visit 1
(p<0.001). This rise is hard to explain but, in
line with the changes in puff measurements,
indicating that the use of the puff recording
device over the 24 hour period increased
the amount of smoke inhaled during the
study. Pre and post CO values were also
significantly higher at the time of visit 2
than visit 1.

Comparison between cigarette and waterpipe
smokers

There were clear differences between
waterpipe and cigarette smokers. The
average number of puffs taken by waterpipe
smokers was between seven and eight times
greater than the average number of puffs
taken by cigarette smokers and puffing
duration of waterpipe smokers was longer
and larger in volume than that of cigarette
smokers. Hence, the total smoke volume
inhaled on average per any waterpipe
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smoking session was nearly 14 times higher
relative to the average per cigarette. All
comparisons between the average measures
of waterpipe and cigarette smokers were
significant (p<0.001).

For the biomarker comparisons we
have only relied on the baseline data (visit
1) because of the differences at visit 2 which
might be due to the influence of using the
puff recording machines. There were
significant differences in the pre and post
cigarette/waterpipe CO levels between
cigarette and waterpipe smokers. Pre

smoking CO levels for waterpipe smokers
were significantly lower than those of
cigarette smokers (t=9.28, p<0.001), post
smoking CO levels were significantly higher
than those of cigarette smokers (t=-4.11,
p<0.001) and CO boosts were significantly
greater for waterpipe smokers (t=-5.8,
p=<0.001). The cotinine levels were
significantly lower for waterpipe smokers
than cigarette smokers (t=5.2, p<0.001) as
were the 1-HOP levels (t=6.9, p<0.001;
Table 3).

Table 3. Between group differences for toxicant exposures in Visit 1(mean *SD)

Toxicant exposures Waterpipe smokers Cigarette smokers t-value* Significance

CO pre smoking 6.50+7.11
(particles/10¢)

CO post smoking 49.28+ 41.53
(particles/10¢)

CO boost 4290+ 43.17
(particles/10¢)

Cotinine (ng/ml) 119.08+ 129.30

1-HOP (ug/ 0.08+ 0.08

Creatinine gr)

18.36+ 8.80 9.28 p<.001
22.58+8.78 -4.11 p<.001
4.20+ 3.40 -5.80 p<.001
304.10+ 218.73 5.20 p<.001
0.29+£0.26 6.90 p<.001

*Independent samples t-test.

Discussion

CO levels in the expired air after
smoking a waterpipe in a laboratory setting
increased between seven and eight fold in a
sample of waterpipe smokers, compared to
cigarette smokers for whom these levels
increased only by 25%. This finding was
consistent across two separate visits to the
laboratory and reflected that greater smoke
volume was inhaled during the waterpipe
sessions than a single cigarette smoking
session. Hence, although the baseline CO
levels of the waterpipe smokers were lower
than those of cigarette smokers, they were
significantly higher after smoking. Two

other measures of smoke exposure were
used, cotinine and 1-HOP levels, which
measure exposure to nicotine and polycyclic
aromatic hydrocarbons (PAHs) respectively.
These biomarkers have longer half-lives
(approximately 16 and 18 hours
respectively) than CO (half life of 6-9
hours).222829  Therefore, these reflect
exposure over a longer period of time and
they were significantly lower in waterpipe
than cigarette smokers.

Whilst our samples of smokers were
not randomly selected, and the sample of
waterpipe smokers was small, best to our
knowledge this is the first study in the
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literature to examine a number of different
biomarkers (specifically 1-HOP) and
smoking topography in near exclusive
waterpipe and cigarette smokers using a
similar =~ methodology. These findings
contribute to understanding of differences
between waterpipe and cigarette smoking
reported by previous studies, which
investigated toxicant exposures in mixed
populations, and near exclusive populations
of waterpipe smoKkers, but mainly
considered CO and nicotine exposure.223031
Our modest sample size reflects the
exploratory aspects of this research.
Although the biomarker data were collected
using similar procedures, there were
differences with respect to how the puffing
dynamics were measured. Cigarette
smokers used a portable CreSS device for
measuring smoking behaviour across the 24
hour interval between and including the
cigarettes smoked during two visits.
Smoking behaviour for waterpipe smokers
was only measured in the laboratory
because the recording device was an
immobile one, but it was the only one that
was available to us. Hence, the tools for
measurements differed, but we do not
expect this to make a significant impact on
the accuracy of the puff recordings. The puff
recording machine used for waterpipe
smoking was unobtrusive; and during the
smoking sessions magazines, tea and coffee
were offered to the participants in order to
simulate a natural smoking environment.
Future studies may be designed to record
puffing measures in waterpipe smoking
cafes so that more accurate data may be
collected. However, this approach may also
have limitations as it might attract interest
and attention from other people present in
the cafe which could in return influence
participants’ smoking patterns. The type of
charcoal used in our study was of the quick
lighting type rather than traditional
charcoal and one study found significantly
higher levels of PAHs in quick burning types
of charcoal compared to the traditional
type.32 However, best to our knowledge,
whether quick lighting charcoal produces
more CO than other traditional types has
not been subject to any investigation
although use of quick lighting charcoal disks

has found to be responsible for most of the
CO boost when compared with an electric
heater.3233

Waterpipe smoking participants reported
smoking waterpipes once per week with
their last waterpipe being smoked around
an average of just over four days prior to
testing, whereas smokers of manufactured
cigarettes reported smoking daily with an
average consumption of 15.8 cigarettes per
day. This difference may explain the lower
exposure to nicotine and 1-HOP in
waterpipe smokers, despite the fact that
waterpipes emit more PAHs than
cigarettes.3* A previous study showed that
both nicotine and 1-HOP reach their peak
plasma concentrations within two hours
following a waterpipe smoking session, but
fall to their baseline values within 24
hours.3! It is also worth noting that 1-HOP
levels for cigarette  smokers are
considerably lower than those observed in
smokers in the United Kingdom, which may
reflect differences between the cigarette
brands.3> The post smoking measure of CO
was obtained in the same way for both
waterpipe and cigarette smokers and gives a
direct comparison of exposure during the
smoking sessions. Various other studies
carried out in a wide range of countries, also
showed a rapid increase in the CO boost
following a waterpipe smoking session (e.g.
United States, Syria).222¢ A recent study
showed that smoking a tobacco-free
(nicotine less than 0.01 mg) product
through a waterpipe produces similar levels
of CO with that of smoking waterpipe
tobacco, corroborating the findings above
(i.e. the CO boost is not tobacco-related) and
highlights the dangers of smoking herbal
preparations with a waterpipe. In some
cases this rapid CO boost may lead to CO
poisoning as previously observed following
waterpipe smoking. 33.34

Our findings suggest that although
smoke intake from a single waterpipe
smoking session is greater than the total
puff volume from a manufactured cigarette,
the lower levels of cotinine and 1-HOP
indicate a lower frequency of waterpipe
smoking perhaps related to a less chronic
exposure to certain smoke constituents.

Turk ] Public Health 2014;12(3)

149



Smoke exposure patterns between cigarettes and waterpipes

Nevertheless, our results give cause for
concern as the volume of smoke intake and
related CO rise are likely to have serious
health consequences even if chronic
exposure to other constituents of tobacco
smoke is lower over a sustained period of
time.

This exploratory study has found
significant differences in a range of
biomarkers  between  cigarette and
waterpipe smokers. However, our study had
a few limitations. Firstly, we took a non-
randomised  sampling  approach in
recruitment (mainly recruiting healthy
volunteers who responded to the study’s
adverts). Therefore, the present cohort do
not fully represent characteristics of the
cigarette and/or waterpipe smoking
population in Turkey. We have to
acknowledge that our waterpipe smoking
sample was much younger than the
cigarette smoking sample, which is another
limitation. However, using age as a covariate
while  directly comparing exposure
parameters between waterpipe and
cigarette smokers did not produce any
changes in the level of statistical
significance, as between group comparisons
were vastly different from each other.
Nevertheless, this age difference is in line
with previous studies showing that
waterpipe use is a recreational activity
among youth. This could mean that if such a
recreational activity becomes habitual it
might elevate health risks exponentially,
accumulating by repeated exposure over the
years and potentially increasing the risks for
cardiovascular and respiratory illnesses as
suggested by the previous literature.
Another limitation of our study is that we
were unable to report more detailed socio-
demographic information in our cigarette
smoking sample as the protocol was an
international one which mainly focused on
exposure parameters. Therefore, although
unlikely, there may be demographical
differences between our groups which
contributed to overall smoking intensity.
Finally, our waterpipe smoking sample did
not smoke waterpipes exclusively, but
included four individuals who also smoked
cigarettes occasionally. However, repeating

the between group comparisons for the
subsample smoking waterpipes only (n=16)
showed that between group differences
remained significant, suggesting that the
four individuals who also smoked cigarettes
displayed similar smoking behaviour and
had comparable exposure characteristics
with the rest of the waterpipe smokers.

In summary, our study shows that
acute exposure was much greater following
a single waterpipe smoking session relative
to smoking a single cigarette. However,
chronic smoke exposure, as indicated by
cotinine and 1-HOP levels, was significantly
lower among waterpipe smokers perhaps
reflecting the more infrequent nature of
waterpipe smoking. These results merit
further research with more controlled
experimental protocols and particularly
with larger populations of waterpipe
smokers.
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Original Article

The suitability of the food consumed by children in primary schools
for satisfying their needs

Yesim isgiizar2, Neriman Aydinb, Servet Ozgiire

Abstract

Objective: This study evaluates the suitability of the food consumed by children in primary
schools including the role of the lunch menus in satisfying the children’s needs. Methods: 852
first-grade students were chosen from 14 randomly selected primary schools in Gaziantep to
participate in this descriptive, cross-sectional study. Demographic and personal data of the
students and their parents, their anthropometric measurements, food consumption habits and
the lunch menus served in schools were studied. The Body Mass Index (BMI) of students was
evaluated according to World Health Organization (WHO)’s percentile tables. Data were
analyzed by SPSS 18 software, using the chi-square test for analyses. The study was approved by
the Ethics Committee. Results: 51.4% of students were male, 48.6% were female (mean age,
7.05%0.24 years). According to the BMI results, 26.6% of the students were thin and 25.9% were
overweight/obese. 73.5% and 85.8% of the children were having breakfast or lunch regularly,
respectively. Maternal education levels and employment status did not affect the child’s having
breakfast on a daily basis (p>0.05). 27.7 % of children who ate lunch regularly, 15.7% of children
who did not eat lunch regularly were overweight/obese (p<0.05). The most consumed food on a
regular basis was bread (92.6 %), followed by milk and dairy products (76.5%). When lunch was
served in schools (for 24.9% of the students), regular lunch consumption increased among
children (p<0.05). The food group the most consumed by the students having lunch at school was
fats-sugars-cereals. Only 43.3% of the lunch menus served at schools were found adequate.
Conclusions: This study demonstrates that there is a need to improve lunch menus served in
primary schools in order to satisfy energy and nutritional needs of children.

Keywords: Nutrition, school health, primary school

ilIkégretim okullarinda ¢ocuklarin tiikettigi gidalarin ihtiyaclarina
uygunlugu
Ozet

Amag: Tam giin egitim veren ilkogretim okullarinda servis edilen 6gle yemek meniisii de dahil
olmak iizere cocuklarin tiikettikleri besinlerin c¢ocuklarin giinliikk ihtiyaglarina uygunluk
durumunun degerlendirilmesi amacglanmistir. Yontem: Tanimlayici, kesitsel tipteki bu
arastirmaya, Gaziantep’te tam giin egitim veren ilkogretim okullarindan rasgele belirlenen
14’tinden, 852 birinci sinif 6grencisi alinmistir.
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Ogrencilerin ve ebeveynlerinin demografik ve kisisel bilgileri, antropometrik élgiimleri, okulda
verilen 6gle yemegi meniileri ve besin tiikketim aliskanliklar incelenmistir. Ogrencilerin Beden
Kitle indeksi (BKI) degerleri Diinya Saghk Orgiiti (DSO)'niin persentil tablolarina gore
degerlendirilmistir. Veriler SPSS 18 programinda degerlendirilmis, analizlerde ki-kare testi
kullanilmistir. Arastirma icin etik kurul onay: alinmistir. Bulgular: Ogrencilerin %51.4’ii erkek,
%48.6's1 kiz, yas ortalamalar1 7.05+0.24 yildir. BKi sonuglarina gore %26.6's1 zayif, %25.9’u hafif
sisman/sisman bulunmustur. Cocuklarin %73.5’i diizenli kahvalti, %85.8’i diizenli 68le yemegi
yemektedir. Annenin egitim ve ¢alisma durumu ¢ocuklarin her giin kahvalti yapma durumunu
etkilememektedir (p>0.05). Her giin 6gle yemegi yiyenlerin %27.7’si hafif sisman/sisman iken
diizenli yemeyenlerde bu oran %15.7 saptanmistir (p<0.05). Her giin diizenli tiiketilen besinler
en fazla ekmek (%92,6), takiben siit ve siit iiriinleri (%76,5)'dir. Ogrencilerin %24.9'unun
okulunda 6gle yemegi servis edilmektedir. Okullarda 6gle yemegi servis edilmesi, ¢ocuklarda
diizenli 6gle yemegi tiiketimini arttirmaktadir (p<0.05). Ogle yemegini okulda yiyen 6grencilerin
okulda en ¢ok tiikettikleri grubun, yag-seker-tahil oldugu saptanmistir. Okulda servis edilen 6gle
yemegi meniilerinin %43.3’linlin uygun oldugu belirlenmistir. Sonug¢: Bu ¢alisma, ilkogretim
okullarinda 6gle 6glinii meniilerinin ¢ocuklarin enerji ve besin 6geleri ihtiyaclarina uygun hale
getirilmesi i¢in iyilestirme galismalarinin gerekliligini ortaya koymaktadir.

Anahtar Kelimeler: Beslenme, okul saghgi, ilkogretim okulu

requirements per unit of body weight for
energy and nutritional elements are high
(especially for animal-derived proteins,
minerals including calcium and iron, and
vitamins) due to the rapid and continuous
growth and development of children.3

Introduction

Children of school-age, make up a sizeable
portion of the country’s population, and are
constantly growing and developing. The
school-age is a period of fast learning,
acquiring knowledge, abilities, and new
influences. Therefore, it is necessary to When the total of nutritional
provide children with knowledge about services currently provided to school-age
adequate and balanced nutrition as well as children are examined, it can be observed

health-related education so that they can
maintain and develop their health.!

Failures to meet the needs for
energy and nutritional elements during
childhood lead to several health problems
due to deficient and imbalanced nutrition.2
School-age children are one of the groups
that are most affected by nutritional
deficiencies. Inappropriate dietary habits
acquired during childhood as well as a
sedentary lifestyle bring about major risk
factors for health problems such as heart
diseases, hypertension and obesity at later
ages.3

Nutritional services provided to
children are critical not only for
encouraging adequate and balanced
nutrition, but also for acquiring proper
nutritional habits beginning from childhood.
When planning a menu, one must take into
consideration that for this age group the

that in recent years school canteens as well
as outsourced cafeteria services as part of
the rapidly growing privatized services play
a significant role in the students’ nutrition.
Particularly in all-day schools, it is of utmost
importance to provide high quality overall
nutritional services which follow the
principles of adequate and balanced
nutrition in order to positively contribute to
the students’ nutrition.3

In this study, the adequacy of the
food consumed by first-graders in all-day
primary schools for satisfying the daily
needs of children was evaluated together
with the menus served in some schools, as
well as the factors affecting nutrition of the
children in relation to their growth levels.

Methods

In this descriptive and cross-sectional study,
the sample size was calculated by its
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associated 95% confidence interval and
with a 2% effect size, by taking into account
a 9% obesity prevalence (the obesity
prevalence in school-age children
worldwide estimated by WHO in 2010)
giving a minimum sample size of 7864.
Sample size was calculated according to the
n= t?pq/d? formula. 14 primary schools
were randomly chosen by random sampling
numbers from 33 public and 11 private
schools in Gaziantep. 852 primary school
first-graders who were in school on the day
of the research and who answered all the
questions in a questionnaire were enrolled
in the study. Questionnaires for parents
consisted of 11 questions and
questionnaires for students consisted of 15
questions. These questionnaires were
delivered to and obtained from parents with
the help of the students’ teachers. The forms
questioning the food consumed for lunches
over 5 days were filled in by students with
the help of teachers and the researcher of
the study.

Demographic and personal data of
the students and their parents,
anthropometric measurements of the
students, lunch menus given in schools, as
well as the food groups consumed by
students in lunch meals over five
consecutive days and their food
consumption  habits were examined.
Measurements of students’ heights and
weights were obtained by the investigator.
Height was measured without shoes and
with heels together pressed to the wall, and
weight was measured by a digital scale
sensitive to 100 grams with a 150 kg max
value.

BMIs of students were calculated
and evaluated according to their age and
gender using the percentile tables of WHO.
Students with BMI values below the 3rd
percentile were considered to be very
severely thin, those with values between
3rd-15th percentile, thin, those with values
between 15th-85th percentile, normal,
those with values between 85th-97th
percentile, overweight, and those with
values above 97th percentile were
considered obese5.

The study’s dependent variable was
food habits of the children and the
independent variables were the mother’s
educational level, occupational status, BMI,
the children’s physical activity levels and
the time spent with TV and computer.

Data gathered from the study were
assessed by SPSS 18 software, using the chi-
square test for the analyses. Mean values
were provided together with the standard
deviation. The study was approved by the
Ethics Committee of Gaziantep University
on 24.02.2011, with decree no. 02/2011-04.

Results

51.4% of the students were male, 48.6%
were female, and their mean age was
7.05%0.24 years. It was found that 26.6 % of
the students were thin, 47.4% were normal,
13.0% were overweight, and 12.9% were
obese. 73.5% of the study children were
eating breakfast regularly, 85.8% were
eating lunch regularly, and 85.8% were
eating dinner regularly. It was observed that
24.4% of the male students and 38.7% of the
female students skipped breakfast. Both
male and female students showed similar
patterns in their meal consumption. The
status of children having breakfast is shown
in Table 1 in relation to maternal education
levels and employment status.

67.9% of the children whose
mothers had an education lower than
primary school and 73.8% of the children
whose mothers had a primary school or a
higher education were having breakfast
regularly. There was not a statistically
significant difference between the groups
having or not having breakfast on a daily
basis with respect to maternal education
levels (p>0.05). Whereas 76.8 % of children
with working mothers were eating breakfast
regularly, this percentage was 72.1 for
children whose mothers were not working.
A statistically significant difference was not
found between the groups having or not
having breakfast on a daily basis with
respect to the mother’s employment status
(p>0.05).
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Table 1. Distribution of children by whether they eat breakfast, by the maternal education level
and employment Status.

Status of eating breakfast on a daily basis

Regular Irregular Total
Maternal education level n % n % n % X2 p
Lower than primary school 19 679 9 321 28 100.0
Primary school andbeyond 607 738 215 262 822 100.0 00 0479
Total* 626 73.6 224 264 850 100.0
Employment status of the
mother
Employed 195 768 59 232 254 100.0
Unemployed 431 721 167 279 598 100.0 2.019 0.175
Total 626 73.5 226 26.5 852 100.0

*2 children did not state the maternal education level

Table 2. Distribution of children relating to the status of eating breakfast and lunch, and BMI
percentile groups

BMI Percentile Groups

Thin Normal Overweight/Obese Total
n % n % n % n %*

Having Regular 162 259 307 490 157 25.1 626 73.5
breakfast on a
daily basis** Irregular 65 288 97 429 64 28.3 226 26.5
Having lunch on  Regular 191 26.1 338 46.2 202 27.7 731 85.8
a daily basis***

Irregular 36 298 66 54.5 19 15.7 121 14.2

Total 227 266 404 474 221 26.0 852 100.0

*Column percentage, **x2=2.503 p=0.286, ***x2=7.72 p=0.021

Turk ] Public Health 2014;12(3) 156



The suitability of food consumed by children in schools

Table 2 shows the distribution of the
children’s BMI percentile results according
to their status in relation to having breakfast
and lunch.

25.1% of children who had breakfast
every day and 28.3% of those who did not
have breakfast were overweight or obese
(p>0.05). Also, 27.7 % of the children who
had lunch every day and 15.7 % for those
who did not eat lunch regularly were
overweight or obese (p<0.05).

The food that was consumed the
most on a regular basis was bread (92.6 %),
followed by milk and dairy products (76.5
%). While there was not a significant
difference in BMI percentile results with
respect to the frequency of milk
consumption, a difference was found with
meat consumption. Accordingly, 17.7% of
children who consumed meat every day
were obese, and 14.9% were overweight.
While 1 out of 8 children (12.5%) who never
consumed meat, and 2 out of 50 children
(4%) who consumed meat 1-2 times a
month were found to be overweight, none of
the children in these groups were obese. The
BMI percentile values of the children who
did not consume meat at all or only 1 or 2
times a month were lower compared to the
other groups. 653% of the children
consumed fresh fruits and vegetables
regularly, while 31.7% ate chocolate and
sugar on a daily basis.

57.0% of the children commute to
school by a vehicle and 57.0% participate in
sport activities regularly.

In this study, the percentage of
children watching TV on school days was
similar for girls and boys. The percentage
watching TV over 2 hours on school days
was 15.7 for girls and 20.5 for boys; the
corresponding percentages were 56.5 and
60.9 respectively on non-school days. On the
other hand, 57.0% of boys and 66.2% of girls
never play games on a computer on school
days and 33.6% of boys and 45.2 of girls
never play games on the computer on non-
school days. The study showed that there
was a significant difference between the two
genders in the duration of playing games on
computers both on school-days and non-

school days (p<0.05). On further analysis,
the number of boys playing games on the
computer for 1-2 hours or more both on
school days and non-school days (12.5% on
school days and 31.5% on non-school days)
was higher than the girls (4.1% on school
days and 22.2% on non-school days).

In our study, it was observed that
69.1% of children ate their lunch at school.
While 24.9% of the students were offered
lunch in their schools, the remaining 75.1%
were not. 92.9% of the children who were
offered lunch in their schools ate lunch
regularly, and 83.4 of the children who were
not offered lunch in their schools ate lunch
regularly. The children who were offered
lunch at school had a higher regular lunch
consumption (p<0.05).

Table 3 shows the distribution of
children according to the school type and the
BMI percentile results.

17.5% of children studying at private
schools were thin and 18.9% were obese;
corresponding percentages were 29.7% and
10.9% at public schools, respectively. There
was a significant difference between BMI
percentile results for children with respect
to school type and it was considered that
this difference stemmed from the fact that
children at public schools were thinner than
their counterparts at private schools.

When food group consumption over
five days was examined among children who
ate their lunch at school, it was found that
the food groups most consumed by the
students who ate their lunch at school were
fats, sugars, and cereals, and the least
consumed food groups were fats, sugars,
cereals, meat and milk.

In this study, the suitability of the
food groups consumed at lunch over five
days by the children and the menus that
were served at the school were examined. In
one of the primary schools taking part in the
study, different menus were served every
day in two first-grade classes. 6 menus were
offered in 5 different schools in total.
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Table 3. Distribution of children by school type and BMI percentile groups

BMI percentile groups School type

Private school Public school Total

n % n % n %
Thin 37 17.5 190 29.7 227 1000
Normal 95 447 309 48.3 404 100.0
Overweight 40 18.9 71 11.1 111 100.0
Obese 40 18.9 70 10.9 110 100.0
Total 212 100.0 640 100.0 852 100.0
X2=24.496, p<0.001

In one school two different menus BMI percentile values. Perhaps,

were offered. 5 day menus were evaluated
in these schools. Thus, 30 menus from 5
primary schools were examined in total, and
13 of them (43.3%) were found to be
adequate. The study revealed that the 1/3rd
of the energy needed daily at lunch by
school-age children was not appropriate in
terms of the distribution of nutritional
elements (carbohydrates, proteins, fats). It
was observed that inappropriate menus
contained the cereal group in excess, the
milk or dairy group was only served 1 or 2
times a week and the meat group was
inadequate.

Discussion

The fact that approximately 1 out of 4
children participating in the study skipped
breakfast is important. Studies conducted in
different cities of Turkey have revealed that
the rate of skipping breakfast is between
123% and 63.9%.611 Many studies
conducted in our country and worldwide
have shown that breakfast is the most
skipped meal. There are studies suggesting
that skipping breakfast has many
detrimental effects and may be a risk factor
for obesity.1215 Qur study did not find a
statistically significant difference in the rates
of children having breakfast with respect to

measurements obtained at advanced ages
may reveal similar results in our sample as
well. Consistent with our study, other similar
studies also showed that other meals are
less likely to be skipped compared to
breakfast.11.16

Children who ate lunch every day
were more likely to be overweight or obese
compared to children who did not eat lunch
regularly. The reason for this may be that
although they ate lunch regularly, the
content of the meal was not healthy and
balanced.

Our study did not find a significant
difference between children’s BMI percentile
values  with  respect to  maternal
employment. However, several studies have
shown that the socioeconomic environment
and demographic structure, particularly the
mother’s educational level have an impact
on the prevalence of overweight and
obesity.17.18

Although our study did not detect a
significant difference between children
having or not having breakfast with respect
to maternal working status, the fact that the
children of working mothers had a higher
rates of eating breakfast suggests that the
criticism that working mothers do not care
enough for their children seems unfounded.
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Moreover, a working mother may provide
more regularity for feeding her children due
to her regular working hours.

In our study, it was observed that
69.1% of children ate their lunch at school.
This percentage is considerable in that it
underlines the significance of food
consumed and the requirement for
providing high quality food at schools. Also,
the finding that nearly one third of children
do not eat their lunch at school reveals that
more detailed studies are needed to focus on
lunch meals in all-day schools.

Our study found a statistically
significant association between serving
lunch at schools and the status of eating
lunch every day. This fact also emphasizes
the importance of offering lunch at schools.

Consistent with other studies in our
country, the frequency of snacking between
meals was found to be high in this study.913
Among the snacks school-age children
frequently consumed between meals were
mostly unhealthy foods and beverages such
as tea and coffee with sugar, candies and
chocolate, simit (Turkish bagel) and cookies,
carbonated beverages, fruits and fruit juices,
mineral water, sandwiches, wafers and
Coke_13,19,20

It is well-known that being
overweight in childhood is a global public
health problem and that being overweight or
obese affects more and more children every
day. In 2007, Miller reported that the rates of
being overweight or obese in children have
increased more than 4 times (from 4 to
19%) in the past 40 years.?! It was also
reported that in the past 30 years, obesity
has doubled in children and tripled among
adolescents in the USA. Additionally, more
than one third of children and adolescents
were reported to be overweight or obese in
2010.22

The high rate of overweight or obese
children as observed in our study may be
related to regional dietary habits. The study
results show that there is a cereal-based
nutrition in parallel with the nutritional
habits in our country.

The significant association found in
our study between the meat consumption by

children and their BMI percentile values
suggest that the children who do not
consume meat might also be consuming
other foods in smaller amounts because of
their socioeconomic status.

Although it does not seem to be at a
significant rate yet, the amount of time
children spend in front of the TV and
computer should be considered in terms of
its effects on children’s health, and necessary
measurements should be taken in order to
control it. A study in the USA revealed that
daily strenuous physical activity for less than
an hour per day, spending too much time in
front of the TV and computer, and excessive
calorie intake are the most important
determinants of being overweight.23 In
another study conducted on primary school
children, a significant difference was found
in the rate of obesity among study children
who spent 4 or more hours per day in front
of the TV or computer.24

It was noticed that the menus
examined were rich in carbohydrates and
fats; so, they are adequate in terms of energy
but imbalanced in terms of nutritional
elements. Also, it is distressing to see that
more than half of the menus examined in our
study failed to satisfy the needs of children
with respect to food groups. Friedman
reported that only two of the 40 schools
examined (5%) had satisfactory menus; that
the food suppliers in many schools did not
serve foods rich in proteins and fruits-
vegetables in sufficient quantities; that the
size of meat portions and meat group foods
were below accepted standards; and that
nearly half of the schools served menus
containing high amount of fats.25 In our
country, there is also a need for more
detailed studies on school menus.

These menus, which have to be
prepared under the supervision of a
dietician, do not meet the criteria for a
balanced diet. This is concerning, since these
menus do not only affect children’s present
nutrition but also their nutritional habits in
the future.

This study revealed that there is a
need for conducting studies to improve
lunch menus served at primary schools in
order to satisfy energy and nutritional needs
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of school-age children. Lunch should be
served in primary schools, and it should be
adequate, balanced and appropriate to the
children’s age and growth.

Most importantly, for healthy
generations, country-wide policies should be
developed and sustained for adequate and
balanced nutrition of school-age children.

Further studies in the future should
investigate regular follow-up of children’s
dietary habits, nutrition education in
schools, the appropriateness of school
menus, and specifically, a case study should
be separately conducted among children in
the overweight group.
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Orijinal Calisma

Birinci Basamak Degerlendirme Olgeginin
(Primary Care Assessment Tool) hizmetten yararlananlar i¢in Tiirkce

eriskin siiriimiiniin psikometrik 6zellikleri

Tiilay Lagarl?, Erhan Eserb, Hakan Baydurec

Ozet

Amag: “Primary Care Assessment Tool (PCAT)” yetiskin ve cocuklar i¢in Tiirkee siiriimiiniin
(Birinci Basamak Degerlendirme Gereci - BDG) gecgerlilik ve giivenilirliginin ortaya konmasidir.
Yéntem: Bu yontemsel arastirmanin evrenini Manisa Merkez ilcede bulunan Aile Saghg
Merkezlerine (ASM) bagh 79 Aile Saghg Birimi'ne (ASB) kayith bireyler olusturmaktadir
(n=279.000). Toplam 80 kiimeden olusan 800 kisilik bir 6rnek grubuna ulasilmasi
hedeflenmistir. Tiirkge uyarlama gecerlilik ve giivenilirlik analizlerinde “dogrulayic1 yaklagim*
kullanilmistir Olgegin giivenilirligi icin “i¢ tutarhlik analizleri” ve ayrica “dlcek basaris1”
kullanilmistir. Yapisal gecerlilik analizlerinde ise Dogrulayici Faktor Analizi (DFA) ve Birlesim-
ayrisim gecerliligi ve bilinen gruplar c¢oziimlemeleri kullanilmistir. Bulgular: Arastirmaya
katilanlarin % 76.7" si kadindir; yas ortalamasi 40.33+13.85’dir. Cronbach alfa degerleri
“kay1t/bilgi koordinasyonu”, “hizmete erisim” ve “hizmetten faydalanma” alt boyutlar1 disinda
0.80-0.90 arasindadir. Olcek bagar1 oranlari arahfi %86.7-%100 olarak bulunmustur
Dogrulayic1 Faktor Analizinde, tiim sorular analize alinmistir. Ana boyutlar icin RMSEA: 0.10,
CFI:0.84; tiiretilmis boyutlar icin RMSEA: 0.12, CFI: 0.88 ‘dir. Sonug: Bu calisma, her ne kadar
miitkemmel gecerlilik sonuclarina ulasilamamis olsa da BDG'nin iilkemizde birinci basamak
saglik hizmeti sunumunu degerlendirmede uygun bir ara¢ olarak kullanilabilecegini
gostermektedir. Ilerleyen arastirmalar olgegin farkh birinci basamak saghk hizmeti sunum
kosullarindaki gecerlilik ve giivenilirligine 151k tutacaktir.

Anahtar Kelimeler: Birinci basamak saglik hizmet degerlendirme, BDG, Tiirkge.

Psychometric properties of the Turkish Adult Consumer version of the

Primary Care Assessment Tool (PCAT-TR)
Abstract

Objective: To explore the psychometric properties of the Turkish version of the “Primary Care
Assessment Tool (PCAT-TR). Methods: The results of this study represent 279,000 residents
who were registered in 79 Family Health Centers of the Manisa city center. The sample selection
used multistage cluster sampling from 80 clusters (n=800). A confirmatory approach and SEM
modeling were used during both reliability (internal consistency) and validity (structural
validity, such as known groups validity; convergent-divergent validity and confirmatory factor)
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analyses. Data analyses were done by using SPSS 15.0 and Lisrell 8.05 softwares for univariate
parametric and non-parametric tests; multivariate analyses and confirmatory factor analysis
were employed during statistical analyses of this study. Results: Mean age was 40.33 * 13.85
with a female percentage of 76.7. Chronbach alpha values were also found satisfactory (0.80-
0.90) for all domains and subdomains of the PCAT except for three subdomains: Coordination
(information system), First contact care (access) and Comprehensiveness (service provided).
CFA revealed RMSEA :0.10, CFI:0.84 (full model); and for the derivative subdomains the CFA
model generated RMSEA as 0.12, and CFI as 0.88. Conclusion: PCAT can be used to evaluate the
performance of PHC services in Turkey. The results of the ongoing and following studies are
expected to reach some more information about further reliability and validity of the Turkish

PCAT.

Keywords: Primary care assessment, PCAT, Turkish.

Giris

Saghk hizmetinin yalmzca saghk diizeyi
gostergelerine dayanarak
degerlendirilmesinin yeterli olmadigi, ara
¢iktilarin  da degerlendirme siirecinde
onemli yer tuttugu goriisii dogrultusunda
gelistirilen Donabedian modelinde, altyapi
gereksinimleri, insan kaynaklar1 yonetimi,
hizmetlerin orgiitlenmesi ve yo6netimi,

sistemin gelistirilmesi ve cesitli
protokollerin kullanimi, mali yonetim, bilgi
sistemleri, ihtiyac ve performans

degerlendirmesi gibi baslhklar o6nerilir.!
Sayilan bu sistem 6g8eleri, sonug bilesenleri,
yapisal ve siire¢ bilesenleri adi altinda fig
grupta siniflandirilabilir.

Sonu¢  degerlendirmesi, Kkisinin
islevselligi (aktif yasama), algiladigi saglik
diizeyi, hastalanma  durumu, yasam
kosullarina karsi esnek ve uyumlu olabilme
ve basarabilme becerisine dayanir. Yapisal
degerlendirme, saghk hizmetinin
verilmesini saglayan yap1 ve kurumlar,
donanim, kaynak dagilimi gibi maddi
kosullarin, personel sayisi ve niteligi gibi
insan kaynaklar1 dagilimimin ve orgiitlenme
yapisinin degerlendirilmesi temeline
dayanir. Daha somut bir yaklasimla yapi
bilesenleri: hizmetin ulasilabilir olmasi;
hizmetin  sunulacagi tanimlanmis bir
niifusun olmast ve sunulan hizmetin
cesitliligidir.  Siirec  degerlendirmesi ise
saglik sisteminin farkli basamaklarinda
sunulan ve toplumdaki bireyler tarafindan
alinan  hizmetin degerlendirilmesidir.
Hizmet sunumu stirecini  belirleyen

ozellikler, hizmetin toplum tarafindan
kullanilmast  ve  hizmeti sunanlarin
toplumun gereksinimlerinin  farkinda
olmalaridir.2

Alma Ata (1978) konferansinda,
temel saghk hizmetlerinin biitiincill bir
kavram olarak ifade edilen tanmiminda,
streklilik, kapsayicilik, ulagilabilirlik,
katilim ve sevk zinciri gibi bircok 6zellik yer
alir.3 Daha sonra da Amerikan Tip Enstitiisij,
Birinci Basamak Hizmetin bes temel
ozelligini tanimlamistir. Bunlar
ulasilabilirlik, kapsayicilik, esgidiim,
stureklilik ~ ve  belli  bir nifustan
sorumluluktur.# Bu hizmet 6zelliklerinin her
birinin bir yapi, bir de isleyis (faaliyet)
bileseni) vardir ve s6z konusu bu 6zellikler
gerek yapisal gerekse isleyis yonleriyle
degerlendirilirler. Bu dort temel hizmet
ozelliginin yap1 ve faaliyet bilesenleri Tablo
1’de verilmistir.s

S6z konusu bu saghk hizmet
ozellikleri ile yapilan degerlendirmeler,®
niteliksel degerlendirmeye de olanak
tanimasi nedeniyle yaygin olarak
kullanilmaktadir. Bu  o&zellikleri icinde
barindiran bazi yapilandirilmis 6lgeklere
ornek olarak Primary Care Assessment
Survey (PCAS),” DSO tarafindan gelistirilmis
olan Primary Care Evaluation Tool (PCET)8
ve Primary Care Assessment Tool (PCAT)?
verilebilir. Bu makalede Tiirkge'ye Birinci
Basamak Degerlendirme Gereci olarak
cevirdigimiz ve “BDG” kisaltmasiyla ifade
ettigimiz PCAT degerlendirmektedir.
Tiirkiye’de  birinci ~ basamak  saghk
hizmetlerinin sunumunda 2005 yilindan
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sonra uygulanmaya baslanan kokli model
degisikligi nedeniyle, hizmet o6zelliklerinin
degerlendirilmesi kisa dénemdeki basarimi
sorgulayabilmek ag¢isindan o6nemlidir. Bu
¢alismanin amaci, orijinal ad1 “Primary Care

Assessment Tool (PCAT)” olan “Birinci
Basamak Degerlendirme Gereci “(BDG)” ni
Tiirkce'yve uyarlamak ve bu siirimiin
gecerlilik  ve  giivenilirliginin  ortaya
koymaktir.

Tablo 1- Birinci basamak saglik hizmetlerinin 6zellikleri ve bilesenleri

Birinci Basamak Ozelligi Yapi Bileseni Faaliyet Bileseni

[k basvuru Ulasabilme Hizmetin kullanimi

Siireklilik (kisi odakl) Uygun niifusun varligi Diizenli hizmet alinan kaynak
Kapsayicilik Genis hizmet yelpazesi Gereksinim farkindalig
Koordinasyon Siireklilik (sorun odakli))  Soruna/¢6ziime dayal bilgi aktarimi

Barbara Starfield. Primary Care, Oxford Univ. Pres, 1992, New York: degistirerek: Eser E. 2008.5

Yontem

Bu yontemsel calismanin evrenini, Manisa
Merkez Ilcede bulunan Aile Saghg
Merkezlerine (ASM) bagh 79 Aile Saghgi
Birimi’'ne (ASB) kayith bireyler
olusturmaktadir. Bir ASB; bir aile hekimi ve
bir aile sagligi elemanindan olusmaktadir.
Arastirma icin etik kurul onayr alinmamis;
calisma Celal Bayar Universitesi (CBU)
arastirma fonu saymanligl tarafindan
desteklenmistir.

Ornek seciminde, biiyiikliige orantili
¢ok asamali kiime oOrneklem yontemi
kullanilmistir. Manisa merkez ilge niifusuna
(n=279.000) hizmet veren toplam 79 ASB,
hizmet verdigi bolgenin kentlesme, cografi
ozellikleri ve hizmet verilen niifusun
sosyoekonomik dagilimi ve bdlgelerin goc
durumu ile ilgili bilgiler géz 6niine alinarak,
kentsel (60 ASB) ve yar1 kentsel (19 ASB)
bélgeler olarak tanimlanmistir. Epi Info
2000 programinda; %50  siireklilik
prevalansi, %5 orneklem hatast ve %95
giiven sinir1 ile ulasilmasi gereken en kiiciik
ornek biytikligi 384 olarak hesaplanmistir.
Tasarim  etkisi degeri 2.0 alinarak,
ulasilmas1 gereken en kiiciik drnek
biiytikliigii 768 olarak hesaplanmis, her bir
kiimenin on haneden olusmasi
planlanmistir.  Bu  durumda  toplam
80  kiimeden olusan 800  kisilik
bir 6rnek grubuna ulasilmasi hedeflenmis

ve listelerden yari-kentsel bolgelerden 20,
kentsel bolgeden 60 olmak iizere rastgele
80 adet kiime bas1 sec¢ilmistir.

Her ne kadar bu arastirmada sadece
BDG erigkin stirimii verileri ¢6ziimlenmis
olsa da, arastirmada c¢ocuk ve eriskin
sirimlerinin her ikisi icin de wveri
toplandigindan, toplumu temsil eden
oranlarda bir o6rnek grubuna ulasmak
amaciyla ¢ocuk ve yetiskin siirtimlerinin her
biri icin niifusa orantili olarak ayri kiime
sayllar1 belirlenmistir. Cocuk kiimelerini
tamamlamak i¢in, gidilen hanelerde ise 0-18
yas aras1 ¢ocuklar arasinda, oncelikle evde
0-12 aylik bebek varsa anket onun adina
doldurulmus; eger 0-12 aylik bebek yoksa
hanede o anda yasayan cocuklar arasinda,
dogum giinli anketin uygulandig1 giine en
yakin olan c¢ocuk adina, evde bulunan
yakinina (tercihen annesi) anket
uygulanmistir. Bu ¢alismada kullanilan
sosyodemografik degiskenler: yas, cinsiyet,
egitim, gelir algis;, Boratav kentsel sosyal
sinif semasina gorel® diizenlenmis olan
hanenin sosyal sinifi, saghk giivencesi, goc
durumu, aile tipi, hanede toplam kisi ve
cocuk sayisi, hanede bes yas alti cocuk
varligy, kronik hastalikli birey varlig1 ve ayni
ASB’ye kayitli olma durumudur.
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Tablo 2. Birinci Basamak Degerlendirme
Gereci (BDG-PCAT) boyutlari

Alt Boyutlar (8) Ana Boyutlar

4)

1. Hizmetten faydalanma Ulasilabilirlik
2. Erisim
3. Tibbi bakimin siirekliligi ~ Siireklilik
4. Hekimle olan baghlik

diizeyi
5. Mevcut hizmetler Kapsayicilik
6. Sunulan hizmetler
7. Esgiidiim Esgiidiim

8. Esgiidiim - Kayit bilgi
sistemleri

Tiretilmis Boyutlar (3)

9. Aile merkezli hizmet
10. Toplumsal kapsayicilik ve katilim
11. Kiiltiirel uyum

Birinci Basamak Saglik Hizmet
Degerlendirme Gereci-BDG (PCAT -Primary
Care Assessment Tool):° ABD Johns Hopkins
Universitesi Halk Saghgi Okulunda Shi ve
Starfied tarafindan 1998 yilinda ilk olarak
¢ocuk siriimi gelistirilmis ve gecerliligi
yapilmistir; 6lgegin yetiskin, cocuk ve saglik
hizmet sunucular1 icin olusturulmus farkh
sirimleri  bulunmaktadir. Ayrica her
stirimiin kendi icinde genisletilmis ve kisa
formlar1 mevcuttur.11

Olgek doért ana boyut ve ii¢ adet
tiiretilmis boyut olmak iizere toplam yedi
boyuttan olusmaktadir (Tablo 2).

Bu gecerlilik calismasinda BGD’nin
“yetiskin  uzun  sirimi” (PCAT-AE)
kullanlmistir. Yanit segenekleri dortli
Likert tipindedir; puan arttikca Olgiilen
ozellik iyilesmektedir.

Bu calismada cevaplama orani ¢ok
diisiik olan H2Z (Duman dedektorleri veya
ilaclar1 giivenli saklama gibi ev giivenligi),
H3 (Emniyet kemeri veya ¢ocuk koltugu
onerisi) ve H9 (Evde giivenli silah saklama)
sorular1 degerlendirme kapsami disinda
birakilmistir.

Tiirk¢e uyarlama asamalari

PCAT Tirkce siirimii, PCAT ¢eviri
rehberine!! uyularak gelistirilmigtir.
Uyarlama silirecinde 0lgegin gelistirildigi
kurumdan izin alinmasindan sonra ileri
ceviri birbirlerinden habersiz iki ileri
cevirmenin Tiirkcelestirdigi metin, gerek
Ingilizce gerekse birinci basamak saghk
hizmetleri alaninda uzman olan bagimsiz bir
hekim tarafindan birlestirilerek  bir
konsensus siirim hazirlanmistir. Bunu
izleyen asamada o6lcek iki anadilli bir kisi
tarafindan tekrara ingilizce’ye cevrilmis ve
Olcegi gelistiren merkezden siiriimiin onay1
alinmistir. Bir sonraki asamada ise 6lgegin
son Tiirkge siirlimiiniin bes eriskin tizerinde
kavramsal degerlendirilmesi yapilmistir.
Gerek geri c¢eviri gerekse kavramsal
sorgulama slirecinde bazi kiigiik
degisiklikler yapilarak 6l¢cegin Tiirkce alan
siriimi hazirlanmis ve asagida ayrintisi
verilen yontemle toplum diizeyinde o&lgcek
bireylere uygulanmistir.

Gecerlilik ve Giivenilirlik ¢éziimlemeleri

Gegerlilik ve giivenilirlik analizlerinde
“Dogrulayict  yaklasim“  kullanilmistir.
Yapisal Esdegerlik Modellemesi!2 olarak da
bilinen bu yaklasima gore 6l¢egin orijinal
dildeki boyutsal yapisina sadik kalimir ve
herhangi bir soru c¢ikarilmadan hedef dil
(Tiirkge) stirimiiniin bu orijinal yapiya
uyumu sinanir.
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Birinci Basamak Dederlendirme Olcedinin Tiirk toplumu icin gecerliligi

Giivenilirlik: Olgegin giivenilirligi icin “I¢
tutarlilik” ve ayrica Madde/boyut
korelasyonu temelinde iiretilen “6lgek
basaris”” ¢oziimlemeleri kullamlmistir. Ic¢
tutarlilik ¢oziimlemelerinde Cronbach‘n alfa
degeri kullanilmistir. Alfa degerinin 0.70’e
yakin olmasi beklenirken, her bir soru
cikarildiginda alfa degerleri ayr1 ayr tekrar
hesaplanmistir. Soru ¢ikarildiginda elde
edilen alfa degerinin, soru ¢ikarilmadan elde

edilen degerden “daha biiytik” olmasi o
sorunun i¢ tutarlilifa “olumlu” katkisi
olmadigl, bu durumda o sorunun “sorunlu
soru” olabilecegi anlamina gelmektedir.
Olgek basaris1 yaklasiminda ise, icinde
oldugu boyut ile diger boyutlarla
oldugundan daha yiiksek korelasyon
gosteren sorularin yiizdesi belirlenir. Olgek
basarisinin %100’e yakin olmas1 istenir.

Tablo 3/b. BDG (PCAT) tiiretilmis boyutlarin i¢ tutarliliklar: (Cronbach alfa degerleri)

Aile merkezlilik Toplumsal kapsayicilik ve Kiiltiirel uyum
katilhm
3 soru (n=609) 6 soru (n=610) 3 soru (n=610)
Cronbach o 0.86 0.90 0.82
degeri
Madde silinince I 0.81 0.93 K1 0.80
Cronbach o 12 0.81 0.86 K2 0.72
degeri 13 0.76 0.86 K3 0.71
0.86
J12 0.86
J18 0.88
Gegerlilik: Yapisal gecerlilik kapsamindadir. Saghk giivencesi yesil kart
¢oziimlemelerinde, arastirmada olanlarin orani kentsel bolgede %1.5 iken,

benimsenen dogrulayici yaklasim nedeniyle,
Dogrulayic1 Faktor Analizi (DFA) (Lisrel
8.05 paket programi ile), bilinen gruplar
gecerliligi ve daha once Tirkce gecerliligi
gosterilmis olan PCAS olgegil3 kullanilarak
Birlesim-ayrisim gecerliligi ¢6ziimlemeleri
kullamlmstir.  Uglincli  yap1  gegerliligi
yaklasimi olan DFA’inde ise siklikla
kullanilan istatistik parametrelerden Root
Mean Square Error of Approximation
(RMSEA) ve Karsilastirmali Uyum Indeksi
(KUD) (Compretaive Fit Index) (CFI)
kullanllmistir. RMSEA’'in  0.10'in  altinda,
KUP’nin ise 0.90 ‘n iistiinde olmasi iyi bir
uyum gostergesi olarak kabul edilmistir.1#

Bulgular

Arastirmaya katilanlarin %76.7’si kadindir;
yas ortalamasi 40.33+13.85'diir.
Katilmcilarin =~ %16.4’4 6rglin  egitim
almamustir. Arastirma kapsamindaki
kisilerin ~ %82.3'i  saghk  gilivencesi

yari-kentsel boélgede bu oran %48.0°dur.
Arastirma grubunun %6.5’inde (hane
reisinin yaptigi ise gore) hanenin sosyal
sinifi st sosyal smnif iken, yari-kentsel
bolgedeki hi¢cbir hane iist sosyal sinifa dahil
degildir (%0.0). Ailede toplam kisi sayisi
ortalamasi 4.2+1.7; hanede yasayan cocuk
sayis1 ortalamasi 1.9+1.3'dur.

Birinci Basamak Degerlendirme gereci
(BDG) Giivenilirlik ve Gecgerlilik bulgular:

Dagilim ézellikleri

Olgek puanlar alt boyutlar seklinde dagilim
oOlciitleri agisindan incelendiginde tiim alt
boyutlarda ¢arpiklik ve basiklik degerlerinin
(-1 ile +1) arasinda yer almaktadir. Taban
etkisi en yiikksek boyut, toplumsal
kapsayicilik ve katiim boyutudur (%18.0).
Tavan etkisi en ytliksek boyutlar ise kiiltiirel
uyum (%31.8); aile merkezlilik boyutu
(%19.5); ve kayit ve bilgi koordinasyonu
dur ( %15.2). Diger alt boyut puanlari taban
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Birinci Basamak Dederlendirme Olcedinin Tiirk toplumu icin gecerliligi

ve tavan yiizdeleri agisindan %0 - %10
arasinda degismektedir.

Kentsel ve yari-kentsel bolgelerde
hizmet puanlar1 agisindan genel olarak
anlamh bir faklilik goriilmezken, yalnizca
toplumsal kapsayicilik ve katiim boyut
puani yar1 kentsel bélgede anlamli olarak
daha ytiksek bulunmustur (p<0.001) (data
gosterilmemistir).

Giivenilirlik Bulgulari

En diisik Cronbach alfa degerleri
“kayit/bilgi koordinasyonu”,“hizmete
erisim” ve “hizmetten faydalanma” alt
boyutlari i¢in elde edilmistir (sirasiyla 0.53,
0.59 ve 0.55). Yine Tablo 3/a-b’de dlgek alt
boyutlari ve tiiretilmis boyutlarinda yer alan

tlim sorular icin “madde silindiginde” elde
edilen Cronbach alfa degerleri
incelendiginde: B3, C3, C12, D14 ve D15, E1,
F1 ve G2, G6 kodlu sorularin kendi
boyutlarinin i¢ tutarliigina diger sorulardan
daha az katkida bulunduklari, yani bu
sorularin  “sorunlu” sorular olabilecegi
sdylenebilir. Ancak bu sorular icinde soru
cikarildiginda en biiyik i¢ tutarhhik
sapmasina (alfa=0.55-0.86) B3 kodlu
soruda rastlanmistir. Diger sorularin (Sevk
alma zorunlulugu) neden oldugu sapmalar
kabul edilebilir sinirlar icindedir.

Olcek basar1 oranlari, Hizmete
erisim icin %92, Tibbi Bakimin stirekliligi
icin %87, Hizmetin koordinasyonu i¢in %88,
diger boyutlar icin %100 bulunmustur.

Tablo 4/a. BDG (PCAT) yetiskin stirimii ana alt boyutlar ve Tiiretilmis boyutlar i¢in boyutlar

arasi korelasyon

HF HE TBS HK BK MH SH AM TKK KU*

Hizmetten 1 0.07 0.06 0.12 0.21 0.22 0.18 0.30f -0.02 0.10
faydalanma
(HF)
Hizmete erisim 1 0.28% 0.15 0.07 0.23+ 0.23+ 0.231 0.10 0.28%
(HE)
Tibbi bakim 1 0.39% 0.25+ -0.02 0.19 0.34% 0.28t 0.46%
siirekliligi (TBS)
Hizmet 1 0.291 0.01 0.35¢ 0.35f% 0.45% 0.28%
koordinasyonu
(HK)
Bilgi 1 0.14 0.301 0.39% 0.07 0.25%
koordinasyonu
(BK)
Mevcut 1 0.52% 0.36% 0.07 0.20
hizmetler (MH)
Sunulan 1 0.49% 0.31% 0.26%
hizmetler (SH)
Aile merkeazlilik. 1 0.31f 0.38%
(AM)
Toplumsal 1 0.26%
kapsayicilik ve
katilim (TKK)

tp<0.05 #p<0.01 *Kiiltiirel uyum
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Gegerlilik Bulgulari

Birlesim-Ayrisim gecerliligi, 1-PCAT
boyutlarinin kendi aralarinda ve 2- PCAT-
PCAS olgeklerinin boyutlar1 arasindaki
korelasyonlarla sinanmistir. PCAT
boyutlarinin kendi aralarindaki
korelasyonlar incelendiginde: ulasilabilirlik
boyut skorunun sadece kapsayicilik ve aile
merkezlilik boyutu ile iliskili olduguy;
stireklilik boyutunun sadece tiiretilmis 3
boyutla iliskili  oldugu;  kapsayicilik

boyutunun  siireklilik  disindaki  tim
boyutlara anlaml iliskisi oldugu; esgiidim
boyutun ise ulasilabilirlik ve siireklilik
disindaki boyutlarla anlamli korelasyonlar
verdigi gozlenmektedir. Tiiretilmis boyutlar
icinde yer alan aile merkezlilik boyutunun
tiim diger boyutlarla geri kalan 2 tiiretilmis
boyutun ise ulasilabilirlik disindaki tiim
boyutlarla iligkili oldugu anlasilmaktadir
(Tablo 4/a ve 4/b).

Tablo 4/b. BDG (PCAT) yetiskin siirimi ana boyutlar ve tiiretilmis boyutlar i¢in boyutlar arasi

korelasyon

U S E AM TKK KU*
Ulasilabilirlik (U) 1 0.16 0.26% 0.19 0.39% 0.12 0.18
Stireklilik (S) 1 0.19 0.16 0.31t 0.37% 0.36%
Kapsayicilik (K) 0.35% 0.48% 0.29% 0.40%
Esgiidiim (E) 1 0.35% 0.30% 0.16
Aile merkezlilik (AM) 1 0.30% 0.40%
Toplumsal kap. ve katilim 1 0.25%
(TKK)

+p<0.05 #p<0.01* Kiilttrel uyum

Tablo 5/a-b PCAT yetiskin stirimii
birlesim ayrisim gecerliligi icin bu ¢alismada
birlikte uygulanmis olan PCAS (BDO) ile
BDG yetiskin striimiinde yer alan, benzer
hizmet boyutlar1 arasindaki korelasyonu
gostermektedir. Siireklilik ve kapsayicilik
boyutlar1 arasinda sirasiyla 0.18 (p<0.01) ve
0.10 (p<0.05) olan korelasyon Kkatsayilari
elde edilmistir. Kapsayicilik disinda her iki
Olciim gerecindeki ilgili ana boyutlarin
birbirleriyle anlamli korelasyon verdikleri
gozlenmektedir.

“Bilinen Gruplar Gegerliligi”
bulgularina  bakildiginda:  Ulasilabilirlik
boyutu puanlari kentsel bolgede
yasayanlarda, Uist sosyal sinifta, kendi ve esi
lise listli egitim almis olanlarda ve saglk
giivencesi olmayan ve yesil kartlilarda saglik
giivencesi olanlara gore ve ailenin tim
bireylerinin aym1 aile hekimine kayit
olmadigi hanelerde anketi yanitlayan
bireylerde daha yiiksek bulunmustur.
Siireklilik kadinlarda, bes yas alt1 cocuk ve

0-12 bebek bulunan hanelerde anketi
yanitlayan bireylerde, yari-kentsel bolgede
yasayanlarda daha ytksektir. Kapsayicilik
boyutu, kadinlarda ve 0-12 bebek bulunan
hanelerde anketi yanitlayan bireylerde,
daha yiiksek puanlara sahiptir. Esgiidim
boyutu puanlar1 alt sosyal sinifta ve yari-
kentsel bolgede ikamet edenlerde daha
yliksek bulunmustur. Tiiretilmis boyut
puanlarina bakildiginda Aile merkezlilik
puanlari, aile bireylerinin timi ayni aile
hekimine kayit olanlarda, kronik hastaligi
olan birey bulunmayan hanelerde, esi lise ve
listii egitim diizeyindeki bireylerde daha
yliksek bulunmustur. Toplumsal
kapsayiciik ve katihm boyutu puanlan
kadinlarda, bes yas cocuk ve 0-12 ay bebek
bulunan hanelerde ailenin timi aym aile
hekimine kayit olanlarda, yari-kentsel
bolgede yasayanlarda, yesil kart
sahiplerinde, alt ve orta sinifta daha yiiksek
bulunmustur.
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Birinci Basamak Dederlendirme Olcedinin Tiirk toplumu icin gecerliligi

Kiiltiirel uyum, kadinlarda hanede <5yas
cocuk ve 0-12 ay bebek bulunan hanelerde,
gocle gelmemis olanlarda ailenin timi aym
aile hekimine kayit olmayanlarda daha
yuksek  bulunmustur. Tek degiskenli
¢oziimleme verileri yer kisithlig1 nedeniyle
tablolarda gosterilememistir.

Cok degiskenli analizlerde
indirgenmis son modelde, cinsiyet, es
egitimi, saglik giivencesi, go¢ durumu, <5yas
¢ocuk ve hanede 0-12 ay bebek bulunma
durumu ve yerlesim bolgesi degiskenleri
ilgili boyut skorlariyla anlami iligkiler
gostermektedirler (Tablo 6).

“Dogrulayici  Faktér Analizinde”,
giivenilirlik analizlerinde BDG’nin orijinal
yapisina dokunulmamis, tiim sorular analize
alinmistir. PCAT ana boyutlar: icin RMSEA
degeri 0.10, KUl degeri ise 0.84 olarak
hesaplanmistir. PCAT “tiiretilmis boyutlar”
icin kurulan modelde ise RMSEA degeri
0.12, KUl degeri ise 0.88 olarak
hesaplanmistir.

Burada yine de vurgulamak
gerekirse, sorunlu sorularin ¢ikarildig
modellerde: PCAT ana boyutlari icin RMSEA
degeri 0.10, KUI degeri ise 0.81 olarak
onemli oOlciide degisiklik gdstermezken,
“Tiiretilmis boyutlar1” i¢in kurulan modelde
ise RMSEA degerinin 0.08, KUI degerinin ise
0.96’ya ylikseldigi izlenmektedir.

Tartisma

Bu calismada degerlendirilen BDG dl¢eginin
boyutlar1 ¢ok az sayida saglik hizmeti

disinda (kursun zehirlenmesi,
sigmoidoskopi vb) aile hekimligi
uygulamasinda Tirkiye’'de sunulan

hizmetleri kapsamaktadir. Olgegin merkezi
dagilim ve yayilim olgiitleri normal dagilima
uygundur; .boyutlarin dagilim 6zellikleri
orijinal 6lcek dagilim o6zelliklerinden daha
iyidir.11 Tabanda ve tavanda yiizdeler
acisindan 6zellikle tavan etkisi %20 degere
yaklasan veya gecen boyutlar “kiltiirel
uyum” ve “aile merkezlilik” boyutlardir.
Diger tiim boyutlarda taban ve tavan etkileri
istenen diizeylerdedir.

Givenilirlik

Boyutlarin i¢ tutarhiliklar1 “ hizmete erisim”
alt boyutu disinda oldukg¢a iyi sonuglar
vermistir.  “Kayit/bilgi  koordinasyonu”,
“hizmete erisim” ve “hizmetten faydalanma”
alt boyutlarinin i¢ tutarlilifn orijinal
calismada elde edilen 0.64 - 0.88 arasinda
degisen degerlerden daha diisiik
bulunmustur. Diger alt boyutlarda ise bu
degerler yeterli diizeydedir (0.80-0.90).11
Ulagilabilirlik boyutunun diger alt boyutu
olan “hizmetten faydalanma” boyutu da
diger boyutlara gore daha disiik i¢ tutarlilik
gostermektedir. Ancak bu boyutun B3
sorusu (sevk alma zorunlulugu sorusu)
silindiginde i¢ tutarlilk oldukg¢a iyi bir
diizeye gelmektedir. Bu sorunun (B3)
toplam madde korelasyonunun da 0.35’in
alinda oldugu goriilmektedir. Ayrica
orijinal 6l¢cegin gecerlilik calismasinda da B3
sorusu en diisiik madde toplam korelasyona
sahiptir.l?  Boyutlarin i¢  tutarhiliklarn
acisindan, diger bazi calismalarda da alfa
degerleri 0.7’'nin altinda bulunmustur.1s
Mevcut sistemde sevk belgesi alma
zorunlulugu bulunmamasi bu sorunun i¢
tutarliligi olumsuz yonde etkilemis olabilir.
Ancak zamanla sevk uygulamasindaki
degisiklikleri ortaya c¢ikarmada belirleyici
bir sorudur ve her uygulamada mutlaka
sorulmasi gerekir.

Diger boyutlar i¢in bakildiginda,
toplam madde korelasyonu 0.35’in altinda
ve madde silindiginde Cronbach alfa
katsayis1 diger sorulara gore yiliksek olan
sorular genel olarak sorunlu olarak
degerlendirilmistir. Bu degerlendirmeye
gore C3, C12 (bekleme siiresi veya
isten/okuldan kalma) ve D14, D15 (hekim
degistirme) sorular1 potansiyel sorunlu
sorulardir. Bu durum, bekleme siiresi ve
hekim degistirmenin sosyallestirme
doéneminden gelen birinci basamak hizmet
aliskanliklar iginde Tiirkiye’de 6nemli yer
tutmamasina atfedilebilir.
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Madde boyut korelasyonlarina
bakildiginda hizmete erisim alt boyutu ve
mevcut hizmetler alt boyutu diger
boyutlardan daha disik  degerler
almislardir. Bu bulgu, bu boyutlarda elde
edilen i¢ tutarlilik bulgulariyla uyumludur
ve boyutu olusturan sorularin ¢alismanin
uygulandigl bolgede hizmet sunumu modeli
acisindan yeniden goézden gecirilmesini
gerektirebilir. Ancak genel olarak o6lgcegin
bitinii ile ilgili bir glvenilirlik veya
tutarlilik sorunu oldugu sonucu ¢ikarilamaz.

Gegerlilik

Daha 6nce bu bélgede uygulanmis olan BDO
ile korelasyonlarina bakildiginda benzer
boyutlarin birbiriyle yiiksek korelasyon;
farkli kavramlar1 sorgulayan boyutlarin ise
diisiik korelasyon gostermesi beklenirdi.
Fakat birinci basamak hizmet o6zellikleri
birbirini etkilediginden ¢ok bilylik bir
ayrisim gozlenmedi. Yine de bu yontem BDG
ve BDO'nin kendi boyutlarinin birbiriyle
olan iligkilerinde daha iyi sonuglar
vermistir.

BDG'nin kendi boyutlar1 arasi
korelasyonlar, ol¢egin orijinal gecerlilik
calismasina benzer sonuglar vermistir.
Olgegin  kapsayialk alt  boyutlarinin
birbiriyle  korelasyonlar1 en  yilksek
degerlerde iken, ulasilabilirlik boyutu alt
boyutlar daha diisiik korelasyon
gostermektedir. Tiiretilmis boyutlarin ana
boyutlarla korelasyonu ise daha yiiksektir.
Orijinal o6lgcekte de benzer sonuclar elde
edilmistir. Bu sonuglar, o6lcegin saghk
hizmetinin ¢ok yonlii ve karmasik yapisini
O0lgmede yeterli diizeyde oldugu kabul
edilebilir.

Bizim ¢alismamizda boyutlar bazi i¢
tutarhilik sorunlar1 olmasina ragmen orijinal
olcekte oldugu gibi korunmugtur. Olcegin
Kore’de yapilan kiiltiirel uyarlama gegerlilik
¢alismasinda BDG Kisa Form kullanilmistir.
Orijinal 4 boyutlu yapiya karsin Kore
calismasinda yedi temel boyut elde
edilmistir.16

DFA sonuglar1 degerlendirildiginde
soru cikarilarak yeniden denenen (bu
makalede yer kisithhig nedeniyle
sunulamayan) modellerde faktoriyel

yuklerin daha iyi dagildigi goézlenmistir.
Soru ¢ikarildiginda RMSEA, CFI (KUI), daha
iyi olmasina ragmen sonuglarin bu
calismada oldugu gibi toplumsal diizeyde
sahada yapilan c¢alismalarda iist diizeyde
yuksek ¢ikmasi beklenmez. Nitekim 6lcegin
orijinal gecerlilik c¢alismasinda da ¢ok
yuksek degerler elde edilememistir.

Bu olgekler psikometrik o6zellikleri
degil nesnel durumlan 6l¢tiigiinden
uyumluluk sonuglari birincil degerlendirme
kriteri olarak diisiinilmemelidir. Bu tip
o0znel ozellikleri olgen Hasta Bildirimine
Dayali (Patient report outcomes) dlgeklerin
nesnel Olciitlere her zaman duyarli olmasi
beklenmez. Bu nedenle soru gikarilarak
uyumluluk sonuglarini yiikseltmek yerine;
bizim yaklasimimiz daha ¢ok; farkl
uygulamalarda bir¢cok kez 6lgegin orijinal
haliyle sinanarak iilkemiz icin uygunluguna
karar vermektir. Bu c¢alismaya benzer
sekilde yapilan genis siiriimiin bir gecerlilik
¢alismasinda yetiskin genisletilmis
stirimiinden 10 soruluk bir se¢im yapilarak
da temel saghk hizmetleri
degerlendirilmistir. Ayni yayinda
tilkelerarasi uygulama farkliliklar: nedeniyle
bazi sorularda igerik kaybi olusmasinin
kacinilmazligindan s6z edilmektedir.l” BDG
yetiskin siirimii ile 3000 kisilik bir érnek
lizerinde, Brezilya’da yapilan bir gegerlilik
calismasinda 6l¢egin karmasik ve gelismis
bir yapist oldugu, ancak Birinci basamak
hizmetin degerlendirilmesinde uygun bir
arag oldugu belirtilmistir.18

Bu ¢alismada uygulanan 6l¢ceklerden
biri olan PCAT Cocuk siiriimiiniin
sosyodemografik degiskenlere duyarlilikta
kullanilmasi, ancak gecerlilik analizlerine
alinmamasinin nedeni; ornek sayisinin
yetersizligi nedeniyle c¢oklu analizlere
olanak vermemesidir. Cocuk siirimii igin
uygulama sahasinda verilen yanitlar1 hane
bazli  verildiginden; alinan  hizmetin
niteligini yansitiyor oldugu varsayimi ile
ornege alinmistir. PCAT Cocuk siirimii kisa
formu ile yapilan bir baska gecerlilik
calismasinda 2200 kisilik 0-14 yas arasi
¢ocuk adina ebeveyne ulasilmistir.’® BDG
¢ocuk sliriimiiniin genisletilmis formunun
gecerliliginin sinandig1 bir bagka ¢alismada

Turk J Public Health 2014,12(3)

174



Birinci Basamak Dederlendirme Olcedinin Tiirk toplumu icin gecerlilidi

ise, 450 kisilik bir ebeveyn grubundal® ve
alt1 yas cocuklar adina anket yapilmigtir.20
Bizim c¢alismamizda kullanilan ¢ocuk
strimiin gecerliligi icin ornek
biiyiikliigiiniin daha biliyik oldugu yeni
calismalara ihtiyag vardir.

Ulasilabilirlik; st sosyal sinifta,
kendi egitimi ve esinin egitim diizeyi lise ve
iistli olanlarda, saglk giivencesi olanlarda,
bolgeye gocle gelmemis kisilerde, kentsel
bolgede yasayanlarda daha yiiksektir.
Ingiltere’de ulusal 6lgekte yapilan bir
calismada ulasilabilirlikle ilgili gostergeler
olarak; telefonla hekime ulasabilmek,
randevu sirasi, onceden randevu alabilme,
kendi istedigi bir hekimden randevu
alabilme, hizmet alinan saghk kurumunun
actk  oldugu saatler gibi o6zellikler
degerlendirilmistir.2! Ingiltere calismasinda,
bolgesel yoksunlugun ulasilabilirlik
iizerindeki etkisinin ise ¢ok az oldugu
bulunmustur, ancak bizim ¢alismamizda alt
sosyal sinifa dahil kisiler, egitimsizler ve
saglik giivencesi olmayanlarda ve yari-
kentsel bolgede yasayanlarda ulasilabilirlik
puanlari daha kotudiir. Ingiltere
calismasinda  birinci  basamak  saghk
hizmetlerine ulasilabilir agisindan bolgesel
farkliliklarin  olmamasi, ingiliz birinci
basamak hizmetlerin basarisina
atfedilebilir.  Bizim  bulgularnmiz  ise
ongoriilen yeni orgiitlenme yapisinin (Aile
Hekimligi), en azindan ¢alismanin yapildig1
bolgede hizmete ulasilabilirlik agisindan
heniiz daha sosyoekonomik alt grup
farklihiklarim ortadan kaldiramadig:
sonucunu diisiindiirmektedir. Cin’de BDG ile
yapilan bir ¢alismada ise kadin, yasli, yoksul
ve egitimsiz olanlarin, genel pratisyenlerin
sundugu saghk hizmetlerine ozel
muayenehanelerden daha sik bagvurduklari
bulunmustur.22 Siireklilik boyutu
kadinlarda, bes yas cocuk ve bebek bulunan
hanelerde, yari-kentsel bolgede
yasayanlarda yiiksek bulunmustur. Yeni
Zelanda’da PCAT ile yapilan bir calismada
siireklilik diisiik gelir grubunda, arastirma
bolgesine gocmen olarak gelmis olan etnik
gruplarda ve bir veya daha ¢ok kronik
hastaligl olanlarda yiiksek bulunmustur.23
Saglik gereksinimleri daha fazla olan risk
gruplarinin  stireklilik  puanlarinin  daha

yuksek olmasi bu calismadan da elde edilen
bulgu ile benzerdir.

Diisiik gelir grubundaki kadinlarda,
birinci basamak performansinin hekim
hasta iligkisine olan etkisinin arastirildigi
bir ¢alismada dort ana boyutun kadinlarin
giiven ve hekimi ile olan iliskinin niteligini
etkiledigi  gorilmektedir.2¢ Kapsayicilik
puani yliksek kadinlar hekimlerine 11 kat
daha fazla gliven duymaktadir. BDG odlgegi
kapsayicilik boyutu kadinlarda ve bebek
bulunan hanelerde yasayan kisilerde ytliksek
puan almistir. Bu bulgu, iireme saghg ile
ilgili danmismanlik hizmetlerinin yeterli
diizeyde verilebildigini gosterebilir. Aile
hekimlerine ardisik olarak bagvuran 3256
hasta tzerinde ABD’de yapilan bir kesitsel
calismada asilama, cinsiyete 6zel olmayan
taramalar ve danismanlik hizmetleri almada
cinsiyetin bir fark yaratmadigi
bulunmustur.2s Bu calismada hastalarin yasi
ve saglik glivencesi kontrol edilmistir. Bizim
calismamizda ise, bu degiskenlerin birlikte
modele alindifi  regresyon analizleri
sonucunda, cinsiyet degiskeni etkili
bulunmus ve kadin olmak hizmet
kapsayiciligl agisindan avantajli
bulunmustur. Bu farklilik bizim {ilkemizde
koruyucu danismanhk  ve asilama
hizmetlerinin daha ¢ok kadinlara veriliyor
olmasindan kaynaklaniyor olabilir. ABD’de
yapilan bir arastirmada saglik danismanligi
ve saglk taramasi hizmetlerinin hekimin
kisisel yaklasimi ve hizmet
koordinasyonunu olumlu yo6nde anlamli
olarak  etkiledigi  bulunmustur.26  Bu
calismada BDO (PCAS) ile élciilen bir ézellik
olan hekimin kisisel yaklasimi ile BDG
(PCAT) olgeginde kapsayiciik boyutuy,
benzer sekilde 0-12 ay bebek bulunan
hanelerde yiiksek bulunmustur. PCAT ile
PCAS  esgiidim  sorular1 tek  tek
degerlendirildiginde = PCAT  boyutunun
sorularimin ayni o6lgegin (PCAT) Siireklilik
sorularina kavramsal olarak ¢ok benzedigi
gozlenmekte, bu sorularin “F” grubunun
daha ¢ok “kayit ve bilgi siirekliligi” ile ilgili
sorular oldugu izlenmektedir.

Arastirmanin Kisithliklari

Bu arastirmanin en 6nemli kisithligi erkek
ve kadin oranlarinin arastirmanin yapildig

Turk J Public Health 2014;12(3)

175



Birinci Basamak Dederlendirme Olcedinin Tiirk toplumu icin gecerliligi

evrene benzememesidir. Erkek oraninin
topluma gore daha diisiik olmas1 anket i¢in
gidilen hanelerde erkeklerin ¢calisma saatleri
nedeniyle evde bulunmayisindan
kaynaklanmaktadir. Bu sorunu gidermek
icin hafta sonlar;; Cumartesi ve Pazar
giinleri calisma sirdirilmiis yine de
ozellikle yetiskin yas grubundaki erkeklere
ulasilamamistir. BDG 6l¢eginde yer alan, ev
giivenligi, silah saklama ve aracta emniyet
kemeri gibi konularda alinan diisiik
yanitlama oranlari, kapsayicilik alt boyutu
olan saglanan hizmetler alt boyutunda bu
sorularin katkisini 6nlemistir. Dolayisiyla bu
alt boyut skoru daha dikkatli
yorumlanmalidir.

Sonug

Bu calismada, her ne kadar miikemmel
gecerlilik sonuclarina ulasilamamis olsa da
BDG'nin tlkemizde birinci basamak saglik
hizmeti sunumunu degerlendirmede,
ozellikle ara ¢ikti olarak uygun bir arag
olarak kullanilabilecegini gostermektedir.
llerleyen arastirmalar élcegin farkli birinci
basamak saglik hizmeti sunum
kosullarindaki gecerlilik ve giivenilirligine
151k tutacaktir.
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Orijinal Calisma

Mobile phone usage pattern among undergraduate medical students
at a Medical College of Kolkata, West Bengal, India

Bobby Paul?, Sima Roy?, Indranil Saha¢, Raghunath Misrad, Sita Chattopadhyaye,

Mausumi Basue,

Abstract

Objective: Mobile phone usage has reached all ages across all segments of society, and its
radiofrequency waves are an increasing concern among the general population. To find out the
pattern of mobile phone usage among undergraduate medical students and their perceived
symptoms and awareness about negative health effects due to their exposure to the
radiofrequency waves. Methods: A descriptive type of epidemiological study was conducted
among 295 undergraduate medical students in the Institute of Post Graduate Medical Education
and Research, Kolkata, in August 2012 after obtaining Institutional Ethical Clearance. Data were
collected by a pre-designed and pre-tested, semi structured questionnaire and analyzed with
SPSS software, version 19.0. Results: Among the 1st semester students, browsing of the internet
became the predominant activity; while listening to music and radio was the preferred activity
among the 3rd, 5th and 7th semester students. In lecture class, 1st semester students (62.5%)
switch off; 40.6% of 5th semester students receive and 63.63% of 7th semester students keep the
phone in silence mode. Duration of mobile phone usage was maximum among students who
perceived headache as a side effect of usage. About 62.3% study subjects cited accidents as a
harmful effect, followed by lack of concentration. Conclusions: Regulatory bodies should lay
down specific regulations and guidelines regarding mobile phone usage in class as well as during
patient care. Further research is needed to comment on long term health outcome keeping in
view its usage and popularity among younger people.

Keywords: Mobile phone use, medical students, hazard awareness
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Mobile phone usage among medical students

Hindistan Bat1 Bengal’de Kolkata Tip Okulu 6grencileri arasinda cep
telefonu kullanma aliskanliklar:

Ozet

Amag: Toplumun her kesiminde tiim yas gruplar1 arasinda cep telefonu kullanilmakta ve
iiretilen radyofrekans dalgalar1 toplumda endise yaratmaktadir. Bu ¢alismanin amaci, Tip
ogrencileri arasinda cep telefonu kullanma aliskanlhiklarinin, algilanan semptomlarin ve
radyofrekans dalgalarina maruz kalinmasi nedeniyle olusan negatif saglik etkileri hakkindaki
farkindaligin incelenmesidir. Yontem: Tanimlayici tipteki bu ¢alisma Kolkata Mezuniyet Sonrasi
Tip Egitimi ve Arastirma Enstitiisii’'nde 295 Tip 6grencisinde, Enstitii Etik Onay1 alindiktan sonra
Agustos 2012’de yiiriitiilmiistiir. Veri, pilot calisma ve 6n testleri yapilmis yar1 yapilandirilmis
bir anket ile elde edilmistir ve SPSS istatistik programi 19.0 siiriimii ile analiz edilmistir.
Bulgular: Birinci donem 06grencileri arasinda internette gezinmek amach kullanim en sik
yapilan aktivite iken, ii¢, bes ve yedinci déonem o6grencileri miizik ve radyo dinlemeyi tercih
etmekteydi. Dersliklerde birinci déonem 6grencileri (%62.5) telefonlarini kapali tutarken, besici
dénem oOgrencilerinin %40.6’s1 acik ve yedinci donem 6grencilerinin %63.63’li sessiz modda
tutmaktaydi. Cep telefonu kullanma stiresi, basagrisini cep telefonu kullaniminin bir yan etkisi
olarak algilayan o6grenciler arasinda en yiiksek diizeydeydi. Calisma grubunun %62.3'u
konsantrasyon eksikliginden kaynaklanan kazalar1 zararl bir etki olarak bildirdi. Sonug: Ilgili
denetim organlari, hasta bakimi siiresince oldugu gibi, sinifta cep telefonu kullanimu ile ilgili
spesifik yasalar ve kilavuzlar olusturmalidir. Ayrica geng bireylerde cep telefonunun yayginligi
ve kullaniminin uzun dénem saglik etkilerini yorumlayabilmek i¢in daha fazla arastirmaya
ihtiyac¢ vardir.

Anahtar Kelimeler: Cep telefonu kullanimi, tip 6grencileri, risk algisi

validity of many of these findings is
uncertain; as are the mechanisms for such
actions and to date EMF exposure due to
mobile phone use is not known to have any
major health effects.3 However self-reported
symptoms associated with mobile phone
use most commonly include headaches,
earache, and sensations of warmth and
sometimes also perceived difficulties in
concentration as well as fatigue.*> In 2009, a
bibliometric analysis of the studies
published worldwide related to internet
addiction, video games and mobile phones
revealed that only 2.1% studies were
concerned with mobile phone addiction.

Introduction

One of the most common sights we see
these days is that of people with their
mobile phones next to their ears. Although
they are a boon for better communication,
there have always been arguments and
research concerning frequent use of cell
phones and its long term effects.

Mobile phones are low-powered
radiofrequency transmitters, operating at
frequencies between 450 and 2700 MHz
with peak powers in the range of 0.1 to 2

watts through an antenna used close to the
user's head.! Mobile phones communicate
by transmitting radio waves through a
network of fixed antennas called base
stations. Radiofrequency @ waves are
electromagnetic fields (EMF) and there is
increasing concern among the general
population that these waves might induce or
promote  cancer. Changes in the
permeability of the blood-brain barrier, of
electroencephalographic activity, and blood
pressure have also been reported.2 The

This indicates that there is dearth of studies
in this regard despite the rampant usage of
mobile phones.

Mobile phone usage has reached all
ages across all segments of society, but
especially the youth. A survey in Italy by
Dimonte et al. indicated that 96% of 14 to
18 year-olds in that country owned at least
one mobile phone; while 22% of them had
more than one mobile phone.” Subba et al.

Turk J Public Health 2014;12(3)

179



Mobile phone usage among medical students

from Mangalore, South India, reported that
about 99.7% of medical students with a
mean age of 20.6 * 1.36 years used mobile
phone.8 In spite of this, little is known about
the patterns of mobile phone use, especially
among the young generation who are
mostly students.

This study was planned to find out
the pattern of mobile phone usage among
undergraduate medical students of a
Medical College of Kolkata city, West Bengal,
India, as well as the self reported symptoms
of medical students after phone usage and
their perception about harmful effects of
mobile phone usage.

Methods

A descriptive type of epidemiological study
was conducted among undergraduate
medical students studying for the MBBS
course in the Institute of Post Graduate
Medical Education and Research
(IPGME&R), Kolkata, West Bengal during
August 2012. MBBS denotes Bachelor of
Medicine and Bachelor of Surgery. It is a
four and half years degree course,
recognized by the Medical Council of India -
the highest regulatory body in this regard of
India. After graduation one has to complete
a compulsory one year rotatory internship
in different departments, after which one
gets the MBBS certificate and can practice as
a doctor. The government medical college
which is also a tertiary care super speciality
hospital of the state of West Bengal enrols a
batch of 100 students each year for the
MBBS course. The Community Medicine
lecture classes for the month of August for
the 1st, 3rd, 5th and 7th Semester batches of
students were scheduled twice per week.
After approval of the study by the
Institutional Ethical Clearance board, data
were collected by using a pre-designed and
pre-tested structured questionnaire on the
basis of the respondents’ anonymity.
Pretesting was done among 30
undergraduate medical students of the same
medical college and necessary modifications
were made in the questionnaire. A
questionnaire was developed to ascertain
the usage pattern of mobile phones and to

assess the subjective health symptoms due
to its wuse. Content validity of the
questionnaire was assessed by consensus of
three experts and partly by a literature
review.? Subjects were also asked separately
about the cost of their handsets, their
monthly expenditures on mobile phones
and the total monthly family income. The
total monthly family income was grouped
into four categories based on the range of
the income (Table 2). Then in different
categories of monthly income, average cost
of handset, and monthly expenditure for
phone wusage was calculated. Students
belonging to different semesters were asked
about the durations of their phone usage.
Accordingly the mean duration of phone
usage for different semester students was
computed.

The students were approached at
the end of their lecture classes, were briefed
about the purpose of the study, and were
invited to participate in the study freely.
After taking informed verbal consent from
them, the questionnaire was distributed.
The ones who refused to participate were
instructed to return the questionnaires
unfilled. Out of the total strength of 387
undergraduate medical students studying in
the medical college, and excluding 30
students who participated in pretesting, 309
pupils could be surveyed (86.6% i.e.
309/357) due to their attendance at the
lecture class on the day of data collection. A
total of 302 students returned the filled
questionnaires, 7 were returned in unfilled
state and 7 questionnaires were discarded
as they were incompletely filled. Finally 295
questionnaires were taken for data analysis
of which 58 students were from the 1st
semester, 81 from the 3rd semester, 96
from the 5th semester and the rest i.e. 60
were from the 7th semester. There were
100, 90, 103 and 94 students in 1st, 3rd, 5th,
and 7th semesters respectively and the
participation rate in the corresponding
batches was 58%, 90%, 93% and 63.8%
respectively.

The data were entered and compiled
in MS Excel worksheet. Categorical data
were expressed as proportions, while
continuous data were expressed as mean
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values. The dispersion of data was
expressed in terms of standard deviation
(SD). In contingency tables, the significance
of association between the two attributes
was analysed using the chi-square (x2) test;
Student’s t test and one-way ANOVA
(analysis of variance) test were used to
compare mean values. Degree and direction
of relationships between two variables was
computed by the Pearson’s product moment
correlation co-efficient (r). P value less than
0.05 was considered as statistically
significant. All the statistical analysis was
done in SPSS software, version 19.0
(Statistical Package for the Social Sciences
Inc, Chicago, IL, USA).

Results

Mobile phone usage was found among 293
students (99.3%) of whom 233 (79.5%)
were males and 60 (20.5%) were females;
and only two 1st semester students were
non-users of mobile phones. 100% of those
living in hostels were users of mobile
phones. 234 (79.9%) of them possessed one
phone and the rest i.e. 59 (20.1%) had two
or more mobile phones. The mean age of the
users was 20 + 2.12 years. 192 i.e. (65.5%)
had their permanent residence in a rural
area, and the rest in an urban area.

On analysis of preferences for
keeping mobile phones, it was found that
about one third of the male students
(71.7%) preferred to keep their mobile
phone in a garment pocket, while about half
of the female students (56.7%) preferred to
keep their mobile phone in a bag, and this
was found to be statistically significant
(x2=123.03, P < 0.05). Regarding the purpose
of buying the phone everybody, in both
sexes, cited the reason for communication.
Recreation for males (89.7%) and internet
use for females (51.6%) emerged as second
common reason (Table 1).

The mean average cost of a handset
increased gradually and significantly with
the increase in total monthly income of the
family, suggesting positive correlation
coefficient (r= 0.24, P< 0.05). The standard
deviation had also increased, suggesting
more dispersion of the cost of hand set in the

high total monthly income group. Monthly
expenditures on mobile phones also
increased among the high monthly income
group; the highest expenditure being
incurred by those students whose family
monthly income was = Rs 45000 which is
equivalent to $749.69 in US dollars. Though
the Pearson correlation coefficient was
found to be positive, it was not significant
statistically (r= 0.11, P > 0.05) (Table 2).

The mean duration of phone usage per day
increased from first semester students
(41.01£36.63 minutes) to 5th semester
students (92.97£50.96 minutes), then in the
7th semester students, it was slightly lower
(78.25+46.67 minutes). This usage pattern
was significant statistically (F=14.22, P<
0.001). The same was true for median
values. Among the 1st semester students,
daily browsing of internet was the
predominant activity (29.68£24.15
minutes), followed by listening to music and
radio (25.37+18.41 minutes); while listening
to music and radio was the preferred activity
among the 3rd, 5th and 7th semester
students, followed by browsing the internet.
Overall, listening to radio and music was the
preferred activity over browsing of internet.
Overall, among all the different groups, the
usage pattern was statistically different by
the ANOVA test (Table 3). According to their
practice of phone usage during lectures, it
was found that 1st semester students
(62.5%) switch off; 40.6% of 5th semester
students receive and 63.63% of 7th semester
students keep the phone in silence mode.
During ward visits or clinical tutorial classes,
7th semester students mostly tended to
receive calls (63.3%), whereas students of
the 1st, 3rd, and 5th semesters kept their
phones in the silent mode. While attending
to patients, almost all student groups
preferred receiving the phone, except 1st
semester students who had no such
exposure. While crossing a road, the
majority of students, in all batches, except
the 3rd semester students, preferred
receiving or continuing talking over phone
which is a dangerous habit and is against
law. When asked about their preferred
practice while driving or riding a motorcycle
or bicycle, it was found that a large
proportion of 7th semester students (46.7%)
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receive calls, but among the students of the
other batches who drive, they usually
preferred to ignore or keep the phone in the
silent mode (Table 4).

Regarding symptoms perceived,
53.9% reported one or more symptoms with
a mean duration of usage being 83.56+51.04
minutes, which was significantly higher
(unpaired Student’s t= 3.28, P< 0.05) than
the mean usage time (64.23+49.4) of
asymptomatic users. Among the
symptomatic users 35.4% of the students
complained of headache, and spasms of arm
or neck muscles (31.0%) or loss of attention
(24.7%) were the second and third most
common symptoms respectively. The
duration of mobile phone usage (in minutes)
was maximum for students having
headaches (112.5+61.95), followed by loss
of attention (105.0+62.82) and a whizzing
sound in the ear (91.48+57.5) respectively.

The mean duration of usage was
much higher among the students having
headaches and loss of attention in
comparison with other symptoms. The
differences of the mean durations of usage
among the students having different types of
symptoms were significant statistically
(F=29.11, p<0.01) (Table 5).

Perceptions about adverse effects of
mobile phone usage were present among
212 respondents (73.6%), and among them,
more than half (62.3%), cited accidents,
followed by lack of concentration (44.3%),
infertility (41%), brain cancer (36.8%) and
deafness (26.4%); their primary source of
knowledge being newspapers (67.1%), and
internet (44.3%). 32 respondents (15%)
reported accidents of themselves or
acquaintances in their lifetime of usage; this
included 9 accidents (4%) that required
urgent hospitalisation with no reported

mortality.

Table 1. Distribution of the mobile phone users in both sexes according to certain
characteristics

Characteristics Male Female
(n=233) (n=60)
n (%) n (%)

Preference of keeping mobile phone *

Garment pocket 167 (71.7) 14 (23.3)
Hand held 50 (21.5) 6 (10.0)
Separate pouch attached to garment 9(3.8) 6 (10.0)
Bag 7(3.0) 34 (56.7)
Purpose of buying (multiple responses)
Communication 233 (100) 60 (100)
Internet access 173 (74.2) 31 (51.6)
Recreation 209 (89.7) 21 (35)

*y2=123.03,d.f.= 3, p < 0.05

Table 2. Cost of mobile phone handset and monthly expenditure among differentfamily
income group

Total monthly
family income (Rs.)

Average cost of handset
Mean * sd (Rs.)

Monthly expenditure
Mean # sd (Rs.)

<15000
15000-30000
30000-45000
= 45000

987.01 £ 158.34
2098.24 + 532.09
2593.32 £ 605.20
2873.55+1011.92

205.62 £ 30.93
317.88 +103.20
394.45+173.51
488.50 £ 152.23

Pearson’s Correlation coefficient;  r=0.24,p < 0.05 r=0.11, p > 0.05
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Table 3. Mobile phone usage pattern among the different semester students

Usage 1st Semester 3rd Semester 5th Semester 7th Semester  All students
pattern (n=56) (n=81) (n=96) (n=60) (N=293)
Meanz*sd Meanz*sd Meanz*sd Meanz*sd Meanz*sd
Median Median Median Median Median
Duration of 41.01+36.63 74.16+50.48 92.97+50.96 78.25+46.67 75.03+51.13
usage/day * 30 65 92.5 75 65
Patterns of using
Talking to 12.31+9.64 10.69+7.91 17.7+14.95 13.69+8.41 12.89+10.07
family/day 10 10 19 10 10
Talking to 17.25+16.6 15.78+16.81 22.38+20.49 24.63+£19.62 20.76+21.70
friends/day 10 10 15 17.5 15
Sending 8.9+7.74 6.83+4.69 9.62+5.93 12.72+11.53 8.81+6.27
SMS/day 5 5 10 10 5
Playing 15.56+6.34 18.28+11.18 22.31+12.75 20.45+10.22  19.95+11.36
games/day 15 15 20 20 20
Listening music =~ 25.37+18.41 40.58+12.32  39.9+25.1 39.78419.62  37.54+25.32
radio/day 15 30 30 30 30
Browsing 29.68+24.15 23.85+10.52 27.37+1791 31.67+27.53 36.87+21.12
Internet/day 15 30 30 30 30
ANOVA (F) @ 15.08 92.30 32.94 21.73 138.77
(P value) (<0.01) (<0.01) (<0.01) (<0.01) (<0.01)

* ANOVA test statistic was calculated as compared to different semester students (F= 14.221, p < 0.05)
@ This ANOVA was calculated as compared to different pattern of usage semester wise.

Discussion issues that have come forth only in the
recent years. In the present study, nearly all
students (99.3%) used mobile phones, which
was higher than usage prevalence among
medical students as reported by
Mahmoodabad et al.10 in 2009 (73.5%) and

Mobile phone use has reached every aspect
of the community and it has a special
presence in the lives of young people, and
college students. However, its excessive use

and its effect on health are relatively new

Ownership of phones among males
was higher than among females and this is in
concordance with a study conducted by
Mortazavi et al. among junior high school
students with significant higher usage
among males. Their preferred place of
keeping mobile phones was a bag (70%),
whereas the present study reported waist
and chest garment pockets.!! The mean
monthly expenditure on mobile phones was
Rs 221.94 (equivalent to 3.69 US$) which
was lower than what that reported by Subba
et al. (Rs 300 or 4.98 US$8 and Mittal et al. in
his study among medical students (Rs
359.42 or 5.97 US $).12 Mittal et al. also
reported the trend of frequent changing of
handsets among the students which
furthermore increased the economic burden
to the parents.!2

similar (99.7%) to that of Subba et al.8

The overall mean duration of usage
in our present study was 75+51.13
minutes/day with a median duration of 65
minutes. Total mean duration of talking to
friends was 20.76+21 minutes while time
spent on listening to music or radio and
browsing the internet was close to about 40
minutes per day which was higher than that
reported by Subba et al. and Mahmoodabad
SSM et al.1® who reported a median duration
talk time of 45 minutes overall).8

The wuse of mobile phones by
students at places and situations where its
use should be restricted is quite common, as
reported by Subba et al. as ranging from
17.9% who used it while driving to 95.5%
who used it in their classrooms although the
majority i.e. 98% of the students who used
the phones in class, kept it in silent mode.8
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Table 4. Distribution of the study population according to their usual practice of phone usage in
different situations

Practice Phone silent Receive Switch off Not
/ignore experienced
n (%) n (%) n (%) n (%)

During lecture class

1st semester (n=56) 7 (12.5) 14 (25.0) 35 (62.5) -

3rd semester (n=81) 34 (41.9) 19 (23.5) 28 (34.6) -

5th semester (n=96) 45 (46.9) 39 (40.6) 12 (12.5) -

7th semester (n=60) 38 (63.3) 12 (20.0) 10 (16.7) -
During ward/clinics

1st semester (n=56) 32 (57.2) 11 (19.6) 13 (23.2) -

3rd semester (n=81) 47 (58.1) 23 (28.4) 11 (13.5) -

5th semester (n=96) 49 (51.1) 41 (42.7) 6 (6.2) -

7th semester (n=60) 20 (33.3) 38 (63.3) 2(3.3) -

During attending patients

1st semester (n=56) - - - 56 (100.0)
3rd semester (n=81) 22 (27.2) 56 (69.1) 3(3.7) -
5th semester (n=96) 24 (25.0) 72 (75.0) - -
7th semester (n=60) 9 (15.0) 51 (85.0) - -

During crossing road

1st semester (n=56) 22 (39.3) 34 (60.7) - -
3rd semester (n=81) 48 (59.3) 33 (40.7) - -
5th semester (n=96) 33(34.4) 63 (65.6) - -
7th semester (n=60) 27 (45.0) 33 (55.0) - -

During driving

1st semester (n=56) 16 (28.6) 7 (12.4) 2(3.6) 31 (55.4)
3rd semester (n=81) 35(43.2) 8(9.9) 5(6.2) 33 (40.7)
5th semester (n=96) 50 (52.1) 10 (10.4) 4 (4.2) 32(33.3)
7th semester (n=60) 14 (23.3) 28 (46.7) - 18 (30.0)
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Table 5. Distribution of study population according to symptoms perceived after phone usage

Symptoms perceived Users n (%) Duration  of  usage
mean *sd (minutes)

Headache 56 (35.4) 112.5+61.95
Whizzing sound in ear 27 (17.1) 91.48+57.5
Sleep disturbances 27 (17.1) 61.63+48.23
Memory lapse 6 (3.8) 70.0+24.49
Loss of attention 39 (24.7) 105.0+62.82
Fatigue 15 (9.5) 82.67+55.45
Palpitation 5(3.2) 66.0£13.41
Arm and neck muscle spasm 49 (31.0) 54.89+42.96
Burning sensation of ear and skin 24 (15.2) 65.0£47.15

n =158 *; ANOVA F statistic = 29.11, p< 0.05

Almost similar observations were
reported by Mahmoodabad et al. who found
84% of medical students used a phone in
classrooms and 18.6% while driving.10 The
present study however revealed that
63.63% of 7th semester students kept it in
silence mode while 46.7% of them received
calls while driving or riding cycles. This
denotes their dependency on mobiles to an
extent where they could not resist the
temptation of using them even in places
where the use is restricted. This was similar
to the British study which found that 90% of
the study subjects carried their phones
wherever they went.13 In the present study,
while attending to patients almost all of
them preferred to receive calls which is in
coherence with findings of Gibbons et al.
who reported this preference among 47% of
medical personnel.’* The need for stringent
enforcement of laws for prevention of phone
usage while driving and guidelines of
Medical Regulatory bodies regarding rules
and regulations of phone usage while at class
or attending patients is of utmost
importance.

Salama et al. in their study among the
faculties of Alexandria University reported
72.5% of users were complainants of health
manifestations’>  which  was  higher
compared to the present finding. Symptoms
reported were headache, loss of attention
were similar to those reported in other
studies (Thomée et al.l6, Mahmoodabad et
al.10, Mortazavi et al.11, Soderquist et al.1” and
Salama et al.l5). Despite repeated horror
stories in print and media about hazards of
mobile phone usage, the benefits outweigh

the risks involved, and up to the present
research do not suggest any consistent
evidence of adverse health effects from
exposure to radiofrequency fields at levels
below those that cause tissue heating.!
Further, research has not provided support
for a causal relationship between exposure
to electromagnetic fields and self-reported
symptoms, or “electromagnetic
hypersensitivity”.! The only established
health hazard cited by an Independent
Expert Group on Mobile Phones?8 came from
its use while driving, the risk of accident
increasing with age which was equivalent
(when braking times are measured) to a
blood alcohol level of 0.05%. The risk was
the same when the phone was used "hands
free" (via a loudspeaker), implying the
distraction is caused by the conversation.

Our study also reported accident
hazard awareness among 62.3% of the
medical students.

Conclusion and recommendation

The present study found that mobile phone
usage consumed substantial time of the
medical students which they could have
otherwise devoted to their studies. The
unrestricted use of phones in class and while
attending to patients were also noted which
causes distraction of attention. Regulatory
bodies should lay down specific regulations
and guidelines regarding mobile phone
usage in class as well as during patient care
which in turn will benefit the students.
Educational = programs  stressing its
appropriate usage and the avoidance of
being a slave of technology but becoming its
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master should also be undertaken for the
promotion of students’ health. Orientation
workshops to make the students aware of
appropriate usage of mobile phones in
classrooms, wards, while driving, crossing
the road, as well as the harmful effects
should also be conducted at the same time.

In response to increasing concern
regarding adverse effects of mobile phone
usage, WHO has started a formal risk
assessment of all studied health outcomes
from radiofrequency fields exposure.
Moreover, lack of data on exposure to mobile
phones over time periods longer than 15
years also warrants further research to
consider long term health outcome keeping
in view its usage and popularity among
younger people.

Limitations

Being a descriptive study, it elicited only the
usage pattern of the respondents at that
particular point of time. Perceptions about
side effects of phone usage could have been
better studied in a longitudinal design. Since
the study was conducted upon medical
students, the findings might not reflect the
usage pattern of students other than medical
professionals in the same age group.
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Orijinal Calisma

Akilc1 olmayan ila¢ kullanim davranislari: Ankara’da ii¢ ilge 6rnegi

Mustafa Necmi ilhan?, Onder Aydemir?, Mustafa Cakire, Sefer Aycand

Ozet

Amag: Akilcl olmayan ilag kullaniminin olumsuz etkilerinin 6niine gegilebilmesi icin toplumun
ilac  kullanim o6zelliklerinin arastirilmasina yo6nelik bilimsel c¢alismalarin yapilmasi
gerekmektedir. Bu ¢alismanin amacy; Ankara il merkezinde ii¢ ilcedeki bazi aile saglig
merkezlerine bagvuran 18 yas Usti kisilerin ilag kullanim 6zelliklerinin degerlendirilmesidir.
Yontem: Tanmimlayic1 tipteki arastirma, Ankara il merkezinde tg¢ ilcedeki bazi aile saglig
merkezlerine basvuran 18 yas usti 1990 kisinin katiimiyla anket formu uygulanarak
yapilmistir. Bulgular: Katilimcilarin yarisindan daha azi bir saglk sorunuyla karsilastiklarinda
saglik kurulusuna basvurdugunu belirtmistir; %78.6’s1 evde ilag bulundurmaktadir ve bunlarin
%40.3't agr1 kesicilerdir. Katihmcilarin %60.9'u ilaglarin kullanma talimatini okudugunu,
%156.9'u recete ile alinan ilaglari tam olarak kullandigini séylemistir. Katilimcilardan 55 yas ve
iizerindekilerin %68.9'u, kadinlarin %63.0’1, evli olanlarin %63.3’li, okuryazar olmayanlarin
%71.2’si, ev kadinlarinin %70.6’s1, aylik toplam geliri 1001 TL ile 1500 TL arasinda olanlarin
%68.9’u, hanesinde stirekli ila¢ kullanan olan katilimcilarin %68.8’i doktora istedigi ilaci
yazdirmay1 talep ettigini belirtmistir (p<0.05). Sonu¢: Bu ¢alismada, katilimcilarin yaklasik
yarisinin  herhangi bir saghk sorunu oldugunda saghk kurulusuna basvurmadigy,
azimsanamayacak bir kisminin ise evdeki ilaglar1 kullanma, bitkisel/geleneksel yontem
kullanma gibi yollara bagvurdugu saptanmistir. Akilci ilag kullanim ilkeleriyle bagdasmayan bu
gibi davraniglarin oniine gegilebilmesi icin toplumu olusturan bireylere akilci ila¢ kullanimina
yonelik halk egitimlerinin yapilmasi gerekmektedir.

Anahtar Kelimeler: Akilci ilag kullanimy, regete, tanimlayici

A Study in Three Districts of Ankara of Behaviors Associated With

Irrational Use of Drugs

Abstract

Objective: To avoid the irrational use of medicines studies have to be conducted to evaluate the
habits related to drug use. This study investigated the characteristics of individuals aged above
18 in using of medicines among in Family Health Care Centers in the city center of Ankara.
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Methods: This is a descriptive study. A questionnaire was applied to 1990 individuals aged
above 18 in several Family Health Care Centers in the city center of Ankara. Results: Less than
half of the applicants stated that they attended a health care institution for a health problem;
78.6% stated that they keep medicine at home that 40.3% of those medicines were painkillers.
60.9% of the applicants claimed they read the instructions provided with the medicine; 57.0% of
the applicants claimed to use the prescribed medicine exactly as instructed. 68.9% of those aged
55 and above of the applicants, 63.0% of the women, 63.3% of the married women, 71.2% of
illiterates, 70.6% of housewives, 68.9% of those having monthly income between 1001-1500 TL,
and 68.8% of those who had someone with chronic disease at home claimed that they would ask
the doctor to prescribe the medicines they wanted (p<0.05). Conclusion: Almost half of the
participants did not apply to a health care institution and a substantial portion of them used
home remedies in case of a health problem. In order to reduce irrational drug use, public
education for rational use of medicines needs to be implemented.

Keywords: Rational use of medicine, prescription, descriptive

Giris

Diinya Saghik Orgiitii (DSO) 1985 yilinda
Nairobi'de diizenlenen bir toplantida, akilc
ilag kullammm (AIK); “hastalarin ilaglari
klinik gereksinimlerine uygun bicimde,
kisisel gereksinimlerini karsilayacak
dozlarda, yeterli zZaman diliminde,
kendilerine ve topluma en diisiik maliyette
almalar1 icin uyulmasi gereken kurallar
biitiinii” olarak tanimlamistir.!

Akila olmayan ilag kullamimi (AOIK)
biitlin diinyada, 6zellikle de gelismekte olan
tilkelerde en temel saglik sorunlarindan
birisidir ve  vazgecilmesi gli¢  bir
aliskanliktir. Bu sorun gelismis iilkelerde
¢ok sayida kapsamli calismayla ortaya
konmus ve sorunun ¢6zlimiinde belirli bir
asama kaydedilmistir. Oysa gelismekte olan
tilkelerde bu konuda yeterli c¢alisma
yapilmadigi icin AOIK’'min boyutlar1 ve
nedenleri saptanamamistir.2

Akilar  olmayan ila¢ kullanimin
arastiran  az  sayidaki = ¢alismalarda
belirlenen temel sorunlar arasinda;
gereginden fazla ila¢ recetelendirilmesi,
ilaglarin  yanhs bicimde kullanilmasi,
gereksiz yere pahali ilaglarin kullanimi ya da
gereksiz yere antibiyotik tiiketimi gibi AIK
yaklasiminin yeterince uygulanamamasina
bagh sorunlar gézlenmistir. AOIK’nin egitim
eksikliginden baslayarak sosyokiiltiirel,
ekonomik, yonetsel ve  diizenleyici
mekanizmalardan  kaynaklanan  birgok
nedeni vardir.2

Kullanicilar, saglik hizmeti veren
kurumlarin hizmetlerini kullanarak saglik
profesyonelleri tarafindan onerilen
tedavileri alsalar bile, ila¢ kullanimini son
olarak belirleyen onlarin karar verme
mekanizmalar1 olmaktadir. Bu Kkararlar;
ailenin, arkadaslarin veya toplumun
inanglari, recete yazanlarla ilag
hazirlayicilardan alinan bilgiler ve tesvik
edici seyler gibi faktorlerden
etkilenebilmektedir. Son yillarda Saglikta
Dontlisiim Programi kapsaminda gerek geri
o6deme sistemindeki degisiklikler, gerekse
saghk kuruluslarinin tek ¢at1 altinda
toplanmasi ve aile hekimligi uygulamasina
gecilmesi gibi saglik sistemimizde c¢ok
onemli degisiklikler yasanmaktadir ve bu
temel yapisal degisimler, hastalarin ilag
kullanimi aligkanliklarma da yansimis
olabilir.3 Kisiler, hasta olduklarinda, daha
onceki deneyimlerinden hareketle; ellerinde
mevcut  ilaglardan  herhangi birini
kullanabilmekte, yakinlarinin tavsiyesi ile
ila¢ alabilmekte ya da eczaneden dogrudan
aldiklar kimi ilaglari kullanabilmektedirler.
Dahast bu yanlis davramislar doktora
basvurduktan sonraki asamalarda da devam
edebilmektedir.# ilaglarin hekimin belirttigi
ve / veya kullanma talimatinda belirtilen
doz ve Dbicimden farkli kullanilmasi,
semptomlarin ortadan kalkmasina bagh
olarak ongorilen siireden 6nce kesilmesi;
olumsuz tibbi sonug¢larin nedeni olabilecegi
gibi; evde bulundurulan kullanilmayan
ilaclarin sayisini da zamanla artirmaktadir
ki bu bir AOIK sorunudur.
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AOIK’nin olumsuz etkilerinin éniine
gecilebilmesi icin toplumun ila¢ kullanim

ozelliklerinin arastirilmasina yonelik
bilimsel calismalarin yapilmasi
gerekmektedir.

Bu c¢alismanin amaci; Ankara il
Merkezi'nde ¢ ilgedeki bazi aile saghgi
merkezlerine basvuran on sekiz yas isti
kisilerin bazi ilag kullanim 6zelliklerinin
degerlendirilmesidir.

Gere¢ ve yontem

Tanimlayicr tipteki bu arastirma, Gazi
Universitesi Tip Fakiiltesi Halk Saghg
Anabilim Dali egitim ve arastirma bdlgeleri
olan, Ankara il Merkezi, Sincan, Etimesgut,
Golbasi ilgelerindeki toplam 6 Aile Saghg
Merkezine 2013 yilinin Ocak ve Subat
aylarinda iki hafta boyunca basvuran 18 yas
tstll 1990 kisinin katilimiyla yiirtitilmiistir.

Arastirma kapsaminda, Dbelirtilen
tarihler arasinda Aile Saglhigi Merkezlerine
basvuran 18 yas Ustii kisilerin tamaminin
incelenmesi  hedeflenmistir. Hazirlanan
anket formunun uygulandig1 8 giin boyunca
farkli saat dilimlerinde basvuranlarla
gorusiilmiis, arastirmanin amaci hakkinda
bilgi verilmis, onaylar1 alindiktan sonra
calisma  kapsamina dahil  edilmistir.
Arastirmanin yapildig: tarihler arasinda Aile
Saghgt  Merkezlerine 12164  Kkisinin
basvurdugu  belirlenmis, %50  siklik
alinarak, %2 sapma ve %95 giiven
diizeyinde 2005 kisiye ulasilmasi
hedeflenmistir.  Arastirma  kapsaminda
toplam 1990 kisiye (%99.2) ulasilmistir.

Arastirmada veri kaynagi olarak
“Ankara [l Merkezlerinde Bazi Saglik
Kurumlarina Basvuran 18 Yas Ustii Kisilerin
flac Kullanim Alskanliklar1” bashkli anket
formu hazirlanmistir ve yliz ylize goriisme
yontemiyle uygulanmistir. Bir anketin
uygulama siiresi ortalama 8-10 dakikadir.
Hazirlanan anket formu toplam 22 sorudan
olusmaktadir. Anket formu araciligiyla
kisilerin ila¢ kullanim ozellikleri ile ilgili
bilgiler sorgulanmistir.

Arastirmanin tanimlayan
degiskenleri cinsiyet, yas, medeni durum,

egitim durumu, meslek, aylik toplam hane
halki geliri, hanede hekim tarafindan tanisi
konulmus herhangi kronik hastalik varhgi,
hanede hekim tarafindan verilmis diizenli
ilag  kullanma durumudur. Tanimlanan
degiskenleri ise; hekime baz ilacglan
yazdirma durumu, hekim 6nerisi ve recetesi
disinda ilag kullanma durumu ve regete ile
alinan ilacglar1 tam olarak kullanma durumu
olarak belirlenmistir.

Elde edile veriler SPSS 15.0 istatistik
paket programi araciligiyla
degerlendirilmistir. Tanimlayici istatistikler
ortalama (#) standart sapma, ortanca (min ;
max), frekans dagilimi ve yilizde olarak
sunulmugtur. istatistiksel anlamhhik diizeyi
p<0.05 olarak kabul edilmistir. Tanimlayici
istatistiklerin yani sira ki-kare ve Yates
duzeltmeli ki-kare testi istatistiksel yontem
olarak kullanilmistir.

Bulgular

Arastirma  kapsaminda 1990  Kisiye
ulasilmistir. Arastirmaya katilanlarin baz
tanimlayict  6zelliklerinin dagilim1  Tablo
1’de sunulmustur.

Arastirmaya Kkatilanlarin  %25.3"i
24-35 yas arasinda olup yas ortalamasi
42.0+15.0, ortancasi 40.0’dir (min:18-maks:
92). Katilimcilarin %56.9'u kadin, %72.8’i
evli, %32.6’s1 lise mezunu, %31.8’i ev kadini,
%23.8'i memur, %26.3'i 1501-2000 TL
aylik gelire sahip oldugunu, %52.6’s1
hanesinde kronik hastalik oldugunu, %48.01
hanesinde siirekli ila¢ kullanildigim ifade
etmistir.

Tablo 2’de arastirmaya katilanlarin
evde ila¢ bulundurma durumu,
bulundurduklan ilaglarin tiirleri ve temin
etme yollarinin dagilimi  sunulmustur.
Katihmcilarin %78.6’s1 evde ila¢
bulundurdugunu ifade etmis, hangi tir
ilaclart1  bulundurduklar1  soruldugunda
verilen cevaplarin %40.3'0 agr1 Kkesici,
%19.2’si soguk alginhg ilaglar;, %15.6’s1
mide ilaglari, %14.5’i antibiyotik seklinde,
evde bulundurduklar ilaglar1 nereden temin
ettikleri soruldugunda verilen cevaplarin
%40.8'i doktordan yazmasini isteme,
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%38.2’si  onceki tedavilerden kalanlar,
%15.1'i eczaclya danisarak alma seklinde
olmustur.

Tablo 1. Katilimcalarin  tanimlayic
ozelliklerinin dagilimi, Ankara, 2013
Ozellikler Say1 (%)*
Yas gruplari (n=1990)
18-24 yas 240 121
25-34 yas 504 25.3
35-44 yas 409 20.5
45-54 yas 410 20.6
55 yas ve lizeri 427 215
Cinsiyet (n=1990)
Erkek 858 43.1
Kadin 1132 56.9
Medeni durum (n=1990)
Evli 1448 72.8
Bekar 542 27.2
Ogrenim durumu (n=1989)
Okuryazar degil 66 3.3
Okuryazar 110 55
flkokul mezunu 243 12.2
Ortaokul mezunu 361 18.2
Lise mezunu 648 32.6
Yiiksekokul-iiniversite 561 28.2
mezunu
Meslek (n=1985)
Ogrenci 125 6.3
Ev hanim 631 31.8
Issiz 61 3.1
Isci 197 9.9
Memur 472 23.8
Emekli 229 11.5
Serbest 270 13.6
Aylik aile toplam geliri (n=1986)
1000 tl ya da daha az 301 15.2
1001 t1-1500 tl 492 24.8
1501 t1-2000 tl 522 26.3
2001 t1-5000 tl 525 26.4
5000 tI'den fazla 146 7.3
Hanede kronik hastalik varlig: (n=1649)
Yok 782 47.4
Var 867 52.6
Hanede engellilik varligi (n=1611)
Yok 1572 97.6
Var 39 2.4
Hanede siirekli ila¢ kullanma durumu
(n=1640)
Yok 852 52.0
Var 788 48.0

*Slitun ylizdesi

Tablo 3’'te arastirmaya katilanlarin
saglik sorunu oldugunda basvurduklar
yontemler, hekimlerden istedikleri ilaci
yazmasinl talep etme durumlari, hekim
Onerisi disinda ilag kullanma durumlari,
nedenleri, kullandiklar: ilaglar ve
yakinlarinin  tavsiyesiyle ila¢g kullanma
durumlarinin dagilimi sunulmustur.

Katiimcilarin =~ saglik  sorunuyla
karsilastiklarinda basvurduklar:
yontemlerin  neler oldugu sorusuna
verdikleri cevaplarin = %59.5'i  saghk
kurulusuna basvurma, %30.2’si evde
bulunan ilaglar1 kullanma ve %20.8’i bitkisel
ilac / geleneksel yontem kullanma seklinde
olmustur. Katilimcilarin %44.0"1 hekimden
kendi istedigi ilaglar1 yazmasini istedigini,
%62.01  hekim oOnerisi disinda ilag
kullandigin1 ifade etmistir. Arastirmaya
katilanlara hekim Onerisi disinda ilag
kullanma nedenleri soruldugunda
cevaplarin %55.3'i doktora gitmeye gerek
duymama, %21.5'i muayene licreti vermek
istememe ve %21.2’si doktora gitmeye vakti
olmama seklinde olmustur. Katilimcilarin
%49.5’i son bir ayda hekim 6nerisi disinda
ilag  kullandigini, %14.1'i  yakinlarinin
tavsiyesi lizerine ilag kullandigini
belirtmistir.

Tablo 4’'te arastirmaya katilanlarin
kullandiklar1 ilaglarin kullanim talimatini
okuma durumlari, ila¢ kullanirken dikkat
ettikleri durumlar, kullanilmayan ilaglarin
durumlar1 ve regete ile alinan ilaglarin tam
olarak kullanilma durumlarinin dagilimi
sunulmustur.

Katilimcilara ila¢ kullanirken nelere
dikkat ettikleri soruldugunda verdikleri
cevaplarin  %53.3'i  doktor tavsiyesi,
%15.4'0 eczacl tavsiyesi, %15.1'1
yakin/komsu tavsiyesi, %10.4'1
yazili/gorsel basin ve %5.4'0 internet
seklindedir. Arastirmaya katilanlara
kullanmadiklar1 ilaglar1 ne yaptiklarn
soruldugunda cevaplarin %60.3’1
buzdolabinda saklama, %18.01 ¢dpe atma
ve %10.2’si saglik kuruluslarina verme
seklinde olmustur.
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Tablo 2. Arastirmaya katilanlarin evde ila¢ bulundurma durumu, bulundurduklan ilaglarin

tlirleri ve temin etme yollarinin dagilimi, Ankara, 2013

Ozellikler Say1 (%)*
Evde ila¢ bulundurma durumu (n=1979)

Bulunduruyor 1555 78.6
Bulundurmuyor 424 214
Evde bulundurulan ilag tiirleri (n=1546)#

Agr1 kesici 1462 40.3
Soguk alginhigi ilaglar: 699 19.2
Mide ilaci 568 15.6
Antibiyotik 527 14.5
Vitamin 356 9.8
Diger** 14 0.6
Evde bulunan ilaclar1 temin etme yollar1 (n=1549)#

Doktordan yazmasini 1089 40.8
isteme

Onceki tedavilerden 910 38.2
kalanlar1 kullanma

Eczaciya danisarak alma 403 151
Arkadaslardan / 129 5.1
tanidiklardan

duyduklarini alma

Arkadagslardan / 138 0.8

tanidiklardan alma

*Stitun ylizdesi, #Birden fazla yamit verilmistir. Ylizdeler toplam yanit verilen say1 iizerinden
degerlendirilmistir, **Diger: Antihipertansif ilaclar, antidiyabetik ilaglar, astim ilaci, okstrik ilac,

antihiperlipidemik ilaglar

Katilmcilarin  %56.9’u recgete ile alinan
ilaclar1 tam olarak kullandigini, %32.3't
bazen tam olarak kullandigini ve %10.8'i
tam olarak kullanmadigini ifade etmistir.
Katilimcilarin %60.9’u kullandiklar ilaglar
kullanma talimatini okudugunu belirtmistir.

Tablo 5’'te arastirmaya katilanlarin
bazi tanmimlayic1 6zelliklerine gore doktora
gidildiginde istedikleri ilaglar1 yazdirmay
talep etme durumunun dagilim
sunulmustur.

Katilimcilardan 24 yas ve
altindakilerin ~ %50.4'G, 55 yas ve
tizerindekilerin %68.9'u, kadinlarin %63.0"1,
evli olanlarin  %63.3’l,  yliksekokul-
liniversite mezunu olanlarin %52.8’i, ev
hanimlarinin %70.6’s1, aylik toplam geliri

1001 TL ile 1500 TL arasinda olanlarin
%68.9'u, hanesinde kronik  hastalik
olanlarin %68.2’si, hanelerinde engelli kisi
olanlarin %69.2’si ve hanesinde siirekli ilag
kullanan kisi olanlarin %68.8’'i hekime
gittiginde istedigi ilact yazdirmay1 talep
ettigini  belirtmistir. Katilimcilarin  yas
gruplarina, medeni durumlarina, 6grenim
durumlarina, mesleklerine, aylik toplam
gelirlerine, hanede kronik hastalik varligina
ve hanede siirekli ila¢ kullanma durumuna
gore doktora gittiginde istedikleri ilaci
yazdirmay1 talep etme durumu arasinda
istatistiksel olarak anlamli bir fark
saptanmistir  (p<0.05). Yas, o6grenim
durumu, meslek ve aylik toplam hane geliri
gruplar1 arasindaki fark birden fazla
gruptan kaynaklanmaktadir.
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Tablo 3. Arastirmaya katilanlarin saglik sorunu oldugunda basvurduklari ydntemler,
hekimlerden istedikleri ilac1 yazmasini talep etme durumlari, hekim o6nerisi disinda ilag
kullanma durumlari, nedenleri, kullandiklar ilaglar ve yakinlarinin tavsiyesiyle ila¢ kullanma
durumlarinin dagilimi, Ankara, 2013

Ozellikler Say1 (%)*
Saglik sorunu oldugunda basvurulan yontemler (n=1967)#

Saglik kurulusuna bagvurma 1170 59.5
Evdeki ilaglardan kullanma 593 30.2
Bitkisel /geleneksel yontem kullanma 410 20.8
Higbir sey yapmama 160 8.1
Eczaciya danisarak ila¢ alma 158 8.0
Arkadas, tanidik tavsiyesi ile ila¢ kullanma 54 2.7
Hekimden istenilen ilac1 yazmasin talep etme durumu (n=1970)

Talep etmiyor 762 66.0
Talep ediyor 1208 44.0
Hekim dnerisi disinda ila¢ kullanma durumu (n=1969)

Kullaniyor 1220 62.0
Kullanmiyor 749 38.0
Hekim dnerisi disinda kullanmanin nedenleri (n=1204)#

Doktora gitmeye gerek duymama 777 55.3
Muayene licreti vermek istememe 303 21.5
Doktora gitmeye vakti yok 299 21.2
Diger** 26 2.0
Hekim onerisi disinda kullanilan ilaglar (n=1213)#

Agri kesici 1058 44.6
Soguk alginhig ilaglar 513 21.6
Mide ilaci 365 15.4
Antibiyotik 236 9.9
Vitamin 189 7.9
Diger*** 6 0.6
Son bir ayda hekim 6nerisi disinda ila¢ kullanma durumu (n=1902)

Kullanmamis 961 50.5
Kullanmis 941 49.5
Son bir ayda hekim 6nerisi disinda kullanilan ilaglar (n=931)#

Agrn kesici 682 531
Soguk alginhgi ilaglar1 225 17.5
Mide ilaci 171 13.3
Antibiyotik 111 8.6
Vitamin 83 6.4
Diger™ 11 1.1
Yakinlarinin tavsiyesiyle ila¢ kullanma durumu (n=1940)

Kullanmiyor 1075 55.4
Bazen kullaniyor 592 30.5
Kullaniyor 273 14.1

*Siitun yiizdesi, #Birden fazla yanit verilmistir. Yiizdeler toplam yanit verilen say: iizerinden degerlendirilmistir,
**Diger: Doktora gitmek istememe, Tv'de gordigi ilag, iyilesecegini bildigi icin, ***Diger: Demir hapi, kas gevsetici
krem
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Katilmcilardan genglerin, lise ve
iizeri egitime sahip olanlarin, aylik geliri
2001 TL ve tzeri olanlarin hekime
basvurdugunda istedigi ilaci yazdirmay:
daha az talep ettigi saptanmistir. Buna
karsiik kadinlarin, evlilerin, hanesinde
kronik hastaliga sahip, engelli ve stirekli ilag
kullanan birey olanlarin hekime
basvurdugunda istedigi ilaglar1 yazdirmay1
daha fazla talep ettigi saptanmistir.

Tablo 6’da arastirmaya katilanlarin
bazi tanimlayici o6zelliklerine goére hekim
Onerisi/regetesi disinda ilag kullanma
durumunun dagilimi sunulmustur.

Katiimcilardan 24 yas ve
altindakilerin %63.6’s1, 35-44  yas
arasindakilerin %65.1’i, erkeklerin %62.8'i,
bekérlarin %62.2’si, okuryazar olanlarin
9%75.5’i, ilkokul mezunu olanlarin %64.0’1,
ylksekokul-liniversite mezunu olanlarin
%51.2’si, ev  hanimlarinin  %64.3’(,
emeklilerin %62.1’i, aylik toplam geliri 1000
TL ve daha az olanlarin %66.0’1, 1501 TL ile
2000 TL arasinda olanlarin %65.9'y,
hanesinde kronik hastalik olanlarin %64.0’1,
hanelerinde engelli kisi olanlarin %56.4',
hanesinde siirekli ilag kullanan Kkisi
olanlarin %64.2’si, hekim onerisi / regetesi
hekim Onerisi / recetesi disinda ilag
kullandigini belirtmistir. Katihmcilarin yas
gruplarina, 0grenim durumlarina,
mesleklerine, aylik toplam gelirlerine gore
hekim onerisi/regetesi disinda ilag kullanma
durumlar1 arasinda istatistiksel olarak
anlamh bir fark saptanmistir (p<0.05). Yas,
6grenim durumu, meslek ve aylik toplam
hane geliri gruplar1 arasindaki fark birden
fazla gruptan kaynaklanmaktadir.

Katilimcilardan yaslilarin,
ylksekokul / liniversite mezunu olanlarin,
aylik geliri 2001 TL ve iizerinde olanlarin,
hanesinde kronik hastaligi ve siirekli ilag
kullanan birey olanlarin hekim 06nerisi
disinda daha fazla ilag  kullandig
saptanmistir.

Tablo 4. Arastirmaya  katilanlarin
kullandiklar: ilaglarin kullanim talimatini
okuma durumlari, ilag kullanirken dikkat
ettikleri durumlar, kullanilmayan ilaglarin
durumlart ve recete ile alinan ilaglarin tam
olarak kullanilma durumlarinin dagilimi,
Ankara, 2013

Ozellikler Say1 (%)*

Kullanilan ilaglarin kullanma
talimatini okuma durumu (n=1962)

Okuyor 1195 60.9
Okumuyor 767 39.1

ila¢ kullanirken dikkat edilenler
(n=1947)#

Doktor tavsiyesi 1824 53.3
Eczac tavsiyesi 527 15.4
Yakin/komsu 516 15.1
tavsiyesi

Yazili/gorsel basin 359 10.4
Internet 185 5.4
Diger™ 10 0.4

Kullanilmayan ila¢larin durumu
(n=1939)#

Buzdolabinda 1391 60.3
saklama

Cope atma 416 18.0
Saglik kuruluslarina 236 10.2
verme

Arkadasima veririm 205 8.8
Diger™ 58 2.7

Recgete ile alinan ilaglarin tam olarak
kullanilma durumu (n=1967)

Tam olarak 1119 56.9
kullaniyor

Bazen tam olarak 635 32.3
kullaniyor

Tam olarak 213 10.8
kullanmiyor

*Slitun yiizdesi, #Birden fazla yanit verilmistir.
Yiizdeler toplam yanit verilen say1 iizerinden
degerlendirilmistir, **Diger: Kendi istegiyle,
**Diger: Eczaneye geri verme, tibbi atik
kutusuna atma, cekmecede saklama

Turk ] Public Health 2014;12(3)

194



Akilci olmayan ilac kullanimi

Tablo 5. Arastirmaya katilanlarin bazi tanmimlayici 6zelliklerine gore doktora gidildiginde
istedigi ilaglar1 yazdirmayi talep etme durumunun dagilimi, Ankara, 2013

Doktora gidildiginde istedigi ilaglari
yazdirmay1 talep etme durumu

Tanimlayici 6zellikler

Talep etmeyen Talep eden
Say1 (%)* Say1 (%)*
Yas gruplar (n=1970)
24 yas ve alti 115 49.6 117 50.4
25-34 yas 224 44.7 277 55.3
35-44 yas 145 35.6 262 64.4
45-54 yas 145 36.0 258 64.0
55 yas ve lizeri 133 31.1 294 68.9
X2=32.332 p<0.001
Cinsiyet (n=1970)
Erkek 344 41.0 496 59.0
Kadin 418 37.0 712 63.0
X2=3.188 p=0.074
Medeni durum (n=1970)
Evli 526 36.7 909 63.3
Bekar 236 441 299 55.9
X2=9.137 p=0.003
Ogrenim durumu (n=1969)
Okuryazar degil 19 28.8 47 71.2
Okuryazar 33 30.0 77 70.0
IIkokul mezunu 73 30.0 170 70.0
Ortaokul mezunu 106 29.5 253 70.5
Lise mezunu 269 42.3 367 57.7
Yiiksekokul-iiniversite mezunu 262 47.2 293 52.8
X2=47.055 p<0.001
Meslek (n=1925)
Ogrenci 68 55.3 55 44.7
Ev hanimi 185 29.4 444 70.6
Issiz 27 44.3 34 55.7
Isci 72 36.7 124 63.3
Memur 218 46.9 247 53.1
Emekli 81 36.0 144 64.0
Serbest 97 43.2 129 56.8
X2=54.403 p<0.001
Aylik aile toplam geliri (n=1966)
1000 tl ya da daha az 104 34.7 196 65.3
1001 t1-1500 tl 152 311 336 68.9
1501 t1-2000 tl 189 36.7 326 63.3
2001 tl- 5000t 241 46.6 276 53.4
5000 tl'den fazla 75 51.4 71 48.6
X2=38.189 p<0.001

* Satir yiizdesi, #Yates diizeltmeli ki kare testi uygulanmistir
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Tablo 5. ‘in devami

Hanede kronik hastalik varlig: (n=1638)

Yok 322 41.4 455 58.6

Var 274 31.8 587 68.2
X2=16.328 p<0.001

Hanede engellilik varlig: (n=1600)

Yok 575 36.8 986 63.2

Var 12 30.8 27 69.2

X2=0.370# p=0.543

Hanede siirekli ila¢ kullanma durumu (n=1629)

Kullanmiyor 350 41.4 495 58.6

Kullaniyor 245 31.2 539 68.8
X2=1.143 p<0.001

* Satir yiizdesi, #Yates diizeltmeli ki kare testi uygulanmistir

Tartisma
Kisilerin ilag  kullaniom  6&zelliklerinin
belirlenmesinde, hekimlerin ilag

onermedeki tutumlar1 kadar hastalarin
sosyodemografik  ozellikleri ve sosyal
cevrelerinden  etkilenmeleri de  rol
oynamaktadir.

Bu ¢alismada, katilimcilarin %59.5’i
saglik sorunu oldugunda ilk olarak saglik
kurulusuna  basvurdugunu  belirtirken,
%30.2’si evdeki mevcut ilaglar1 kullandigini,
%20.8'i ise bitkisel / geleneksel yontemlere
basvurdugunu ifade etmistir. Ankara’da
2008 yilinda yapilan bir arastirmada
katilimcilarin %60.5’i bir saglik problemiyle
karsilastiklarinda ilk olarak  doktora
basvurdugunu belirtmistir.5 Tiirkiye
genelinde 2011 yilinda yapilan “Toplumda
Antibiyotik Kullanimi Siklig1 ve Hekimlerin
Antibiyotik Recetesi Yazma Durumlan ile
fliskili Etmenlerin  Belirlenmesi” adh
arastirmada; incelenenlerin %65.4’i saglik
sorunu oldugunda ilk olarak doktora
basvurdugunu, %17.1'i evdeki ilaglan
kullandigint  %14.9'u  bitkisel-geleneksel

yontem kullandigini belirtmistir.6 Ankara’da
2004 yiinda bir iniversite hastanesine
basvuranlar arasinda yapilan bir
arastirmada, hastalarin %69.5’i bir saghk
sorunuyla Kkarsilastiklarinda ilk olarak
doktora basvurdugunu belirtirken, %15.8'i
hastaliginin ge¢mesini bekledigini, %11.4’i
ise evdeki ilaglar1 kullandigin1 ifade
etmistir.*

Ankara’da 2002 yilinda yapilmis
baska bir ¢alismada ise arastirmaya katilan
bireylerin %6.9’'unun herhangi bir saghk
sorunuyla karsilastiklarinda hicbir yere
bagvurmadan evdeki ilaglar1 kullandigl
saptanmistir.” Bu g¢alismada doktora
basvuru ytizdesi Ankara’da yapilmis olan
diger calismalarla benzer saptanmis, fakat
evdeki ilaglarnn kullanma ylizdesi benzer
arastirmalara gore yiiksek bulunmustur.
Saglik sorunu oldugunda ilk olarak evdeki
ilaglar1  kullanma  sikhiginin  benzer
calismalara gore yiiksek bulunmasi; diger
calismalarin yapildig: tarihten bugiine kadar
ila¢ politikalarindaki degisime bagh olarak
ilaca ulasimin kolaylasmasindan
kaynaklaniyor olabilir.
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Tablo 6. Arastirmaya katilanlarin bazi tamimlayic1 6zelliklerine gore hekim oOnerisi/recetesi
disinda ilag kullanma durumunun dagilimi, Ankara, 2013

Tanimlayic ézellikler

Hekim onerisi/recetesi disinda ilag

kullanma durumu

Kullanmiyor

Kullaniyor

Say1 (%)* Say1 (%)*
Yas gruplari (n=1969)
24 yas ve alt1 87 36.4 152 63.6
25-34 yas 180 36.0 320 64.0
35-44 yas 142 34.9 265 65.1
45-54 yas 178 449 218 55.1
55 yas ve lizeri 162 37.9 265 62.1
X2=10.892 p=0.028
Cinsiyet (n=1969)
Erkek 313 37.2 529 62.8
Kadin 436 38.7 691 61.3
X2=0.468 p=0.494
Medeni durum (n=1969)
Evli 547 38.1 888 61.9
Bekar 202 37.8 332 62.2
X2=0.014 p=0.906
Ogrenim durumu (n=1968)
Okuryazar degil 26 39.4 40 60.6
Okuryazar 27 24.5 83 75.5
[Ikokul mezunu 87 36.0 155 64.0
Ortaokul mezunu 114 31.8 245 68.2
Lise mezunu 227 35.2 417 64.8
Yiiksekokul-iiniversite mezunu 267 48.8 280 51.2
X2=44.086 p<0.001
Meslek (n=1925)
Ogrenci 50 40.0 75 60.0
Ev hanimi 224 35.7 403 64.3
Issiz 16 26.2 45 73.8
Isci 61 31.0 136 69.0
Memur 214 46.1 250 53.9
Emekli 85 37.9 139 62.1
Serbest 79 34.8 148 65.2
X2=23.809 p=0.001
Aylik aile toplam geliri (n=1965)
1000 tl ya da daha az 102 34.0 198 66.0
1001 t1-1500tl 175 35.8 314 64.2
1501 t1-2000 tl 174 34.1 337 65.9
2001 tl- 5000 tl 229 441 290 55.9
5000 tl'den fazla 68 46.6 78 53.4
X2=19.236 p=0.001
Hanede kronik hastalik varligi(n=1632)
Yok 288 37.4 483 62.6
Var 310 36.0 551 64.0
X2=0.319 p=0.572
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Tablo 6'nin devami

Hanede engellilik varligi (n=1594)

Yok 569 36.6 986 63.4
Var 17 43.6 22 56.4
X2=0.529# p=0.467
Hanede siirekli ila¢ kullanma durumu (n=1623)
Kullanmiyor 313 37.3 526 62.7
Kullaniyor 281 35.8 503 64.2
X2=0.375 p=0.541

* Satir ylizdesi, #Yates diizeltmeli ki kare testi uygulanmistir

Doktora danismadan ila¢ kullanimi degisik
yas gruplarinda arastirilmis;  Ankara
Universitesi'nde 1078 6grencinin katilimiyla
1992 yilinda yapilan bir arastirmada bu hiz
%90.28, geriatrik yas grubunda ise %14.4°
olarak saptanmistir. Antalya’da 1993 yilinda
yapilan bir c¢alismada, saghk kurumuna
basvuru oncesi ila¢g kullanim sikligit %43.5
olarak belirlenmisgtir.10 Toplumdaki
bireylerin herhangi bir saglik sorunuyla
karsilastiklarindaki  davraniglar;;  saglig
algilamalari, saglik bilgi diizeyleri, 6grenim
durumlari, saglik kurumlarindan
beklentileri gibi bir¢ok faktorden
etkilenmektedir. Bu ¢alismada da yaslhlarin,
o6grenim diizeyi dusiik olanlarin ve daha az
aylik toplam aile gelirine sahip olanlarin
doktora gittiginde istedigi ilac1 yazdirmay
daha fazla talep ettigi saptanmistir. Bu
durum yashlarin genglere gore kronik
hastaliga daha fazla sahip olmalar1 ve daha
fazla ila¢ kullanmalari, 6grenim seviyesi ve
aylik toplam aile geliri diisiik olanlarin ilag
kullanma konusunda daha az bilingli
olabilecegi ile iligkili olabilir.

Antalya’da hanelerde kullanilmayan
ilaclarin durumunu arastirmak {lizere 2002
yilinda yapilmis bir g¢alismada; evlerin
%380.0'inda ila¢ bulundugu saptanmigtir.i!
Kayseri'de 2001 yilinda yapilmis bir
¢alismada ise arastirmaya katilan hanelerin
%84.6'sinda agr1 kesici ila¢g bulundugu
belirlenmistir.!2 Bu ¢alismada, katilimcilarin
%?78.6’s1 evde ilag bulundurduklarini ifade
etmistir. Belirtilen sikliklar bu ¢alismayla
benzerdir. Ayrica evde ila¢ bulundurdugunu
ifade edenlerin %40.8’'i hekimden recete
yazmasin  istedigini, %15.1'i  saghk

kurulusuna basvurmadan ilaglar1 eczaciya
danisarak temin ettigini  belirtmistir.
Ogrenim diizeyi yiikseldikce, hekimden ilag
yazmasini  isteme sikliginin  azaldig
saptanmistir ki, bu beklenen bir bulgudur.
Ankara’da yapilan bir ¢alismaya gore,
katihmcilarin ~ %68.4'c  doktordan ilag
yazmasini talep etmektedir.> 2011 yilinda
Tiirkiye genelinde yapilan bir calismada ise
katilmcilarin %25.1’i ileride lazim olur diye
evde antibiyotik bulundurdugunu, %17.0"1
doktordan antibiyotik yazmasin talep
ettigini ifade etmistir.6 Diger ilaglar da
diisiiniilecek olursa, bizim c¢alismamizla
benzer sonuglar cikacagl tahmin
edilmektedir. Ankara il merkezinde 2000
yili icerisinde 387 hasta iizerinde yapilmis
bir calismada hastalarin %31.9’u hasta
olduklarinda herhangi bir saglik kurumuna
bagvurmadan eczaneden ila¢ aldiklarini
belirtmistir.13 Ayni1 arastirmaya katilanlarin
%56,2’si evlerinde su anda artmis veya
yedek olarak sakladiklar1 ilag oldugunu
belirtmislerdir. 2001 yilinda yapilan baska
bir ¢alismada katilanlarin yaridan fazlasinin
(%57.8) genellikle ya da hep recetesiz agri
kesici kullandigl ve %76.6’sinin evlerinde
strekli agri kesici bulundurdugu
saptanmigtir.14

Ankara il merkezinde yapilan bir
aragtirmaya katilan hastalarin  %39,4’l
hasta olduklarinda komsular: / akrabalar1 /
arkadaglarinin  kendilerine ila¢ tavsiye
ettiklerini  belirtmistir.13 Ankara’da bir
iiniversite hastanesinde yapilan baska bir
caismada bu oran %25.6 olarak
belirtilmistir.# Bu c¢alismada, katilimcilarin
%715.1'i akraba / komsu tavsiyesine dikkat
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ettiklerini belirtmistir. Bu sonuglar bize
insanlarin  ilag  kullanimi  konusunda
birbirlerini anlaml derecede etkilediklerini
gostermektedir. Bu durum akila ilag
kullanim ilkeleriyle ¢elismektedir.

Ankara’daki bir calismada,
katilimcilarin %28.6’s1 doktorun o6nerdigi
ilaclar1 kullanilmasi gereken siireden o6nce
kullanmay1 biraktigin1  belirtmistir.> Bu
calismada ise ilaglarin tam olarak
kullanilmama orani %10.8’dir.

lla¢ tiiriine gore saklama kosullar
degisebilmekle birlikte, genel olarak
ilaclarin 6zel bir kutuda veya dolapta
saklanmasinin  daha uygun  olacagl
soylenebilir. Ayrica, ilaglarin buzdolabinda
saklanmas1 da bir akilci olmayan ilag
kullanim davranisidir. Ankara’da 2006
yilinda yapilan bir ¢alismada, katilimcilarin
%42.9'u ilaglar1 ecza dolabinda veya 6zel bir
cekmecede sakladiklarini, yaklagsik iigte biri
ise ilaglarin evde uygunsuz kosullarda
saklandigini belirtmistir.1> Belcika’da 2007
yiinda yapilan baska bir c¢alismada,
evlerdeki mevcut ilaglarin yaklasik {tgte
birinin uygunsuz sartlarda saklandig
saptanmigtir.16 Bu calismada da
katilimcilarin yaklasik tigte biri ilaglar1 6zel
bir kutuda veya dolapta saklamadigin ifade
etmistir.

Bu c¢alismanin  kisithliklarindan
birisi; saglik sorunu nedeniyle birinci
basamaga basvuranlar {izerinde yapildigl
icin sonuglarin sadece g¢alisma grubuna
genellenebilmesidir. Bir diger onemli
kisithlik ise arastirmanin yapildigi aylardir.
Mevsimsel farkhliklar ila¢ kullanma ve /
veya bulundurma konusunda farkli tutum
ve davranislara neden olabilir. Ozellikle bu
calismanin yapildig1 kis aylarinda (ocak-
subat) antibiyotik ve agr1 kesici gibi ilaglarin
kullanimi ve evde bulundurulmasi artabilir.

Toplumdan 6rnek alinarak ve bazi
tutum-davranislar1 (evde ila¢ bulundurma
gibi) gozlemleyerek, ilag  kullanim
aliskanliklarini etkileyen diger faktorlerin
daha ayrintili degerlendirilmesi ileriki
calismalarda yapilmalidir.

Bu calismada, katilimcilarin yaklasik
yarisinin  herhangi bir saglik sorunu
oldugunda saglik kurulusuna basvurmadigi,
azimsanamayacak bir kisminin ise evdeki
ilaclar1 kullanma, bitkisel / geleneksel
yontem kullanma gibi yollara basvurdugu
saptanmistir. Bu durumun nedenlerinin
arastirilmasi ve toplumu saghk
kuruluslarini kullanmaya tesvik i¢in gerekli
onlemlerin alinmasi gerekmektedir. Ayrica
katilimcilarin ancak yarisi recete ile alinan
ilaclar1 tam olarak kullandiklarini ve énemli
bir boélimiinin kullandiklar1 ilaglarin
kullanma talimatini okumadigini
belirtmistir. Aragstirmaya katilanlarin biiyiik
bolimiintin ila¢ kullanim o6zelliklerinin
akilal ilag kullanim ilkelerine uymadigl
soylenebilir. Akilal ila¢ kullanim ilkeleriyle
bagdasmayan bu gibi davranislarin 6ntine
gecilebilmesi  i¢cin  toplumu  olusturan
bireylere akilci ila¢g kullanimina yonelik halk
egitimlerinin yapilmasi gerekmektedir

Gelecekte planlanan egitim
programlarina 151k tutmasi ve akila ilag
kullaniminin yayginlastirilmas: agisindan,
genel olarak toplumda ve diger bazi 6zel
hasta gruplarinda (¢ocuklar, gebeler,
yasllar, vb.) kullanma aliskanliklar ve akilci
ilac kullanimi ile ilgili durum tespitinde
bulunan kapsaml arastirmalarin yapilmasi
yararl olacaktir.
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Tartisma

Saglik hizmetlerinde toplum katilimi ve Tiirkiye deneyimi
Kayihan Pala2

Ozet

Saghigi gelistirmenin en onemli bilesenlerinden biri toplum katilimidir. Saghk hizmetlerinde
toplum katiliminin énemi 1978'de Alma-Ata Deklarasyonuyla giindeme getirilmistir. Alma-Ata
Deklarasyonuna goére toplumun saglik hizmetlerine planlama, organizasyon, uygulama ve
denetimine en iist dlzeyde katilmi saglanmalidir. Gilinimiizde katilm Alma-Ata
Deklarasyonundaki tanimindan uzaklagmistir. Yurttas karar verme mekanizmalari igerisinde
yer alamamakta ve “toplum finansman1” saglik alaninda toplum katiiminin bir pargasi olarak
dile getirilmektedir. Tiirkiye’de saglk alaninda toplum katilimi ilk kez 1961 yilinda yayimlanan
224 sayih Saghik Hizmetlerinin Sosyallestirilmesine Dair Kanun ile diizenlenmistir. Ne yazik ki
bu diizenleme yaygin olarak uygulamaya konulamamistir. Saglikta Déntisiim Programi (SDP)
toplum katiliminmi temel olarak saglik hizmetlerinin finansmanina (regete bedeli, ilave iicret,
yatakli tedavi licreti vb.) katk: olarak diizenlemistir. SDP ile 2009°da 466 milyon TL olan SGK
muayene katilim bedeli 2012’de 2.132 milyar TL’ye yiikselmistir. Buna gére SGK muayene
katilim pay yillar gectikce yiikselmekte ve 2012 yilinda hane halki saglik harcamasi igerisindeki
orant %181 agmaktadir. Saglikta Donilisim Programi toplum katilimina olanak saglamayan
yapisi nedeniyle de tartisiimalidir.

Anahtar Kelimeler: Toplum katilimi, saglik hizmetleri, toplum finansman, Tiirkiye

Community participation in health services and the experience of
Turkey

Abstract

One of the most important components of health promotion is community participation. The
importance of community participation in health care was raised by the Alma-Ata Declaration in
1978. According to the Alma-Ata Declaration community participation should be ensured by
planning, organization, implementation and supervision of health services at the highest levels.
Nowadays, community participation is distanced from the definition in the Alma-Ata
Declaration. Citizens cannot take part in the decision making process and community financing
has been mentioned as a part of the community participation in health services. Community
participation in the health sector in Turkey was initially regulated by the Law on the
Socialization of Health Services (No. 224) published in 1961. Unfortunately, this regulation has
not been put widely into practice. Community participation is regulated as a contribution to the
financing of health services (prescription fee, surcharge, inpatient bed fee, etc.) by the Health
Transformation Program (HTP). With HTP, the user fee for health services applies only for
medical examinations provided by the Social Security Institution has increased to 2.132 billion
TLin 2012 from 466 million TL in 2009.
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Saglik hizmetlerinde toplum katilimi

User fees in the health services only for medical examinations increased over the years and in
the ratio of household health expenditures exceeded 18% for 2012. The Health Transformation
Program should be discussed because of a structure that does not allow for community

participation.

Keywords: Community participation, health services, community financing, Turkey

Giris

Saghgr gelistirmenin en Onemli
bilesenlerinden biri, saglikla ilgili sorunlarin
tanimlanmasi ve sorunun ¢éziimiine yonelik

olusturulacak eylem planlari ile bu planlarin
uygulanmasi sirasinda toplumun katilimidir.

Saglik hizmetlerinde toplum
katilminin énemsenmesi, 1978’de Diinya
Saghk  Orgiitii  tarafindan  Alma-Ata
Deklarasyonuyla duyurulan temel saglhk
hizmetlerine odaklanmis bir saglik sistemi
beklentisi ile giindeme getirilmistir.

Alma-Ata  Deklarasyonuna  gore
toplumun saglik hizmetlerine planlama,
organizasyon, uygulama ve denetimine en
ist diizeyde katilimi saglanmalidir. Ancak
kiiresel ekonomik ve politik ortamin Alma-
Ata ilkelerinin yasama gegirilmesine olumlu
katkisinin olmadig1 aradan gegen zaman
boyunca ortaya ¢ikmistir.!

Katihmin, saghk da icinde olmak
lizere bircok sektérde uygulamasi goézden
gecirildiginde;  katki,  Orgilitlenme  ve
giiclendirme olmak tzere T{g¢ farkl
boyutunun olabilecegi yorumlanmaktadir.2

Katilim, saglik hizmetleri icin daha
fazla halk destegi bulunabilmesine olanak
saglayabilecegi  gibi, aym1 = zamanda
kaynaklarin gereksiz kullanimini azaltarak,
c¢alismalarin  esglidimiinde  bir artis

saglanabilmesine, yerel bilgi ve
kaynaklardan yararlanma olanaginin
arttirilabilmesine ve dayanismay1

saglayarak, en ¢ok ihtiyaci olan ve en biiylik
risk altinda olana Oncelikli hizmet
verilebilmesine de katkida bulunabilecek
6nemli bir toplumsal girisimdir.

Saglik alaninda toplum katiliminin
cercevesi temel olarak doért bilesen ile
cizilebilir: (1)Toplum ile saghk sistemi

icerisinde yer alanlar arasinda etkili iletisim
ve  etkilesim, (2) Toplumun tim
kesimlerinin temsiliyeti, (3) Karar verme
slirecine temel olacak yeterli bilgilendirme
ve (4) Toplumun icerisinde yer alabilecegi
karar verme mekanizmalar.3

Bu dort bilesenden en 6nemlisi hig
kuskusuz, yurttaslarin igerisinde esit bir
bicimde yer alabilecekleri karar verme
mekanizmalarinin varligidir. Toplum
katilmi ile ilgili akildan ¢ikarilmamasi
gereken bir olgu, karar stireglerinde yer
almadiklar1 zaman bireylerin  katilim
konusunda istekli davranmadiklari
bicimindedir. Eriskinler ancak
gereksinimlerine yo6nelik konularda ve
karar verme siireclerinde ictenlikle yer
almak olanagi bulduklarinda katiim egilimi
gostermektedir ve elbette bu egilim
lilkedeki demokrasi deneyimi ile de
yakindan ilgilidir.

Alma-Ata sonrasindaki on yilda 200
olgu calismasina dayanilarak yapilan
incelemede toplum Kkatiliminin ii¢ ayn
yaklasim icerdigi anlasilmistir:  Tibbi
yaklasimda  toplum  katilimi  saglk
¢alisanlarinin bireysel hastalanmay1
azaltmak ve sanitasyonu gelistirmek
amaciyla kullanilmistir. Saghk Hizmetleri
yaklasiminda amag¢ saglik hizmetlerinin
sunumunda toplumu harekete gegirmek
olarak gerceklesmistir. Toplum kalkinmasi
yaklasiminda ise toplum iyeleri kendi
sagliklarim1 etkileyen sosyal, ekonomik ve
politik  durumlan gelistirmekle iliskili
kararlarin icerisinde yer almislardir.*

Katilm 1970’lerin sonundan bu
yana kiiresel giicler tarafindan yaygin olarak
bir “kalkinma” stratejisi araci olarak
topluma sunulmus ve 1990’larin ortalarina
dogru UNICEF, OECD ve Diinya Bankasi da
bu stratejinin bir pargasi olmus; hatta
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Diinya Bankasi kredi vermek i¢in toplum
katilmi yaklasiminin benimsenmesini on
kosul olarak 6ne siirmiistir.

Gintimiizde  kattlim  kavramini
“yonetisim” ile birlikte ele almakla ilgili
yaklagimlar katilim; baslangicta dile
getirilen yurttasin karar verme
mekanizmalar1 icerisinde yer almasindan
daha ¢ok, kiiresel kapitalizmin “reform” adi
altinda giindeme getirdigi degisimlere karsi
genis Kkitlelerin itirazinin énlenmesi aracina
doniistiirmeye yonelmistir.

itirazin énlenmesi ile ilgili girisim
Oyle bir noktaya varmistir ki; saglik hizmeti
almak sirasinda zorunlu tutulan “katki pay1”
uygulamasi gibi “toplum finansmani” da
saglik alaninda toplum katiliminin bir
pargasi olarak dile getirilmektedir.

Toplum  finansmani dogrudan
6deme, hizmet bas1 6deme ya da sigortalilar
icin 6n-6deme biciminde gerceklesebilir.

Toplum finansman1 bazen “toplum
temelli saghk sigortasi”” olarak da
adlandirilir. Bu sigortalar sahiplik, cografi
alan, sosyo-profesyonel ozellikler, risk
diizeyi ve 6deme bicimi gibi farkhiliklar
gosterebilir. Diinya Bankas1 tarafindan,
toplum temelli saglik sigortasinin tipki yerel
temelli 6n-6demeli programlarda oldugu
gibi, toplumun kendi saglik harcamalarini
kontrol altina almak ve yonetmek agisindan
uygun bir yontem oldugu savunulmaktadir.>

Kiiresel saglik politikas1 belirleyicisi
olarak giinlimiizde Diinya Bankasi'nin
Diinya Saglik Orgiiti'nden iistiinliigii ele
almis olmasi, bu savunmanin 6nemini
vurgulamay1 zorunlu kilmaktadir.

1990’lardan itibaren basta Diinya
Bankasi olmak  lizere uluslararasi
kuruluslarin toplum katilimindan
anladiklar1 temel olarak kamu sektoériiniin
maliyetlerinin azaltilmasidir.!

Ozellikle Diinya Bankasi ve benzeri
kuruluslar tarafindan finanse edilen projeler
soz konusu oldugunda, “toplum katilimi”
gercek yerine artik yalmizca bir efsane
niteligini kazanmis durumdadir. Cilinki

saghk alaninda piyasa yonelimli
projeler/programlar karar verme
stireglerinde toplumun beklentilerini ve
finansman kapasitelerini dikkate alabilecek
sivil toplum kuruluslar: yerine, uluslararasi
kuruluslar tarafindan oOlglitleri
karsilayabilen biiytik ve finansal ag¢idan
giicli sivil toplum orgiitlerinin yer almasina
izin vermekte; bunun sonucu olarak da
programlar uluslararasi kuruluslarin
rehberliginde hazirlanmaktadir.

Yonetisimin kamu yonetimini hem
yerel, hem de merkezi diizeyde sermaye
yararina dizenleme yapmayi kolaylastirma
yaklasiminin ortaya c¢ikartilmas: iizerine,
bugiin artik yonetisim yerine “iyi yonetigim”
kavraminin kullanilmaya baslamasi rastlanti
olarak degerlendirilmemelidir.

Saglik alanindaki neoliberal
reformlarin toplum katilimi ile iliskisi Tablo
1’de 6zet olarak verilmektedir.

Tablo 1. Saghk alanindaki neoliberal
reformlarin toplum katilimi ile iliskisi

{— Neoliberal Reformlar
= Yonetisim
= Toplum Katilim
= Toplum finansmant
0 Dogrdan ddeme
o Hizmet bas1 ddeme
o Sigortalilar icin 6n-6deme

— Katki pay1 (Kullanici 6dentisi)
/

Turkiye’de saglik alaninda toplum
katilimi ilk kez 1961 yilinda yayinlanan 224
sayili Saghik Hizmetlerinin
Sosyallestirilmesine ~ Dair  Kanun ile
giindeme gelmistir.

Kanun’un 23. Maddesinde yer alan
“Sosyallestirilmis saglik hizmetleri teskilat
ile halk arasindaki miinasebeti temin
maksadiyla saglhk ocaklarinda, saglik
merkezlerinde ve illerde, saglik kurullar
kurulur. Bu kurullarin kurulusu, ¢alisma
tarzlar1 ve toplanti zamanlar1 Saglk ve
Sosyal Yardim Bakanhg tarafindan
hazirlanan bir yonetmelikle tayin edilir. Bu
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kurullar halkin saglik teskilatindan istedigi
hususlan ilgililere duyurur. Hizmetlerin
basar1 ile yiritilmesi icin  halkin
egitilmesine ve tegkilat ile maddi ve manevi
is birligi yapmalarina vardim ederler.”
bicimindeki tiimceler, Diinya  Saghk
Orgiiti’niin Alma-Ata ile duyurdugu birinci
basamakta  toplum  katiliminin  baz
bilesenlerinin yaklasik on yedi yil o6nce
Tirkiye'de yasalasmis oldugunun acik bir
kanitidir.

Saglik ve Sosyal Yardim Bakanligi,
15 Mart 1969’'da yayimlanan
“Sosyallestirilmis  Saglhik  Hizmetlerinin
Saghik Kurullar1 Yonetmeligi” ile “saghk
hizmetlerinin basar1 ile yiiritiilmesi icin,
saglik kuruluslariyla halk arasinda iyi
iliskiler kurulmasi1 ve devam ettirilmesi,
maddi ve manevi isbirliginin temini ile
halkin  saghk  teskilatindan  istedigi
hususlarin ilgililere duyurulmasinm
saglamak” amaciyla Saglik Ocag Saglk
Kurullari, Saglik Merkezleri Saghk Kurullar
ve Iller Saghk Kurullar1 olmak iizere iig
diizeyde saghk kurulu olusturulmasim
kararlastirmistir.

Yonetmelige gore hemen kurulmasi
ve i¢ ayda bir olagan olarak toplanmasi
gereken saglik kurullari, ne yazik ki yurt
¢apinda yaygin bir bigimde kurulmamistir.
Yasanin ve Yonetmeligin diizenlemelerine
bakildiginda, s6z konusu kurullarin
olusturulmamasinin  hem  iilkemizdeki
demokrasinin gelisimi hem de birinci
basamakta saglik hizmetlerinin etkinligi
acisindan Turkiye icin kacgirilmis biliytk bir
firsat oldugu agiktir.

Tiirkiye’de  toplum  katiliminin
“saglik hizmetlerinin toplumun iyeleri
tarafindan  kendi saglik durumlarim
gelistirmek amaciyla kullanimi ve kabulil”
bigiminde tanimlanabilecegi
soylenmektedir.6 Acikca gortlebilecegi gibi,
bu tanimlama 1970’lerin sonunda yapilan
uluslararasi tanimlar, kapsam ve igerikten
¢ok uzaktir.

Ulkemizde saglik alaninda toplum
katilima iliskin toplumcu bir yaklasim 224
sayill yasanin diizenlemesi disinda soz

konusu degildir. Az sayida, yaygin olmayan
cesitli yerel deneyimler bulunmakla birlikte,
bunlarin etkilerinin siirh oldugu
bilinmektedir.

Ulkemizdeki toplum katilimi
orneklerinden birisi Ankaramin kirsal
alaninda  uygulanan giivenli  annelik
programidir.” Bu programda, toplumun,
birinci basamak saglik hizmetleri icerisinde
ana sagligl ve aile planlamasi hizmetlerine
erisiminin gelistirilmesi hedeflenmistir. Bu
program ile toplum temelli hizmet
sunucularmin  saghk alaninda toplum
katilimi agisindan 6énemi bir kez daha ortaya
cikarilmistir.

Bir baska o6rnek Istanbul'da
yuritilen perinatal saglik i¢in toplum
katilimi projesidir.8 Bu projede, proje ekibi
toplum katihminda on adim siirecini
uygulamaya Kkarar vermis ve projenin
toplum katihlmini gergeklestirmekle ilgili
basarisini bes anahtar gosterge lizerinden
degerlendirmistir. Bu gostergeler: (i) karar
verme sirasinda toplum gruplarinin katilimi,
(ii) toplum gruplarinin bilgi ve beceri
diizeylerindeki = kazang;  (iii) toplum
grubunun strekliligi; (iv) toplum grubunun
saglik programinin siirekliligi ve (v) hedef
grup tarafindan yeni destek ve savunuculuk
faaliyetlerinin baslatilmasidir. Bu projenin
sonuglar1 hem saglik ¢ciktilar1 agisindan, hem
de toplum Kkapasitesindeki artis agisindan
boyle bir caba gostermeye degecegini ortaya
koymustur.

Bunlarin disinda 6zellikle baz1 yerel
yonetimler tarafindan siit dagitilmasi, yash
bakimi, 6nder kadin saglikcilar ve benzeri
bircok program uygulanmakla birlikte;
toplum katihlmi izdiislimiinden yasama
gecirilmis etkili programlarin varligindan
s6z etmek olanakl degildir.

Diinya Bankasi’nin toplum katilimini
-kendi tanimladigi bicimiyle- neoliberal
saglk reformlarinin bir pargasi bigimine
dontstiirmek yaklasimi  iilkemizde de
kendine yer bulmus ve “katilimcilik” 2003
yilinda uygulamaya konulan “Saglikta
Donilisim Programi” nin bilesenlerinden
birisi olarak topluma duyurulmustur.
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Ashinda Saglikta Dontlisiim
Programi’'nda toplum katilimindan degil,
katilimciliktan s6z edilmektedir. Katilmcilik
ise “Sistemin gelistirilmesi ve uygulanmasi
sirasinda ilgili tiim taraflarin goériis ve
Onerilerinin alinmasi, yapict bir tartisma
ortami saglayacak platformlarin
olusturulmas1” biciminde tanimlanarak
Sosyallestirme yaklasimi ve Alma-Ata
ruhundan ne kadar uzaklasildigini ortaya
koymaktadir.

Saglikta Doniisiim Programi toplum
katilimi acisindan incelendiginde,
programin kapsam ve icerigine agirlikl
olarak Diinya Bankasi tarafindan karar
verildigi ve toplum katiliminin temel olarak
saglik hizmetlerinin finansmanina (regete
bedeli, ilave {icret, yatakl tedavi iicreti vb.)
katki olarak gerceklestigi acikca
gorilmektedir. Bu konuda ¢arpici bir 6rnek
olarak; 2009’da 466 milyon TL olan SGK
muayene katilim bedelinin 2012’de 2.132
milyar TL’ye yiikselmis olmasi verilebilir.?
Buna goére SGK muayene katilim pay1 yillar
gectikce yiikselmekte ve 2012 yilinda hane
halki saglik harcamasi igerisindeki oramn
%18'’i asmaktadir (Tablo 2).

Tablo 2. SGK muayene katilim payimin hane

halki saglik harcamasi igerisindeki degisimi

SGK Hane Halki
| Muayene Saglk %
Y1
Katilim Pay1 Harcamasi
(Milyon TL)  pgi100n TL)a
2009 466 8.142 5,72
2012 2.142 11.750 18,14

a TUIK Saglik Harcama Istatistikleri.

Burada yalnizca muayene katilim
pay1 s0z konusudur; ilag icin 6denen katilim
paylari, basta tip fakiilteleri olmak {izere
kamu hastanelerine 6denen yatak iicretleri

ve Ozel saghk kuruluslarina kayit disi
O0denen tutarlar gibi katilm paylarinin
eklenmesiyle birlikte yurttaslarimizin saghk
hizmeti almak i¢in 6demek zorunda kaldig1
licretlerin giderek arttig1 gozlenmektedir.

Diinya Bankasi'nin “toplum
finansman1” yaklasimina uygun olarak,
Saglikta Doniisim Programi ile toplumun
saglik hizmetlerinin finansmanina daha
fazla katkida bulunmasini saglayacak
diizenlemeler birbirinin pesi sira
yapilmaktadir. Once “ilave iicret” adiyla SGK
ile anlasmali 6zel saglik kuruluslarina
basvuran hastalardan ek bir ticret alinmasi
diizenlenmis; bu tlicret %30’dan baslayarak
%?200’e kadar yiikseltilmistir. Boylece bir
hizmetin satin alinmasi karsiliginda Kurum
(SGK) tarafindan o6zel sektore oOdenecek
bedelin “ilavesi” kendisini gecerek iki katina
cikarilmistir.

Ardindan 23 Ekim  2013’te
yayinlanan Ozel Saghk  Sigortalan
Yonetmeligi ile “Tamamlayici ve destekleyici
saglik sigortas1” adiyla Genel Saglik Sigortasi
kapsaminda yer alan yurttaslardan Diinya
Bankasimin  “Toplum  temelli  saghk
sigortas1” yaklasimina kosut olarak yeni
katilm  bedellerinin  alinmasinin  yolu
acilmistir.  Buna gore Genel Saghk
Sigortalisinin  Kanun kapsaminda SGK
tarafindan karsilanan Tiirkiye’'deki
giderlerine ilave masraflar ve SGK
tarafindan  karsilanmayan  Tirkiye'deki
giderleri “Tamamlayici ve Destekleyici
Saglik Sigortasi” ile karsilanacaktir.

Burada hem Genel Saghik
Sigortasinin kapsaminin daraltilmasi, hem
de kullanic1 6dentileri i¢in bile yeni bir fon
yaratmak amaciyla yurttaslardan yine bir
katilim bedelinin alinmasi s6z konusudur.

Saglikta Donilisiim Programi gerek
programin  hazirlanmasi, gerekse de
uygulanmasi sirasinda, Alma-Ata
Deklarasyonu ile tanimlanan bigimiyle
toplum katilmina olanak saglamayan
yapisiyla da tartisilmasi gereken bir
program olarak karsimizda durmaktadir.
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Tartisma

Tiirkiye’de Saghik Bakanlhig: tarafindan bildirilen bebek 6liim hizlar
uizerine elestirel bir degerlendirme

Muzaffer Eskiocaka, E. Gokcen SelgukP

Ozet

Amag: Bebek 6lim hiz1 bir yilda, birinci yas giiniinden 6nce dlen bebek sayisinin o yil canlh
dogan bebek sayisina boéliinmesi ile elde edilen bir dlgittiir. Bebek 6liim hizinin biyukligi
Birlesmis Milletler Cocuk Fonu’'nun (UNICEF) iilkelerin gelismislik siralamasinda kullandig1 bes
yas alt1 cocuk 6liim hizinin temel belirleyicisidir. Ulkenin anne ve ¢ocuk saglk diizeyi, dogusta
beklenen yasam siiresi hesaplamasinda son derece 6nemli bir gostergedir. Bu degerlendirmenin
amaci Tiirkiye’de son yillarda yapilan hesaplamalarin belirtilen nedenler 15181nda tekrar gézden
gecirilmesi ve ileride yapilacak olan hesaplamalarin da bu nedenler géz oniinde bulundurularak
yapilmasi1 yoniinde atilacak adimlara yol gosterici olmaktir. Yontem: Tiirkiye’ye iliskin bebek
6lim hizlar1 derlenmis, biiyiiklikleri ve hesaplanma yontemleri karsilastirilmistir. Bulgular:
Saglik Bakanligi'min saglik istatistikleri yilliklarinda belirtildigi lizere bebek 6lim hiz1 2003’te
%029,0’'dan 2012’de %o07,4’e dismiistiir. Ancak saglk istatistikleri yilliklarinda belirtilen
degerler farkli calismalardan, farkli yontemlerle elde edilip ayni grafiklerde sunulmustur.
Tiirkiye Istatistik Kurumu (TUIK), UNICEF ve Tiirkiye Niifus ve Saglik Arastirmasi (TNSA) ve
kaynaklarinda farkli biytikliikkte (sirasiyla 2012 igin %011,6 ve 12; 2013 icin %013,6)
bildirilmistir. Sonug: Bebek o6liim hiz, tlke icinde bolgeler arasi, siireg¢ icinde yillar arasi ve
uluslararas1 kiyaslanabilirlik yoniinden bilimsel yaklasim ve tanimlamalarla uluslararasi
standartlara gore hesaplanmalidir ve bildirimi ona uygun sekilde olmalidir.

Anahtar Kelimeler: Bebek 6liim hizi, bebek 6liim hizi hesaplamasi, dogusta beklenen yasam
stiresi, Tiirkiye

A critical review of infant mortality rates reported by the Ministry of
Health in Turkey

Abstract

Objective: The infant mortality rate is an indicator that is calculated by dividing the number of
infants who died before their first birthday by the number of live births in a given year. Infant
mortality rates are the main determinants of the under-five mortality rate, which is used for the
developmental ranking of countries by the United Nations Children’s Fund (UNICEF). It is also an
important indicator for assessing the maternal and child health status of a country and for
calculating life expectancy at birth. The aim of this review is to reassess the calculations that
were made in recent years in Turkey in the light of the criteria mentioned in the text and to
guide the steps that need to be taken to make future calculations.
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Methods: The infant mortality rates of Turkey were collected, and their values and methods of
calculating the rates were compared. Results: According to the Annual Reports of Health
Statistics by Ministry of Health, the infant mortality rate has dropped from 29,0% in 2003 to
7,4% in 2012 in Turkey; but in these reports, infant mortality rates were taken from various
studies and by various methods and presented in the same charts. In the data of the Turkish
Statistical Institute (TSI), UNICEF and the Turkey Demographic and Health Survey (TDHS) and in
references used, this value was reported by different numbers (11,6 and 12% for 2012; 13,6%
for 2013, respectively). Conclusions: The infant mortality rate must be calculated by a scientific
approach and with definitions according to international standards in terms of comparability.
This must be consistent between countries and between years studied so that the report can be

compared according to consistent standards.

Keywords: Infant mortality rate, calculation of infant mortality rate, life expectancy at birth,

Turkey

Giris
Tim  halk saghg1  calisanlari

kendilerine su soruyu sormalidir: Ben bu isi
neden yapiyorum?

Halk Saghgi'min amact saglikhilig
korumak ve gelistirmek, sagliga
kavusturmak, 1zd1irabi ve endiseyi
dindirmektir. Biz basarii oldugumuz
yargisina siklikla bebek olim hizindaki
(BOH) azalma ve beklenen yasam
stresindeki uzama ile variriz.1

BOH bir yilda, birinci yas giiniinden
once 6len bebek sayisinin o y1l dogan bebek
sayisina boliinmesi ile elde edilen bir
dlglittiir2  BOH'nin  biiyiikligii  United
Nations Children’s Fund (UNICEF)1n
iilkelerin gelismislik siralamasinda
kullandig1 bes yas alti ¢ocuk 6lim hizinin
temel belirleyicisidir. Dogustan Beklenen
Yasam Siiresi hesabinda da o6nemli bir
belirleyicidir. BOH'nin diisiikligi iilkenin
gelismislik diizeyinin de bir gostergesi
olmasi yonii ile prestij saglayicidir, ana
cocuk saghigina yonelik girisimlerin de
basar1 gostergesidir, beklenen yasam siiresi
hesabinda da dramatik bir iyilik saglar.

Turkiye’deki  Saghkta Donilisim
Programi icin The Lancet'te yayinlanan
saglhikta  donlisim  programint  §ven
degerlendirmede3 BOH’nin 2003’teki bin
canli dogumda 29.0’dan 2011’de bin canl
dogumda 7,7’ye diisiisii lizerinden degisim

hiz1 cesitli ilkelerdeki degisimle
kiyaslanmaktadir. Bu yazinin  amaci,
Tiurkiye'deki, Dbildirilen bu 6lgiitlerin
gercekligi  yansitabilme dzellikleri ve
kiyaslanabilirligine yonelik
degerlendirmede bulunmaktir.

Gerec ve Yontem

Cesitli  kaynaklarda yayinlanmis
bebek o6lim hizi degerleri icin; Saglk
Bakanligi Tiirkiye Saghk Istatistikleri
Yilliklart (SB  SiY) 2008-2012, Tiirkiye
Istatistik Kurumu (TUIK), Birlesmis
Milletler Cocuk Fonu Diinya Cocuklarinin
Durumu Raporu (United Nations Children’s
Fund The State of The World’s Children
[UNICEF SOWC]) 2005-2014, Diinya Saghk
Orgiitii Diinya Saghk Istatistikleri (World
Health Organization World Health Statistics
[WHO WHS]) 2006-2013, Tiirkiye Nifus ve
Saglhik Arastirmasi (TNSA) 2003, 2008 ve
2013 Onrapor veri kaynag olarak kullanildu.
Bu veri kaynaklarindaki BOH’lar1 yillara
gore alindL

Bebek 6liim hizi hesaplamalar icin
ise; yukarida sozii gecen kaynaklarda ayrica
halk saglig1 alaninda temel kitap olan Public
Health and Preventive Medicine Kkitabi?,
Uluslarasi Hastalik Siniflamasi
(International Classification of Diseases and
Related Health Problems Tenth Revision
[ICD-10]), Bebek Oliimleri Izlemi Sistemi
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Genelgeleri sirasiyla 78/2005, 31/2009 ve
6/2014, Saghk Bakanhg Tiirkiye Halk
Saghgr Kurumu Birinci Basamak Saghk
Hizmetleri Veri Rehberi’de bulunan BOH
hesaplanmasinda pay ve paydada yer alan
ogeler derlendi.

Veriler ayn1 tablo ve grafiklerle
sunuldu.

Bulgular

[- Bildirimlere Gére Bebek Oliim Hizi:

Saghik  Bakanligi'min  yayinladigl
Saghk Istatistikleri Yilliklar’'nda*
Tiirkiye'nin BOH’larina iliskin degerler
2008, 2009 ve 2010 igin “Bin Canl
Dogumda” olarak verilmistir (Sekil 1 ve
Sekil 2). 2008 yilindan sonraki dramatik
diisiis dikkate degerdir ve BOH azaldikca
diistisiin daha da zorlasacag teknik bilgisini
dikkate aldigimizda incelemeye degerdir. Bu
baglamda, degerlendirilen zaman iginde
tanimlamada bir degisiklik olup olmadigy,
izleyen degerlerin elde edilme siireglerinde
ve yontemde farklhilik olup olmadig1 merak
konusu olmalidir. Keza karsilastirma
yapilan iilke degerleri icinde ayni inceleme
gereksinimi dogmalidir. Asagidaki sekillerde
SB SiY’'nda yayinlanan BOH’lar1 verilmistir.

Intatitiblent - 2008
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Sekil 1. Yillara 66re bebek 6lim
hizlar1 2008, 2009, 2010, 2011+
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Tablo 1. Saghk Bakanlig Saglik istatistik Yilliklarinda bildirilen bebek 6liim hizlarinin yayina

gore durumu (binde)

Siy

1993 1998 2002 2003 2004 2005

2006

2007 2008 2009 2010 2011

2008
2009
2010
2011
2012

52,6 42,7 - 285 - -
52,6 42,7 - 285 - -
52,6 42,7 - 28,5 - -
31,5 29,0 26,0

22,3

16,5

20,7 17,0 - - -
- 170 131 - -
- 17,0 131
139 121 10,2

7,4

Saplk Istatistikleri Yillgi | 2012

Sekil 2.3 IBBS-1 e Gore Bebek Oliim Hiza, (1.000 Canl Dogumda). 2012

IBBs-1

Ontadog Anacols | 1.
Guneydog Anadols | 0.6
Kuteydogu Anacoks | .5
Torkive | ©
ora Anacots | .2
ot Karadenz | 7
aucenz | ¢
Dody Karadenz | ¢

2012

—
Doju Marmars | <5
e | S:

sat Anadots | ¢
stanbul I 5.5

0 3

Kavnak: Tirkive Halk Saghi Kuramu

&

Hiz

Sekil 2. 2012 y1li Tirkiye’de bolgelere gore bebek 6liim hizlari*

Saglik Istatistikleri Yilligi 2011'de
onceki yillara ait BOHlarinda ciddi bir
diisme gozlenmektedir.

SB SiY’'nda belirtildigi iizere BOH

2003’'te  %029.0'dan 2012'de  %o7.4’e
diismiistir (Tablo 1). Ancak SiY’'nda
belirtilen degerler farkli ¢alismalardan,

farkli  yontemlerle elde edilip ayni
grafiklerde sunulmustur (Sekil 1). TUIK,
UNICEF ve TNSA ve kaynaklarinda farklh
biiyiikliikte (sirasiyla 2012 igin %011.6 ve
12; 2013 igin %o013.6) bildirilmigtir.57
(Tablo 2 ve Sekil 3).
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Tablo 2. Cesitli kaynaklara gore Tiirkiye'nin bebek 6liim hizlari (binde)

Bildiren 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013
SB-SIY 22,3 20,7 170 131 10,1 7,7 7,4
TUIK 13,8 12,0 11,7 11,6
UNICEF-SOWC 33,0 280 260 240 21,0 20,0 190 140 12,0 12,0
WHO-WHS 280 260 24,0 21,0 200 180 120 120
TNSA 29,0 17,0 13,6
35 - 35
30 - 30
25 - 25
N 20 - 20
= 15 - 15
10 136 L 10
s 5
] o

2003 2004 2005 2006 2007 2008

Yillar

2009 2010 2011 2012 2013

=@ UNICEF ==@= SB-SiY TUIK TNSA

Sekil 3. Tiirkiye’de bebek 6liim hizinin (1000 Canli dogumda) yillara gére degisimi

SB-SIY: Saglik Bakanhgi Tiirkiye Saghk istatistikleri Yillig1 2008-2012; 2006 ve 2007 yillarina ait
veriler 2008 Tiirkiye Saglik Istatistikleri Yilhgindan alinmustr.

TUIK: Tiirkiye Istatistik Kurumu.

UNICEF-SOWC: Birlesmis Milletler Cocuk Fonu Diinya Cocuklarinin Durumu Raporu (United
Nations Children’s Fund The State of The World’s Children) 2005-2014.

TNSA: Tiirkiye Niifus ve Saghk Arastirmasi 2003, 2008 ve 2013 On rapor

Sekil 2.4, Bebek Olim Hizmmn Uluslararas) Karsilastirmasi, (1.000 Canh Dogumda), 2011

Hiz
40

20

16,0
110
1w 7.4
- -
o |

Orta- Ust Gelir DS0O Avrupa
Grubu Ulkeler Bolgesi

Ddnya Ust Gelir Grubu

Ulkeler

Turkiye

Kayvnak: Turkiye Halk Saglig Kurunm, DSO World Health Statistics 2013
Noi: Titrkiye verisi 2012 vilina aittir.

Sekil 4. 2011 y1l1 uluslararasi bebek 6liim hiz1 karsilastirmasi4
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I- Kavram Olarak Bebek Oliim Hiz:

BOH hesaplamasinda yer alan paydada
hep “canli dogum sayis1” yer almakta iken,
pay icerigi, degerlendirmemizde yer alan
veri kaynaklar1 icin derlenmis ve asagida
cevirisi ile birlikte orijinal metni de
sunulmustur.

1. Diinya Saghk Orgiitii Kaynaklarinda
Bebek Oliim Hiz::

a) Uluslararasi Hastalik Siniflamasi (ICD-
10)8:

ICD-10 siniflamasina goére canhi
dogum, gebelik siiresine bakilmaksizin
gebelik liriiniiniin anneden tam
uzaklastirllmas1 veya ¢ikarilmasidir ve
umblikal kord kesilmis veya plasenta takili
olsun veya olmasin, gebelik liriiniiniin boyle
bir ayriliktan sonra nefes almasi ya da kalp
atimi, umblikal kord pulsasyonu veya
istemli kaslarin belirgin hareketleri gibi
baska bir yasam belirtisi gostermesidir; bu
sekilde olan her dogum iiriinii canli dogan
olarak kabul edilir.

(Live birth is the complete expulsion
or extraction from its mother of a product of
conception, irrespective of the duration of the
pregnancy, which, after such separation,
breathes or shows any other evidence of life,
such as beating of the heart, pulsation of the
umblical cord, or definite movement of
voluntary muscles, whether or not the
umblical cord has been cut or the plasenta is
attached; each product of such a birth is
considered liveborn)

Bebek 6liim hiz1 ise 1000 canh
dogumda goriilen bir yas alt1 6liimler olarak
formiile edilmistir:

(Infant Mortality Rate: Deaths under
one year of age/ Live births x1000)

Tartiya 6zel bebek 6liim hiz1 ise
dogumda her 1000 gram ve tizeri 1000 canh
dogumda goriilen bebek o6liimlerini ifade
eder.

(Infant  Mortality  Rate, weight
specific: Infant deaths among live births

weighing 1000 gr and over at birth/ live
births weighing 1000 gr and over x1000)

b) Diinya Saghk Iistatistikleri (WHS
2013)°:

Bebek o6liim hizi: Dogumla 1. yas
arasindaki 6lme olasilig

(Infant mortality rate-the probability
of dying between birth and 1 year of age,
respectively)

2. UNICEF Kaynaklarinda Bebek Oliim
Hiz::

a) Diinya Cocuklarinin Durumu

Raporlar1 (2005-2014)¢:

Bebek olim hizi: Her 1,000 canh
dogum icinde ifade edilen, dogum ile tam
olarak 1 yas arasindaki 6lme olasiligi.

(Probability of dying between birth
and exactly 1 year of age, expressed per 1,000
live births)

3. Tiirkiye istatistik Kurumu (TUIK)
Kaynaklarinda Bebek Oliim Hiz1 5 :

Bebek o6liimii: Canli dogum olay1
gerceklestikten sonraki bir yil icerisinde
meydana gelen dliimlerdir. Diger bir ifade ile
bir yasini tamamlamadan meydana gelen
oltimlerdir.

Bebek oliim hiz:: Belli bir y1l icinde
her 1000 canli dogum basina diisen bebek
6lim sayisidir.

4. Tiirkiye Niifus ve Saglik Arastirmasi
(TNSA 2003 ve 2008) Kaynaklarinda
Bebek Oliim Hiz110:

Tiirkiye Niifus ve Saglik Arastirmalari
Turkiye'yi temsil edici agirlikli, cok asamals,
tabakali, kiime oOrnekleme yontemi ile
dogrudan hane halki ile yasadig1 yerlerde,
yani topluma dayalh olarak Hacettepe
Universitesi  Niifus  Etiitleri  Enstitiisii
tarafindan yapilmistir. Bebek 6liimliiliigi ile
ilgili veriler kadin soru kagidinda yer alan
dogum tarihgesi sorgusu ile elde edilmistir.
Sorgu son bes yila iliskin yapilmistir.

Turk J Public Health 2014;12(3)

212



Tiirkiye’nin bebek 6liim hizlari

Bebek oliim hizi: 1000 canh
dogumda, dogumdan sonraki bir yil icinde
6lme olasiligidur.

5. Saghik Bakanligi Kaynaklarinda Bebek
Oliim Hizr:

Ana Cocuk Saglig1 ve Aile Planlamasi
(ACSAP) Genel Midirligii 6 Mayis 2005
tarihinde yayinladigi 78 sayili genelge ile
Tiirkiye’de Bebek Oliimii Kayit Bildirim
Formu'nun dagitimin1 yapmis, her ay
saptanan bebek o6liimlerinin bildirilmesi,
6lim saptanmamis ise de “0” olgu bildirimi
talimati verilmistir. Bu genelgede bebek
6limi “dogumdan sonraki 365 giin icinde
tim nedenlerle meydana gelen oliimler”
olarak” tanimlanmaktadir.11

Yine ACSAP Genel Miudirliigi'nin
04 Mayis 2009 tarihinde yaymladigi 31
sayili Genelge ile “her bir bebek 6liimiinii
izleyerek nedenini ortaya cikarmak ve bir
daha ayni nedenlerle olusabilecek bebek
6limlerini 6nlemek gerektigi, bu gelismeyi
ancak iyi isleyen kayit ve bildirim sistemi ile
saglamanin miimkin olacagr ve mevcut
uygulamada; 6lim vakalarina ulasmada ve
veri toplama sisteminde bazi aksakliklar
oldugu gorildiigiinden, 0-365 giin icerisinde
gerceklesen biitiin bebek olimlerini ve
nedenlerini tespit ederek gerekli tedbirleri
almak i¢in yeni bir bebek 6liim kayit sistemi
gelistirildigi” bildirilmistir.12

Genelge ekinde yer alan doldurma
kilavuzunda: “Bebek olimii “dogumdan
sonraki 365 giin icinde tiim nedenlerle
meydana gelen oliimler”, perinatal 6liimler
ise “0li dogumlarla birlikte ilk 7 giin
icerisinde meydana gelen o6liimler” olarak
tanimlanmaktadir.

Ayrica 22 hafta veya 500 gramin
lizerinde dogan bebekler ve 6lii dogumlarin
da bu form ile bildirilecegi ve her bebek icin

(ikiz, TUg¢liz vb iginde) ayr1 form
doldurulacagr talimati verilmektedir. Bu
genelge ile bebek oliimlerini tespit eden,
defin ruhsati verenler (resmi-ozel saglk
calisani muhtar, jandarma) bildirimle
yukimlidiir.

Tirkiye Halk Saghgt Kurumu
04.03.2014 tarih ve 2014/6 sayili Bebek
Oliimleri Izleme Sistemi genelgesinde
“Bebek oliimii “dogumdan sonraki 365 giin
icinde tiim nedenlerle meydana gelen
olimler”, perinatal oOlumler ise “6li
dogumlarla birlikte ilk 7 gln igerisinde
meydana gelen olimler” olarak
tanimlanmaktadir. 22 hafta veya 500
gramin Uzerinde dogan bebekler ve oli
dogumlarda bu form ile bildirilecek ve her
bebek i¢in (ikiz, liciiz vb iginde) ayr1 form
doldurulacaktir” biciminde talimat
verilmistir.13

a) Saghik istatistikleri Yilhig1 2008-2011+4:

Bebek 6liim hizi hesaplanirken 2011
yilindan o6nce 22 hafta ve lizeri oliimler
dikkate alinirken, yapilan revizyonla 28
hafta ve tlizeri oliimlerin dikkate alindigi
bildirilmistir.

b) Saghk istatistikleri Yillig1 20124:

Bebek, neonatal, postneonatal ve bes
yas alti ¢ocuk olim hizlar1 hesaplanirken
gebelik stiresi 28 hafta ve iizeri veya 1000 gr
ve lzeri olan canli dogumlardaki o6liimler
dikkate alinmistir.

c) Tiirkiye Halk Sagligi Kurumu

Bebek Oliimii Sayis1 (0-364 Giin, 500
gr ve Ustii veya 22 Hafta ve Ustii).14
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Tablo 3. Saghik Bakanligi ve bebek 6lim hizinin karsilastirildign kaynaklarda bebek olimii

taniminda 6geler

Kaynak Gestasyon Yasi Dogum Agirhigi
Temel Kitap (Public Health and Preventive Yok Yok
Medicine)
WHO-WHS Yok Yok
ICD-10 Yok Yok
UNICEF SOWC Yok Yok
TNSA Yok Yok
TUIK Yok Yok
SB-Genelge
78/2005 Yok Yok
31/2009 Yok Yok
6/2014 Yok Yok
SB-Saglik Istatistikleri Yillig1
2008-2010 22 hafta ve lizeri
2011 28 hafta ve iizeri
2012 28 hafta ve iizeri 1000 gr ve lizeri

SB THSK- Birinci Basamak Saglik Hizmetleri
Veri Rehberi

22 hafta ve lizeri

500 gr ve lizeri

Yukarida ayrintili olarak sunulan
bulgular 1s18inda sonuglart su sekilde
Ozetleyebiliriz:

1. Yapilan baz1 hesaplamalarda uluslararasi
standartta kabul edilmis olan 22 haftadan
sonra canli dogan bebeklerin alinmamis
olmasi ciddi bir eksikliktir ve bu tir
hesaplamalarin “dogruyu” yansitma olasiligi
yoktur.

2. TNSA bulgulari olan BOH ile ACSAP Genel
Midirligi bulgulan
yontemlerle hesaplandiklar1 i¢in ayni bir

grafikte aynm1  serinin  verileri  gibi

olan BOH farkh

sunulmamalidir (Sekil 1).

3. Saghk Bakanligi
degerlerini  oldugundan (TNSA 2013

verilerine gore %45,5) daha disik

Tirkiye'nin BOH

gostermektedir (Tablo 2 ve Sekil 3).47
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4. BOH verisinin kullamldifi Dogustan
Beklenen Yasam Siiresinin gercek degerinin
iizerinde hesaplanmis olmasi olasidir.

5. Sunulan yasamsal istatistiklerin giliven
duygusunu zedelemesi saglik yodnetiminin
halk saghg girisimlerine de giiveni sarsici
etkide bulunur.

6. Saglik Diizeyi Olgiitlerinin gercegi bulmak
ve bildirmek disinda bir kaygi (politik,
ticari...) tasinmadan, bilimsel yonden gecerli
ve givenilir yontemlerle veri toplanarak
hesaplanmasi,  kamuoyuna  sunulmasi
gerekir.

Tartisma

Bu yazi kapsaminda yapilan
degerlendirmede, Tiurkiye'nin BOH icin,
ulusal ve uluslararas: kaynaklarda benzer
yillar icin birbirinden ¢ok farkl degerler
verilmektedir. Ulkenin gelismisligi, anne ve
cocuk saghgimin diizeyi, iilkede yapilacak
“dogru saglik miidahalelerinin” planlanmasi
ve etkilerinin degerlendirmesinde son
derece o6nemli bir gésterge olan BOH
hesaplamasinin uluslararast tanimlanmig
standartlara gore yapilmasi Onem arz
etmektedir.

Yapilan degerlendirmede tespit
edilenler dzet olarak asagida verilmektedir;

1. Sy 2008, 2009 ve 2010'te BOH
hesaplamasinda dogumdaki gestasyon yasi
ya da dogum agirligina iliskin agiklama yer
almamaktadir. Buna iliskin agiklama ilk kez
SIY 2011’de yapilmistir. Bu aciklamada;
gestasyon yasi 22. haftadan 28 haftaya
cekilmistir, SIY 2012’de de bu gestasyon
yast ya da 1000 gr'dan agr olarak
dogmuslarin o6liimleri pay kisminda yer
aldig: bildirilmistir (Tablo 3). Diger bir ifade
ile bu hesaplamalarda 22 hafta ile 28 hafta
arasinda olan canli dogup daha sonra
Olenler hesaplamalarin disinda
birakilmaktadir ki bdyle bir hesaplamanin
olamayacag agiktir.

2. TNSA bulgulannt ile ACSAP Genel
Midirligia  bulgular1  aymi  yontem
kullanilarak ~ hesaplanmamuistir. TNSA
topluma dayali arastirma, ACSAP Genel
Miidiirligii  bildirimler iizerinden BOH
degeri sunmaktadir.

3. Tirkiye'nin BOH ile DSO bélgelerinin
BOH kargilastirmalarinda da BOH hesabinda
payda kapsanan oOlimlerde silire ve
tanimlama yodniinden yine farkhiliklar
mevcuttur (Tablo 3, Sekil 4).

Oneriler

Bebek 6liim hizi saglik diizeyinin
degerlendirilmesinde son derece 6nemli bir
Olciit olup mutlaka iilke icinde bolgeler
arasy, slire¢ icinde yillar arasi kiyaslamalarin
yapilabilmesi ve ayrica uluslararasi
kiyaslanabilirlik yoniinden bilimsel standart
yaklasim ve tanimlamalarla hesaplanmasi
gerekir. Aksi takdirde kullanilmasi higbir
amaca yonelik yol gosterici olmaz. Belirtilen
nedenlerle Tirkiye’de son yillarda yapilan
hesaplamalarin tekrar gézden gecirilmesi ve
ileriye yonelik yapilacak hesaplamalarda
yukarida  belirtilen  hususlara  6zen
gosterilmesi uygun olacaktir.
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Rapor

Yeni Coronavirus Salgini

Muhsin Akbabaz, Burak Kurtb, Ersin Nazlican¢

Ozet

Amag: Bu ¢alismanin amaci, halk sagligini tehdit eden yeni bir coronavirus salgini hakkinda bilgi
sahibi olmaktir. Yontem: Pubmed, Web of Science ve Google Scholar veri tabanlarinda ve Google
arama motorunda“MERS-CoV” ve “Coronavirus” anahtar kelimeleri aranarak bulunan ilgili
makaleler calisma kapsamina alinmistir. Bulgular: MERS-CoV olarak adlandirilan bu virtis,
Suudi Arabistan'dan ¢ikmis, pek ¢ok tilkeye yayilmis ve beraberinde 6limler getirmistir. Akut alt
solunum yollar1 enfeksiyonu yapan viriis, esas olarak develerden insanlara bulagsmakta, ayrica
insandan insana da bulasabilmektedir. Hac mevsimi nedeniyle, MERS hastas1 sayisinin
katlanabilecegi diisiiniilmektedir. Sonug¢: Su an i¢in tedavisi olmayan hastaligin engellenmesi
icin koruyucu saglik 6nlemleri alinmasi ¢ok énemlidir.

Anahtar Kelimeler: MERS, coronavirus, salgin

A New Coronavirus Outbreak: MERS-CoV

Abstract

Objective:The objective of this study is to gain knowledge about a new coronavirus epidemic
that threatens public health. Method: “MERS-CoV” and “Coronavirus” keywords were searched
in the Pubmed, Web of Science and Google Scholar databases and in the Google search engine;
relevant articles were studied. Results: A new coronavirus is a threat to public health. The so-
called MERS-CoV virus originated in Saudi Arabia, spread over many countries and has caused
many deaths. It causes acute lower respiratory tract infections that are mainly transmitted to
humans from camels, and also can be passed from person to person. Due to the upcoming Hajj
season, the number of MERS patients is expected to rise. Conclusion: For the moment, the
disease is incurable and it is very important to take preventive health measures to evade it.

Keywords: MERS, coronavirus, outbreak
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Giris

Coronaviriisler (CoV), tek iplikli
RNA viriisleridir. insanlarda en sik gériilen
tiplerinden HCoV-229E, HCoV-0C43, HCoV-
NL63, HKU1-CoV, soguk alginligina yol
acar.12 2003 yilinda, SARS-CoV (Severe Acut
Respiratuar Sendrom-CoV) isimli
patojenitesi daha yiiksek olan ve ciddi
solunum sistemi enfeksiyonuna yol a¢an bir
CoV, C(Cin'de ortaya cikmistir ve hizla
diinyaya yayilmistir. Bu viriisiin etkiledigi
8.000 vaka bildirilmistir ve 700 o6lim
meydana gelmigtir. Fatalite hizi binde
87.5’dur.3 SARS-CoV'un kaynag yarasalardir
ve ara konag1 misk kedisidir.#> Bundan 9 y1l
sonra, 2012'de Suudi Arabistan'da 60
yasinda bir erkek akut solunum yolu
enfeksiyonu ve bobrek yetmezliginden
Olmiistiir. Hiicre kiltiri ve genom
dizilimiyle bu virtis MERS-CoV (Middle East
Respiratory  Sendrome- CoV) olarak
tanimlanmistir.6 Ayni anda, ingiltere'de 49
yasinda bir Katarh da benzer semptomlarla
tanimlanmistir.”

bildirilmistir. Fatalite hiz1 binde 364’diir.
Orta Dogu'da etkilenen iilkeler Urdiin,
Kuveyt, Umman, Katar, Suudi Arabistan,
Birlesik Arap Emirlikleri, Yemen, Urdiin ve
Iran, Afrika'da Misir ve Tunus, Avrupa'da
Fransa, Almanya, Yunanistan, italya,
ingiltere, Hollanda, Avusturya ve Tiirkiye,
Asya'da Giircistan, Malezya ve Filipinler, ve
Amerika Birlesik Devletleridir. Orta Dogu
disinda  bildirilen tiim vakalar Orta
Dogu'dan yakin zamanda seyahat sonucu
gelismistir. Vakalarin %63,5's1 erkek ve
medyan yas 47'dir (9 aylhktan 94 yasa
kadar).8

Turkiye’de 2014 yilina kadar vaka
gorilmemis??, Ekim 2014 tarihinde Tiirkiye
Ulusal UST Odak Noktas1 laboratuvar
tarafindan dogrulanmis bir MERS-CoV
enfeksiyonu vakasini DSO Avrupa Bélge
Ofisi-EURO’ya bildirmistir. Hasta 11 Ekim
2014 tarihinde Olmiistir. Bu Tirkiye'de
goriilen ilk MERS-CoV vakasidir.11

Bu calismanin amaci, halk sagligini
tehdit eden yeni bir coronavirus salgim
hakkinda bilgi sahibi olmak, hastaligin

Dinya  Saghk  Orgiiti  (DSO) klinigi, bulas yollarim ve korunma icin
tarafindan Kasim 2014 itibariyle ) .‘.)09 gerekli 6nlemleri agiklamaktir.
tanimlanmis MERS-CoV vakasi ve 331 6lim
Olgu sayilar1
= v
Orta Dogu dis
350 = .
Orta Dogu
300
250
200
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0 ——
P PP PR P DD DS DD PP PSP DS S S S
A g g gt g g O OO g g g g
Baslangig ayr™

*Hastaligin rapor edildigi ay, baslangig ay1 olarak kullanilmistir.

Sekil 1. Subat 2012-Ekim 2014 arasinda Orta Dogu’da ve Orta Dogu disinda haftalara gore

bildirilmis vaka sayilar1 (n=925)°
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nnrrEn

Birlesik :1;;13
Kralik-4 M€ )
—_— i Almanya-2 %
Avusturya-1
* FRANCE X
2
Fransa-2 4 % R X
ALY
italya-1 TURKEY,
ERce Tiirkiye-1
Yunanist ’ﬁ
an-1 W K
Amerika iy
Birlesik " LEBANON
Devletleri-2 Tunus-3 Liibnan-1 IRAN
5
iz iran-5
JORDAN
% 18 )
Urdiin-
ALGERIA > neeeAIT
3 —t-
Cezair-2 7 Kuve
EGYPT 7 g = \ UNITED
b Q Ka _ EMIRAT  Birlesik Arap
Misir-1 S 4 n Emirlikleri-
& ar- i o
o .- '
- , OMAN PHILIPPINES
f‘ SAUDI ARABIA 2 1 o
793 Filipi
MERS-CoV cases bv reportina countrv Suudi Arabistan-793 u nler-1
m
MERS-Co CoV bildiren iilkeler ma
YEMEN n-
Tip Olgu sayilar1 Maruz kalinan yer 1 2
" Importe " v s Yemen1
S Tlrdiin MALAYSIA
Yerli 100 ndidt 1
U Suudi Arabistan ¢ Malezya-1

Birlesik Arap Emirligi

Sekil 2. Mart 2012-5 Kasim 2014 arasinda kesinlesmis MERS-CoV vakalarinin bildiren iilkeye
gore dagilimi ve olasi enfeksiyon kaynaklari (n=929%).9

*Sekiller Avrupa Hastalik Koruma ve Kontrol Merkezi (ECDC) kaynakh olup, DSO verilerinden bir miktar farklilik
gostermektedir.

Yontem Halk Saghign Kurumu ve Suudi Arabistan
i Saghik Bakanligi'min internet sayfalarindan
Pubmed, Web of Science ve Google Scholar da ilgili makalelerden yararlanilmistir. 20

veri taban!‘armda VE Gclogle ar.amzi Kasim 2014 tarihi itibariyle glincel
motorunda “MERS-CoV” ve “Coronavirus kaynaklar kullamlmistir.

anahtar kelimeleri aranarak bulunan ilgili
makaleler c¢alisma kapsamina alinmistir. Klinik

Ayrica, Diinya Saghk Orgiitii, ECDC, Tiirkiye Hastaligin kliniginde genellikle solunum

sistemi semptomlar1 goriilmekle birlikte
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diare de gorilebilmektedir. Akut
Respiratuar Distres Sendrom (ARDS) ve
bobrek yetmezligi, yogun bakim gerektiren
komplikasyonlardir. Laboratuvarda
lenfopeni, trombositopeni, kreatinin artis,
radyolojide ARDS ile uyumlu konsolidasyon
ve bilateral infiltratlar goézlenmektedir.12
CDC, alt solunum sistemi Orneklerini
(trakeal aspirat, bronkoalveolar lavaj,
balgam) miimkiin oldugunca MERS-CoV i¢in
test edilmesini ve testin hastalik siiresince
birka¢ kere tekrarlanmasini Onermistir.!3
2013 Hac mevsiminde toplum kokenli
pnomoniye yakalanan hastalar T{zerine
yapilan bir ¢alismada, hastalarin hi¢cbirinde
MERS virisiine rastlanmamas1 dikkat
cekicidir.14

Hastaligin  etkin  bir tedavisi
bulunmamaktadir. Tedaviler deney
asamasindadir. Semptomatik destek
temeldir. Asis1 hentiz yoktur.1516

Mers-CoV'un Bulas Yollar:
Zoonotik Yolla Bulags

Insan coronaviruslarinin ¢ogu yarasalardan
diger hayvanlara bulastig1 icin MERS-CoV'un
da yarasalardan koken aldig
disiiniilmektedir.l? Ayrica, insan solunum
sisteminde bulunan DPP-4 reseptoriiniin
hem insan hem de yarasalarda bulunup
ikisine de MERS-CoV'un baglanip enfeksiyon
olusturabilmesi de yarasalarin ana konak
olduguna bir kanittir.18

Ancak, yarasalarla direkt veya
indirekt temasin nadir olmasi, bir ara
konagin  hastaligt  yaymasi ihtimalini
giiclendirmektedir. Orta Dogu'da sik
bulunan hayvanlar olan deve ve kegi, ara
konak olmakla suglanmaktadir. Ciinkii bu
hayvanlarda DPP-4 reseptori, kedi, kopek,
fare gibi hayvanlara gére MERS-CoV'a daha
fazla baglanma 6zelligi gostermektedir.1®

Baska  bir calismada, ¢esitli
hayvanlardan alinan kanlara serolojik analiz
yapilmis ve tek horgiiclii devede (Camelus
dromedarius) MERS-CoV notralizan
antikorlarina rastlanmigtir.20.21 Diger

calismalarda da tek horgiicli develerin
biiyiik cogunlugunda MERS-CoV nétralizan
antikorlar1 bulunurken koyun, Kkec¢i ve
ineklerde bulunamamistir.2223 Bu nedenle,
tek horgugli develerin viriisleri
yarasalardan aldig1i ve diger hayvanlara
yaydig1 distiniilmektedir.

Insandan Insana Bulags

Suudi Arabistan'da aym1 evde yasayan 3
kiside2¢ ve Riyad'da 3 kardeste?> vaka
kiimelenmesi tespit edilmistir. Ayrica
Medine'de bir hastanede 23 vakanin
kiimelendigi bildirilmistir.12

Mart 2014'den itibaren vaka

sayilarinda patlama olmus, Suudi
Arabistan'in Cidde kentindeki
hastanelerden toplam 128 vaka

bildirilmistir.  Bu  kisilerin =~ %60'1in
enfeksiyonu hastane ortaminda aldig
diusiiniilmektedir. Bunlarin 39'u  saghk
¢alisanidir. Birlesik Arap Emirliklerinde de
37 vaka bildirimi yapilmis, bunlarin ticte
ikisinin saglik calisani oldugu belirtilmigstir.8

Koruyucu é6nlemler

CDC, olas1 MERS-CoV vakasim1 “Akut ciddi
solunum yetmezligi ve/veya akciger
infiltrasyonlar1 olan ve wvaka goriilen
iilkelere son 14 giin icinde seyahat oykiisii
bulunan ve/veya vaka bulunan iilkelere
seyahat oykiisti bulunan bir kisiyle seyahat
doniistinden sonraki 14 giin igerisinde yakin
temasta bulunup semptomlari bu temastan
sonraki 14 gilin icerisinde gelisen
kisiler”olarak, kesin MERS-CoV vakasini ise
“Olas1 vaka tanimina uyan olgulardan
laboratuvar yontemlerle MERS-CoV
saptanan olgular” olarak tanimlamigstir.2é

Suudi Arabistan Saglik Bakanligi, 65
yas istli ve kronik hastaligl olanlar1 (kalp,
bobrek, solunum sistemi hastaliklar1 ve
diyabet), immin yetmezliklileri, malignensi
ve terminal hastalari, gebe kadinlar1 ve 12
yas alti cocuklar1 uyarmis, Hac ve Umre
ibadetlerini ertelemeleri konusunda
tavsiyede bulunmustur.2’” Hastalik Kontrol

Turk J Public Health 2014;12(3)

220



Yeni Coronavirus Salgini

Merkezi (CDC) de hact adaylarinin bu
uyariya uymasini desteklemektedir.28

Mart 2014’den beri MERS-CoV vakalarinda
belirgin artis olmustur. Bunun nedeninin,
bahar aylarinda develerin yavrulamasi
oldugu diisiiniilmektedir. Bundan sonra da
Orta Dogu'dan daha fazla MERS-CoV
vakasimnin  bildirilmesi  beklenmektedir.
Turistler, misafir isciler ve hacilarin
hastalig1 diger tilkelere yaymasl
beklenmektedir. Virtisin bulas yolunu
anlamak icin acil arastirmalar
gerekmektedir. Cidde ve Riyad’'daki hastane
salginlari, enfeksiyon kontrol 6nlemlerinin
sadece MERS-CoV vakalar icin degil, diger
tiim hastalar icin uygulanmasinin énemini

gostermektedir. Saghk personelleri,
herhangi bir akut solunum yolu
enfeksiyonlu  hastayr  degerlendirirken

damlacik bulasi énlemleri almalidir. MERS-
CoV’'dan siipheleniliyorsa temas onlemleri
ve goz korumasi da eklenmelidir. MERS-CoV
hakkinda daha fazla bilgi edinilinceye kadar
yuksek riskli kisiler (diyabetli, bobrek
yetmezlikli, kronik akciger hastalikli ve
immiin yetmezlikliler) icinde deve bulunan
ciftlik ve marketlere giderken Onlem
almalidir. Bu 6nlemler develerle temastan
kaginmak, deve siiti i¢cmemek ve iyi
pismeyen et yememek seklindedir.

Deve ciftligi ve kesimhanesinde
calisanlar kisisel hijyene ve el hijyenine
o0zen gostermeli, hayvanlara dokunduktan
sonra elini yikamali, gerektiginde yiiz
korumasi ve koruyucu giysiler giymeli, aile
bireylerinin bu giysilere temasini
onlemelidir. Hasta hayvanlar tiiketilmek i¢in
kesilmemeli, yine bu hayvanlarla direkt
temas 6nlenmelidir.

Genel halk icin ise, ciftlik veya
hayvan  barmaginm  ziyaret ederken,
hayvanlara dokunmadan once ve
dokunduktan sonra el yikama, hasta
hayvanlarla temastan ka¢inma, besin hijyeni
kurallarina uyma gibi genel hijyen
kurallarina uymak tavsiye edilmektedir.

Bolge tlkeleri disindaki iilkeler,
ozellikle Orta Dogu'dan turistlerin veya
misafir is¢ilerin geri dondiigi iilkeler tetikte

olmahdir. Ancak DSO, seyahat veya ticaret
icin herhangi bir kisitlama koymayi
onermemektedir.8

T.C. Saghk Bakanlhgi, Ekim 2012’de
“Yeni Coronavirus Bilim Kurulu”
olusturmus, Kasim 2013’te yapilan bilim
kurulu toplantisindan sonra da “Vaka Takip
Algoritmas1”, “Yakin Temaslh Algoritmas1” ve
gerekli formlar ile MERS siirveyansini
sirdirmistiir.  Tirk  haclar ilkeye
doniislerinden sonra 14 giin siire ile takip
edilmistir. 2014 hac sezonu 6ncesi Diyanet
Isleri Bagkanligiyla ortak bir sekilde haci
adaylarina egitim verilmesi, Hac sezonu
icerisinde ve sonrasinda iilkemize donen
hacilarimiz ile birlikte Umre ziyaretcilerinin
iilkeye doniisten sonraki 14 giin boyunca
MERS’e yonelik takip edilmesi, MERS tanisi
konan vakayla ayni ugakla seyahat etmis
olan yolculardan vakanin iki 6n, iki arka, iki
yan koltuklarda oturmus olan tahmini
temash yolcularin temastan iki hafta
sonrasina kadar takip edilmesi Tiirkiye Halk
Saghgi Kurumu tarafindan
kararlastirilmistir. Bu takipleri hacilarin ve
Umre ziyaretcilerinin bagli bulundugu aile
hekimlerinin  yapmasi, yapilan takip
sonuglarinin Tiirkiye Halk Saghig
Kurumu’na bildirilmesi gerekmektedir.

Tartisma

MERS, sadece Suudi Arabistan veya Arap
bolgesini etkileyen bir saglik sorunu degil,
tim Diinyay1 ilgilendiren potansiyel bir
tehdittir. Kiresellesen diinyada, seyahatin
bu kadar sik gerceklestigi diisiiniiltirse, her
ilke bu tehdide karsi gerekli onlemleri
almak mecburiyetindedir. Yaklasan Hac
mevsimi dolayisiyla, milyonlarca insan
Suudi Arabistan’a gidecektir. Hastaligin
bilinen tedavisi olmadigi icin korunma
yontemlerini uygulamak daha fazla 6nem
kazanmaktadir. Diinya Saghk Orgiitiiniin ve
Suudi  Arabistan  Saghk Bakanliginin
uyarilarina  dikkat edilmelidir. Genel
enfeksiyon kontrol yontemlerinin yani sira
MERS-CoV icin ek 6nlemler de alinmalidir.
Suudi Arabistan’da hastane c¢alisanlariyla
ilgili yapilan bir arastirmada basit burun
akmas1 ya da oksiirilk sikayetleri olan
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hemsirelerden nazofaringeal siiriintii 6rnegi
ve  MERS virisi  pozitif bulunmasi gerekmektedir.31

alinmis

bulunmustur. Bu hastalar1 yakalayabilmek

VAKA TAKIP ALGORITMASI

OLASI VAKA: Akut ciddi solunum yetmezligi vefveya akciger infiltrasyonlan olan ve vakalarin

epidemiyolojik iliskill oldugu Glkelere® son 14 gin igerisinde seyahat Gykisi bulunan vefveya bu

llkelere seyahat oykisld bulunan bir kisiyle seyahat donisinden sonraki 14 gln igerisinde yakin

temasta bulunup semptomlan bu temastan sonraki 14 gln igerisinde gelisen kisiler

1

doldurulur.

ulastirilir. _,J

SAGLIK KURUMU 1\'
Hastaya standart, temas ve damlacik dnlemleri alinur.
Uygun numune alinarak uygun sartlarda saklamr.**
MERS-CoV Olasi Vaka Bilgi ve Laboratuvar [stem Formu

Form we numune en kisa sirede Halk Saghg MudiarlGgl'ne

I

Vs

-

HALK SAGLIGI MUDUORLUGO _\1

Referans Laboratuvarina telefonla bilgi verildikten sonra formun
bir nishasi ve numune laboratuvara en kisa sOrede ulastirilir.
Formun diger nishasi faks ya da e-posta ile THSK Bulagici

Hastaliklar Daire Baskanlhgi'na gdnderilir. |:>

Vaka kimelenmesi slphesinde vakalar arasinda epidemiyolojik
baglanti arastirilir.
Referans Laboratuvari’ndan alinan numune sonuglan Saghk

Kurumlari' na iletilir. -/

I

REFERANS LABORATUVARLARI

HSM tarafindan iletilen numuneler analiz edilir. Sonuglar HSM'ne ve |:>

THSK Bulasici Hastaliklar Daire Baskanligi'na bildirilir.

TURKIYE HALK SAGLIGI KURUMU BULASICI HASTALIKLAR DAIRE BASKANLIGI
FAM: 0 312 565 54 54 e-mail: bulasicihdb@thsk.gov.tr

—

* suudi Arabistan, Birlesik Arap Emirlikleri, Katar, Umman, Urdin, Kuveyt, Yemen, Libnan, lran
** Trakeal aspirat, bronkoalveolar lavaj, balgam. Steril, vida kapakl ve sizdirmaz kaplara 2-3 mil
alinmaldir. Alindiktan hemen sonra buzdolabinda (2-8 °C arasi) muhafaza edilmeli ve en fazla

72 saat igerisinde laboratuvara ulastirilmalidir.

Sekil 3. Turkiye’de uygulanan MERS-CoV Vaka Takip Algoritmas1.2?

icin hizli, duyarh ve 06zgil bir tani testi
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TEMASLI ALGORITMASI

0
HALK SAGLIGI MUDURLOGO \

Tam yakin temashlar® tespit edilir.

Yakin temashilar kesin vaka ile son temaslarindan sonraki 14 gin
boyunca takip edilir |:$

Kesin vaka ile son temasindan sonraki 14 gun icinde solunum yalu
somptomlar olan kisiler:

*  Hastaneye yats gerekli defilse, hastamin kendini izole etmaesi “:.::’
saglamir.

*  Uygun numune alinarak uygun sartlarda®* saklamr,
Laboratuvar lsterm Formu ile birlikte Referans
Laboratuvar’'na ulastirilir.

*  Numune sonucu (+) olan kisiler igin MERS-CoV Vak
\ Algoritmasi uygulamir.

I

[ REFERANS LABORATUVARLARI ]::}

TURKIYE HALK SAGLIGI KURUMU
BULASICI HASTALIKLAR DAIRE BASKANLIGI

—

*Yakin temasli tamimi: (Kesin vakada hastalifin semptomlannin basladi@i tarihten itibaren semptomatik
oldugu sire boyunca)
= Kesin bir vakamin semptomatik doneminde evde ya da baska bir mekanda uwzun sdreli
olarak({>15 dakika) yakin temasin olmasi,
= Kesin bir vakamin semptomatik déneminde muayene, tedavi ya da kisisel bakirmim yapan kisi ya
da damlacik clusturan bir durumda (endotrakeal entlbasyon, ventilasyon gibi) yakin cevresinde
bulunan ve bu esnada tam kisisel korunma ekipmari kullanmayan kisiler.

** Trakeal aspirat, bronkoalveolar lavaj, balgam. Steril, vida kapakh ve sizdirmaz kaplara 2-3 ml

alinmahdir. Alindiktan hemen sonra buzdolabinda
{2-8 "C arasi) muhafaza edilmeli ve en geg 72 saat icerisinde laboratuvara ulastirilmaldir.

Sekil 4. Tiirkiye’de uygulanan MERS-CoV Temasl Algoritmas1.29
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MERS-CoV OLASI VAKA BILGi VE LABORATUVAR ISTEM FORMU Giincelleme: 03. 09. 2014

* T.C. SAGLIK BAKANLIGI
U TURKIYE HALK SAGLIGI KURUMU
The et Sy BULASICI HASTALIKLAR KONTROL PROGRAMLARI BASKAN YARDIMCILIGI
MERS-CoV OLASI VAKA BILGi VE LABORATUVAR iSTEM FORMU

1.HASTA KIMLIK BILGILERI
TC Kimiik No [ T T T T T T T T T
Adi ve Soyadi

Dogum tarihi  |[.... T ——— Cinsiyet: [JErkek [JKadin

Basvuru Sirasinda LI = B [ R, | ———
Kaldi§i Adres ILi

Meslegi
2.HASTANE/SAGLIK MERKEZI BILGILERI
Hastane/saglik merkezinin adi:
Sikayet baglama tarihi: Y S S

Hastaneye bagvuru tarini: =~ [ [ [ —— ] Numune alma tarihi ] sundlsmalinsnsm
Hasta yatirildi mi? O Hayir [ Evet

Hasta yatirildi ise yatis tarihi: (0] GRS IR

Hasta bu hastalik nedeniyle mi hastaneye kabul edildi? | [ Hayir [ Evet

Hayir ise nedenini tanimlayiniz. [
3. HASTANIN BULGULARI
38°C iistil ates [ var [ Yok Akciger infiltrasyonlari [ var [ Yok
Okstrik O var O Yok Akut bobrek yetmezligi O var [ Yok
Akut solunum yetmezligi O var 3 Yok
Diger (Belirtiniz) |

4.EPIDEMIYOLOJIK BILGILER

Yakin gevrenizde benzer hastalik tablosu olan kisi var mi?

*Evet ise Delirtiniz (.............cooviiiiiiii e )

[ Hayir [ Evet*

Semptomlarin baglamasindan 6nceki 14 giin iginde vaka gériilen tlkelere seyahat O Hayr
Oykisu var mi? Y

[ Evet

Semptomlarin baglamasindan énceki 14 giin icinde vaka goriilen lkelere seyahat
Oykisi olan kisi ile yakin temas 6ykisu var mi? D Hayir O Evet
5. MATERYALIN CINSI

[Trakeal aspirat [ Bronkoalveolar lavaj [m] Balgam

[JDoku émegi (biyopsi/otopsi) [ Dpiger (Belirtiniz) ..................

6. MUAYENE EDEN HEKIMIN

Adi — Soyadi
Gorev Yeri
Tel [+ 2 - Faks [T
E-Posta Imza
7. IL TEMAS NOKTASI (L HALK SAGLIGI MUDURLUGO (HSM))

ADI VE SOYAD!I:

GOREVi: iLETiSiM:
6. NUMUNE GONDERILMEDEN ONCE HSM TARAFINDAN ILETISIME GEGILECEK LABORATUVAR GOREVLILER |
THSK Mikrobiyoloji Referans Laboratuvarlari DB Viroloji Laboratuvari:
Numune Kabul: 0 312 565 54 33 / 0 312 565 54 31

Dog. Dr. Gulay Korukluoglu: TEL: 0 312 565 53 40 Bio. Dr. Fatma Bayrakdar: TEL: 0 312 565 55 83
Dr. Vet. Hek Ayse Basak Altag: TEL: 0 312 565 55 82 FAX: 0 312 565 55 69

Istanbul Universitesi Ulusal influenza Referans Laboratuvan: TEL: 0 212 635 25 82
1- Form 3 niisha ve eksiksiz olarak doldurulacaktir. Formlar Halk Saghi Midurlagine teslim edilecektir

NOT:

2-Hastaneler 7/24 iletisim kurulabilecek sorumlularin bilgilerini Halk Saglig Mudirliklerine bildirecektir.
Sayfa 1/1

Sekil 5. MERS-CoV olasi1 vaka bilgi ve laboratuvar istem formu.3°
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Sonug

SARS, bir enfeksiyon hastaliginin nasil
yerelden tiim diinyaya hangi hizda yayilip,
insan saghigini ve uluslararasi seyahat ve
ticareti  etkileyen global bir krize
doniisecegini gosterdi.32 MERS’in SARS’a
gore insandan insana bulas hizi kisithdir.33
Ancak, viriisiin SARS kadar hizli yayilabilme
ihtimali, hastalilk hakkindaki diisiinceleri
degistirebilir.3¢ Hastaligin fatalite hiz,
elimizdeki verilere gore SARS'1n yaklasik 4
katidir. Risk altindaki gruplarin basinda
saglik calisanlar1 gelmektedir. Trakeal
entiibasyon, trakeotomi ve entiibasyon
oncesi manuel ventilasyon, SARS-CoV igin
saglik calisanlar agisindan bulas riski olarak
gosterilmistir. Havayoluyla bulas 6nemli bir
risk  faktoriidir ve cerrahi maske
takilmasina 6zen gosterilmelidir.3> Ancak,
N95 maske kullanmak gerekli degildir.3¢
Eldiven giyilmesi ve oda havalandirmasi gibi
temel oOnlemler hastaligin hem saglk
calisanlarina, hem de hastadan hastaya
yayllmasini 6nlemede yardimci olacaktir.
Nitekim koruyucu saglik 6nlemlerine énem
verilmesi 2014 Hac mevsiminde sonug
vermis ve DSO Bélgesel Ofisi ve Suudi
Arabistan Saglik Bakanliginin ¢alismalari
sayesinde, Ekim 2014 itibariyle Hac'da
herhangi bir vaka bildirimi olmamistir.37
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