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Preface

This bookincludes 19 chapters. These are presented in 7 sections. Each
chapter has its own focus and theme A brief description of each of the
sections follows.

Section one examines Concepts of Migration and Temporary
Protection and Development of Executive Functions in Early Childhood.

Section two contains two chapters on Monosodium Glutamate Intake
and Its Effect on Obesity and The Effects of Obesity on Women and Their
Reproductive Health

Section three deals with the topics on The Effect of Midwifery Students'
Communication Skills on the Difficulties They Face in a Home Visit.

Section four has topics on Nursing including Adolescent Health, The
Role of Artificial Intelligence in Diabetic Patient Care, Children in Need of
Protection, Nutrition and Nursing Care with Gastrostomy, Attitudes and
Behaviors, Quality of Life and Affecting Factors in Children Diagnosed with
Cancer

Section five focuses on topics in Health Management. Health Services
and Hospitals in Sarajevo during the Ottoman State, Assessment of Work
Performance in Health Institutions, Total Quality Management Approach in
the Health Sector, E-Health Strategies, Funding and Capacity Buildings of
Countries: A Descriptive Study, Entrepreneurship and Innovation Culture
and Its Reflections in the Health Sector are the topics included in this
section.

Section six has one chapter related to the health and tourism. The
seventh section include two chapters. Firs one, is on the Idiopathic Toe
Walking: Diagnosis, Natural History, and Management. Second chapter is on
Irisin In Cardiovascular Diseases.

This book contains current and important studies in many branches of
health sciences. Each chapter is written by academicians who are experts in
the subject. Therefore, we hope that it will be useful to health sciences
professionals, students and other experts.

We would like to thank the authors who made important contributions
to the publication process of the book and made a good cooperation with us.
We particularly wish to express our thanks to the team at St. Kliment
Ohridski University Publishing House for preparing the book for
publication.

September, 2022
---------- The Editors
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Chapter 1

Concepts of Migration and Temporary Protection

Mustafa YAVUZEKINCI', Figen GURSOY?

Lecturer, Kilis 7 Aralik University, Vocational High School of Health Services, Kilis-
Turkey, m.yavuzekinci@kilis.edu.tr

’Prof. Dr.; Ankara University, Faculty of Health Sciences, Department of Child
Development. Ankara-Turkey, gursoy.fl@gmail.com

Definition of Migration

Migration is related to important universal events such as the emergence and
collapse of countries, reforms, wars; political transformations, economic
developments, conflicts and many important more problems etc. (Koser, 2018).
Migration term does not have a common definition and it is defined differently, it
is a phenomenon that emphasizes different qualities. Giddens and Sutton (2016)
define migration as the displacement of people living in a country within the
geographical boundaries of the country or the transition from one country to
another for various reasons (Giddens and Sutton, 2016). Castles (2000) defines
migration as an individual leaving the borders of his/her own country for different
reasons and continuing his/her life in another country, albeit for a certain period
of time (Castles, 2000). According to the International Migration Organization,
migration is a “a person who moves away from his or her place of usual residence,
whether within a country or across an international border, temporarily or
permanently, and for a variety of reasons” (IOM, 2020).

Migration is a dynamic and complex concept. International migration is
defined as the movement of individuals from one country to another and their
efforts to gain social membership in the country they settled in (Bartram et al.,
2017).

People seeks to change the negative social conditions they are in
economically, socially or personally and therefore they migrate. They may
encounter many negative situations during the migration process and afterwards.
Immigrant societies change and restructure the population structure of the places
they migrate to. For this reason, regardless of the reason they migrate, it deeply
affects the basic structures of the immigrants and the migrated societies (Audas
and McDonald, 2004; Castles et al., 2008). Since the beginning of human history,
people had to migrate out of their geographical region in order to change negative
situations such as economic negativities, famine, war, social inequalities, poverty
and class discrimination into a positive structure (Castles et al., 2008; Biasutti et
al., 2020).



It has been stated that in terms of migration one of the most important turning
points histories is the 16th century. Migrations before the 16th century were
generally due to climate changes, wars and famine. Migrations after the 16th
century, on the other hand, have occurred as a result of the countries in Europe
have had a word on the world politics and world economy and these European
countries adopted colonial approaches. The increase in industrialization and the
increase in job opportunities with the establishment of factories in European
countries caused a wave of migration from different geographies to Europe
(Celebi, 2011).

Regardless of the reasons for migration, it is a situation that occurs in order
to get rid of the negative conditions that people are in and to reach a more
favorable living conditions. People’s relocation from one country to another is the
desire to get rid of the negative conditions they are in and to improve their living
standards as soon as possible (Giddens and Sutton, 2016).

The Concept of Temporary Protection Status

Countries do not use the practices related to temporary protection in cases
where the asylums take place in the social dimension because they cannot respond
to demand for asylum and they think that this situation is a temporary. Although
there is no accepted definition in the literature of social-scale asylum, the
European Union defines temporary protection as “the formation of a community
of people who have migrated from their countries for various reasons and live in
a country or a certain geographical area” (DGMM, 2022).

The concept of temporary protection is a status developed to protect the rights
of people who have to migrate from their places of residence due to extraordinary
circumstances. It is a form of protection provided to people who have had to
immigrate from their country and urgently seek shelter due to extraordinary
reasons and these people cannot return to their country as well. One of the main
purposes of temporary protection is to ensure the security of people who have had
to migrate in the country they migrated. Therefore, temporary protection status
protects the rights of immigrants in the country they migrated within the
framework of human rights (Kaya and Eren, 2015). In short, temporary protection
is an emergency policy that a country follows in mass population movements that
occur on its borders for various reasons, and this situation means an interim
remedy until the country produces a solution (Fitzpatrick, 2000).

All the needs of the people, who are under temporary protection status, are
met by the states they migrated to. Thus, Syrian citizens, who immigrated to
Turkey due to the civil war in Syria and continue their lives in Turkey, do not have
the right to be forced to migrate to another country or to apply for asylum in
another country (Grand National Assembly of Turkey Human Rights
Investigation Commission, 2012). Since the rules of temporary protection status
is not universal, countries exposed to forced migration determine their own
conditions and they fulfilled (Kaya and Eren, 2015). Systematically, temporary
protection is a system that prioritizes an immediate response to people who have
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immigrated to a country. Keeping in mind that the European Union encountered
the first asylum experience with the example of former Yugoslavia (Cigekli,
2009).

Temporary Protection in Turkey

In Turkey, “temporary protection may be provided for foreigners who have
been forced to leave their country, cannot return to the country that they have left,
and have arrived at or crossed the borders of Turkey in a mass influx situation
seeking immediate and temporary protection” (Y.U.K.K., 2014a).

Due to the civil war and turmoil that took place in Syria, the Syrian people
had to migrate to Turkey, which is a neighboring country, and for the first time
the Syrian people who migrated to Turkey entered Turkey on April 29, 2011.
Since this date, Turkey has started to follow an “open door” policy towards Syrian
peoples. After the Syrian people started to migrate to Turkey, a directive was
issued by the Prime Ministry of the Republic of Turkey on March 30, 2012, and
it has been decided to accept and host the people who migrated from Syria to
Turkey and they are considered asylum seekers. And according to this directive,
asylum seekers are under “Temporary Protection” as well. Republic of Turkey has
decided that the legal rights of Syrians who migrated to Turkey due to war and
foreigners who will migrate to the Turkey in the future will be regulated in line
with the Law on Foreigners and International Protection (YUKK) (Topal, 2015).

Although refugees and asylum seekers are accepted as immigrants, not every
individual who leaves their country and migrates to another country is accepted
as a refugee or asylum seeker. Turkey adopted the “geographical border”
condition in the Convention Relating to the Legal Status of Refugees, which
included articles on the legal rights of refugees and entered into force in 1951 and
also in accordance the Law on Foreigners and International Protection (YUKK),
which entered into force in 2014. It has not given refugee status to any individuals
coming from outside Europe by maintaining this reservation. Therefore, Turkey
granted “conditional refugee” status to individuals who came from outside Europe
and who took temporary protection in Turkey (Olcay, 2012). According to the
Law on Foreigners and International Protection, which was adopted on April 4,
2013 and entered into force on April 11, 2014, services such as education, health,
employment, social assistance and services, and translation are provided to
asylum seekers. The people who are under temporary protection must be
registered by the General Directorate of Migration Management in order to benefit
from these services. After the registration of these people is completed, a
“temporary protection identity document” is given to the individuals. Temporary
protection identity document provides Syrian asylum seekers the right to stay in
Turkey (Y.U.K.K., 2014b).



DISTRIBUTION OF SYRIANS UNDER TEMPORARY PROTECTION BY YEAR
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Syrian Children under Temporary Protection Status and Their

Education

Schooling rate of Syrian children living in Turkey have been noticeably
increased with the temporary protection regulation published in Turkey in 2014.
While before the regulation was enacted, the schooling of Syrian children was
dependent on the residence permit, however with the regulation, the Syrians have
had temporary protection identity cards and Syrian children have had the
opportunity to access public schools. And the residence requirement to enroll in
public schools was abolished (Amnesty, 2014).

According to the temporary protection regulation, educational activities of
foreign individuals, who are under temporary protection, are carried out in
temporary accommodation centers or in other places will be controlled by the
Ministry of National Education of the Republic of Turkey and educational
activities will be organized under the responsibility of the ministry as well
(G.K.Y., 2014). According to the regulation;

e On the condition that priority is given to children aged 54-66 months,
children aged 36-66 months will also be able to benefit from the educational
services which are provided to children in the pre-school period.

e The regulation provides language educational opportunity, vocational
courses, skill and hobby courses for all age groups.

o The regulation has stated that the opportunities of associate degree,
undergraduate and postgraduate are determined and regulated by the
procedures and principles applied by the higher education institution

o Within the scope of the regulation, documents showing the content and
duration of the training they have received will be given to the individuals
by the necessary institutions at the end of the training of individuals with
temporary protection status (G.K.Y., 2014).
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Migration, Education and School

Children constitute a large part of the individuals who migrate and they are
accepted as individuals who are directly or indirectly affected by migration.
Therefore, children have started to be taken into account in most of the policies
and researches carried out on migration recently. Immigrant children may become
victims of human trafficking or they be forced to work as illegal workers.
Accordingly, these children are called unaccompanied minors. The EU defines
unaccompanied minors as “who arrives on the territory of an EU Member
unaccompanied by the adult Search for available translations of the preceding
responsible for them by law or by the practice of the EU Member State concerned,
and for as long as they are not effectively taken into the care of such a person or
who is left unaccompanied after they have entered the territory of the EU Member
State” (Topcuoglu, 2015).

Migration contains many negativities as it affects the education sector the
most. Education and training opportunities can be considered successful, if they
are equally provided for the children of immigrant and for children with native
status. Education should contain many dimensions that will allow children to
communicate with each other in terms of social, cultural and language used.
Instead of seeing the children of immigrant families as inadequate in terms of
language, religion, race and culture, it is necessary to treat them as individuals
with a single used language or have common culture (Neumann, 2007; Boos
Niinning, 2007).

Arrival of children in the countries they immigrated to takes place either by
being in a group or unaccompanied with their parents. In addition, their migration
may be legal or illegal. In these two cases, the methods are different when applied
to children. The ways and methods which have to be followed when giving status
to the child are stated in the guide prepared by the United Nations High
Commissioner for Refugees for refugee children (Onder, 2006). Unaccompanied
minors are taken under protection until the age of eighteen in the countries they
migrate to in order to meet their self-care needs. These children sometimes leave
their places of residence where they have settled and move to other cities to work.
While some of them are caught while returning to the settlements they left and
sent to institutions, some of them live as fugitives (Topcuoglu, 2015).

Accessing to educational opportunities reduces the impact of the negative
situations of immigrant children have. For immigrant children, schools are the
most important source of socialization to continue their lives normally in the
countries they migrated to. Children who have different values before migration,
will adapt to the communities they migrated through school. Deprivation of the
right to education of immigrant children causes social problems in the following
years. Immigrant children are forced to work in different occupational groups,
instead of going to school in the places where they migrate, is one of the biggest
obstacles that immigrant children experience in terms of education. Immigrant
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children are experienced with many more negative situations such as the negative
relationship with their teachers, the discriminatory attitudes experienced in the
classroom environment, the absence of students from school (Siiriiel, 2008; Eres,
2015).

Schools are institutions that help immigrant children get rid of the feeling of
being a stranger, they feel safe, return to regular life and reduce the effects of
traumatic events. Therefore, schools are the basis of acculturation for immigrant
children. When the school environment of immigrant children is developed to
support many cultures, this situation helps children to develop a sense of
belonging to the school and increase their academic success. In addition, the sense
of belonging to the school leads to a decrease in the depression and anxiety along
with the development of their self-perception and social skills (Seker and Aslan,
2015).

Educational Problems of Children under Temporary Protection Status

Due to migration, children may be exposed to many traumatic events such as
child marriage, separation from family members, murder, neglect, abuse etc.
(McBrien, 2005; Hart et al., 2006). Such traumatic events that children may
experience will negatively affect their education life as well (Sinclair, 2001). In
addition to experiencing traumatic events due to migration, children will have to
cope with many problems in the adaptation process of the school environment
where they have just started to be in. They may encounter many negativities such
as feeling alienated, social adaptation problems and exclusion from social
environments in this school environment, which they have never experienced
before (Sezgin and Yolcu, 2016; Gencer, 2017). These negative and traumatic
events that migrant children may experience will also affect their education life
and negatively affect the academic success of the children. Children who migrate
to another country will have to deal with many problems such as language barrier
problems, cultural differences and negative peer behaviors because they will
continue their education life in a new environment that they have never been
accustomed to. Such negative situations negatively affect the academic success of
migrating children (Matthews, 2008; Hattam and Every, 2010). Children under
temporary protection status may experience cultural misunderstandings within
their peer groups in school environments due to cultural differences. Children who
are struggling with adapting to a foreign language, environment and cultural
change also have to struggle with the prejudiced and discriminatory behaviors that
their peers show them (Olsen, 2000; Yilmaz, 2015; Kagnici, 2017; Yildirimalp
and Cemal, 2017). Other children’s attitudes towards recognizing and respecting
the cultural differences of children under temporary protection have an important
place in the development of these children’s academic skills.

United Nations High Commissioner for Refugees (UNHCR) (2019) reported
that education is an investment for the future of children and youth under
temporary protection and it provides a safe environment for them to deal with
various uncertainties and risks. Education is a critical factor in restoring normalcy
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for displaced children and restructuring societies as well as socioeconomic
development (Peterson, 2011; Talbot, 2015). Administrators, teachers, and
parents working in schools need to act together and work in cooperation in order
to protect the children’s educational life. Therefore, the main purpose of every
school that hosts children under temporary protection status should be to act
together with families in order to increase the academic success and social
cohesion of children (Suarez-Orozco and Suarez-Orozco, 2001). In the literature,
many suggestions such as providing social services, language training for
themselves and their parents, helping them to understand host country’s culture,
developing empathy skills, organizing social and sports activities and their
implementation have been offered in order to support the academic success of the
children under temporary protection status and to facilitate their social adaptation.
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Chapter 2

Development of Executive Functions in Early Childhood
Erken Cocukluk Doneminde Yénetici Islevlerin Gelisimi

Figen GURSOY', Sena 07?2

'Prof. Dr. Ankara Qniversitesi Saglik Bilimleri Fakiiltesi Cocuk Geligimi Béliimii
2Ars. Gor. Ankara Universitesi Saglik Bilimleri Fakiiltesi Cocuk Gelisimi Béliimii

Abstract

Executive function skills; it is an umbrella term that includes a set of skills
responsible for purposeful and goal-directed behavior. Executive functional skills;
it is based on three basic brain functions: working memory, cognitive flexibility,
and inhibitory control. A baby is not born with these skills; however, a baby is
born with the potential for the development of these skills. These skills develop
during infancy and childhood. These skills continue to mature in youth and early
adulthood, although they do not develop as rapidly as in previous ages. Executive
function skills; focusing attention allows them to keep relevant goals in mind,
avoid responding immediately, tolerate frustration, consider the consequences of
different behaviors, and plan for the future. In addition, it is seen to be closely
related to social skills and academic skills. Therefore, it is considered very
important to support executive function skills from early ages. In this context, this
book section is aimed to examine the subjects of executive functions, the
development of executive functions skills.

Giris

Yonetici islevler (Executive Function-EF), amacgh, hedefe yonelik
davranistan sorumlu birbiriyle iliskili siireglerin birlesimini igeren semsiye bir
terimdir (Gioia vd., 2001). Yonetici islev becerileri, problem ¢ézme c¢abalarini
desteklemek igin yararlanilan ve 6z diizenlemeyi destekleyen bir dizi bilissel
siregtir (Blair & Ursache, 2011; Hofmann vd., 2012). Erken ¢ocukluk
donemindeki gelisimsel siireglerin en dnemlilerinden birisi; ¢ocugun yonetici
islevlerinde olan gelisimdir. Yonetici islevler; yargilama, 6zetleme, kavram
isleme, mantik, nedensellik, problem ¢6zme, planlama ve hareketleri siralama gibi
davranisi diizenleyen ve harekete geciren yiiksek diizeydeki bilissel siireclerdir
(Vandenbos, 2020). Yonetici islevler ile iliskili siirecler birgok unsuru icermesine
ragmen temel unsurlar arasinda tahmin, hedef se¢imi, planlama, aktivitenin
baglatilmasi, 6z diizenleme, zihinsel esneklik, dikkatin dagitilmasi ve geri

bildirimin kullanilmasi1 yer almaktadir (Anderson, 2002). Ayni zamanda yonetici
islev becerileri; amaca yonelik bir tarzda hareket etmeyi, bilgiyi akilda tutmay1 ve
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amaca yonelik olmayan yanitlar1 daha hedefe yonelik olanlar lehine engellemeyi
miimkiin kilan bir dizi nérobilissel beceridir (Miyake vd., 2000; Zelazo, Blair &
Willoughby, 2016).

Yonetici islev becerileri ¢aligma bellegi, biligsel esneklik ve engelleyici
kontrol olarak ii¢ alt beceriye ayrilmaktadir ve bu beceriler diislincenin, dikkatin
ve davranigin diizenlemesini saglamaktadir (Blair, 2016).

o Caligma bellegi (Working memory): Bilgiyi zihinde tutma, manipiile etme
ve ardindan hedefe yonelik bir sekilde kullanma becerisidir.

e Bilissel esneklik (Cognitive flexibility): 1ki veya daha fazla kural kiimesi
arasinda gecis yapabilme veya olaylar farkli bir sekilde diislinebilme becerisidir.

o Kisitlayici kontrol (Inhibitory control): Daha az diirtlisel, daha hedefe
yonelik bir yanit lehine baskin veya giiclii bir tepkinin 6nlenmesini icerir (Miyake
vd., 2000).

Yonetici islev becerileri, cocuklarin dikkati siirdiirmelerine, ilgili hedefleri
akillarinda tutmalarina, hemen yanit vermekten kaginmalarina, hayal kirikligin
tolere etmelerine, farkli davraniglarin sonuglarini diigsiinmelerine ve gelecek igin
plan yapmalarina olanak tanimaktadir (Zelazo ve ark., 2016). Bununla beraber
yapilan c¢alismalar akademik basar1 ve sosyal yetkinlik i¢in yonetici islev
becerilerinin 6nemli oldugunu gostermektedir (Best, Miller & Naglieri, 2011;
Blair & Razza, 2007; Carlson & Moses, 2001; McClelland vd., 2007). Y dnetici
islev becerileri, ¢ocuklara ve ebeveynlerine giderek daha karmasik hale gelen
problem ¢dzme, sosyal etkilesimler ve davranig diizenleme becerilerine sahip
olmak ve uyum saglamak icin gerekli olan bir yapisal aracilik saglayabilir
(Semenov, 2021). Yonetici islev becerileri; ¢ocukluk ve ergenlik boyunca
gelismekte ve cocugun biligsel isleyisinde, davranisinda, duygusal kontroliinde ve
sosyal etkilesiminde 6nemli bir rol oynamaktadir (Anderson, 2002).
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Sekil 1. Yonetici islev becerilerinin yaslara gore yetkinlik diizeyi

Kaynak: In Brief: Execuitve Function: Skills for Life and Learning. Harvard University
Center on the Developing Child (https://developingchild.harvard. edu/resources/inbrief-
executive-function-skills-for-life-and-learning/) Erisim Tarihi: 10.07.2022

Harvard Universitesi tarafindan yaymlanan Sekil 1’de de goriildiigii iizere
yonetici iglev becerileri yas donemlerine gore farkli hizda ilerlemektedir. 20°1i
yaslara kadar hizl1 bir artis halinde olup o donemden sonra hafif azalma ile birlikte
yasam boyu devam etmektedir. Bununla beraber en hizli artis ise yasamin ilk sekiz
yilt igerisinde olmaktadir. Yonetici islev becerileri yasamin ilk ilk yirmi yili
igerisinde hizli bir gelisim gosterse de erken c¢ocukluk doneminde en hizli
gelisimsel degisim donemi i¢indedir (Garon vd., 2008). Erken ¢ocukluk donemi
olarak ele alinan 0-8 yas arasinda gelisim hizli bir seyir igerisindedir ve buna
paralel olarak da yonetici islev becerileri oldukea hizli bir gelisim gostermektedir.
Bu kapsamda gelisimsel olarak yonetici islev becerileri degisim gostermektedir.

Ik olarak anne karninda baslayan beyin gelisimi, dogumdan sonraki
donemde frontal lobun olgunlagmasi ve yonetici islev becerilerinin de gelismesi
paralel olarak gelisim gostermektedir (Anderson, 2001; Zelazo & Miiller, 2002).
Yonetici iglev becerilerine beyin gelisimi agisindan bakildiginda birinci diizeyde
yani 18 aydan itibaren 5 yasa kadar olan siirede motor tepkilere bagl olarak
calisma bellegi, kisitlayici kontrol ve biligsel esneklik becerileri ortaya
cikmaktadir (Best, Miller & Naglieri, 2011). Yapilan c¢aligmalar eken
donemlerden itibaren ¢ocuklarin yonetici islev becerileri agisindan desteklenmesi
gerektigini gostermektedir. Ozellikle gelisimsel agidan risk faktdrlerinden birini
olusturan diisiik sosyoekonomik diizeydeki c¢ocuklar i¢in erken miidahale
programlariyla olduk¢a etkili destekleyici yontemler sunuldugu goriilmektedir
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(Blair, 2016).

Ikinci diizeyde yani 5-10 yaslar arasindaki siirede goreve bagli olarak
planlama, ¢alisma bellegi, kisitlayici kontrol ve biligsel esneklik goériilmektedir.
Y onetici islev becerileri; erken ¢ocukluk doneminde hizla gelismekte, okula hazir
olma ve erken okul basarisina 6nemli katkilar saglamaktadir (Blair, 2016). Bunun
icin de ¢alisma bellegi ve kisitlayici kontrol becerilerinin yasamin erken yillarda
desteklenmesi, c¢ocuklarin ilkokula okula hazir bulunusluk diizeylerini de
destekleyerek okula daha iyi bir baslangic yapmalarma yardimer olmaktadir
(Tuncer, 2021). Bu kapsamda da 6zellikle cocuklara sunulan yiiksek kaliteli okul
oncesi egitimin hedeflerinden biri, ¢ocuklara bunu miimkiin kilan yonetici islev
becerilerinin gelistirilmesine yardimci olan yapilandirilmis etkinliklere yer
vermektir (Blair, 2016). Okul oncesi donemde yonetici islev becerilerinin
gelisimini tesvik etmenin temel odak noktalarindan biri hem ifade edici hem de
alic1 dil gelisimidir. Zengin ve ¢esitli bir kelime dagarciginin ve sdzdiziminin
gelistirilmesi, muhakeme yetenegi ve deneyim ve bilgi lizerinde diisiinme
kapasitesi i¢in bir temel olusturmaktir (Bassok & Rorem, 2014). Bununla beraber
okul 6ncesi donemden itibaren ¢ocuklarda artan fiziksel aktivite ve ¢ocuklardaki
yonetici iglev becerileri arasindaki iligki oldugu da belirlenmistir (Willoughby vd.,
2021).

Ugiincii diizeyde ise yani 10-14 yaslar1 kapsayan siirede sézel caligma
bellegi, kisitlayict kontrol ve biligsel esneklik olgunlagmaya devam ederek
gelisimini siirdiirmektedir. Ozellikle 12 yastan sonra gorsel ¢alisma bellegi,
calisma bellegi koordinasyonu, kisitlayici kontrol koordinasyonu gelismeye
baslamaktadir (Welsh, Friedman & Spieker, 2006). ilkdgretim kademesinin
gereklilikleri ile yonetici islev becerilerini karakterize eden yetenekler arasindaki
benzerlik dikkat gekmektedir. Diger bir ifade ile bilgiyi akilda tutmak ve var olan
bilgiyle kisa siireler boyunca tekrar tekrar ¢alismak; daha az baskin, dogru tepkiler
vermek amaciyla diirtiisel veya 6grenilmis yanlis tepkileri engellemek; olaylara
birden farkli acilardan bakabilme ve bunlar arasinda esnek bir sekilde gegis
yapabilmek; uygun diizeyde uyarilma ve ilgiyi siirdiirmek igin duygu ve dikkati
yonetmek gibi yonetici islev becerileri ile iliskili goriilebilecek beceriler bu
donemde c¢ocuklar tarafindan yerine getirilmektedir (Blair, 2016). Yapilan
caligmalarla da benzer sekilde 5-17 yas arasindaki ¢ocuklarda karmagik yiiriitiicli
islevler ve akademik basar1 arasinda iliski oldugu ve yasla birlikte bu iligkinin
degistigi saptanmistir (Best, Miller & Naglieri, 2011).

Sonu¢

Gelisim zaman i¢inde meydana gelen degisimleri ifade etmektedir. Her
gelisim doneminde ¢ocugun gelisimsel siiregleri birbirinden farklidir. Cocuklarin
gelisim alanlarindaki kazanilan beceriler i¢inde 6nemli bir yere sahip olan ve tiim
gelisim alanlar ile iligkili olan ¢ocuklarin yonetici islev becerileri yargilama,
Ozetleme, kavram isleme, mantik, nedensellik, problem ¢dzme, planlama ve
hareketleri siralama gibi davramisi diizenleyen ve harekete gegiren beceriler
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dizisidir. Yonetici islev becerilerinin gelisimi yasamin ilk yirmi yilinda gelisim
gosterse de erken ¢ocukluk donemi yonetici islevlerin en hizli gelisim gosterdigi
donemdir. Cocugun gelisimi igin kritik bir 6neme sahip olan yonetici islev
becerileri iizerinde kalitim, sosyal ¢evre ve kiiltiirel etkenler dnemli bir yere
sahipti. Bu nedenle erken ¢ocukluk déneminde ¢ocugun yonetici islevler
becerilerini  kazanmasini  saglamak i¢in sunulacak gelisimsel destek
uygulamalarinin 6nemi oldukea biiyiiktiir.
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Abstract

For hundreds of years, foods have been flavoured with monosodium
glutamate, the sodium salt of glutamate. The increased use of monosodium
glutamate in recent years and its presence in foods as a food additive have driven
the related studies to assess the physiological, metabolic impacts, and safety of
monosodium glutamate. Numerous researches investigating the correlation
between monosodium glutamate and obesity have reported contradictory results.
In the studies reporting the correlation, monosodium glutamate is believed to
impair the effect of leptin on hypothalamic signaling by increasing the taste of
foods. Even though several animal studies have demonstrated a correlation
between monosodium glutamate and obesity, the way of intake and applied doses
of monosodium glutamate in most of these studies are not similar to the amount
and way of daily monosodium glutamate intake in humans. Therefore, more
comprehensive studies are required to determine if the administered dosages are
compatible with the amount consumed by humans.

1. Introduction

For many years, food additives have been used to increase the shelf life of
foods, colour or enhance their aroma, as well as ensuring food safety (Henry-
Unaeze, 2017; Rangan & Barceloux, 2009). Flavour enhancers are substances that
lack flavour on their own but add or boost the flavour of foods when added to
them, and they have a primary importance in food additives (Saltmarsh & Insall,
2013). Flavour enhancers have a critical function in bringing out the aroma,
particularly those with a mild flavour (L&liger, 2000). Flavour enhancers and taste
improvers are applied to foods and beverages such as dairy products, nuts,
seafood, vegetables, and wines. Alcohols, esters, ketones, protein hydrolysates,
and monosodium glutamate (MSG) are all examples of flavour enhancers
(Vaclavik & Christian, 2014). Monosodium glutamate is the most frequently used
food additive as a flavour enhancer in the food industry(Jinap & Hajeb, 2010).

Taste and flavour concepts are primary factors that affect the food
preferences of individuals. Food preferences have become increasingly important
as the prevalence of nutrition-related chronic diseases, especially obesity, has
increased (Newman, Bolhuis, Torres, & Keast, 2016). Obesity rates have
increased rapidly worldwide over the last three decades. The rising prevalence of
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obesity causes metabolic abnormalities such as glucose intolerance, insulin
resistance, metabolic syndrome, low-grade inflammation, and oxidative stress
(Bautista, Mahmoud, Koénigsberg, & Guerrero, 2019).

Since monosodium enhances the sensory quality of foods, it is widely used
in the food industry. The increasing usage of MSG suggests its possible effects on
health (Jinap & Hajeb, 2010). Numerous studies have been conducted in the
literature examining MSG’s effect on the Chinese restaurant syndrome, asthma
episodes, diabetes, and reproductive function (Brosnan, Drewnowski, &
Friedman, 2014; He et al., 2011; Insawang et al., 2012; VuThiThu et al., 2013).
The aim of this study is to assess the effect of MSG on obesity by utilising the
current literature.

1.1. Monosodium Glutamate as a Food Additive

Mono sodium glutamate is the sodium salt of L-glutamic acid, a non-essential
amino acid found in most of protein foods (Henry-Unaeze, 2017). While the use
of monosodium glutamate is most frequently associated with eastern Asian
cuisine, it is also used extensively in western cuisine (Freeman, 20006).
Monosodium glutamate is added in the structure of red and white meat products,
seafood, snack foods and soups, sauces, pizza, canned vegetables and tuna, as well
as many frozen foods (Beyreuther et al., 2007; Jinap & Hajeb, 2010).

It was identified and discovered for the first time in 1866. MSG was first
commercially produced in 1909 (Yamaguchi, 1998). MSG has been produced
since the 1950s by fermenting molasses, sugar cane, and sugar beets (Henry-
Unaeze, 2017).

Umami is “the characteristic taste of monosodium L-glutamate.” Glutamate
ions give umami taste and the glutamate enantiomer has flavour-enhancing
properties that enhance taste (Chandrashekar, Hoon, Ryba, & Zuker, 2006;
Ninomiya, 1998; Yamaguchi, 1998). MSG does not have a distinct flavour, but it
interacts with food matrices, bringing out and intensifying the flavour of food.
This may be the main reason why MSG is consumed as part of meals, not alone,
in all culinary cultures using MSG (Henry-Unaeze, 2017).

The four fundamental tastes are sweet, sour, salty, and bitter and the fifth
fundamental taste is umami, which is detected by receptor cells in the tongue that
are particular to the umami taste (Brosnan et al., 2014; Jinap & Hajeb, 2010). The
umami taste enhances the flavour of foods by providing a meaty and salty flavour
(Jinap & Hajeb, 2010; Yamaguchi, 1998).

Glutamate can also be found naturally in foodstuffs containing protein (Jinap
& Hajeb, 2010). It constitutes around 8-10% of the amino acid content of the
average dietary protein (excluding glutamine)(Brosnan et al., 2014). Glutamate
exists in nature in two forms: free and bound to peptides and proteins. The flavour
enhancing properties of MSG are attributed to the free form, whereas the bound
form has no effect on taste (Ninomiya, 1998). When the flavouring properties of
glutamate as a food additive were examined, it was determined that there was a
glutamate concentration suitable for each food. However, when glutamate was

20



added to several sweet and bitter foods, it was found that their tastes did not
improve. Additionally, it has been determined that the optimal quantity of
glutamate in foods may differ from the consumer to consumer, but Asian
consumers preferred higher concentrations than European consumers. Although it
is thought that this may be related to cultural differences, it has been reported that
it may also be induced by genetic factors that promote perceptual diversities (Jinap
& Hajeb, 2010).

1.2. Legal Regulations for Mono Sodium Glutamate

MSG was allowed as a food additive for the first time in 1959, and the US
Food and Drug Administration (FDA) accepted MSG “generally recognized as
safe” (GRAS), and since that time, MSG intake has been gradually increasing in
the adult population all around the world (USDHHS,1958).

The safety of monosodium glutamate was first assessed by the Joint Expert
Committee on Food Additives (JECFA) of the Food and Agriculture Organization
and the World Health Organization at meetings held in 1971 and 1974, and the
acceptable daily intake (ADI) value for L-glutamic acid salts was determined as
0-120 mg/kg body weight (FAO/WHO, 1971; FAO/WHO, 1974).

In 1987, JECFA stated that glutamate has a very low acute toxicity under
normal conditions and the 50% lethal dose (LD50) for rats and mice is 15.000-
18.000 mg/kg body weight, respectively. The comprehensive studies conducted
by JECFA during this period concluded that glutamate consumed with foods had
no adverse effect on health. Therefore, the previously stated ADI value was not
considered necessary and L-glutamic acid and its sodium, potassium, calcium, and
ammonium salts have been classified as “ADI not specified”. JECFA also decided
that pregnant women and newborns should not be treated in a special category;
however, no additives should be added to the diets of newborns until they reach
the age of 12 weeks (JECFA, 1988).

MSG was recognised as an agent causing food intolerance in the study
conducted by the Federation of American Societies for Experimental Biology
(FASEB) in 1995 (FASEB,1995).

The 2017 European Food Safety Authority (EFSA) report states that the no-
observed adverse effect level (NOAEL) for MSG is 3200mg/kg day and the ADI
value is 30 mg/kg day (Mortensen et al., 2017).

Glutamate and its salts were classified as flavour enhancers by the Codex
Alimentarius (Codex, 1989). Commercial glutamate salts include monosodium
glutamate (E621), monopotassium glutamate (E622), calcium diglutamate
(E623), monoammonium glutamate (E624), and magnesium diglutamate (E625).
The sodium salt of glutamate, also known as MSG or Chinese salt, is the most
widely used among them (Jinap & Hajeb, 2010).

The “Turkish Food Codex - Food Additives Regulation” regulates in which
foods and at what rate MSG is allowed to be used. This regulation was developed
in accordance with the harmonization with the European Union, and included the
information on the use of the product in the ‘Annex 13-Other permitted additives
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section of the said regulation. According to the Turkish food codex, the maximum
amount for consumption of glutamic acid and its salts is 10g/kg (Ministry of Food,
Agriculture and Livestock, 2013).

1.3. Metabolism of Monosodium Glutamate

Besides being naturally found in the structure of foods, glutamate is an amino
acid that plays critical roles in human metabolism such as providing amino groups
during the synthesis of several amino acids, being used as a substrate for the
synthesis of glutamine and glutathione, functioning as a neurotransmitter in the
brain, and being used as an energy source to specific tissues(Appaiah, 2010;
Bautista et al., 2019). Total free glutamate found in the adult human body is
around 10 g and the maximum glutamate content is present in the brain (2.3 g)
and muscle (6.0 g) (Henry-Unaeze, 2017).

Dietary glutamate may enter the body in two ways: either by digesting its
natural form in the structure of foods or by consuming foods in which MSG has
been added (Appaiah, 2010; Beyreuther et al., 2007). In either way, glutamate is
metabolized in the body in the same way and absorbed through the gastrointestinal
system (Daniels, Joe Jr, & Diachenko, 1995; Henry-Unaeze, 2017). Glutamate is
absorbed from the bowel and actively transported to mucosal cells, where it is
metabolized for the energy source. Only a little amount of glutamate can pass into
the blood when consumed with foods (Appaiah, 2010; Beyreuther et al., 2007). In
order for MSG digested with food or other sources of glutamate to have a clear
effect on plasma glutamate levels, high-dose (>5g MSG) glutamate absorption is
required (Appaiah, 2010). MSG was stated to have no effect on plasma glutamate
concentration when consumed at normal doses in the daily diet since glutamate is
metabolized rapidly (Kondoh & Torii, 2008). When high doses of MSG are
consumed, the plasma levels will temporarily rise but will return to normal after
about two hours (Henry-Unaeze, 2017).

1.4. The Mechanism of the Correlation Between Monosodium

Glutamate and Obesity

Concerns have been raised that human consumption of MSG may contribute
to the development of neuroendocrinopathies, since animal studies have suggested
that the oral administration or injection of MSG may trigger neural necrosis in the
hypothalamus (He et al., 2011).

Although the mechanisms behind the correlation between MSG and obesity
have not exactly been clarified by studies revealing this correlation, it is believed
that chronic MSG intake might induce pathological alterations in arcuate nucleus
neurons, disrupt the leptin hypothalamic signalling chain, and result in obesity
depending on leptin resistance. The arcuate nucleus is the primary location of
glutamic acid-induced neural damage in the hypothalamus (He et al., 2011; He et
al., 2008). In pre-diabetic rats induced by neonatal MSG administration, an
increase in parasympathetic activity was observed. MSG at high dosages was
found to have neurotoxic effects and to cause particularly neuronal necrosis by
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damaging cells in the hypothalamic arcuate nucleus (ARC). ARC neurons are
essential for the regulation of metabolic homeostasis, including insulin secretion
and action (Ma et al., 2007; Miranda et al., 2014).

In a study, 19-week-old rats were administered with subcutaneous injections
of 2 mg/g MSG body weight on the second and fourth days, and 4 mg/g MSG
body weight on the sixth, eighth and tenth days so that obesity was induced. Also,
mRNA expression of interleukin-6, TNF alpha and visceral adipose tissue
increased, as in leptin and insulin levels in serum (Roman-Ramos et al., 2011). In
another study, 32 male rats were used to examine the effect of three- and six-week
MSG administration on weight gain. The dose of MSG orally administered to rats
was determined to be 395mg/kg in water. As a consequence, it was discovered
that the animals who were administered with MSG gained weight, but a decrease
in weight gain was observed after the fourth week in rats administered with MSG
for six weeks. Similarly, when examining food intakes, it was observed that the
MSG groups had the highest food intake; however, food intake decreased after the
fourth week in the group administered with MSG for six weeks. It was stated that
long-term administration of MSG initially caused body weight gain, but then
subsequently damaged the gastric mucosa, hence reducing weight gain or the
increase in food intake (El-Aziz, El-Fark, Hassan, & Badawoud, 2014). Another
study on rats reported that when 1% MSG was added to their drinking water, their
food and energy intake remained unchanged (Kondoh & Torii, 2008).

Another hypothesis on the correlation between MSG and obesity is that
umami taste boosts food consumption by flavouring foods, and, as a result, leads
to weight gain by diminishing an individual’s umami taste sensitivity (Brosnan et
al., 2014; Pepino, Finkbeiner, Beauchamp, & Mennella, 2010). In a study, 36
individuals had soups containing different monosodium glutamate concentrations
and no monosodium glutamate and they were asked to provide a hedonic
assessment. They classified soups containing MSG as “nice,” “more delicious,”
and “more satisfying” (Rogers & Blundell, 1990). In another study investigating
the effect of MSG on food intake, the participants first had soups without MSG
and then the same soup with addition of 0.5% MSG, and it was determined that
individuals consumed more the soup with MSG and described it as more delicious
(Yeomans, Gould, Mobini, & Prescott, 2008).

In the study (Pepino et al., 2010), evaluated the umami taste sensitivity of 23
obese individuals and 34 normal-weight individuals and determined that obese
women had approximately twice the MSG threshold than normal-weight
individuals. Additionally, when taste preferences were examined, normal-weight
individuals preferred MSG flavour statistically significantly less.

Moreover, there are five epidemiological studies published in the literature
that examine the correlation between monosodium glutamate intake and obesity
in China, Vietnam, and Thailand (He et al., 2011; He et al., 2008; Hien, Lam,
Khan, Wakita, & Yamamoto, 2013; Insawang et al., 2012; Shi et al., 2010). In a
study conducted in China to demonstrate the effects of MSG on body weight
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growth in humans, 752 healthy people took part. The study enrolled the majority
of participants from those who cooked their meals at home, so that the amount of
MSG added to meals was followed. 82% of the participants added MSG in their
meals and the average daily MSG intake was found to be 0.33 grams. In the study
it was concluded that individuals who added MSG in their diets had more body
weights than those who did not and MSG can be correlated with body weight gain
in humans, regardless of physical activity and overall energy intake (He et al.,
2008).

In another prospective cohort study in China, 10.095 Chinese adults aged 18
to 65 were followed for an average of 5.5 years. Average MSG intakes were found
to be 2.2+1.6 g/dl and there was a correlation between MSG and BMI and 824 of
7192 participants who were normal weight at the beginning of the study became
overweight or obese. Also, it was determined that each 1 g MSG intake increased
the serum leptin concentration by 0.45 ng/ml (He et al., 2011). Another study
conducted on 349 participants in Thailand revealed a correlation between MSG
and body weight and reported that the average MSG consumption was 4.0+2.2
g/day (Insawang et al., 2012). The average consumption of MSG in the
INTERMAP (2008) and CHNS (2011) studies conducted in China was found to
be 0.33+0.40 g/day and It 2.2+1.6g/day, respectively. It should be taken into
account that the large differences in the amount of consumption between studies
reduced the confidence in these studies (VuThiThu et al., 2013).

Consequently, studies conducted to examine the correlation between
monosodium glutamate and obesity have revealed contradictory findings
(Brosnan et al., 2014). Furthermore, as a result of studies, some researchers have
argued that as a result of excessive consumption in humans, blood glutamate
levels do not rise enough to cause a lesion in the brain and since glutamate in the
blood cannot pass through the blood-brain barrier, it cannot cause a lesion in the
brain (Tsai & Huang, 1999). It should be taken into account that many factors,
including biological (metabolism and genetics), behavioural (such as nutrition,
physical activity) and environmental factors, are effective in the formation of
obesity (Brosnan et al., 2014).

2. Conclusion and Recommendations

One of the most commonly used food additives in the world is monosodium
glutamate, which is utilized as a flavour enhancer in foods. Increasing
consumption of monosodium glutamate has led to investigate its effects on health.
Studies that examined the correlation between MSG intake and obesity have
discussed whether or not MSG consumption causes hypothalamus damage; on the
other hand, studies that have demonstrated its effect on hypothalamic lesions and
appetite regulation have been animal experiments in which MSG has been injected
at high doses. Therefore, more comprehensive studies are required in which its
dose and administration method are compatible with the consumption pattern and
number of humans.
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EPIDEMIOLOGY OF OBESITY

According to the World Health Organization, obesity and excessive
weight gain are defined as the risky accumulation of excessive fat. The
existing guidelines of WHO define the normal BMI range for adults between
18.5 and 24.9, while BMI>25kg/m?2 indicates overweight, BMI>30kg/m2
obesity, and BMI>40kg/m2 morbid obesity. While obesity is a multifactorial
disease under the influence of many contributing biological, environmental,
behavioral, and socioeconomic factors, a small subset of individuals with rare
genetic variants involved in developing energy homeostasis is at risk of
severely early-onset obesity (Wabitsch at al. 2022). Obesity is a
multifactorial disease, originating from the energy taken chronically through
diet exceeding the energy consumed. Excess energy is converted to
triglycerides, which are stored in enlarging adipose tissue stores, and thus the
body weight is increased. Studies have shown that obesity is more common
among women and has a negative influence on their quality of life. It also
brings along many systemic, hormonal, reproductive, metabolic, esthetic,
mental, and social problems. Obesity is also accompanied by many problems
like social, psychological, demographic, and health problems. Obesity is
related to increased health risks like diabetes mellitus, hypertension, coronary
artery disease, gallbladder disease, and osteoarthritis. It is one of the
predisposing factors for several malignancies like endometrium, breast, and
colon cancers (Dasikan & Kavlak 2009; Hruby & Hu, 2015).

Obesity is a complex, multifactorial, and preventable disease and affects
one-third of the world population. According to estimations, 38% and 20%
of the adult population will be overweight and obese, respectively, in 2030.
It is also estimated that 85% of the US population will be overweight.
Although the increasing trend in general obesity rate seems to be poised in
the majority of the developed countries, the rate of morbid obesity continues
to rise in most of these countries (Hruby & Hu, 2015).
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OBESITY IN WOMEN

The Effects of Obesity on the Hormonal Cycle and Reproductive
Functions

Female mammals have had a series of evolutional processes to integrate
environmental, nutritional, and hormonal influences, and ensure the maintenance
of reproductive functions under normal conditions against the possibility of a
food shortage. This may be beneficial for people who face nutritional shortages,
but as of today, it may also lead to health problems in mildly overweight and
obese women (Silvestris, De Pergola, Rosania & Loverro, 2018). There is a
strong correlation between energy metabolism and fertility in women. Obesity
and exhausting physical activities may change the profiles of certain hormones
like insulin and adipokines, and thus influence fertility among women (Silvestris,
De Pergola, Rosania & Loverro , 2018).

Obesity is one of the most important health problems among women in
reproductive age and has negative effects on reproductive functions.
Anovulation, menstrual disorders, infertility, difficulties related to assisted
reproductive therapy, abortion, and adverse pregnancy outcomes are the main
reproductive problems related to obesity. As a result of the increased peripheral
aromatization of androgens to estrogens in obese women, the gonadotropin
secretion is negatively affected in obese women. Insulin resistance and
hyperinsulinemia lead to hyperandrogenemia in obese women. The levels of sex
hormone-binding globulin (SHBG), growth hormone (GH), and insulin-like
growth hormone-binding proteins (IGFBP) decrease, and the leptin levels
increase. Consequently, the neuroregulation of the hypothalamic-pituitary-
gonadal (HPG) axis deteriorates. As a result of these changes, obese women are
at risk of delivering newborns with poor health conditions because of impaired
ovulatory functions, lower implantation and pregnancy rates, higher miscarriage
rates, and increased maternal and fetal complications during pregnancy. Obesity
may harm reproductive functions by affecting both the ovaries and endometrium.
In obese women, the levels of luteinizing hormone (LH), androstenedione,
estrone, insulin, triglycerides, and very-low-density lipoproteins are elevated,
and the level of the high-density lipoproteins are decreased. The HPG axis is
deteriorated depending on the changes in the levels of hormones and some
substrates. Therefore, the HPG axis deteriorates, and various gynecological
outcomes emerge (Dag & Dilbaz, 2015). In obese women, the secretion of
gonadotropin is affected, and insulin resistance and hyperinsulinemia lead to
hyperandrogenism. Abdominal obesity stimulates the secretion of androgens by
increasing insulin levels. Anovulatory cycles and subfertility are common in
patients with hyperandrogenism and menstrual cycle anomalies.

Weight loss is recommended for obese women to restore the spontaneous
ovulation (Yanikkerem. 2017). On the other hand, the possible correlation
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between childhood obesity and the age of menarche and adult obesity is under
debate. Obesity at an early age causes irregular and anovulatory cycles in
adolescence and infertility in adulthood (Pasquali & Gambineri 20006).
Furthermore, the increased rates of childhood obesity are correlated with the
carly onset of pubertal maturation. It is suggested that the age of menarche has a
considerable influence on adult obesity. The tendency of girls with early sexual
maturation to become obese in adulthood is higher (Freedman, 2003). Growth
hormone is a lipolytic hormone that stimulates energy consumption. The
deficiency of this hormone causes visceral adiposity and insulin resistance. It is
known that the secretion of growth hormone is decreased in obese adults. Leptin
inhibits the release of neuropeptide Y by affecting the hypothalamus and thus
balances body weight by regulating appetite and energy expenditure. Obesity is
related to the increased plasma levels of leptin (Yanikkerem, 2017).

Adipose Tissue and Adipokines

The white adipose tissue is an important organ, which secrets adipokines
and thus regulates energy hemostasis and metabolism. Adipokines play an
important role in the regulation of several physiological processes like
reproduction, immune reaction, glucose, and lipid metabolism. Adipokines are
cytokines, which are mostly secreted by adipocytes. Leptin, adiponectin, resistin,
visfatin, omentin, and ghrelin are some adipokines which are secreted by the
adipose tissue. Anomalies of adipokines, which are essentially signaling
molecules, may cause inflammation and abnormal cell signaling and
consequently lead to deterioration in cell metabolism and functions. It is known
that the stored energy is required for pubertal development, production of
reproductive hormones and gametes, maintenance of pregnancy and lactation,
and normal function of the reproductive system.

Even though adipose tissue is needed for reproductive functions and normal
development, excessive adipose tissue may cause some disorders related to
puberty, sexual development, and fertility. Excessive white adipose tissue in
women leads to the development of polycystic ovary syndrome and anovulatory
cycles and causes hypothalamic hypogonadism. It was shown in patients with
polycystic ovary syndrome (PCOS) that adipokines like tumor necrosis factor-o
(TNF) increase and useful adipokines like adiponectin decrease. The decrease in
adipokine levels accompanies insulin resistance and type 2 diabetes mellitus. The
leptin levels in plasma and follicles increase with the increase in the BMI score.
Leptin initiates the process of reproductive maturation by acting on the
hypothalamic-pituitary-gonadal axis (Dag & Dilbaz ,2015)

Adiponectin is the most abundant protein in blood circulation and is the only
protein produced by adipose tissue. Unlike other hormones of adipose tissue, it
decreases in cases of weight gain and increases in cases of weight loss.
Adiponectin  stimulates glucose uptake in the liver and decreases
glyceroneogenesis. Consequently, insulin sensitivity deteriorates. Adiponectin
inhibits triglyceride accumulation and improves insulin sensitivity. In the
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absence of adiponectin in obese women, plasma insulin levels increase.
Consequently, elevated levels of insulin lead to hyperandrogenemia (Dag &
Dilbaz, 2015).

Adipokines Soluble in Fat Tissue

Adipokines have an important role in a series of physiological processes
like reproduction, defense system, glucose, and lipid metabolism. Adipose tissue
is considered an endocrine organ, which plays a significant role in the regulation
of many physiological processes like reproduction, immune response, glucose,
and lipid metabolism depending on the secretion of various bioactive cytokines
named adipokines. Adipokines usually take part in metabolic regulation and
inflammatory processes. In recent years, it has been suggested that there is a
correlation between the dysfunction of adipose tissue and infertility
pathophysiology. The maintenance of normal adipokine levels is critical for the
preservation of the integrity of the hypothalamic-pituitary-gonadal axis,
regulation of ovulatory processes, successful embryo implantation, and
physiological pregnancy in general (Silvestris, De Pergola, Rosania & Loverro,
2018). Leptin, adiponectin, resistin, visfatin, omentin, and ghrelin are some
adipokines. Adipokines are signaling molecules (hormones), and their
abnormalities cause inflammation. These abnormalities lead to the deterioration
of cell metabolism and functions due to abnormal cell signaling. It is known that
the decline in the white adipose tissue may have negative effects on reproductive
functions, sexual maturation, pubertal disorders, production of the reproductive
hormones and gametes, pregnancy, and lactation.

Although adipose tissue is necessary for normal reproductive functions,
excessive adipose tissue may lead to certain reproductive problems (Dag &
Dilbaz, 2015; Silvestris, De Pergola, Rosania & Loverro, 2018). Disorders of the
leptin mechanism cause both obesity and infertility, which suggests that it may
be acting as a link between nutrition uptake and reproduction. Excessive
adiposity in women may aggravate polycystic ovary syndrome and ovulatory
dysfunctions and may induce hypothalamic hypogonadism. In addition, the
increased rates of childhood obesity were correlated with early pubertal
maturation and its adverse outcomes (Tong & Xu, 2012).

Excessive adipose tissue aggravates PCOS in women and causes
anovulation and hypothalamic hypogonadism. The levels of some "useful
adipokines" like adiponectin decrease depending on the dysfunction of some
adipokines like tumor necrosis factor (TNF-a) in adipose tissue. It has been
demonstrated that abnormal adipokine levels are associated with insulin
resistance and type 2 diabetes mellitus. Leptin inhibits insulin-mediated ovarian
steroidogenesis by influencing the receptors in the theca and granulosa cells.
Moreover, leptin inhibits estradiol production, which is stimulated by LH from
the granulosa cells. Regulation of the early embryo division and development is
another influence of leptin on reproductive function. As a result of its effects on
the receptors of the theca and granulosa cells, leptin inhibits steroid release from
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ovaries, which are stimulated by insulin.

Leptin's effects on the early cleavage and meiosis and mitosis divisions in
the embryo may explain the fetal losses during early pregnancy (Dag & Dilbaz,
2015).

Visfatin, which is another adipokine, is secreted by several cells and tissues
like adipocytes, lymphocytes, bone marrow, liver and muscle cells, trophoblasts,
and fetal membranes.

Chemerin is also another adipokine, which affects adipocytes and glucose
metabolism. Studies showed that chemerin levels were elevated in patients with
metabolic syndrome, type 2 diabetes mellitus, and PCOS (Celik & Unlii Ségiit,
2019).

OBESITY AND INFERTILITY

Obesity is also related to infertility, difficulties with infertility treatment,
miscarriages, and pregnancy problems. Obesity increases miscarriage risk and
decreases the chance of pregnancy with assisted reproductive techniques (Pasquali
& Gambineri ,2006).

In women, obesity has a strong correlation with miscarriage and fertility.
As obesity changes the follicular structure, it may impair fertility due to
anovulation. Elevated levels of adipose tissue and inflammation, which may
have a negative influence on the development of the oocytes, were demonstrated
in the fluid surrounding oocytes in obese women. The increased BMI score is
associated with increased levels of follicular fluid, insulin, lactate, triglyceride,
and C-reactive protein and decreased levels of sex hormone-binding globulin. It
is known that infertility prevalence was elevated in obese women, who
underwent conception attempts performed with both natural and assisted
reproductive techniques.

Studies have shown that obesity damages reproductive functions,
particularly in early adulthood. In women with BMI>29 kg/m2, infertility risk
increases by 5% for each unit of BMI score. Infertility is a result of follicular
development disorders in ovaries, quantitative and qualitative impairment in
oocytes, and disorders of fertilization, embryonic development, and implantation
(Dag & Dilbaz, 2015).

Under conditions of malnutrition and insufficient energy intake, metabolic
processes may lead to infertility, while infertility problems may emerge in
obesity. Obesity and exhausting physical activities may affect fertility in women
by influencing the profiles of specific hormones like insulin and adipokines.
Furthermore, there is a strong correlation between energy metabolism and
fertility in women (Silvestris, De Pergola, Rosania & Loverro, 2018). It was
reported that women who had applied for infertility treatment were mostly obese
and experienced problems related to anovulation (Vahratian & Smith ,2009).

Obesity is associated with impaired fertility. The elevated estrogen levels
caused by obesity lead to irregular menstruation, anovulatory menstrual cycles,
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the release of oocytes with impaired fertilization potential, or endometrial
anomalies depending on the effects on the hypothalamic-pituitary axis (Gesink
Law, Maclehose & Longnecker ,2007).

In obese women, weight loss is recommended to restore spontaneous
ovulation, while the gonadotropin secretion is affected and insulin resistance and
hyperinsulinism cause hyperandrogenism. In addition, obesity leads to several
problems related to reproduction like anovulation, menstrual disorders,
infertility, difficulties with assisted reproduction, miscarriages, and adverse
pregnancy outcomes (Yanikkerem, 2017).

The discovery of leptin, which is an adipokine released proportionally to
the adipose tissue mass and regulates the body weight, was a revolution in
understanding the mechanisms controlling body weight. It is currently well
elucidated that leptin controls energy consumption of the brain, the
hypothalamus in particular, and balanced nutrition intake and provides the
homeostasis of body weight. The problems related to leptin result in obesity and
infertility. These findings indicate that leptin is associated with nutrient intake
and reproduction. It is believed that fertility is impaired in obese women, and
obesity leads to the emergence of anovulatory cycles or release of oocytes with
impaired fertilization potential and even to endometrial anomalies (Gesink Law,
Maclehose & Longnecker, 2007).

Female gonads are responsible for the production of sex hormones and
oogenesis. These functions of gonads continue from puberty to menopause in
cycles and are regulated by endocrine and paracrine factors, which interact with
several cell types located in the ovaries. Therefore, the dysfunction or
deterioration of these mechanisms may result directly or indirectly in infertility
along with other pathological outcomes.

Another disorder associated with anovulation and obesity is polycystic
ovarian syndrome (PCOS). Approximately 35-60% of patients with PCOS are
obese, and menstrual disorders, anovulation, and infertility are more common
among these patients compared to non-obese women.

Hyperinsulinemia and insulin resistance were observed in many obese or
non-obese PCOS patients. Additionally, some studies reported impaired fertility
in overweight and obese women who had regular menstruation. These findings
show that anovulation is persistent in women with regular menstruation, and
elevated androgen levels have negative effects on endometrium and development
of oocytes. The increased leptin circulation in granulosa and theca cells leads to
infertility. The effects of obesity on anovulation have been clearly demonstrated
in a few studies (Silvestris, De Pergola, Rosania & Loverro, 2018).

Several studies investigated the effects of obesity on infertility. In one study,
it was found that there was no change in the estrogen and progesterone receptors
in the endometrium in women with high BMI scores. However, it was also
determined that the concentrations of endometrial glandular leukemia inhibitory
factor had a negative correlation with BMI (Metwally, Tuckerman, Laird, Ledger
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& Li (2007). Although many obese women can become pregnant, the prevalence
of infertility is high among obese women. Studies showed that the duration of
spontaneous pregnancy was prolonged in obese women. In women with
BMI>29/m2, the potential of becoming pregnant decreases by 5% for every one
unit of BMI score. Obesity leads to infertility as a result of follicular ovarian
insufficiency, quantitative and qualitative decrease in oocyte quality, and
disorders of fertilization, embryonic development, and implantation.

Anovulation is also a result of the effects of hyperinsulinemia, insulin
resistance, and hyperandrogenism on steroidogenesis and the ovaries.

PCOS is also characterized by anovulation, and 35-60% of these women have
obesity, anovulation, menstrual disorders, and infertility. Hyperinsulinemia and
insulin resistance were determined in many PCOS patients. On the other hand,
some women have a low chance of pregnancy, although they have regular
menstruation cycles, because most of these cycles are anovulatory cycles, or the
elevated leptin level in the circulation cause infertility as a result of the negative
effects on the granulosa and theca cells (Dag & Dilbaz, 2015).

Obesity, Hyperandrogenemia, and PCOS

Insulin stimulates the production of estrogen, androgen, and progesterone.
Insulin also stimulates the production of androgens in the theca cells. Another
mechanism leading to hyperandrogenemia is the insulin-like growth factor-1
(IGF-1), which is released by the ovarian tissue. The related receptors are located
on the ovaries. Insulin can bind to IGF-1 receptors in addition to its own
receptors. Furthermore, insulin decreases IGFBP-1 production in the liver and
increases the activity of IGF-1. The secretion of androgen from the theca
interstitial and stromal cells is induced by IGF-1. PCOS is a metabolic disorder
characterized by hyperandrogenemia. The existing data indicate that PCOS is
associated with metabolic disorders like insulin resistance (IR), hyperinsulinism
(HI), impaired glucose tolerance, and obesity. Weight loss in women with PCOS
decreases androgen levels and increases insulin resistance. Hyperinsulinemia
and hyperandrogenemia modify ovarian functions in both obese and non-obese
women (Dag & Dilbaz, 2015).

Obesity and Pregnancy Problems

Obesity has several negative effects on maternal and fetal health before and
during pregnancy.

Obese women have a higher chance of experiencing ovulation dysfunction
due to irregularities in the hypothalamic-pituitary-ovarian axis. Furthermore,
obese women with polycystic ovarian syndrome have a more severe metabolic
and reproductive phenotype. In obese women, fertility is impaired, and the
success rate of assisted reproductive techniques is lower even though the cycles
are regular. Obesity affects oocytes and embryos in the pre-implantation period
as a result of the deteriorated meiotic spindle formation and deteriorated
mitochondrial dynamics and meiotic spindle formation. An excessive increase in
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the free fatty acids leads to toxic effects on the reproductive tissue and causes
cell damage and chronic inflammation. In obesity, the changing adipokine levels,
like occurring with leptin, can affect steroidogenesis and have a direct impact on
the developing embryo.

The impaired endometrial receptivity in obese women may result in
deteriorated stromal decidualization and placental insufficiency. In the obese
population, it may also lead to placenta anomalies, which are distinguished by
higher miscarriage, stillbirth, and preeclampsia rates. These endometrial findings
may explain the low fertility linked to deteriorated receptivity (Broughton &
Moley, 2017).

Although some studies showed that luteal phase defects influenced habitual
miscarriage, in their study, Metwally et al. (2007) did not find any difference in
luteal phase defects between pregnant women with normal body weight and
women with high BMI scores. The endometrium is sensitive to steroid hormones
like estradiol, progesterone, and androgens due to its receptors. It is known that
obesity influences the metabolism of steroid hormones and causes a reduction in
the concentration, particularly, of the steroid-binding globulin. Previous studies
showed that the concentration of the endometrial estrogen receptors increased,
and the concentration of progesterone receptors decreased. However, the results
of the study conducted by Metwally et al. (2007) did not support these previous
findings (Metwally, Tuckerman, Laird, Ledger & Li ,2007).

Fertility was impaired in women, who gained excess weight from the age of
17 years in addition to overweight, obese, and morbidly obese women and has a
negative impact on fertility. In general, our findings indicate that the increased
prevalence in Denmark may have hazardous effects on female fertility (Wise at
al ,2010). Obesity causes excess insulin secretion in addition to insulin
resistance. Hyperinsulinemia is responsible for the decline of the synthesis of sex
hormone-binding globulin and its concentration in the circulation and
stimulation of the production of ovarian androgens. On the other hand, excess
androgen secretion leads to changes in ovarian physiology and related ovulation
disorders. Obesity- associated hyperleptinemia is an additional factor, which has
an important role in anovulation not only through direct impairment of the
ovarian function but also through the induction of insulin resistance. The
increase in androgen levels leads to a change in ovarian physiology and ovulation
dysfunctions. Obesity-associated hyperleptinemia deteriorates ovarian functions
directly and leads to anovulation (Pasquali & Gambineri ,2006).

There is a negative correlation between the BMI score and fertility in
women. Obesity may affect fertility as it causes anovulation and changes in the
follicles before ovulation. Studies conducted with obese women showed that
there were very high levels of fat and inflammation in the fluid surrounding
oocytes, which may negatively affect the development of oocytes. High body
mass index is associated with an increase in the levels of follicular fluid, insulin,
lactate, triglycerides, and C-reactive protein and a decrease in the sex hormone-
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linked globulin levels (Wise at al .2010).

In a study focused on the effects of obesity on miscarriage, it was found the
miscarriage rate was 2 times higher in women with high BMI scores compared
to women with normal BMI scores (Bellver et al. 2003). Obesity may cause
pregnancy losses (miscarriages), development of fetal anomalies, and several
fetal and pregnancy complications along with certain comorbidities.
Furthermore, the duration of implantation is prolonged with the increase in the
BMI score. Studies have shown that obesity delays the opening of the
implantation window depending on its effects on the endometrium (Wise at al
.2010).

In vitro studies have demonstrated that leptin influences the steroidogenic
pathways on the granulosa cells and decreases the estrogen and progesterone
levels, and has a negative effect on the endometrium receptivity and embryo
implantation Silvestris, De Pergola, Rosania & Loverro, 2018) .

In addition to the prevention of pregnancy, the risk of spontaneous abortion
is also increased in obese women. Excessive adipose tissue causes insulin
resistance (IR) and hyperandrogenism as a result of its negative effects on the
neuroendocrine system. This deteriorates the functions of sex hormones. The
changes in the functions of the sex hormones may inhibit follicular development
and implantation. In obese pregnant women, several complications like
gestational diabetes mellitus, urinary tract infections, pyelonephritis,
thromboembolism, pregnancy hypertension, fetal monitoring difficulties,
prolonged delivery, fetal macrosomia, fetal anomalies, birth trauma, bleeding,
respiratory failure, increase in Cesarean section rate, and increase in muscular
tonus may emerge. All these factors lead to more frequently seeking for medical
care, prolonged hospitalization, and increased costs. Moreover, the possibility of
receiving induction and assisted birth aid is increased in obese women due to
prolonged labor and inadequate contractions (Baksh, 2007; Ejder Apay &
Pasinlioglu, 2009).

The risk of preeclampsia increases 3-5 times with the increase in the BMI
score. It has been reported that nulliparous obese pregnant women are at higher
risk of preeclampsia risk compared to multiparous obese pregnant women. The
risk of gestational diabetes mellitus is increased in obese pregnant women as a
result of insulin resistance caused by obesity. In the obese pregnant women
group, the need for intensive care for newborns and postpartum maternal
depression are more common (Baksh, 2007; Ejder Apay & Pasinlioglu, 2009).

Obesity alone is a causal factor for preeclampsia. It has been reported that
nulliparous obese women are at higher risk of preeclampsia and hypertension
than multiparous obese women. Insulin resistance is also more severe in obese
pregnant women compared to non-obese pregnant women. Insulin resistance
increases with the progress of pregnancy. The risk of the development of
gestational diabetes mellitus is 15 times higher in overweight women compared
to normal-weight women. As a result of increased insulin resistance, gestational
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diabetes mellitus is more common among obese women. In diabetic pregnant
women, the pancreas cannot produce sufficient insulin needed for carbohydrate
metabolism. The organism meets its energy need from proteins and fats. The
degradation of proteins leads to negative hydrogen balance, and the degradation
of fats leads to ketosis. These changes increase the risk of hydramnios,
hyperglycemia, fetal macrosomia, intrauterine growth restriction, and the
development of congenital anomalies (Ejder Apay & Pasinlioglu, 2009).

According to the guideline published by ACOG, maternal obesity is
associated with abdominal wall defects, cardiac defects, and many congenital
anomalies. Furthermore, it has been reported that neural tube defects, spina
bifida, cardiovascular, orofacial, and extremity reduction anomalies are 2 times,
cardiovascular and ventricular septum anomalies approximately 1.3 times, and
cleft lip and lip anomalies are 1.2 times more common in obese women compared
to the normal-weight population. It is believed that obesity, increased levels of
triglycerides, insulin, uric acid, and chronic hypoxia might also be responsible
for congenital disorders. Studies have shown that every 1 kg/m?2 increase in the
maternal BMI score increased the neural tube defect (NTD) risk by 7% (Demirer
&Yardimci, 2020).

Obesity and Breastfeeding Problems

Studies showed that obese mothers (BMI>30) were less likely to start
breastfeeding early and tended to discontinue breastfeeding early and
lactogenesis 11 was delayed. The prolactin response to breastfeeding is impaired
in overweight and obese women. All obese women are at risk of prolonged and
difficult delivery, stress during delivery, and cesarean delivery, which delay
lactogenesis (Jevitt, Hernandez & Groér, 2007).

The delay of lactogenesis in obesity has a hormonal origin. As a result of
the increase in the progesterone levels induced by obesity and suppression of
prolactin, which is required for milk production, by the increased progesterone
levels, breastfeeding is delayed. Besides, GDM and insulin resistance, which
accompany maternal obesity, may delay lactation. In a study focused on pregnant
women with GMD, who were under insulin treatment, it was shown that the risk
of the delay of post- delivery lactation was 3.1 times higher in this group of
women compared to women without GDM (Demirer &Y ardimci, 2020).

OBESITY AND FEMALE CANCERS

Obesity has a negative impact on the quality of life of women. The risk of
breast, ovary, and uterus cancers is increased in obese women. Obesity is
strongly correlated particularly with ovarian masses and cancers, which are
mostly diagnosed at late stages.

Obesity causes delays in the diagnosis of ovarian cancer, and the early-stage
findings are overshadowed by obesity.

Many studies have indicated that obesity is an important risk factor for
endometrial cancer. In obese women, the risk of endometrial cancer is increased
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2-5 times in the premenopausal and postmenopausal periods. The changes in the
production of steroid hormones, which are caused by adipose tissue, increase the
proliferation index of the endometrium, and thus cause endometrial hyperplasia
through the induction of mutation in protooncogenes. It has been suggested that
adenocervical cancers might have a correlation with obesity (Jevitt, Hernandez
& Groér, 2007).
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Chapter 5

The Effect of Midwifery Students' Communication Skills

on the Difficulties They Face in a Home Visit

Ebelik Ogrencilerinin Iletisim Becerilerinin Ev Ziyaretinde
Yasadiklan Giicliikler Uzerine Etkisi

Esra BOZHAN TAYHAN!, Secil KOKEN DURGUN?, Seval CAMBAZ
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L24rs. Gor. Manisa Celal Bayar Universitesi Saghk Bilimleri Fakiiltesi Ebelik Boliimii

3Dr. Ogr. Uyesi. Manisa Celal Bayar Universitesi Saglk Bilimleri Fakiiltesi Ebelik
Béliimii, Manisa

ABSTRACT

Aim: This research was planned to examine the effect of midwifery students'
communication skills on the difficulties they experience during home visits.

Materials and Methods: The descriptive study was conducted with
midwifery students of a university (n:212). The data were collected using the
Sociodemographic form and Communication Skills Inventory (CSI). SPSS 15.0
statistical analysis program was used in the analysis.

Results: It was determined that the average age of the students was 21.3+1.6,
35.8% were 4th grade, 46.2% were Anatolian high school graduates; that the most
common difficulties encountered by students during home visits were 54.7% of
the difficulties in finding the address also, the mean total score of CSI was
159.62+18.05, and there was a statistically significant difference between the
variables of high school from which the student graduated, the educational status
of the parents and the CSI scores (p<<0.05). When the difficulties most encountered
by students were compared with their CSI scores, there was a statistically
significant difference between having difficulty finding the address and CSI
scores and also a significant difference between the sociocultural characteristics
of the family and the status of providing education in order to cope with the
difficulties experienced (p<0.05).

Conclusion: Students have certain difficulties during home visits and that
only their communication skills are not effective in experiencing these difficulties.

Keywords: Midwifery students, home visit, communication skills
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GIRIS

Ebelik, bilim ve sanati birlestiren, bilimsel ve etik degerler {izerine
temellenmis profesyonel bir disiplindir (Arslan ve ark., 2008; Cicek, 2009).
Ebenin temel gorevi bireyin, ailenin ve toplumun sagligin1 koruma, yiikseltme ve
siirdiirmedir (Karakaya ve Kogoglu, 2016). Bunun igin, kisinin yasadigi ¢cevredeki
sartlarin olumlu hale getirilmesi ve hastalik etkenleri ile bas etmesi igin
desteklenmesi gerekir. Ciinkii insan ¢evresi ile bir biitlindiir. Saglik hizmetlerinin
amacina ulagmasi i¢in tiim yasantilarin1 gecirdikleri ortamda izlenmesi 6nemlidir.
Bu ise ancak ev ziyaretleri ile miimkiin olmaktadir (Oztek ve Kubilay, 1995). Ev
ziyaretleri hem fiziksel problemlerin hem de ruh saghgi, aile iligkileri ve ev
ortaminin degerlendirilmesi i¢in bir firsat sunmaktadir (Naohiro et al., 2017; Bay
ve Ozerdogan, 2021). Ailenin kendi ortaminda daha rahat olmasindan
yararlanilarak, karsilikli iletisimde bulunulmakta, ailenin tiim bireyleri bir biitiin
olarak gozlenmekte, aile {iiyelerinin birbirleri ile olan iletisimi yerinde
izlenmektedir (Karakaya ve Kogoglu, 2016). Riskli durumlarmm daha kolay
saptanmas1 ve c¢abuk degerlendirilerek daha gergek¢i planlar yapilmasi ev
ziyaretlerinin yararliligini ortaya koymaktadir. Diizenli ev ziyaretleri saglik
sorunlarinin uzun vadeli etkilerle kroniklesmesini dnleyebilmektedir (Yonemoto
et al.,, 2021). Ev ziyareti programlarinin Gzellikle kadinlarin saglik sonuglari
iizerinde dnemli bir etkisinin olabilmesi i¢in, dogum o6ncesi, dogum ve dogum
sonrast siiregte bakimin siirekliliginin olmasi 6nemlidir (Handler et al., 2019).

Ebelik lisans egitiminde O&grenciler sahada ev ziyareti uygulamasi
yapmaktadirlar (Karakaya ve Kogoglu, 2016). Profesyonel meslek hayatinin
baginda olan ebelik Ogrencileri tarafindan gerceklestirilecek ev ziyaretleri
ogrencilere degerli kisisel bir 6grenme deneyimi sunarken, mesleki kimlik
gelisiminin kazanilmasinda da son derece 6nemli bir yere sahiptir (Daglar ve ark.,
2015; Alict ve Emiroglu, 2019). Ev ziyareti ile 6grenci ebeler biitiinciil saglik
bakis agisim1 kazanmaktadir. Ev ziyaretinin 6grenciler i¢in bazi zorluklan da
bulunmaktadir (Ugur ve Catiker, 2019; Yilmaz, 2009; Altay ve Oz, 2016).
Ogrenciler ilk defa farkli kiiltiir ve yapidan bircok insanla iletisim kurmak zorunda
kalmaktadirlar (Go6lbasi, 2003). Bu nedenle ilk ev ziyaretlerine gittikleri giin
tedirginlik, heyecan ve korku hissettikleri saptanmistir (Kalanlar, 2018). Bunun
yaninda Ogrencilerin aile ile iletisim kurmayla ilgili sorunlar yasadiklar1 da
bilinmektedir. Iletisim, giinliik yasam kadar profesyonel mesleklerin hizmet
stirecini etkilemektedir. Ciinkii beden dili ve iletisim tarzi gibi yetkinlikler, bireyin
hizmet alinimini baslatmak veya devam etmek isteyip istemedigini belirlemek
acisindan kiymetlidir (Laurenzi et al., 2019). Bununla birlikte iletisim ve
damsmanlik Ggrencilerin ev ziyaretlerinde en ¢ok yerine getirdikleri
fonksiyonlaridir (Kalanlar, 2018). Etkili iletisim becerisine sahip olan saglik
personelinin, sorunlara daha saglikli bir sekilde ¢oziimler {iretebildigi ve
insanlarla olumlu iliskiler gelistirebildigi géz oniine alindiginda (Ozcan ve ark.,
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2020) iletisim becerilerinin ev ziyaretinde yasanilan sorunlar etkileyebilecegi
sOylenebilir.

Bu arastirma, ebelik boliimii Ogrencilerinin iletisim becerilerinin ev
ziyaretlerinde yasadiklar1 giigliikler tizerine etkisini incelemek amaciyla
yapilmistir.

GEREC VE YONTEM

Aragtirmanin tiirii, yeri ve zamam: Arastirma Ebelik boliimii
Ogrencilerinin iletisim becerilerinin ev ziyaretlerinde yasadiklar1 gili¢liikler
lizerine etkisini incelemek amaciyla planlanan arastirma tanimlayici tiptedir.
Arastirma, Ege Bolgesi’nde bulunan bir devlet tiniversitesinde 01 Mart — 30 Mart
2017 tarihleri arasinda yiiriitiilmiistiir.

Arastirmanin Evren ve Orneklemi: Arastirma evrenini, bir iiniversitenin
Ebelik Bolimii’nde 2.3., ve 4. smifta uygulamali dersler kapsaminda ev
ziyaretlerine ¢ikan 6grencilerinden olusturmustur (N:252). Arastirmada herhangi
bir 6rnekleme yontemi kullanilmamis, evrenin tamamina ulasilmaya calisilmisgtir
(n:212). Aragtirmaya katilim oranm1 %84,1°dir.

Veri Toplama Araglari: Arastirma verilerini toplamak amaciyla
aragtirmacilar tarafindan litaratiir dogrultusunda hazirlanan Sosyodemografik
Form ve lletisim Becerileri Envanteri kullanilmistir. Sosyodemografik Form,
ogrencilerin kisisel bilgilerini ve ev ziyaretleri sirasinda yasadiklar1 iletisim
siireclerini igeren 26 sorudan olusmaktadir. Iletisim Becerileri Envanteri (IBE),
ilk olarak Balc1 (1996) tarafindan gelistirilmis olup madde sayis1 70’tir. Envanter
daha sonra, 500 {niversite 0grencisinden olusan bir 6rnekleme uygulanmus,
yapilan faktdr analizi sonucunda madde sayist 45°e indirilmistir (Ersanli & Balci,
1998). Ersanli ve Balci (1998) tarafindan son hali verilen envanter, likert tipi 45
sorudan olusmaktadir. Envanterin zihinsel, duygusal ve davranigsal agidan
iletisim becerilerini 6lgen ii¢ alt boyutu bulunmaktadir. Her bir boyutu 6l¢en 15
madde vardir. Maddeler, “her zaman”, “genellikle”, “bazen”, “nadiren”, “higbir
zaman” olarak yamtlanmaktadir. Olgekten toplam alinabilecek en yiiksek puan
225, en diisiik puan ise 45°dir. Her bir alt 6l¢ekten alinabilecek en yiiksek puan
75, en diisiik puan ise 15°dir. Bireyin hangi alt 6lgekteki puani yiiksek ise, iletisim
becerisi agisindan o alt boyutta daha iyi oldugu sdylenebilir. Boyutlarda ve genel
(toplam) iletisim becerisinde yiiksek puan, daha yiiksek iletisim becerisine
karsilik gelmektedir.

Verilerin Toplanmasi: Ogrencilere arastirmanin amaci anlatildiktan ve
sozel onamlari alindiktan sonra anket formlar1 dagitilmistir. Formlarin
doldurulmasi yaklasik olarak 10 dakika stirmiistiir.

Istatistiksel Analiz: Verilerin analizi SPSS 15.0 istatistik analiz programryla
say1, ylzde dagilimi, Independent Samples t ve One-Way ANOVA testleri
kullanilarak yapilmistir. Analizlerde dgrencilerin ev ziyareti sirasinda yasanilan
giicliiklerin en sik goriilen ii¢ nedeni ile IBE puanlarinin karsilastirilmustir.
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Arastirmanin Etik Yonii: Arastirma icin Saglik Bilimleri Fakiiltesi
Dekanligindan yazili izin ve arastirmaya katilan 6grencilerin sézel onamlari

almmustir.

BULGULAR

Tablo 1. Ogrencilerin sosyodemografik dzellikleri

Tammlayic 6zellik n %
Yas 21 yas ve alt1 121 57,1
X+SD:21,3+1,6
Min:18 max: 32 22 yas ve listl 91 42,9
2.smf 66 31,1
Simif 3.smif 70 33,0
4. simf 76 35,8
Anadolu lisesi 98 46,2
) Saglik meslek lisesi 34 16,0
Mezun olunan lise Diiz. lise 62 292
Diger meslek liseleri 18 8,5
Annenin egitim Tlkokul ve alt: 140 66,0
durumu Ortaokul 34 16,0
Lise ve lizeri 38 18,0
Babanin egitim Tlkokul ve alt: 96 45,3
durumu Ortaokul 45 21,2
Lise ve tizeri 52 33,5
Gelir giderden az 31 14,6
Gelir diizeyi Gelir gidere denk 165 77,8
Gelir giderden fazla 16 7,5
Aragtirmaya katilan Ogrencilerin yas ortalamast 21,3+1,6 olarak

bulunmustur. Ogrencilerin %31,1°i 2. sinif, %33,0’1 3. smif, %35,8’i 4. siftir.
%46,2’s1 Anadolu lisesi mezunudur. Annelerinin ilkokul ve alt1 egitim alma oran
%66,0, babalarinin ilkokul ve alt1 egitim alma orani ise %45,3’tiir. Ogrencilerin
%77,8’inin gelir diizeyi denktir.
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Tablo 2. Ogrencilerin ilk ev ziyareti dncesi ve sonrasi diisiinceleri

Ozellik n %
; . . Heyecan 152 71,7
Ik ev ziyaretin
gideceginizde Korku 88 41,5
hissettikleriniz Anksiyete o1 24,1
Yetersizlik 61 28.8
Olumlu yo6nde 130 61,3
Ev ziyareti yaptiktan degisti
sonra hissettiklerinizde = Degismedi 75 35,4
degisim olma durumu Olumsuz 7 33
yonde degisti
Ik ziyaret sonrasi Artma 168 79,2
iletisim becerilerinde Azalma 4 1,9
degisim Degisiklik yok 40 18,9
Ik ziyaret sonrasi Artma 162 76,4
ogretim becerilerinde Azalma 4 1,9
degisim Degisiklik yok 46 21,7
IIk ziyaret sonrasi fizik ~ Artma 170 80,2
muayene becerilerinde Azalma 7 33
degisim Degisiklik yok 35 16,5
Ik ziyaret sonrasi Artma 164 77,4
bakim uygulama Azalma 8 3,8
becerilerinde degisim Degisiklik yok 40 18,9
L Artma 165 77,8
11k ziyaret sonrasi
ozgiivende degisim Azal.n?a . 7 33
Degisiklik yok 40 18,9
Ev ziyaretini yararh Evet 120 56,6
bulma durumu Hayir 92 43,4

Tablo 2°de arastirma kapsamindaki Ogrencilerin ilk ev ziyareti Oncesi ve
sonras diisiinceleri incelenmistir. Ogrencilerin %71,7’si ilk ev ziyareti sirasinda
heyecan duydugunu belirtmistir. 1lk  ziyaretin ardindan %61,3’iiniin
hissettiklerinde olumlu yonde degisim yasanmustir. Ik ev ziyaretinin ardindan
%79,2’si iletisim becerilerinde, %76,4’1i 6gretim becerilerinde, %80,2’si fizik
muayene becerilerinde, %77,4’1i bakim uygulama becerilerinde, %77,8’i
ozgiivende artma oldugunu belirtmistir. Ogrencilerin %56,6’s1 ev ziyaretini
yararli bulmaktadir (Tablo 2).
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Tablo 3. Ogrencilerin ev ziyaretinde yasadig1 giigliikler
*Birden fazla yanit verilmistir.

Ozellik n %
Adresi bulmada zorluk 116 54,7
Ziyaret yapilacak mahalle/sokagin Aile 102 48,1
Saglig1 Merkezi’ne uzak olmasi
Giivenliginizi tehdit edecek durumlar 95 44,8
Kabul edilmeme 73 34,4
Yasamlan Ziyaret yapilacak sokak / mahallenin hane 69 32,5
giicliikler = numaralarinin daginik olmasi
Aile ile iletisim kurmada zorluk 47 22,2
Ailenin adresinin tam olarak vermemesi 46 21,7
Ailenin ziyaretten beklentileri ile sizin 34 16,0
beklentilerinizin ayni1 olmamasi
Diger 13 6,1
) . Ev ortaminda egitimi engelleyen faktdrler 132 62,3
Ev ziyareti (televizyon, misafir, ¢ocuklar vb...)
sirasinda Kendinizi egitim igin yetersiz hissetmeniz 69 32,5
planlanan NS .
eitim Egitim igeriginin ailenin beklentilerine uygun 45 21,2
- olmamasi
verilirken Kendinizi ifade etmekte zorlanma 39 18,4
yasanilan e e .
giiliikler Hgvmrlanan egitim i¢eriginin yetersizligi 37 17,5
Diger 24 11,3
Sorunumu ¢evremdeki insanlarla paylastim, 114 53,8
beraber ¢6ziim yollar1 aradim
Bu Ailenin sosyokiiltiirel ozelliklerine gore 107 50,5
giicliikler  egitim verdim
ile bas Kendimi  yetersiz oldugum konularda 101 47,6
edebilmek  gelistirdim
icin Aile ile daha fazla iletisim kurmaya ¢alistim 98 46,2
yapilanlar  Bas edemiyorum 42 19,8
Bas etmek i¢in higbir girisimde bulunmadim 27 12,7
Diger 6 2,8

Tablo 3’te dgrencilerin ev ziyaretinde yasadiklar giigliikler incelenmistir.
Ogrencilerin en sik karsilastign giicliigiin %54,7 orani ile adresi bulmada zorluk
oldugu belirlenmistir. Ardindan ziyaret yapilacak mahalle/sokagin Aile Saglig
Merkezi’ne uzak olmasi (%438,1) ve giivenliginizi tehdit edecek durumlar (%44,8)
gelmektedir. Ziyaret sirasinda planladiklar egitimi verirken en sik yasadiklar
giiclik ise ev ortaminda egitimi engelleyen faktorlerin var olusu (%62,3)
olmustur. Ogrencilerin  %32,5’i kendisini egitim igin yetersi hissederken,
%21,2’s1 egitim igeriginin ailenin beklentileri ile uyusmamasini giigliik olarak
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belirtmektedir. Ogrencilerin yasadiklar1 giicliikler ile nasil bas ettikleri
incelendiginde %53,8’inin sorunu diger insanlar ile paylastigini ve beraber ¢oziim
yollar1 aradiklarini belirtmistir. %50,5°1 ailenin 6zelliklerine gore egitim vererek,
%47,6’s1 yetersiz oldugunu diigiindiigii konularda kendisini gelistirerek bu
giicliikler ile bas ettigini sOylemistir (Tablo 3).

Tablo 4. Ogrencilerin IBE toplam puan ve alt boyut puanlar

Toplam ve alt boyut puanlan

Olgek ve alt

Genel
boyutlari 2.smif (n:66)  3.sif (n:70) 4.sumf (n:76) (n:212)
Olcek
toplam 158,21+12,16  159,82+17,75 160,67+22,26 159,62+18,05
Zihinsel alt
boyut 55,04+7,75 55,54+6,17 56,00+8,04 55,55+6,52

Duygusal
alt boyut 49,57+5,66 49,11£7,90 48,96+8,90 49,20+7,65

Davramssal
alt boyut 53,59+4,59 55,17+6,27 55,71£7,54 54,87+6,35

Arastirma kapsamindaki Ogrencilerin IBE toplam ve alt boyut puan
ortalamalar1 incelendiginde o6grencilerin IBE toplam puan ortalamasimin
159,62+18,05, zihinsel alt boyut puan ortalamasinin 55,55+6,52, duygusal alt
boyut puan ortalamasinin 49,20+7,65, davranigsal alt boyut puan ortalamasinin
ise 54,87+6,35 oldugu bulunmustur (Tablo 4).
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Tablo 5. Ogrencilerin tanimlayici 6zellikleri ile IBE toplam puanlarinin

karsilastirilmasi
Tammlayici ozellik IBE toplam Istatistiksel
n (%) puani Analiz*
(X£SD)
Yas 21 yas ve altt 121 (57,1) 159.2+16.2 =5.655
X+SD:21,34, - 0’ 70
6 Min:18 22 yasg ve Ustii 91 (42,9)  160.1+20.2 ’
max: 32
2.smif 66 (31,1)  158,21£12,16 20332
Simf 3.smif 70 (33,0) 159,82+17,75 p=6 71
4. smmf 76 (35,8) 160,67+22,26 ’
Anadolu lisesi (a) 98 (46,2)  159.9+17.0
S.aghk meslek 34 (16.0) 167.9£19.9 f=4.412
Mezun lisesi (b) ~0.00
olunan lise Diiz lise (¢) 62 (29,2) 154.3+16.2 g ,h b
Diger meslek osthoc=b=¢
liseleri (d) 18 (8,5) 160.1+20.5
Annenin Ilkokul ve alt1 (a) 140 (66,0) 156.4£16.1 6,607
egitim Ortaokul (b) 16594233  p=0,00
durumu 34 (16,0) Post hoc=b>a
Lise ve tizeri (c) 38 (18,0) 165.5£16.7
eBgi';’i‘::l““ flkokul ve altt (a) 96 (453) 1 >+8%15:6 ;;%;%6
durumu Ortaokul (b) 45 (21,2) 162.1£21.0 Post hoc=c>a
Lise ve {izeri (¢) 52(33,5) 164.4+17.7
Gelir giderden az 31 (14,6) 159.9+17.9
Gelir gidere denk 165 (77,8) 158.9+17.2  f=1,121
Gelir diizeyi Gelir giderden p=0,32
16 (7,5) 166.0+£25.0
fazla

*t: independent-samples t testi
f: One-way ANOVA

Tablo 5’te dgrencilerin tanimlayici 6zellikleri ve IBE toplam puanlar
karsilastirlnustir. Yas, simf ve gelir diizeyi degiskenlerinin IBE puanlar ile
arasinda anlamli bir fark olmadigi gorilmistii (p>0,05). Mezun olunan lise,
annenin egitim durumu ve babanin egitim durumu degiskenleri ile IBE puanlar
arasinda istatistiksel olarak anlamli bir fark bulunmustur (p<0,05).
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Tablo 6. Ogrencilerin ev ziyaretinde en fazla karsilastigi giicliikler ile IBE

puanlarinin karsilagtirilmasi

Yasanmilan giicliik IBE toplam | Istatistiksel
puanm (X+SD) | Analiz*
Adresi bulmada Evet | 157,40£16,81 | t:-1,984 p:0,04
zorluk Hayir | 162,31£19,18
Ziyaret yapilacak | Evet | 157,60+15,00 | t:-1,574 p:0,11
mahalle/sokagin Hayir | 161,504+20,36
Yasamlan | Aile Sagligi
giicliikler | Merkezi’ne uzak
olmasi
Giivenliginizi Evet | 161,09£16,90 | t:1,067 p:0,28
tehdit edecek Hayr | 158,43£18,92
durumlar
Ev ortaminda Evet | 158,15+16,25 t:-1,534 p:0,12
egitimi engelleyen | Hayir | 162,06+20,56
faktorler
Ev .
. . (televizyon,
ziyareti .
misafir, cocuklar
sirasinda vb.)
ggi‘t‘;:ﬁ"a“ Kendinizi egitim | Evet | 158,13£17,04 | 0,838 p:0,40
- icin yetersiz Hayir | 160,34+18,53
verilirken . .
yasanilan hl? S §tm§ HIZW. ;
giicliikler Egitim iceriginin | Evet | 158,82+18,44 t:-0,336 p:0,73
ailenin Hayir | 159,84+17,99
beklentilerine
uygun olmamasi
Sorunumu Evet | 159,64+15,06 | t:0,011
cevremdeki Hayir | 159,61+21,08 | p:0,99
insanlarla
paylastim, beraber
Bu ¢ozlim yollar
giicliikler | aradim
ile bas Ailenin Evet | 156,84+14,51 | t:-2,291
edebilmek | sosyokiiltiirel Hayir | 162,46+£20,74 | p:0,02
icin ozelliklerine gore
yapilanlar | egitim verdim
Kendimi yetersiz | Evet | 157,92+14,03 t:-1,315
oldugum Hayir | 161,18+20,99 | p:0,19
konularda
gelistirdim

*independent-samples t testi
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Tablo 6’te dgrencilerin ev ziyaretinde en fazla karsilastigi ii¢ giicliik ile IBE
puanlar1 karsilastirilmistir. Adresi bulmada zorluk yasama ile IBE puanlari
arasinda istatistiksel olarak anlamli bir fark vardir (p<0,05). Ayrica yasanilan
giicliikler ile bas etmek i¢in ailenin sosyokiiltiirel 6zelliklerine gore egitim verme
ile IBE puanlar arasinda da anlamli fark goriilmiistiir (p<0,05).

TARTISMA VE SONUC

Ebelik boliimii lisans egitiminde yer alan birinci basamak saglik hizmetleri
uygulama dersleri kapsaminda yapilan ev ziyaretleri, 6grencilerin farkli bir
ortama girecek olmasi, aileyi tanimaya ve anlamaya ¢alisma, aileyi fiziksel, sosyal
ve psikolojik olarak degerlendirebilme, aile bireylerinin 6grenciye yaklasimu,
yaptiklar ev ziyaretlerinin ders basarilarina etkisi gibi pek ¢ok nedenle 6grenciler
gesitli duygu ve diisiinceler yasamaktadirlar. Bu arastirmada, Ogrenciler ev
ziyareti yapmadan dnce heyecan (%71,7), korku (%41,5), yetersizlik (%28,8) ve
anksiyete (%24,1) hissettiklerini belirtmislerdir. Ev ziyareti sonrasi ise;
%61,3’1iniin hislerinde olumlu yonde degisiklik oldugu goriilmektedir (Tablo 2).
Ugur ve Catiker (2019)’de halk sagligi dersi alan 6grencilerle yapmis olduklar
calismada 6grencilerin benzer duygularla birlikte ise yaradigini hissetme, korku,
heyecan, anksiyete, tedirginlik, endise, kaygi, gilivensizlik, yetersizlik, {iziintii,
degerlilik, mutlu, basarili, 6zgiivenli, meslegin 6nemli oldugunu hissetme, saglik
ekibinin 6nemli iiyesi oldugunu hissetme ve toplum igin yararl igler yaptigin
hissetme gibi duygular yasadigimi belirtmiglerdir. Daglar ve ark. (2017), ev
ziyareti uygulamasinda ebelik 6grencilerinin ilk giinkii kaygi diizeylerini
belirlemek amaciyla yapmig olduklart ¢aligmada Ggrencilerin, orta diizeyde bir
kaygiya sahip olduklarini bulmuslardir. Altay ve Oz (2016) de yapmus olduklari
caligmada Ogrencilerin kendilerini ev ziyareti yapmadan O&nce yetersiz
hissettiklerini, heyecan, korku ve anksiyete yasadiklarii belirtmislerdir. Literatiir
incelendiginde Ogrencilerin ev ziyaretleri Oncesinde yasadiklari duygu ve
diisiincelerin bu ¢alisma ile benzer oldugu, bu duygular1 6grencinin ev ziyaretini
ilk defa yapacak olmasi ve nasil bir aile ile kargilasacak oldugunu ve buna bagli
hangi giicliikler yasayacagimi bilmemesi nedeniyle yasadigi diisiiniilmektedir
(Lundy ve Janes, 2016; Kalanlar 2018).

Ev ziyaretleri 6grencilerin teorik bilgilerini sahada farkli aile ortamlarinda
uygulamaya ve Ogrencilerin verdikleri bakimla kendilerini degerlendirmelerine
firsat verir. Arastirmada ilk ev ziyareti sonrasinda dgrencilerin iletisim (%79,2),
ogretim (%76,4), fizik muayene (%80,2), ve bakim uygulama (%77,4)
becerilerinde ve ozgiivenlerinde (%77,8) artis oldugu saptanmistir. Buna ragmen
ogrencilerin %56,6’smin ev ziyaretlerini yararli buldugu ortaya ¢ikmistir (Tablo
2). Alici ve Emiroglu'nun (2021) hemsirelik 6grencilerinin halk saglig:
hemsireligi dersi kapsaminda yaptiklar1 ev ziyaretlerine iliskin deneyimlerini
inceledikleri arastirmada ilk ev ziyareti sonrasinda 6grencilerin mesleki alanda
memnuniyetlerinin arttigimi, ailelere faydali olduklarinmi hissettiklerini  ve
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uygulamanin kisisel gelisimlerine katki sagladigini saptamuglardir. Altay ve Oz
(2016) tarafindan yapilan aragtirmada &grencilerin %25,3’iiniin anne ve gocuk
iletisimi konusunda becerisinin arttigini, %41,8’inin bireye egitim ve danigmanlik
verebilme konusunda bilgilerinin arttigim1 belirtmistir. Ugur ve Catiker (2019),
arastirmalarinda hemsirelik 6grencilerinin %92,7’sinin ev ziyaretinin mesleki
gelisime katki sagladigini, %64,2’sinin ise ev ziyaretinin aileye katki sagladigini
diigiindiiklerini  belirtmislerdir. Yapilan aragtirmalar ve bu arastirma
kiyaslandiginda ev ziyaretlerinin 6zellikle 6grencileri gerek mesleki gerekse
kisisel alanda gelistirdigi, motive ettigi, Ogrencilerin Ozgiivenlerini artirdig
sOylenebilir.

Birinci basamak saglik hizmetlerinin 6nemli bir basamagi olan ev
ziyaretlerinin lisans derslerinde uygulamasi, Ogrencilerin meslek hayatinda
karsilagabilecegi sorunlar1 énceden deneyimlemesine ve bunlara yonelik ¢oziim
bulmasina olanak tanimaktadir. Bu arastirmada 6grencilerin ev ziyareti igin ilk i¢
sirada yasadig1 giicliikler adres bulmada zorluk (%54,7), ziyaret yapilacak olan
mahalle/sokagin ASM’ye uzak olasi (%48,1) ve kabul edilmeme (%34,4) olarak
saptanmigtir (Tablo 3). Ayrica ev ziyareti sirasinda planlanan egitim / danigmanlik
verilirken en sik yasanilan giigliiklerin basinda ilk li¢ sirada ev ortaminda egitimi
engelleyen televizyon, misafir, ¢cocuklar vb. unsurlarin bulunmasi, 6grencinin
kendisini egitim / damigmanlik verirken yetersiz hissetmesi ve egitim igeriginin
ailenin beklentilerine uygun olmadig1 belirlenmistir. Bu arastirmada yasanilan
giicliiklerle bas edebilmek i¢in Ogrencilerin %53,8’1 sorunu c¢evresindeki
insanlarla paylasarak ¢6ziim yollar1 aradigimi, %50,5°1 ailenin sosyokiiltiirel
Ozelliklerini goz Oniine alarak egitim verdigini, %47,6’s1 yetersiz oldugu
konularda kendini gelistirdigini, %46,2’si aile ile daha fazla iletisim kurmaya
calistigini, %19,8’1 ise bag edemedigini belirtmistir (Tablo 3). Kalanlar (2018)’1n
ders kapsaminda yapilan ev ziyaretleri uygulamasi hakkinda hemsirelik
Ogrencilerinin dislince ve gorlslerini incelemek amaciyla yapmis oldugu
arastirmada, Ogrenciler agisindan ev ziyaretlerinin olumsuz yonlerinin; aileler
tarafindan reddedilme, ailelerin randevu saatlerine uymamasi, yabanci kisilerin
evinde olunmasinin verdigi glivensizlik, ailenin ev ziyaretlerine isteksiz olmasi
oldugunu belirlemistir. Altay ve Oz (2016) de arastirmasinda Ogrencilerin
%49,4’1iniin ziyaret yapilacak aile tarafindan kabulii etkileyen en 6nemli faktoriin
ailenin zaman olarak uygun olmamasi, ilk ev ziyaretinde yasanilan gii¢liiklerin ise
%41,8 oraninda aile tarafindan kabul edilmeme oldugunu belirtmislerdir. Ayrica
ogrencilerin %46,8’inin ev ziyaretinde egitimi yaparken yasanan en Onemli
giicliigiin ev ortaminda televizyon, kiiciik cocuk ve yagl gibi engelleyici faktorler
oldugunu saptamistir. Altay ve Oz (2016) de Ogrencilerin staj boyunca
karsilastiklar1 giicliiklerle bas edebilmek igin %87,3’iiniin kendilerini eksik
gordiikleri konularda gelistirdigini, %51,9’unun ev ziyareti sirasinda
karsilagtiklar giigliikleri arkadaglariyla paylastiklarini tespit etmistir. Karakaya ve
Kogoglu (2016) da ebelik Ogrencilerinin ev ziyaretlerinde karsilastiklar
giicliikleri saptamak amaciyla yapmuis olduklar1 arastirmada ev ziyaretleri
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strasinda dgrencilerin benzer sorunlar yagadiklarini ve bu sorunlar1 benzer sekilde
¢ozmeye caligtiklarini tespit etmislerdir. Bu sonuglara gore 6grencilerin ev
ziyaretleri sirasinda yasadigi zorluklara yonelik ¢oziim {iretmeye calistiklar:
goriilmektedir.

Iletisim becerisi, neredeyse her meslek grubu icin gerekmekte olup insan
iligkilerinin 6n plana ¢iktig1 islerde daha fazla 6nem kazanmaktadir. Bu agidan
bakildiginda farkli mesleki yonelimleri olan kisiler arasinda iletisim becerileri
acisindan farkliliklarin olmasi dogaldir (Toy, 2007). Bu arastirmada ev ziyareti
yapan ebelik béliimii 6grencilerinin IBE genel puan ortalamasinin 159,62+18,05
oldugu ve 6zellikle saglik meslek liselerinden mezun olan ve anne ve babalarinin
ortaokul ve iizeri egitimi olan 6grencilerin IBE puanlarinin daha yiiksek oldugu
tespit edilmistir (p<<0,05) (Tablo 4). Literatiirde tiniversite 6grencilerinin iletisim
becerilerinin degerlendirildigi arastirmalar incelendiginde, Akyurt (2009), bir
liniversitenin 6n lisans programina devam eden 6grencilerinin iletisim becerilerini
inceledigi c¢alismada IBE puamnin 111,62+17,56 oldugunu, Tiirken ve
arkadaslarinin (2016) ebelik 6grencilerinin duygusal zekalari ile iletigsim becerileri
arasindaki iliskiyi inceledikleri arastirmada IBE puanmin 163,06£13,30
oldugunu, Erigiic ve arkadaglarinin (2013) meslek yiiksekokulu &grencilerinin
iletisim becerilerinin degerlendirildigi arastirmasinda IBE puanimin 166,16+15,31
oldugunu, Karakaya ve arkadaglarinin (2021) ebelik lisans &grencilerinin
duygusal zeka ve iletisim becerileri arasindaki iliskinin incelenmesi amaciyla
Iletisim Becerilerini Degerlendirme Olgegini kullanarak yapmis olduklari
arastirmada Ogrencilerin iletisim becerilerinin yiiksek oldugunu bulmuslardir.
Karakaya ve arkadaslarinin (2021) yapmis oldugu arastirmada son sinif ve aile
ortami giiven verici ve demokratik aile yapisina sahip &grencilerin IBO puan
ortalamalariin anlamli derecede yiiksek oldugu, Erigli¢ ve arkadaslarinin yapmis
oldugu arastirmada ise; kadinlarin ve arkadaslarla olan iliskilerde olumlu ve sakin
olan kisilerin IBE puanlarmin daha yiiksek oldugu saptanmistir. Ozcan ve
arkadaslarinin (2020) ebelik boliimii 6grencilerinin iletigsim becerileri diizeylerini
ve iliskili degiskenleri belirlemek amaciyla yapmis olduklar1 arastirmada anne-
baba egitim diizeyleri yiiksek olan ve boliime isteyerek gelen 6grencilerin iletisim
becerileri 6lgegi puanlarinin daha yiiksek oldugu belirlenmistir. Bu arastirmada
literatiir ile benzer sonuglar elde edilmis olup ebelik Ggrencilerinin iletisim
becerilerinin yiiksek olmasinin cinsiyetlerinden ve 6zellikle ebeveynlerinin egitim
durumlan ve aile i¢inde sergilenen olumlu tutumlarin etkisinin oldugu, ayrica
saglik meslek lisesinden mezun olan 6grencilerin daha erken yasta insanlarla
calisilan meslek alanina girmis olmalarinin etkisinin oldugu diisiiniilmektedir.

Ebelik bolimii 6grencilerinin iletisim becerilerinin ev ziyaretlerinde
yasadiklar giigliikler {izerine etkisini incelemek amaciyla yapilan bu arastirmada
adres bulmada zorluk yasamayan ve ailenin sosyokiiltiirel 6zelliklerine gore
egitim vermeyen &grencilerin IBE puaninin yiiksek oldugu belirlenmistir (Tablo
5). Bu sonuglara gore iletisim becerileri iyi olan 6grencilerin aileye ulagsma sorunu
yasamadigin1 ve 0grencinin iletisim becerilerini kullanarak aileye verdigi temel
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bakim ve danismanligin aile i¢in yeterli oldugu diigiiniilmektedir. Ev ziyaretleri;
lisans Ogrencileri i¢in teorik bilgilerini uygulayabilme, 06grencilikten
profesyonellige gecme, profesyonel bilgi ve becerileri sahada kullanma,
gelistirme, karar verebilme, problem ¢ozme, kisiler arasi iligki ve iletisim
becerileri ile kisileri anlama yeteneklerinin gelismesine olanak verir (Altay ve Oz,
2016). Ogrencilerin meslek hayatina atilmadan dnce ev ziyaretlerine katilmasi,
yasadig1 glicliikleri etkili iletisim becerilerini kullanarak iistesinden gelebilmesi,
iletisim alanindaki eksikliklerini fark ederek bu becerilerini gelistirebilmesi
acisindan ¢ok oOnemlidir. Avci ve arkadaglarinin (2012), temel saghk
hizmetlerinde c¢alisan ebelerin iletisim becerilerini incelemek amaciyla yapmis
olduklan arastirmada ebelerin iletisimle ilgili bilgi alma durumlarinin iletigim
becerilerini etkilemis ve bilgi alanlarin iletisim becerilerinin daha yiiksek oldugu
belirlenmistir. Bu durumun da ev ziyaretleri sirasinda verilen bakimin kalitesini
ve aile memnuniyetini artiracagi asikardir.

Sonug olarak dgrencilerin ev ziyaretleri sirasinda belli giigliikler yasadigi ve
bu giiclikklerin yasanmasinda sadece kendi iletisim becerilerinin degil, saglik
calisanlarinin, ailelerin, yasanilan bdlgenin cografi 6zelliklerin ve kdiltiiriiniin de
etkili oldugu diistiniilmektedir. Ayrica 6grencilerin iletisim becerilerine yonelik
kendilerini gelistirmeleri, sadece ev ziyareti uygulamalar i¢in degil kendilerini
daha iyi ifade etmek ve ¢evresiyle olumlu iletisim kurmak, mesleki alanda gerek
meslektaglar1 gerekse bakim verecegi birey ve ailelere kaliteli hizmet sunmak ve
memnuniyeti artirmak i¢in biiyiik 6nem tagimaktadir.
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Chapter 6

Why Is Adolescent Health Important?

Emine CUBUKCU!, Figen YARDIMCI?
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Hatay, Tiirkiye
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Lzmir, Tiirkiye

DEVELOPMENTAL CHARACTERISTICS OF THE
ADOLESCENCE PERIOD

The word adolescent comes from the Latin “adolescere” meaning
development. Stanley Hall introduced into the literature in 1904 (Aytekin-
Ozdemir and Kose, 2019; Sawyer et al., 2018). Adolescence, during which human
beings grow and develop rapidly (Jankauskine and Baceviciene, 2019; M Singh
et al., 2015; Pesken-Akca et al., 2011), is defined as the transition period from
childhood to adulthood (Jankauskine and Baceviciene, 2019; M Singh et al., 2015;
Yesilfidan, 2019) and covers a period when adolescents go through numerous
physical, psychological, biochemical, hormonal, and social changes (WHO,
2022a; Andrews et al., 2021; Best and Ban, 2021; VPN et al., 2018; Dil et al.,
2015; Akcan-Parlaz et al., 2012; Rakhmawati et al., 2021). During this period,
adolescents undergo changes in their cognitive skills, personal traits, abilities,
physiology, and interpersonal relationships (Eftekin, 2015).

The Dictionary of Psychiatry published by the American Psychiatric
Association (APA) defines the adolescence as a chronological period which is
characterized by rapid physical and psychosocial changes and starts with the
sexual and psychosocial development caused by physical and emotional processes
within an uncertain age range and when people gain independence and become
more socially productive (Aytekin-Ozdemir and Kose, 2019).

The World Health Organization (WHO) defines those in the “age group of
10-19 years” as adolescent, those in the “age group of 15-24 years” as young, and
the period covering “the ages of 10-24” as youth period (WHO, 2022a; Aytekin-
Ozdemir and Kose, 2019; Korkmazer et al., 2021; Ozcan and Kirca, 2021). It is
estimated that there are approximately 1.9 billion adolescents worldwide (United
Nations Population Fund [UNFPA], 2022). According to TURKSTAT 2021 data,
the country with the youngest population in Europe is Turkey having a rate of
26.9% (TURKSTAT, 2022).

Adolescence includes three periods as early, middle, and late adolescence.
These periods differ according to behavioral and developmental characteristics.
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The early adolescence period (the age of 11-14 years) refers to the period when
the adolescents respond with pubertal changes and their attachment to their family
decreases and gradually begin to display independent behaviors. Adolescents
grow both physically and cognitively at the same rate. During the middle
adolescence period, which covers the ages of 15-17, peer adjustment is dominant
and domestic conflicts are experienced more. Changes in adolescence are less
questioned, as most of the pubertal changes are ended during this period.
Adolescents accept their developing body and allocate more time for their body
to look more attractive. Their perceptions of abstract concept improve which in
turns leads to the development of a new personality (Kucukoglu and Celebi,
2019).

The late adolescence period, which covers the ages of 18-21, includes the
period of developing adult relationships and taking on these roles. By assuming
some roles and responsibilities, individuals try to move away from their childhood
identities and their family, and to step into the adult world, which means creating
a new identity for themselves. However, during this period, the adolescents calm
down and reconnect to the family (Kucukoglu and Celebi, 2019; Salmela-Aro,
2011).

Physical Growth and Development in Adolescence

Growth refers to the increase in body size and mass as a result of the increase
in cell number and size. Development is defined as both differentiation and
maturation of the biological functions of organs. Being a dynamic process, growth
continues until the end of adolescence. Growth and development are affected by
genetic and environmental (nutrition, living conditions, geographical conditions,
socioeconomic conditions, etc.) factors. Changes occur very rapidly during this
period (Clark et al., 2020; Ozdemir et al., 2016).

Physical changes are characterized by height and weight gain, the
development of secondary sex characters, differences in the amount and
distribution of muscle and fat tissues, and changes in the respiratory and
circulatory systems. The development of secondary sex characters in girls starts
with the development of the breasts and continues with the growth of pubic and
armpit hair and menarche. In boys, the development of secondary sex characters
results in penile and testicular growth, pubic, armpit and facial hair, deepening of
the voice and sperm production. These changes in adolescence cause children in
the same age group to look physically different from each other (Clark et al., 2020;
Ozdemir et al., 2016).

Sexual Development in Adolescence

Physical development, hormonal changes, and sexual maturation which
occur during adolescence coincide with the genital period, which is the last stage
of psychosexual development defined by Freud. The genital period begins with
the secretion of sex hormones and the maturation of the reproductive system.
Freud states that personal development is closely associated with psychosexual
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development. During this period, the libidinal energy returns to the genital organs;
but this time the genital organs gain differently reproductive function. Oral, anal,
and phallic conflicts may occur again in the first years of adolescence. With
increasing sexual knowledge, energy can evolve in other directions. Adolescents
who are shy or confused about their sexual feelings may have difficulty in finding
a way out (Arikan et al., 2018; Kucukoglu and Celebi, 2019).

Cognitive Development in Adolescence

Jean Piaget, examined the changes in the thinking process of adolescents with
the most comprehensive studies (Arikan et al., 2018; Kucukoglu & Celebi, 2019).
Piaget, who defines social cognition as a part of cognitive development in
adolescence, believes that cognitive adjustment in adolescence is significantly
affected by social relations and dialogues with friends (Akcan-Parlaz et al., 2012).
Abstract thinking begins in this period and the solution to a problem is no longer
limited to concrete ways. During this period, the adolescents are able to make
abstract reasoning without seeing the object, criticize thoughts, correct them, form
theories, and better understand the literal meaning of idioms and proverbs, and
make inductive and deductive reasoning. In order for them to achieve abstract
operations, their brain must mature and be in an environment that requires these
operations. In other words, to gain the characteristics of the cognitive development
period, adolescents must be both mature and gain experience a result of their
interaction with their circle (Arikan et al., 2018; Gowers, 2005; Kucukoglu and
Celebi, 2019).

Adolescents encountering a problem first form hypotheses that include actual
or possible situations related to the problem during this period. This situation,
which is defined as hypothetical deduction, is a situation that is observed or is not
limited to realities. With the effect of abstract thinking ability, adolescents start to
be more self-directed during this period. As a result of this, they become unable
to distinguish their thoughts from the thoughts of others. However, they realize
that others have their thoughts, experiences and perspectives, and develops two
types of beliefs. The first of these is called as the imaginary audience and is used
to describe the adolescent's belief that others are constantly focusing their
attention on him or her. Personal fable is the second type of belief specific to this
period. This concept is explained as adolescents seeing their own feelings and
thoughts as special and unique because they feel that they are unique to them
(Arikan et al., 2018; Kucukoglu and Celebi, 2019; Sanders, 2013).

Adolescents begin to make plans for the future with the onset of logical
thinking. Abstract thinking also offers adolescents the opportunity to evaluate
themselves through the eyes of others (Arikan et al., 2018; Kucukoglu and Celebi,
2019).

Emotional Development in Adolescence
They undergo both physical and emotional changes during puberty. Stability
before puberty leaves its place to a complex period in which adolescents go
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through physical and psychological changes rapidly. Their behaviors surprises
others and often themselves. It is difficult to predict their reactions. They become
more emotional-some mature and others become more childish. Their emotional
world exhibits sudden ups and downs-namely falling in love, timidity, shyness,
daydreaming, uneasiness, restlessness, desire to be alone, reluctance to work, and
instantaneous bursts of excitement. Depending on the adolescent's interpretation
and perception of situations, small events can lead to large emotional reactions.
They are always ready to fight, defy or complain about everything. Adolescents
start to show more mature emotional reactions toward the end of this period and
they can stay calm and approach situations more rationally (Kucukoglu and
Celebi, 2019).

Psychosocial Development in Adolescence

Another change that occurs during adolescence is psychosocial development
(Ozdemir et al., 2016). Erikson defines the characteristics of the psychosocial
development period as identity development versus role confusion (Kucukoglu
and Celebi, 2019). Age-specific tasks and behaviors reflecting adult roles are
observed in self-definition. The adolescents gradually become individuals who
adopt social duties, try to live their life on their own, take on responsibilities at the
adult level, and find their own personality by establishing new relations (Ozdemir
etal., 2016). According to Erikson, if the adolescents can successfully manage the
process of gaining an identity during this period, they are able to continue their
life as a self-confident person and become successful. Otherwise, role conflict will
continue in the future periods of the individual's life until this crisis is resolved
(Arikan et al., 2018).

Moral Development in Adolescence

Morality is defined as a system of principles and judgments that regulate the
relationship between people, know the distinction between right and wrong
attitudes and behaviors, and evaluate what is right. Morality, which is one of the
important elements of personality development of the individual, is very important
for both social order and peace as it regulates interpersonal relations. Morality is
also known as a developmental characteristic learned under the influence of the
social environment. Moral development is an important development area in
adolescence. Many moral development theories have tried to explain the moral
development of individuals during their developmental periods. The most well-
known ones of these theories are the psychoanalytic theory, social learning theory,
and Piaget and Kohlberg’s theory of moral development (Kucukoglu and Celebi,
2019).

Spiritual Development in Adolescence

Spirituality is defined within the frame of wisdom, attachment, curiosity, joy,
moral sensitivity, and compassion for adolescents. Adolescents moving towards
independence from their families and other authoritarian structures begin to
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question their parents' ideals and values. Others perceive these values as
unchangeable parts of their lives. Adolescents have to solve this confusion
themselves; however, they need help from their peers or authority while doing
this. For many adolescents, spiritual development is an important part of moral
development and is the process of forming their own religious beliefs and
spirituality. As the adolescents become more intellectually acute, they may begin
to think over religious issues and question their own values and beliefs. For
adolescents, religion and spirituality provide significant positive effects. It has
been reported that adolescents with strong religious beliefs are far from risky
behaviors and tend to display health-promoting behaviors more (Arikan et al.,
2018; Kucukoglu and Celebi, 2019).

RISKY BEHAVIORS DURING ADOLESCENCE

Health status in adolescence determines the health status of individuals in
adulthood (Ghahremani et al., 2021; Sivagurunathan et al., 2015; Underwood et
al., 2020). In fact, this period is the healthiest period of the entire life span (in
terms of psychophysical parameters) and is the period when one-third of the total
disease burden of adulthood is determined (Mastorc et al., 2020). The Centers for
Disease Control and Prevention (CDC) defines risky behaviors as physical
activity problems, irregular diet, alcohol and substance use, sexual life problems,
and behaviors that cause accidents and injuries. Furthermore, adolescent
pregnancies and abortion, reproductive health, exposure to sexual abuse,
contracting sexually transmitted diseases or inadequate living conditions are
considered within the scope of risky behaviors (CDC, 2022a). The World Health
Organization (WHO) has reported that around 2000 more adolescents die from
preventable causes worldwide everyday (WHO, 2022b).

Irregular Life

Adolescents do not feel tired thanks to the energy given by youth, and they
can neglect the rules of regular life that are important for physical and mental
health. These neglects are irregular nutrition, obesity, lack of enough sleeping and
lack of exercising. The rates suggest that obesity is an important problem,
especially in adolescent women (Okanli and Durmaz, 2019). According to WHO
data, in 2020, 39 million children under the age of 5 are overweight or obese. In
2016, more than 340 million children and adolescents aged 5-19 years were
overweight or obese (WHO, 2022c¢).

Violence, Injury, and Suicidal Tendency

Violence is defined as “actions an individual commits against themselves,
others, groups or community for the purposes of physical coercion, use of force
and threats, which will inflict or have a high probability of inflicting injury, death,
psychological harm, deprivation, and developmental disorders (Coskun and
Bebis, 2014; Parlak and Canel, 2021; Okanli and Durmaz, 2019). The high
prevalence of injury and violence among the young population constitutes a
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serious public health problem, especially due to injuries (Han et al., 2019).
Reducing exposure to violence is a global public health priority for promoting
health and well-being, especially among adolescents (Sui et al., 2021). It is
estimated that approximately 1 billion children aged 2-17 worldwide were
exposed to physical, sexual or emotional violence or neglect in the past year
(WHO, 20224d).

Adolescents' desire for freedom, role and identity conflicts, domestic
conflicts of ideas, and efforts to make themselves present in society sometimes
lead to maladaptive attitudes. These attitudes can lead to actions that will result in
injury, violent behaviors and even suicide attempts (Okanli and Durmaz, 2019).
World Health Organization published a report indicating that one out of every
three students aged 11-15 was exposed to bullying in the last month (35% boys,
30% girls), one out of every 3 students aged 13-15 joined in a physical fight (45%
male, 25% female) in the last year; children aged 11-15 who were bullied at school
were 13% less likely to graduate from school; 120 million girls and young women
under the age of 20 were subjected to some form of forced sexual contact (WHO,
2022d). Male adults who were physically and sexually abused during the
childhood are 14 times more likely to inflict physical and sexual intimate partner
violence, and this rate is 16 times higher for females (WHO, 2022d). Although
domestic violence cases are generally examined in terms of violence, the cases of
violence among adolescents are too high to be underestimated (Okanli and
Durmaz, 2019).

Although violent behavior among adolescents emerges as a result of age-
related physiological and psychological effects, it is also known that some
sociological phenomena have an effect. Tendency to violence, which is one of the
dangerous risky behaviors among adolescents, is a situation that negatively affects
the mental development of the adolescent as well as his physical health. The
general health status of young people who are exposed to or perpetrate violence is
perceived as negative and their life satisfaction decreases (Okanli and Durmaz,
2019).

Violence can cause death, and serious injury, disrupt the development of the
brain and nervous system, negative coping and risky health behaviors, unintended
pregnancies, and infectious diseases. Worldwide, approximately 1.1 million
adolescents die each year. The leading causes are traffic accidents, suicide, and
interpersonal violence (WHO, 2022¢). Hasty, unlicensed and drunk driving and
the use of mobile phones while driving are factors associated with road traffic
injuries in adolescent drivers (Sivagurunathan et al., 2015). In the World Health
Organization Global Health Forecasts Report for 2019, deaths due to traffic
accidents rank in first place in boys aged 10-19 and in second place in girls aged
10-14 (WHO, 2022f).

Suicide is one of the leading causes of death worldwide, and about one
million people commit suicide each year. The incidence of suicide attempts peaks
in mid-adolescence and is the third leading cause of death among young people
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between the ages of 10 and 24, with an ever-increasing suicide mortality rate
(Carballo et al., 2020).

Smoking, Alcohol, and Substance Use

The use of cigarettes, alcohol, and illegal substances typically first occurs
during adolescence (Afifi et al., 2020; Gilreath et al., 2014; Nowak et al., 2018).
Adolescents may use substances to imitate adult life, to strengthen the sense of
belonging to a class, reduce stress and get pleasure. Substance use in adolescents
is associated with many conditions such as peer effect, negative family
relationships, presence of psychiatric disorders, low self-esteem, academic failure,
smoking and alcohol use (Squeglia et al., 2019; Oner et al., 2019).

Substance addiction, which comes to the forefront in adolescents due to peer
effect, poses a risk with situations such as having emotional expectations,
emotional weakness, and lack of resiliency (Okanli and Durmaz, 2019; Tim and
Murat, 2019). When compared to alcohol and substance use, smoking is started
more as a result of wannabe among adolescents, and sometimes it can even be
regarded as a sign of belonging to a group. As with all other risky behaviors,
education, communication and directing the adolescents correctly have a great
effect on smoking, alcohol, and substance use (Okanli and Durmaz, 2019).

Sexual Experiences and Sexually Transmitted Diseases

WHO defines sexual health as “positive enrichment and strengthening of
personality, communication and love by considering sexual life as a whole in
terms of physical, spiritual, mental and social aspects”. According to another
definition, sexual health refers to protection from sexually transmitted diseases
(STDs), having a healthy reproductive system, using birth control, preventing
unintended pregnancies, and having positive experiences that are suitable for the
physiology of sexual function in an abuse-free manner (Ozerdogan and Gursoy,
2017).

Physical and hormonal changes experienced during adolescence may
increase the desire of young people to have different sexual experiences. In
particular, tendency toward the opposite sex and insufficient sexual knowledge
can cause adolescents to be exposed to abuse (Okanli and Durmaz, 2019).
Although sexuality is a natural and important part of life, sexual activity that
begins ignorantly during adolescence can sometimes pose a risk to health (Toprak
and Ozceylan, 2020). There is a strong and consistent relationship between
childhood sexual abuse and risky sexual behaviors such as unprotected sex, early
onset sexual activity, sex work, sexual intercourse while using drug or alcohol,
polyamory, and sexually transmitted infections (STIs) (London et al., 2017). The
CDC estimates that youth between the ages of 15 and 24 accounted for almost half
of the 26 million new sexually transmitted infections that occurred in the United
States in 2018 (CDC, 2022b).

Inadequate or misinformation underlies sexual experiences, which is one of
the most important risky behaviors that wear out the individual physically and
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mentally in adolescence (Guclu and Ozerk, 2020; Okanli and Durmaz, 2019). Sex
life, which is still considered taboo today, is one of the ordinary daily routines of
the internet. Adolescents who do not get enough information about the subject
may turn to different risky behaviors by getting wrong information on these issues.
It is very important that adolescents, who will be the parents of the future, are
supported in this sense (Okanli and Durmaz, 2019).

Internet Addiction

The Internet is an important tool in daily life that changes our society,
revolutionizes in communication and enables instant access to information
(Fumero et al., 2018). The Internet has become an indispensable part of both
private and professional functioning for many years; especially adolescents and
developing adults use it as a means of communication, a way of obtaining
information or a form of entertainment (Przepiorka et al., 2019).

Internet addiction generally refers to excessive, obsessive, dependent and
uncontrollable Internet use behavior. It impairs the cognitive functions of
adolescents and leads to maladaptive problems such as decreased academic
achievement, deterioration of psychological well-being and increased
psychosomatic symptoms, and interpersonal problems (Huang et al., 2021;
Malinauskas et al., 2019).

In the literature, it has been reported that variables such as education level,
academic achievement, participation in a regular social activity, reasons for
internet use and family functioning may affect the prevalence of internet addiction
(Celebioglu et al., 2020; Karki et al., 2021; Yar et al., 2019) and internet addiction
can also cause undesirable situations such as low self-esteem and suicide (Karki
at al., 2021) and obesity (Arafa et al., 2020; Bozkurt et al., 2017; Li et al., 2019).

Adolescents spend an average of 7 hours and 22 minutes per day on the
Internet doing various activities (e.g. games, social media, videos) (Bickham,
2021). And this rate shows an addiction in 11.6-19.8% of adolescents. In the last
decade, the frequency of internet use among adolescents has increased
significantly. While 93% of adolescents aged 12-17 in the United States, 93% in
Japan, 71.8% in China, and 74.5% in India use Internet, prevalence of Internet
addiction among high school students is 22.2%. This rate is 25.5% in Iran, 25.5%
in India, 18.05% in Tunisia, 10.6% in Taiwan, and 7.92% in Turkey (Celebioglu
et al., 2020). Therefore, internet addiction is a novel and growing public health
problem (Dalamaria et al., 2020).

One of the most important problems caused by internet addiction is the
disturbed sleep-wake circadian rhythm (Celebioglu et al., 2020). Within the last
few years, electronic devices have become increasingly lighter and more portable.
That, in turn, encourages people to use them whilst in bed. (Celebioglu et al.,
2020; Karki et al., 2021). Mechanisms for using electronic devices in bed impair
sleep through cognitive, emotional, or physiological stimuli. While exposure to
bright light causes changes in sleep onset, short wavelengths emitted from
electronic devices in particular cause phase delays that postpone the onset of sleep
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(Celebioglu et al., 2020; Park et al., 2018). These and similar factors cause
adolescents to sleep late and need more time to fall asleep, increase the number of
waking up at night (Karki et al.,, 2021; Park et al., 2018; Tan et al., 2016;
Tereshchenko et al., 2021), lead to sleepiness during the daytime (Park et al.,
2018; Tan et al., 2016; Tereshchenko et al., 2021) and increase fatigue when
awake during the day (Tan et al., 2016).

Risky health behaviors, which are common in adolescence, should be
considered a public health priority considering their relationship with chronic
diseases and quality of life in adulthood (Yildirim-Sisman and Arslan-Cakir,
2021). Adolescents, who will form the societies and parents of the future, will
affect both themselves and the country's resources (Dil et al., 2015; Sumen &
Oncel, 2017). Since the level of health in societies is measured by the ratio of
healthy individuals, it is important for adolescents to acquire behavioral patterns
that will improve their health as well as recognizing risk factors in adopting
negative lifestyle behaviors that can harm both themselves and others (Fleary et
al., 2018; Sumen and Oncel, 2017).

ADOLESCENT HEALTH PROMOTION: A HEALTHY LIFESTYLE

The concept of health promotion is defined as a process that enables
individuals to increase their control over their health in order to promote their
health. The concept also focuses on improving the abilities and skills of
individuals, as well as changing the environmental, social and economic
conditions that affect the health of individuals and communities. Health behavior
includes activities that individuals believe to be good and practice to improve
health, and reduce or prevent diseases. When we examine risky health behaviors
and healthy lifestyle behaviors, the health promotion policies and programs
become more and more important. Interventions to develop healthy lifestyle
behaviors take priority in the programs designed to prevent risky health behaviors
of adolescents (Ersin and Eroglu, 2019).

Healthy Lifestyle Behaviors

Healthy lifestyle behaviors are expressed as a combination of evaluations
made for adequate and balanced nutrition, regular physical activity, health
responsibility, interpersonal support, stress management and hygiene measures
(Altinkurek and Ozcoban, 2020; Baydar-Arican, 2021; Cihangiroglu and Deveci,
2011; Ersin and Eroglu, 2019). While a balanced diet refers to the individual's
regular meal habits and consumption of healthy foods, spiritual development
provides the opportunity to gain new experiences, inner peace and positive
emotions. While the individuals gain the habits of being healthy in their life with
physical activity and exercise, they also strengthen both their interpersonal
relationships and his communication and interaction with himself and his
environment. Stress management, on the other hand, enables individuals to gain
the ability to cope with the difficulties they encounter in their social lives (Baydar-
Arican, 2021).
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Health Promotion Strategies and Recommendations for Adolescents

Empowerment approaches at individual, institutional and societal levels are
important approaches that shape health promotion practices (Ersin and Eroglu,
2019).

Strengthening the Individual

Increasing the control over their health in the realization of health promotion
behaviors by adolescents will both enhance the quality of life of adolescents and
enable them to exhibit positive behaviors (Ersin and Eroglu, 2019; Simsek, 2013).
At the individual level, routine vaccinations can contribute to the prevention of
infectious diseases. Comprehensive sexuality education and the promotion and
distribution of condoms can contribute to the prevention of unintended
pregnancies and sexually transmitted diseases, including HIV. Adolescents'
school enrollment and attendance can contribute to a range of positive health
outcomes (WHO, 2022g).

Strengthening The Society

Strengthening the society refers to taking action to identify the health
problems, reveal their causes and eliminate these causes in order to change the life
and environment of the society, and it is also one of the health promotion tools
with proven effectiveness in order to solve the local health problems of the society
(Ersin and Eroglu, 2019; Simsek 2013). Sanitation, preventing violence, reducing
air pollution, preventing respiratory tract diseases, preventing adolescent
pregnancies and marriages, bullying, reducing access to firearms and preventing
suicide contribute to the strengthening of societies (WHO, 2022g).

Strengthening the Health System

Strengthening the health system refers to establishing a health system in
which all members of the society, especially vulnerable and at-risk groups, can
access health services, adequate number of personnel are employed, the
participation mechanisms of the society are well established, reasonably financed
and leadership skills are improved (Ersin and Eroglu, 2019; Simsek, 2013).
Accessibility to the health system should be ensured at the stage of gaining health
behaviors in promoting the health of adolescents (Ersin and Eroglu, 2019).

Capacity Building
Capacity building is expressed as producing information that will promote
health, developing skills and improving leadership. It is very important for

adolescents to gain knowledge and skills about risky health behaviors and healthy
lifestyle behaviors for health promotion (Ersin and Eroglu, 2019; Simsek, 2013).

Intersectoral Collaboration

It is necessary to establish cooperation with different sectors in order to
increase the health levels of societies (Ozkan, 2018). As a member of society,
intersectoral cooperation is required to prevent negative behaviors that may occur
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in the rapid change process of adolescents and to gain health promotion behaviors
(Ersin and Eroglu, 2019; Simsek, 2013).

Participation Process

It is necessary to define the purpose of the participation of adolescents, use
an appropriate method, create a theoretical framework, choose age-appropriate
activities, choose an appropriate/correct study area, provide nutritional support
when necessary, and make materials available. It is also important to make the
materials, which will enable the acquisition of health promotion behaviors,
available. Including the health personnel in the interventions will be beneficial in
the realization of the behavior. In addition, defining the differences between
adolescents in the stage of ensuring participation gives direction to the initiatives.
Minimizing environmental pressure, obtaining consent from adolescents, defining
that there is no legal obstacle, and using existing tools and equipment positively
affect participation in health promotion behaviors (Ersin and Eroglu, 2019).

In the Implementation Phase of the Participation Process; In order to gain
health promotion behavior, it is necessary to introduce all desired participants, to
make adolescents feel that they are a part of the team, and to define the differences
within the group that are intended to gain health promotion behaviors. In addition,
stress factors and obstacles that may occur during the acquisition of these
behaviors should be defined. Targets should be determined together with the
adolescents and the importance of cooperation should be explained, but it should
be stated that they are not the sole responsible. In addition, decisions should be
taken together with adolescents, their participation priorities should be considered,
their latest trends should be determined, an understandable language should be
used, and adolescents should be allowed to use the relevant social communication
networks as much as possible, they should be encouraged about creativity and
they should be active in participation at these stages (Ersin and Eroglu, 2019).

At the Ending Stage of the Participation Process; adolescents should be
encouraged, the participation of the adolescents should be accepted, privacy
should be ensured, experiences should be shared and conclusion-oriented
suggestions should be made (Ersin and Eroglu, 2019).

The Role of Healthcare Personnel in Promoting Adolescent Health

It is necessary to regulate environmental conditions, bring an adequate and
balanced diet habit to adolescents through a decent nutrition training and
opportunity, protect them from infectious diseases, detect and meet their needs
spiritually and socially, and value them as an individual so that adolescent health
is promoted through an interdisciplinary health approach (Saglan & Bilge, 2018).
By means of health education provided by healthcare professionals, individuals
develop positive health behaviors and go through changes in their health attitude
and behavior with this awareness. It is therefore important that healthcare
professionals support adolescents and their families, organize training programs

67



and evaluate the results of the training given. Adolescents are also attending
school. If the collective living areas can be transformed into opportunities,
adolescents avoid risky health behavior and gain information, positive attitudes
and behaviors on health issues through an effective school health program. For
this reason, healthcare professionals, especially nurses, have a key place in
maintaining school health services (Ersin and Eroglu, 2019).

Adolescents should be provided with education and counselling on risky
health behaviors/health promotion behaviors, including family and school
personnel (Bebis et al., 2015). Problem-solving and coping training to be given to
adolescents has a positive effect on health promotion. For this reason, the
continuity of training on these issues should be ensured. Since the adolescents’
perception of health may change as a result of risk prevention training, these
programs should be increased and healthcare professionals should make
interventions to increase the awareness of adolescents and society on this issue
(Ersin and Eroglu, 2019).

Consequently, the adolescence is a period which constitutes an important part
of school age. During this period, adolescents go through physical and
psychological changes accompanied by confusion and have increased feelings of
freedom and responsibility. The extent to which the adolescents can cope with the
pressures they are exposed to during this period is associated with their social
environment (Saglan and Bilge, 2018). During this period, families generally
focus on the academic success of adolescents and may delay their problems related
to healthy lifestyle behaviors and risky health behaviors aimed at promoting their
health. For this reason, the needs of adolescents should be determined
accurately/actually in cooperation with individuals, families, school personnel and
health personnel within the framework of a state policy in promoting the health of
adolescents. Based on these identified needs, interventions should be planned,
implemented, evaluated and monitored regularly in line with programs that will
ensure the participation of adolescents (Ersin and Eroglu, 2019).
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Chapter 7
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Abstract

Diabetes is one of the most common chronic diseases and has multiple
complications that can result in death. Diabetes management is very important to
prevent complications. Individuals with diabetes should provide their own
management after the training they receive. However, in many cases, the patient
may need help in diabetes care or may not be able to go to the hospital controls
on time in cases such as pandemics. At this stage, the use of technology in recent
years has been involved in diabetes care with its developments in this direction.
The use of technology in the care of diabetes patients starts with web-based
applications and continues to mobile applications. In particular, artificial
intelligence, one of these technologies, has been widely used in diabetes care and
treatment in recent years. It is used not only in maintenance or management, but
also in diagnosis of complications and risk analysis. This review includes
information from the definition of artificial intelligence to examples of its use in
diabetes.

Giris

Uluslararas1 Diyabet Federasyonu (IDF) bildirgesine gore, 20 ila 79 yas
arasinda 463 milyon kisi diyabet tanis1 almistir. Ayrica 374 milyon Kkisinin
bozulmus glikoz toleranst bulunmaktadir. Her 2 kisiden 1'ine diyabet tanisi
konulamadigi i¢in yonetimi gecikmekte ve kiiresel saglik harcamalarinin %10
diyabet hastalig1 i¢in harcanmaktadir (1). Bu harcamalarin bircogu diyabetin
komplikasyonlarinin sonucudur. Harcamalar, yalniz hizli tedaviye baslama ile
degil diyabetin onlenmesi ve zamaninda tani konulmasi ile azaltilabilir. Bu
dogrultuda teknolojinin sagladigi imkanlar ile son zamanlarda oldukca sik olarak
yapay zeka (Al) teknolojisi uygulanmaktadir (2). Yapay zeka, bilgisayarlarin
normalde insan zekasi gerektiren gorevleri yerine getiren bir ara¢ olarak
tanimlanabilir. Diyabet, kronik, yaygin goriilen ve veri agisindan zengin, ¢esitli
potansiyel sonuglar olan bir hastalik olmasiyla yapay zekaya entegrasyonu kolay
ve verimli bir zemindir (3). Yapay zeka diyabet bakiminda dort temel alanda
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yaygin olarak kullanilmaktadir. Bu alanlar otomatik retina taramasi, klinik karar
destegi, tahmine dayali risk siniflandirmasi ve hastanin kendi kendine yonetim
araglaridir (2). Son on yilda diyabet yonetimi, siirekli glikoz izleme ve insiilin
pompasi verilerinin eklenmesiyle doniistiiriilmiistiir. Daha yakin zamanlarda, kalp
atis hizi, uyku saatleri, atilan adim sayis1 ve hareket gibi ¢ok ¢esitli islevler ve
fizyolojik degiskenler, bileklikler veya saatler araciligiyla kullanilabilir hale
gelmistir (4). Baz1 yapay zeka uygulamalari onay almaya baslamistir. Ornegin,
FDA, retinopati teshisi i¢in akilli telefon tabanli bir Al algoritmasinin kullanimim
ilk kez onaylamistir (5). Amerikan Diyabet Birligi (ADA), diyabetik retinopati ve
makula Odeminin saptanmasi i¢in otonom yapay zekanin kullanimimi kabul
etmistir (1).

Yapay Zeka

Yapay zeka, gorsel algi, konugma tanima, karar verme ve diller arasi geviri
yapabilme gibi insan zekasini kullanarak verilen gérevleri yerine getirebilen sanal
sistemlerin teorisi ve gelistirilmesi olarak tanimlanmaktadir (6). Algi, gérme,
konusma, dokunma, koku ve tat seklinde A'ya girdi olugturmaktadir (3). Makine
Ogrenimi ise sistemlere agik¢a programlanmadan deneyimlerden otomatik olarak
Ogrenme ve iyilestirme yetenegi saglayan yapay zekénin alt stniflandirmasidir.
Makine Ogrenimi (ML) denetlenebilir, denetimsiz, yar1 denetimli veya takviye
tabanli olabilir. Derin 6grenme makinesi, tekrarlayan sinir aglarin1 kullanarak
insan beyninin yapisini simiile ederek insan zekasini taklit etmeye calisir (6).
Makine 6grenimi, veriler i¢indeki iliskileri bulur. Cok sayida, dogrusal olmayan
iligkilerle ¢ok biiyiik veri kiimelerini modelleyebilen makine 6grenimi teknikleri
mevcuttur. Ornegin, bir "sinir ag1", verileri insan beynine benzer, birbirine bagh
cok sayida néronu temsil eder; bu nedenle, bu tiir modeller, ¢cok sayida farkli bilgi
kaynagimi entegre ederek ve Kkisisellestirilmis bir ¢6ziim saglayarak klinik
sorunlara bir klinisyene benzer sekilde hastaya yaklasabilir (7). Yapay zeka
algoritmalarinin uygulanmasi, yiiksek diizeyde teknik ve uzmanlik gerektirmesine
karsin teknoloji endiistrisinin 6nemli bir pargasi olup biiyiik ilerleme kaydetmistir
(8). ML, saglik sisteminde verimliligi artirabilir ve tedavi maliyetini diisiirebilir.
Diyabet bakiminda dijital destek olusturmak icin ¢esitli ML teknikleri
kullanilmaktadir. Bunlar arasinda Destek Vektor Makinesi (SVM), Karar Agaci
(DT), Rastgele Orman (RF), Siniflandirma ve Regresyon Agaclari, Lojistik
Regresyon (LR) k-En Yakin Komsu (KNN), Sinir Ag1, K-Ortalama, Daha iyi
diyabet bakimu igin Ilke Bilesen Analizi (PCA) tabanli algoritmadir (9).

Diyabette Yapay Zeka Kullamimi

Temel olarak ML iki Ogrenme kategorisi vardir, diyabet tanisinin
konulmasinda ve tedavisinde en 6nemli etkileri yapan denetimli ve denetimsiz
ogrenme teknikleri kullanilmaktadir. Denetimli 6grenme algoritmalari, tahmin
icin dogrudan geri bildirim alir. Denetimli 6grenme, siniflandirma ve regresyon
yontemlerinde kategorize edilebilir. KNN, DT, SVM, LR, Yapay Sinir Agt
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(ANN), Naive Bayes (NB) vb. bazi popiiler denetimli 6grenme algoritmalaridir.
Siiflandirma tekniklerinin temel amaci, hastalarda diyabet olasiligin1 maksimum
dogrulukla tespit etmek ve tahmin etmektir. Denetimsiz 6grenme algoritmalari,
tahmin i¢in herhangi bir geri bildirim almaz. Bu 6grenme, verilerdeki gizli
kaliplar1 bulur. Denetimsiz ML'de iki basit kavram, yani Temel Bilesen Analizi
(PCA) ve kiime analizi kullanilir. PCA'lar, kovaryans matrisi, 6zdegerler ve
0zvektorler kullanarak son derece iliskili 6zellikleri ortadan kaldirir. K-Mean, Self
Organized Model (SOM), PCA ve LDA vb. baz1 iyi bilinen denetimsiz 6grenme
algoritmalaridir. K-ortalama kiimeleme algoritmasi, 6n isleme adimlar ve aykiri
deger tespiti olarak uygulanir (9). Al uygulamalarinin diyabet bakimini 4 ana alam
hedeflemektedir. Bunlar; Otomatik retina taramasi, klinik karar destegi, tahmine
dayali risk siniflandirmasi ve kendi kendine yonetim araglaridir (10).

Otomatik Retina Taramasi

Diyabetli bireylerde yasla birlikte makula dejenerasyonu, katarakt, glokom
ve diyabetik retinopati dahil olmak iizere c¢ok sayida goz komplikasyonu
gelismektedir. Diyabetik retinopati kiiresel olarak onde gelen korliik nedenidir.
Erken teshis ve tedavi diyabetik retinopatiye bagli korligii onlemenin Kkilit
noktasidir. Erken tarama ve gerekli miidahaleler i¢in oftalmoloji uzmanligina
erisim yetersiz kalabilmektedir. Bu dogrultuda otomatiklestirilmis yiiksek
hassasiyetli bir sistem talebi dogmustur (3). Diyabetik retinopati tanisin
otomatiklestirmek igin derin 6grenme algoritmalar gelistirilmistir. Yapay zeka
tabanli retina taramasi, diyabetik retinopatinin saptanmasi ve izlenmesi icin
uygulanabilir ve kabul gérmiis bir yontemdir. Konvoliisyonel Sinir Aglar1 (CNN),
kanamalar i¢in lezyona 6zgii olasilik haritalari olusturmak iizere sinirli veri setleri
iizerinde egitilmistir (2). Sistem islevi, genis bir goriinti seti ile egitildi ve
ardindan yiiksek 6zgiilliik icin secilen bir ¢alisma noktasindan ve ¢ok yiiksek
puanlar elde etmek i¢in yiiksek hassasiyet icin ikinci bir ¢aligma noktasindan
degerlendirildi (4). Mekanize tarama icin kalici memnuniyet yiiksektir (11).
Digital Diagnostics Inc. tarafindan gelistirilen ve 2018 yilinda FDA tarafindan
klinik deneylerde yiiksek tan1 performansi ile onaylanan cihaz IDx-DR’ dir (12).

Klinik Karar Destegi

Farkl1 yapay zeka yaklasimlarini kullanan ¢ok sayida galisma, siirekli glukoz
izleme (CGM) verilerine dayali olarak insiilin inflizyon hizlarim
otomatiklestirmeye ve ayrica insiilin bolus dozu 6nermeye ¢alismistir. Yaklasan
hipoglisemi veya hiperglisemi tahmini, CGM verilerine dayanarak tahmin
edilebilir. Bu yaklagim halihazirda ticari kullanimdadir (6). Tip 2 diyabetli
hastalarda insiilin baslangicindan sonra kisa ve uzun vadeli HbAlc yanitini
tahmin etmek i¢in denetimli makine 6grenimi tabanli klinik karar destek araclari
gelistirilmigtir. Bu araglar aym1 zamanda bir hastanin HbAlc yanitim
etkileyebilecek klinik degiskenleri tanimlamaya da yardime1 olur (2). Bilgisayar
temelli hekim ile iletisim, ilaca uyum takip etmek, diyabete bagli hastaneye yatma
riskini 6ngérmek icin gelistirilmistir (11). Radyoloji, patoloji ve oftalmoloji gibi
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veri yogun uzmanliklarinda tan1 konulabilmesi igin karar destek sistemlerine
basariyla dahil edilmistir. Klinik karar desteginde Al kullaniminda triyaj igin
kullanilan bir algoritma yiiksek diizeyde ayirt edici olmasi gerekirken mortalite
veya komplikasyon risklerini ongoren bir algoritmanin her hasta icin yiiksek
diizeyde ayirt edici olmali, dogru ve kesin karar saglamalidir (13). FDA'nin 2018
yilinda onayladigr DreaMed Diabetes, Ltd. tarafindan gelistirilen Advisor Pro
siirekli glikoz izleme (CGM) ve kan sekerinin kendi kendini izlemesi (SMBGQG) ile
elde edilen verileri bulut sunucusuna gonderir ve yapay zeka ile insiilin doz
ayarlamalar1 uzaktan yapilabilmektedir (12).

Tahmine Dayal Risk Simiflandirmasi

Yapay zeka ile tahmin dncesinde diyabet risk faktorlerine sahip istatistikler
kullanilarak bir¢ok diyabet baslangi¢ tahmin modeli olusturulmustur. Abbasi et
al. Lojistik regresyon, Cox orantisal tehlike modeli veya Weibull dagilim analizi
gibi istatistiksel modellerin diyabet tanisi almayan bireylerde 5 ila 10 yil i¢inde
diyabetin baslangicim1 6ngdérmede yararli olabilmektedir. Makine 6grenimi,
geleneksel istatistik modellerinden daha fazla tahmin performansini en iist diizeye
¢ikarabilmek i¢in umut vadetmektedir (12). Genetik ve klinik verilere dayali
olarak, diyabetin ortaya ¢ikma riskini belirlemek i¢in algoritmalar kullanilmistir
(6). Veri madenciligi teknikleri, diyabet risk faktorlerini arastirmak icin siklikla
kullanilmaktadir. Lojistik regresyon, yapay sinir ag1 ve karar agaci gibi makine
ogrenme yontemleride kullanilmaktadir (14). Elektronik saglik kaydi verilerine
dayanarak, belirli algoritmalar doktorlar1 diyabet tanisinin goézden kagirilma
olasiligina kars1 uyarabilir. Biiylik 6lciide yapay pankreas sistemiyle ilgilidir (6).
Yapay zeka yontemlerinden makine Ogrenimini kullanan saglik hizmeti Oneri
sistemi (HRS), hastanin yasam tarzini, fiziksel, zihinsel durumunu ve sosyal ag
faaliyetlerini analiz ederek diyabet dahil hastalik riskini tahmin etmektedir. Bu
sistemde diyabeti yliksek dogrulukla tahmin etmek igin karar agaci, rastgele
orman ve sinir aglart kullamilmigtir. Diyabetli bireylerde komplikasyon riski
gelisme tahminleri icin biiylik veri analitiginden yararlanilarak tahmine dayali
modeller olusturulmustur. Bu tiir birgok model, diyabetin hem kronik hem de akut
komplikasyonlarinin gelisimini tahmin etmektedir (2).

Kendi Kendine Yonetim Araglar:

Kendi kendine yonetim, diyabet tedavisinin anahtaridir (11). Kendi kendine
yonetim araglari uzun zamandir diyabet hastalarinin kullandigi yontemdir.
Ornegin SMBG ile kan sekeri aktif olarak &lgiilerek gesitli biyometrik verileri
bireyler kendi kendilerine kontrol etmektedirler. Yapay zeka ile hastanin kendi
kendini yonetimi biyometrik verileri yorumlar ve hastanin kan sekeri kontroliinii
iyilestirmek icin doktora uyar1 verir. Medtronic tarafindan iiretilen Guardian
Connect Sistemi, bu islevsellige sahiptir. Bu sistem CGM'ye dayali, akilli telefon
uygulamasina sahip bir teknolojidir. Ayrica 2018 yilinda FDA tarafindan
onaylanmistir. CGM verilerine dayanarak 1 saat dnceden hipoglisemiyi tahmin
ederek hastay1 uyarmaktadir (12). Diger kendi kendine yonetim araclar1 diyabet
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farkindalik sistemleri, web tabanli programlar ve akilli telefon uygulamalaridir
(2). Sik olarak hastalarin gida kalitesini ve kalori tahminini degerlendirmesine
mobil uygulamalar kullanilmustir. Hastalar diyet yonetimini kendileri
sagladigindan diyabet bakimindaki sorumluluklart da artmis olur (11).

Sonu¢

Diyabette yapay zeka kullammmi giin gectikge daha da artarak devam
etmektedir. En eskiye dayanan yontem, yapay zekanmm dogusu; diyabetli
bireylerin kendi kendine yonetim araglaridir. CGM ile baslayan bu gelisme, web
tabanli uygulamalar, mobil uygulamalar seklinde ilerleyerek devam etmistir.
Diinya niifusunda diyabet goriillme sikligi ve diyabete bagli komplikasyonla
kargilagsma olasiligi da artmaktadir. Mortalite ve morbitenin 6nlenmesi igin yapay
zeka teknolojisi ile onceden risk simiflamasi yapilmasi, klinik karar destegi
saglanmas1 gelecekte saglik giderlerini azaltacak ve verimliligi, memnuniyeti
artiracaktir.
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INTRODUCTION

CONCEPT OF CHILDREN

According to the first expression in the dictionary of the Turkish Language
Society, a child is defined as a "young boy or girl" (Turkish Language Association,

2019).
In the first article of the Convention on the Rights of the Children; There is
the statement “... every person up to the age of eighteen is considered a child,

except for the case of majority at an earlier age” (https://www.unicef.org
/turkiye/cocuk-haklarina-dair-s6zlesme).

CHILDREN IN NEED OF PROTECTION

The visibility of how and in what way children are protected by the society
they live in is very important in measuring the development level of that society.
The importance that societies attach to children means investment in the future
and the development of the society in the future. For this reason, the control of the
reasons why children are dragged into risky environments is the responsibility of
all individuals in the society after the family institution. The development of
children occurs through the acquisition of a healthy identity and the contribution
of the environment in which they are born. The family is where these gains first
occur. A healthy, supportive family environment that enables children to develop
in all aspects gives children a positive self-perception (Izci and Mazman, 2021).
Unfortunately, not every child is born in this healthy family environment or is
deprived of family care due to various problems. Negative self-perceptions that
they will create in an unhealthy family environment cause children to have more
difficulties in the future (Izci and Mazman, 2021; Yaman, 2019).

While the concept of a child in need of protection was previously expressed

as a child in need of protection in the Social Services Law No. 2828, the
expression "needy" in this concept was changed to "in need" in Article 30 of the
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Law No. 6518 dated 06/02/2014.

“Their physical, mental and moral development or personal security is in
dange without mother or father, without mother and father, mother or father or
both unknown, abandoned by mother or father or both, neglected by mother or
father; the child who is left defenseless against all kinds of social dangers and bad
habits such as prostitution, begging, use of alcoholic beverages or drugs, and who
is dragged into a void is defined as a child in need of protection (Social Services
Law, 1983).

PROTECTION ORDER

Exposure to risks that may negatively affect healthy childhood development
can have irreversible effects on the child. For this reason, in recent years, many
countries have given importance to develop state strategies that support the well-
being of children by taking into account their benefit to children. The most
important elements of the concept of child protection can be listed as recognizing
and trying to prevent the risks that children may be exposed to and implementing
activities to ensure positive development (General Directorate of Child Services,
2020). Identifying and protecting children who are deprived of family care and
need protection is the responsibility of the state and is guaranteed by law (izci and
Mazman, 2021; Yaman, 2019). The state can fulfill its duty to protect children by
adopting the importance of the issue by the state and society, and by establishing
cooperation with state institutions (General Directorate of Child Services, 2020).

REASONS FOR CHILD PROTECTION

It is known that before the institutions and organizations during the Ottoman
Empire, the number of children in need of protection was minimized thanks to the
social solidarity provided by a strong family institution and neighborhood
relations, and institutional approaches began in the 19th century, as in Western
countries (General Directorate of Child Services, 2020; Ugur, 2018). Many factors
such as protracted wars, waves of migration, the loss of families of children due
to war, and the belief that the children of martyrs should be adopted were effective
in the increase in institutionalization activities aimed at protecting children in the
last period of the Ottoman Empire (General Directorate of Child Services, 2020).
Many intertwined concepts are effective in the formation of the need for
protection. Children need protection; It can be caused by many factors such as
domestic violence, economic problems, neglect and abuse, divorce of parents,
temporary or permanent loss of parents, disability of the child, and being born as
an unwanted child (Conk et al., 2018; Kiismez, 2020). Children who exhibit risky
behaviors such as running away from school or home, using alcohol and drugs,
being prone to violence or committing crimes, self-harming, committing crimes,
working on the streets, and having early sexual intercourse are also considered as
children in need of protection if the danger cannot be eliminated (Hiiseyinoglu,
2017; Izci, 2020).
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SERVICES FOR CHILDREN IN NEED OF PROTECTION

The correctional facility, ottoman secondary school for orphans, hospice, etc.
are institutional structures created to protect and support children from the
Ottoman Empire to the Republican Period. Turkish association for the protection
of children was established in 1908 to serve orphans and children in need of
protection, and this society continued to serve as the Turkish Child Protection
Agency in 1934. In 1983, Social Services and Child Protection Institution was
established by adopting the Law on Social Services and Child Protection
Institution No. 2828, and an important step was taken toward consolidating social
services in a single center for the disadvantaged groups of society. On 28/09/1986,
Social Services and Child Protection Institution In-Kind and Cash Aid Regulation
No. 19235 was prepared. While in-kind cash aid supports the care of the child
with his/her family, it also prevents the abuse of the child's protection decision
process. In the following years, the efforts to support children with families were
accelerated, and the financial opportunities of the institution were tried to be
increased to support the family (General Directorate of Child Services, 2020).
Social Services and Child Protection Institution, which is affiliated with the
Republic of Turkey Ministry of Family, Labor, and Social Services, continues its
activities under the General Directorate of Child Services (Republic of Turkey
Ministry of Family and Social Services General Directorate of Child Services,
2022b). Children have the right to be protected until they become self-sufficient
for whatever reason. Children in need of protection and care should be given the
necessary care to enable them to participate effectively in society. These care
models are determined according to the situation of children in need of protection.
Care models developed for children in need of protection vary due to country,
socioeconomic level, cultural structure, etc. First of all, institutional care provided
in crowded institutions such as kindergartens and orphanages has been replaced
by home-type institutions where fewer children live together (Yazici, 2014).

SERVICE MODELS IMPLEMENTED IN THE CHILD
PROTECTION SYSTEM IN TURKEY

1. Family Oriented Service Models

These are the most important service models provided to protect children
with their families and maintain their healthy development.

1. 1. Foster Family

Foster families; are the appropriate persons/families who take the
responsibility of care and education in their family environment for short or long-
term, paid or voluntary, under the supervision of the state for children whose care
cannot be provided with their natural family for a while due to various reasons.

The purpose of this service model; is to ensure that the child under protection
and care survive the complex period he is in without being harmed and continues
his normal life. The foster family, in cooperation with the institution where the
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service is provided, supports the child by ensuring that he maintains his relations
with his own family, environment, and school.

Anyone who is a citizen of the Republic of Tiirkiye and permanently resides
in Tirkiye, aged 25-65, has at least primary school education, has a regular
income, does not have a biological parent or guardian of the child, is married or
single, can be a foster mother, father or family.

Within the scope of this service children who have a natural family but cannot
be cared for by their family for a while, who do not have the chance to be adopted
for various reasons, and who are determined by the professionals regardless of
gender, health status or disability, can be placed in a foster family. In the foster
family system, the custody of the child remains with his own family, while the
responsibility for the care, upbringing, and education of the child is shared with
the state.

There are four models implemented in our country within the scope of the
foster family service care model. These are relatives or close environment foster
family model, temporary foster family model, periodic foster family model, and
specialized foster family model (Republic of Turkey Ministry of Family and
Social Services, 2022b). As of March 2020, 7,435 children were cared for in 6,119
foster families (General Directorate of Child Services, 2020); According to 2021
data, 6,978 foster families care for 8,459 children (Turkish Statistical Institute,
2021).

a) Relative or Close Environment Foster Family Model

It is the care model provided by the people and families near the child, such
as the neighbor, or caregiver, with whom the child is in contact, other than the
parent.

b) Temporary Foster Family Model

It is a service model that is provided for a period ranging from a few days to
a month for children who need urgent protection, do not have a planned service
model, have not been placed in an institution for care, or have not yet benefited
from the services planned for them.

¢) Periodic Foster Family Model

It is a common service model in practice, provided by individuals and
families to children who cannot return to their own family in a short time and
cannot be permanently placed with a family.

d) Specialized Foster Family Model

It is a care model in which individuals and families who are at the
undergraduate education level or who have become professional thanks to the
education they receive, provide assistance to children with special difficulties and
needs (Republic of Turkey Ministry of Family and Social Services, 2022b).
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1. 2. Adoption

It is the child-parent relationship established by establishing legal ties
between the child who is eligible for adoption and those who are eligible for
adoption. In the adoption system, the custody rights of the child are transferred to
the adopter by court decision. For a child to be adopted, the situation must be
legally appropriate. Therefore, not all children under protection and care in
institutions can be adopted. For the child's situation to be legally appropriate, the
consent of the parents must be obtained, and the consent must be verbally or in
writing in the court of the place of residence of the child or the parents and
recorded in the report. In cases where it is not known who he is or where he has
lived for a long time, or he is constantly deprived of the power to distinguish, and
the duty of care towards the child is not fulfilled, the consent of one of the parents
is not sought (Turkish Civil Code, 2001). The legal conditions for adoption are
that the child is cared for and educated by the adopter for at least one year, that
the adoption is in the best interests of the child and that the interests of the
adopter's other children are not harmed, that the consent of the discerning child is
obtained, that the spouses have been married for at least five years, or both must
be over the age of thirty. The unmarried person who wants to adopt is also required
to be over the age of thirty. Unmarried people cannot adopt together. Those who
are citizens of the Republic of Turkey and live in Turkey for adoption, to the
Provincial Directorate of Family, Labor and Social Services in their province or
via e-government for the first application; Those residing abroad should apply to
the international adoption center authorized unit of the country they reside in
(Republic of Turkey Ministry of Family and Social Services, 2022a). The number
of adopted children was 495 in 2021 (Turkish Statistical Institute, 2021).

1. 3. Social Economic Support

It is a temporary economic psycho-social support service provided to families
who cannot meet their children's basic needs and who have difficulties in
sustaining their lives due to economic deprivation, to care for and support their
children until they become self-sufficient. Economic supports are provided on a
periodic and temporary basis. Temporary economic support is made once a year,
at most twice a year. Periodic economic support is provided every month for the
period specified in the approval.

Children who can benefit from social and economic support services;

- Children who are cared for in social service institutions with care and
protection decision and who can be given to their families or relatives when they
are supported.

-Children who will need protection due to economic deprivation if they are
not supported, and who can be taken care of by their families or relatives by
benefiting from social and economic support services without taking a care
measure decision.

- Young people who leave social service institutions or foster families due to
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completing their age limits while the care decision is available, young people who
continue their job and vocational course or education, or who cannot have a job
and profession and will fall into a needy situation if they are not supported.

Those who are unable to meet the basic needs of themselves and their family
members for a certain period due to an extraordinary disaster, natural disaster,
illness, or accident are the children of individuals whose life is in danger and who
need surgery or who have passed away.

The requests made are evaluated in accordance with the Regulation on Social
and Economic Support Services, and those who are eligible as a result of the
examination can benefit from this service (Republic of Turkey Ministry of Family
and Social Services, 2022d).

1. 4. Private Nursery, Day Care Centers, and Kids Clubs

Kindergartens are organizations that serve children aged 0-24 months, and
daycare centers serve children aged 25-66 months. Kids clubs are institutions that
support primary and secondary school children to study and do homework outside
the time they go to school, and are active with social, cultural, and sports activities
organized in line with their interests and abilities. Children who will benefit from
these institutions are not provided with any financial assistance, and free care is
provided at a rate of three percent. Children of martyrs and veterans, who are
under protection in institutions affiliated with the Ministry of Family and Social
Services, who stay with their convicted and imprisoned mothers in prisons, who
have insufficient economic strength, whose parents have passed away, who are in
financial difficulties, who live with one parent, who has a disabled parent, who
lives in a women's guesthouse The children who are staying or the children of the
women who have left can benefit from this service as a priority. To benefit from
the free kindergarten service, it is necessary to apply with a petition to the Family,
Labor, and Social Services Directorate in the provinces. The Provincial
Directorate evaluates the free quotas according to the inspection report to be
prepared by the officer. As a result of the evaluation made according to the social
examination report, eligible children are placed in institutions free of charge
(Republic of Turkey Ministry of Family and Social Services, 2022c).

2. Institutional Care Service Models
2. 1. Children's Homes

They are residential units in the form of flats or detached flats, where children
aged 0-18 in need of protection stay as borders and where maximum of 5-8
children live. As of the end of 2021, 5,649 children are served in 1,193 children's
homes (Republic of Turkey Ministry of Family and Social Services Strategy
Development Department, 2022).

2. 2. Children's Homes Site

They are organizations that consist of more than one home-type social service
unit on the same campus to provide services to children in need of protection. As
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of the end of 2021, 6,160 children are served in 112 children's homes in service
institutions that provide institutional care for children (Republic of Turkey
Ministry of Family and Social Services Strategy Development Department, 2022).

2. 3. Child Support Centers

Child Support Centers are for children who have been given protection orders
for reasons such as being dragged into crime, being a victim of crime, and facing
various dangers on the street. In these centers, temporary protection and care
services are provided to determine their physical, emotional, social, and
psychological needs, to make necessary interventions, to ensure that they return
to their families and close circles, or to benefit from other social services.

Centers are specialized according to age groups and gender in areas such as
delinquency, crime victim, living on the street, pregnancy, and substance abuse.
1,493 children are served in 66 Child Support Centers (Republic of Turkey
Ministry of Family and Social Services Strategy Development Department, 2022).
Anka Child Support Program was developed and started to be implemented in
December 2014 to provide psychosocial support and counseling in line with the
needs of children and their families in Child Support Centers (Republic of Turkey
Ministry of Family and Social Services General Directorate of Child Services,
2022a).

2. 4. Child Protection First Responder and Evaluation Unit

These are the units that serve until the most appropriate service model is
determined for children in need of protection. With the Ministry Circular dated
25.12.2012 and numbered 2012/15, Child Protection First Response and
Evaluation Units were established. There are 80 Child Protection First Response
and Evaluation Units under the Ministry (General Directorate of Child Services,
2020).

2.5. Children's Homes Affiliated with the Children's Homes
Coordination Center

These are the centers established for planning, opening, and functioning of
children's homes in the provinces, carrying out all kinds of procedures,
monitoring, supervision, and coordination between children's homes. As of April
2020, there are 79 Children's Home Coordination Centers (General Directorate of
Child Services, 2020; Republic of Turkey Ministry of Family and Social Services,
2022a).

HEALTH PROBLEMS OF CHILDREN IN NEED OF PROTECTION

Many problems such as substance abuse, prostitution, and crime are
encountered in children who are not taken under protection (Kiismez, 2020). It
has been determined that children raised in institutional care show more
aggressive behavioral, emotional, and behavioral problems such as depression,
anxiety, and hyperactivity compared to those brought up with their families.
Social problems thought and attention problems were also found to be
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significantly higher than the community sample. It has been reported that age,
reason, institution change, presence of recurrent physical illness, quality of
caregiver, institution-school cooperation, family/relative communication,
problem-solving skills, smoking-alcohol use, proficiency level, and stigmatization
were factors explaining emotional and behavioral problems. 2.4% of the children
benefited from mental health services (Simsek et al., 2008). Age at institutional
care and reason, institution change, presence of recurrent physical illness, quality
of caregiver, institution-school cooperation, family/relative communication,
problem-solving skills, smoking-alcohol use, proficiency level, and stigmatization
were reported as factors explaining emotional and behavioral problems. 2.4% of
the children benefited from mental health services (Simsek et al., 2008). Orphaned
children, children with disabilities, and children who have been pushed to the
streets and who work on the streets are also children in need of protection. It is
seen that children working on the street often work in jobs such as cleaning
windows, selling water, bagels, handkerchiefs, etc., shining shoes, and collecting
garbage. These children are exposed to violence, sexual abuse, and substance use
on the street, and since they spend most of their daily life in the streets, avenues,
parks, and mosque courtyards, they cause the child to be away from their families,
and their health status is adversely affected. Children's health checks are not
carried out regularly, they face the risks of contagious diseases on the streets
where they spend most of their lives, and they cannot benefit from health services
adequately (Alparslan and Karaoglan, 2012). Children working in unhygienic
conditions may have upper respiratory tract infections, skin problems, risk of
substance addiction in children working in environments with alcohol and
substance, and children working in jobs such as shoe shine may be exposed to
chemical substances. Most of working children cannot eat healthily, get tired due
to long working hours, get dirty, cannot go to school, or cannot be successful
because they cannot find an environment to do their homework and cannot get
help (Conk et al., 2018; Okumus, 2009; Yesil, 2009).

NURSING APPROACHES TO CHILDREN IN NEED OF
PROTECTION

Children in need of protection and orphans among them are children who are
far from their families (Conk et al., 2018). Knowing the family characteristics of
children and the environmental conditions in which they live is very important in
terms of protecting and improving the health of parents and children by getting to
the source of the problems. To achieve the goal, the groups to be served and their
problems should be closely known, and cooperation should be made between the
sectors. Otherwise, all attempts to solve the problem will be insufficient and the
goal will not be achieved. According to the Declaration of the Rights of the Child,
children must be protected from work and economic exploitation that will
adversely affect their physical, mental, moral, and social development
(https://www.unicef.org/turkiye/cocuk-haklarina-dair-s6zlesme). For this reason,
it is very important to protect the child during childhood, when he is in a
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continuous growth and development process and is physically, socially, and
spiritually prepared for adulthood (Alparslan and Karaoglan, 2012). A pediatric
nurse is a health professional specialized in his field, working in cooperation with
the child, his family, and other sectors in the early detection and solution of
problems that may affect the health of children, from birth to the end of
adolescence, in the home, hospital, and society, to monitor their growth and
development, to protect them from diseases, to provide care in cases of illness
(Conk et al., 2018). The basis of the duties, authorities, and responsibilities of the
pediatric nurse is nursing care, applying the medical diagnosis and treatment plan,
training and consultancy. However, the services provided by the pediatric nurse
to the individual, family, and society are not limited to the hospital environment.
Pediatric nurses have a wide working area such as nurseries, kindergartens,
primary and high school level schools, home care centers, children's villages, as
well as pediatric clinics, and neonatal units of hospitals. Roles and responsibilities
in each field of study are different. In addition to primary roles such as caregiver,
advocate, educator, researcher, and manager/leader, the pediatric nurse also has
secondary roles such as coordination and cooperation, communication, and
consultancy. Nursing approaches for children in need of protection include
prevention of neglect and abuse, recognition of families at risk of neglect and
abuse, prevention of neglect and abuse of children again, evaluation of the child
with the parents and their environment in terms of risk factors, determination of
the social support systems of the parents, strengthening the relationship between
the family and the child, educating families on childrearing and discipline
practices, informing parents about the developmental stages of children, training
and supporting parents about child care practices, evaluation and recording of
children's physical, emotional and behavioral conditions, supporting for
recognition and use of social supports such as close relatives and friends, carrying
out a multidisciplinary study for regular follow-up of the child returning to their
home or care institution in terms of neglect, abuse and risky behaviors, directing
families who need financial support and support such as work and accommodation
to social aid organizations in order to reduce environmental crises (Conk et al.,
2018; Gegkil, 2017).

DUTIES AND AUTHORITIES OF THE NURSE WORKING IN THE
INSTITUTION

a) To follow the health and hygiene status of children, to ensure that sick
children are checked by a doctor, to apply their treatment,

b) To accompany children when they are transferred to health institutions, to
follow them by bringing them to the center when they are discharged,

c) Keeping health records, carrying out the work in the infirmary, and
protecting the medicines in the infirmary,

d) To give first aid in emergency situations, to take the necessary precautions,

e) Isolating the child immediately when a contagious disease is suspected,
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reporting the situation to the central administration, and ensuring that the child is
referred to a health institution quickly,

f) To continue working to ensure that all departments in the center comply
with health and hygiene conditions,

g) Working to ensure that the services provided in the cafeteria and kitchen
are carried out in accordance with health conditions,

h) To ensure that food samples are properly stored,
1) To organize training on healthy living issues for personnel and children,

j) To organize training for pregnant children and mothers of children on
nutrition, prenatal preparation, and baby care,

k) To carry out routine checks of pregnant children and vaccination follow-
ups of infants or children's mothers (Child Support Centers Regulation, 2015).
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Introduction

Nutritional deficiency is a condition that can lead to serious health problems
and affects body organs and systems. The cessation of oral food intake due to
reasons such as chronic neurological disorders, dysphagia, or intestinal problems
paves the way for nutritional deficiency. In this case, food intake by parenteral or
enteral route is recommended. Enteral nutrition is preferred to parenteral nutrition
because it preserves the functions of the digestive system. Percutaneous
endoscopic gastrostomy (PEG) is used to provide nutritional support in patients
with no oral intake for more than 4-6 weeks. Minor and major complications may
develop in patients with PEG implants. Nursing care for the prevention and
management of these complications is vital. In this review article, general
information about PEG and nursing care is discussed.

What is Percutaneous Endoscopic Gastrostomy (PEG)?

PEG is used to provide long-term enteral nutrition in patients who cannot be
fed orally and have limited oral fluid and calorie intake, but have normal
gastrointestinal system functions. It is an endoscopic technique that involves the
placement of a flexible tube to create a temporary or permanent communication
between the abdominal wall and the gastric cavity and allows the direct passage
of nutrients into the patient's digestive system (Dietrich & Schoppmeyer, 2020).
The main situations in which PEG is used are advanced burn cases,
neurodegenerative disorders, recurrent bronchial aspiration of food, and
esophageal obstruction caused by oropharyngeal, neck, and esophageal tumor
(Friginal-Ruiz & Lucendo, 2015). Table 1 shows the indications and
contraindications for feeding with PEG. Compared to parenteral nutrition, gastric
feeding is easy, safe, and physiological (Pars & Cavusoglu, 2019). In addition, it
has the advantages of protecting the intestinal mucosal barrier, reducing intestinal
and other infections, and improving the general prognosis of patients receiving
long-term artificial feeding (Dietrich & Schoppmeyer, 2020).
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Table 1. PEG Indications and Contraindications

PEG Indications

PEG Contraindications

In potentially reversible patients in whom removal
of the PEG tube is awaited before the process is
resolved:

-Neurological diseases: Guillain-Barré syndrome,
stroke, head trauma

-Anorexia nervosa

-Hyperemesis gravidarum

-Severe burns

-Multiple injuries and facial trauma

-Head and neck tumors treated with chemotherapy
and radiotherapy

-Esophageal diseases

Local ailments:

-Active gastric pathology

-Total gastrectomy

-Extreme obesity

-Previous midline
laparotomy (may interfere
with position)

In irreversible diseases with long-term survival,
where the PEG tube is permanently implanted and
helps improve their quality of life:

-Neurological diseases: ALS, multiple sclerosis,
dementia, Parkinson's disease, Alzheimer's disease,
stroke, postanoxic encephalopathy, brain metastases,
brain tumors, polio, brain injury (traumatic or surgical)

-Progressive muscular dystrophy

-Head and neck tumors

-Dermatomyositis and polymyositis

-Amyloidosis

-Cystic fibrosis

-Short bowel syndrome

-Inflammatory bowel disease

-Scleroderma

Absolute
contraindications:

-Colon interposition

-Partial or total
gastrectomy

-Massive acid

-Portal hypertension

-Peritoneal dialysis

-Coagulation disorders

-Sepsis

In diseases with a poor prognosis but a relatively
long-life expectancy:

-Encephalitis

-Repeated stroke

-AIDS terminal period

-Intestinal obstruction due to peritoneal
carcinomatosis

-Radiation enteritis

-Severe acute pancreatitis

To prevent malnutrition in pediatric patients:
-Oncological diseases treated chemotherapeutically
-Multiple food allergies
-Multiple congenital malformations
-Short bowel syndrome
-Epidermolysis bullosa

To improve morbidity in patients undergoing
radiotherapy for head and neck carcinomas.
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Patient Preparation before PEG

PEG should be performed by a team of at least three people, consisting of
two gastroenterologists and a nurse. Informed consent is required from the patient
or legal representative before the procedure. The patient should stop solid and
liquid food intake 8 hours before the procedure. Venous access should be ensured.
One hour before insertion of the PEG tube, prophylactic antibiotics should be
given as directed by the doctor. Current evidence suggests that as the gold standard
250-500 mg of cefazolin should be administered intravenously within the first
hour before tube insertion (Rahnemai-Azar et al., 2014; Jafri et al., 2007). The
patient's hemogram values and blood coagulation values should be examined. In
addition, the patient's use of anticoagulants or antiplatelets should be determined
(Kahveci and Celik, 2020).

What Are the PEG Techniques?

During PEG tube placement, pull (Ponsky), push (Sacks—Vine), and
introducer (Russell) techniques are used. Pull and push techniques are preferred
due to their lower complication rates and easier use (Rahnemai-Azar et al., 2014;
Pih et al., 2018; Van Dyck et al, 2011).

Pull (Ponsky) Technique: After the stomach is entered with the endoscope,
the most suitable point is determined (transillumination and indentation) and after
a 5-mm incision is made in the abdominal wall a trocar is inserted into the stomach
and the guide thread passing through the trocar cannula is held with the help of
endoscopic forceps. Then the endoscope is slowly withdrawn until the thread is
visible in the patient's mouth. The guide thread coming out of the mouth is
connected to the PEG tube. The PEG tube is inserted into the stomach through the
mouth, resistance is encountered inside the tube, and it is ensured that it reaches
its final position coming out of the stomach from the percutaneous insertion site
in the abdomen (Karahan et al., 2016).

Push (Sacks—Vine) Technique: Similar to the pull method, the appropriate
point is determined with transillumination and indentation and a skin incision is
made. The puncture is achieved with the help of a needle. Unlike the pull
technique, a flexible wire is passed through the cannula instead of a thread. After
the guide wire is caught with the polypectomy trap, it is pulled out of the mouth.
The gastrostomy tube attached to the guide wire is pushed along the
esophagus/stomach/abdominal wall using the endoscope. Thanks to the hard
dilator part at the end of the tube, the tube passed through the abdominal wall is
fixed on the outer surface after coming into contact with the gastric mucosa
(Friginal-Ruiz & Lucendo, 2015; Rahnemai-Azar et al., 2014).

Introducer (Russell) Technique: With the help of the endoscope, the
stomach is entered through the abdominal wall and an opening is created. The
gastrostomy tube is inserted through this opening with a Foley catheter (Cayci et
al., 2017).
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Complications that may develop in a patient with PEG and Interventions
for their Prevention

PEG tube insertion is generally considered a safe procedure, but
complications may arise depending on the patient's state of health. These
complications are classified as minor or major. Although the mortality rate in
studies is low, it has been reported that the presence of an underlying chronic
disease can increase it (Zopf et al., 2011; Rahnemai-Azar et al., 2014).

Table 2. Complications after PEG Tube Insertion

Minor complications: Peristomal
infection, peristomal leak, accidental
removal of PEG tube, tube
obstruction, pneumoperitoneum,
gastric outlet obstruction.

Major complications: Aspiration
pneumonia, bleeding, buried bumper
syndrome, necrotizing fasciitis,
metastatic spread (Friginal-Ruiz &
Lucendo 2015; Rahnemai-Azar et al.,

2014).

1. Peristomal infection: This is the most common complication following
PEG insertion. It is characterized by discharge, redness, and foul odor at the
entrance of the tube. A body temperature above normal should suggest the
presence of infection. Treatment with local antiseptics and dressings is
administered. It has been reported that a single dose of prophylactic antibiotic
given one hour before the insertion of the PEG tube reduces the risk of regional
and systemic infection (Lipp & Lusardi, 2013; Cayci et al., 2017; Kahveci et al.,
2020).

2. Peristomal leakage: Peristomal leakage occurs within a few days of PEG
tube insertion. It can be caused by infection, diabetes mellitus, dislocation of the
PEG tube, constipation, gastrointestinal problems that cause increased abdominal
pressure, and insufficiency of the immune system (Cayci et al., 2017; Kahveci et
al., 2020). It is important to investigate whether the tube is fixed too loosely or too
tightly to avoid complications (Pars & Cavusoglu, 2019). Barrier creams
containing zinc and skin protectors are also recommended to the patient (Schrag
et al., 2007).

3. Occlusion of the PEG tube: The rate of occlusion of feeding tubes in PEG
is reported to be 23-35%. Obstruction can be caused by the products used in
enteral nutrition (which are dense bulking agents), by the drugs, and by small PEG
tubes (Blumenstein et al., 2014; Kahveci et al., 2020). In PEG feeding, the tube
should be washed with 40-50 ml of water before and after giving the drugs or
bulking agents. Whenever possible, all drugs should be completely dissolved in
water or administered in liquid formulations. Salt water should be avoided as it
can crystallize in the tube and cause gradual clogging (Blumenstein et al., 2014).

4. Pneumoperitoneum: This complication usually occurs during tube
placement. It is the filling of the peritoneal cavity with air as a result of rupture of
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the peritoneal membrane during needle insertion into the stomach from the
abdomen. It heals spontaneously within 72 hours. However, cases that do not heal
within this period should be evaluated in terms of intestinal injury (Blumenstein
et al., 2014; Cayc1 et al., 2017; Kahveci et al., 2020).

5. Gastric outlet obstruction: This is when the PEG tube moves in the
stomach and causes obstruction in the pylorus. Symptoms include abdominal
cramps, nausea, and vomiting. It is necessary to fix the tube to the outside of the
abdomen again (Cayci et al., 2017; Rahnemai-Azar et al., 2014)

6. Aspiration pneumonia: This is defined as the patient's aspiration of
stomach contents during feeding with PEG and the subsequent development of
pneumonia. It is among the most serious and life-threatening complications of
tube feeding. The severity of aspiration-related complications is closely related to
the volume of the aspirated nutrient, the pH level of the aspirate, the presence of
microorganisms, and the clinical condition of the patient (Pars & Cavusoglu,
2019; Cayct et al., 2017). In order to prevent aspiration pneumonia, it is
recommended to raise the head 30°-45° during feeding, to give water to the patient
after the feeding process is completed, and to use prokinetic (medications that
increase contractions in the small intestine) drugs in patients with delayed gastric
emptying (Pars & Cavusoglu, 2019).

7. Bleeding: The most common causes of acute bleeding immediately after
PEG tube insertion are local vascular injury at the skin level and mucosal tears in
the upper gastrointestinal tract (Blumenstein et al., 2014). Before the procedure,
the patient's coagulation parameters should be evaluated (Kahveci et al., 2020).
The American Society for Gastrointestinal Endoscopy recommends that aspirin
and nonsteroidal anti-inflammatory drugs be continued in high-risk patients, while
clopidogrel (antiplatelet) therapy should be discontinued in low-risk patients
(ASGE, 2009).

8. Buried bumper syndrome: Buried bumper syndrome, the incidence of
which varies up to 0.3-8.8%, may develop three weeks after PEG tube placement
(Bennel, 2018). Necrosis may develop in the gastric wall as a result of excessive
tension between the internal and external bumpers of the feeding tube. This causes
the PEG tube to be buried in the abdominal wall. With the development of
embedded bumper syndrome, the patient may develop nutritional problems,
obstruction in the PEG tube, swelling in the region, pain, stomach perforation,
bleeding, and life-threatening complications if there is no intervention. It is treated
by removing the tube (Kahveci et al., 2020; Pars & Cavusoglu, 2019; Cayci et al.,
2017; Bennel, 2018).

9. Necrotizing fasciitis: Although this is a very rare complication, it can
become fatal if not dealt with in a timely manner. Necrotizing fasciitis is a rapidly
progressive complication characterized by necrosis of the abdominal fascia that
destroys the epidermis, dermis, subcutaneous tissue, fascia, and muscle (Chen et
al., 2020; Friginal-Ruiz & Lucendo, 2015). Traction and pressure on the PEG tube
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are the two main factors that have been shown to increase the risk of abdominal
wall necrotizing fasciitis following PEG tube insertion (Rahnemai-Azar et al.,
2014). Treatment with urgent surgical debridement requires broad-spectrum
antibiotic therapy (Mohd Said et al., 2017).

10. Metastatic spread: This is one of the rare complications of PEG. It is
mostly seen as a result of placing with the "pull" and "push" techniques. It often
goes undetected until the metastases are large enough to see and symptoms such
as bleeding or infection occur. Definitive diagnosis can be confirmed by biopsy
and CT scan (Rahnemai-Azar et al., 2014).

Nursing Care of PEG Patients

e [t is very important to follow the patient up closely for the first 72 hours
after PEG tube placement. Vital signs, pain, nausea, and degree of sedation should
be monitored by the nurse every 15 minutes for the first 3 hours. Within 72 hours
the occurrence of symptoms such as pain in response to analgesics, bleeding,
emptying of stomach contents or nutritional content from the stoma, sudden
changes in vital signs, and deterioration in consciousness level should be reported
to the physician (Roveron et al., 2018).

o Twenty-four hours after PEG tube placement, the tube’s periphery should
be cleaned with sterile saline and gauze.

e The stoma site may be covered with sterile gauze to absorb exudate or
other fluids.

e The position of the tube should be checked daily and its length marked.
This length should be compared with the value reported after the initial placement.
In this way, any change in tube position can be detected early.

e The exit site of the tube should be evaluated by the nurse in terms of
inflammation, infection, and hypergranulation (NNNG, 2013).

e To prevent sticking of the gastrostomy tube and buried bumper syndrome,
the position of the tube should be rotated 360° once a day at most (Roveron et al.,
2018).

o Although there is no definite consensus regarding the time to start feeding,
it is widely accepted that it should be started after 24 hours to avoid peritoneal
leakage. However, studies have reported that it is safe to start feeding 4 hours after
PEG placement (Vyawahare et al., 2013; Islek et al, 2013; Rahnemai-Azar et al.,
2014).

e To prevent clogging of the PEG tube, it should be washed before and after
feeding. In addition, dissolving the foods in water before giving them and
administering the liquid forms of the drugs will prevent clogging (Rahnemai-Azar
et al., 2014).

e In order to prevent the development of aspiration pneumonia and reflux,
the patient should be fed with the head at an angle of 30°-45°.

o Nutritional solutions should be stored at room temperature.
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e The feeding should be started with a low volume and increased gradually.

o After the feeding is finished, any residues should be washed out of the
tube.

o [tis recommended that the patient wear loose clothing to prevent pressure
on the stoma (Friginal-Ruiz & Lucendo, 2015).
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Chapter 10
Attitudes and Behaviors
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Introduction

Attitudes are one of the most important subjects of social psychology, as they
affect the individual’s decisions and examine the formation of his/her behavior
and its relations with his/her environment. Social psychology searches how an
individual’s feelings and beliefs are affected by others.

Comprehending the attitudes’ components is crucial when explaining the
causes of behavior. For instance, a student with a positive attitude towards success
likes to work and works willingly and aware of the importance of being successful,
he/she is generally highly motivated to reach his/her goal. He/she continues
his/her success with these features (Yalgin 2016).

Allport stated years ago that the subject of attitude is one of the most essential
subjects of social psychology. The Handbook of Social Psychology (1935) is an
effective book on studies on this subject. Attitude, according to Allport, is a state
of mental and nervous readiness that directs the behavior of the individual during
his/her life. Thomas and Znaniecki (1918) defined the field of social psychology
as a branch of science that investigates attitudes rather than social behavior.
Behavior is all the observable and unobservable activities of the living thing
(Senemoglu 2012). As can be seen from this definition, there are attitudes behind
behaviors. The common points in all definitions are that the feelings and beliefs
of the individual are the determinants of behavior as the basic elements that cannot
be observed. Numerous studies have been performed throughout history
investigating the interaction of attitude and behavior. Today, attitude is explained
as an essential factor guiding pre-behavioral decisions.

Attitude is the positive or negative assessment of concrete or intangible
objects by the individual (Insko and Schopler 1972). Kagitcibasi (2006) defines
the emotions, beliefs and behavioral tendencies directing the individual to some
behaviors as attitude. The person’s reaction to a situation, object or event exhibits
his/her attitude. Numerous studies have been conducted throughout history
investigating the interaction of attitude and behavior. Today, attitude is explained
as a fundamental factor directing pre-behavioral decisions.

Attitude is the positive or negative assessment of concrete or abstract objects
by the individual (Insko and Schopler 1972). Kagit¢ibasi (2006) defines the
emotions, beliefs and behavioral tendencies guiding the individual to some
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behaviors as attitudes. The person’s reaction to a situation or event exhibits his/her
attitude (Tas et al. 2021).

McGuire (1969) explained the development of studies on attitude in three
phases.

1. Attitude and behavior relations (1920-1930)

2. Change in individual’s attitudes (1950-1960)

3. Structure and functions of attitude systems (1980-1990)

In the 1920s and 1930s, studies underlining the relationships between attitude
and behavior were made however, with the reactions to the lack of an apparent
relationship on this issue, studies on this issue on attitude regressed in the 1960s
and 1970s. In the 1980s, there has been an increase in researches on how
information is processed about attitudes, the effects of emotions on attitude
formation and change, and the functions of attitudes.

Numerous studies have been conducted on the relationship between attitudes
and behaviors and measuring attitudes, scales have been developed to assess
attitudes. Recently, the focus has been on the biochemical dimension of the
concept of attitude. Cognitive, emotional and behavioral components of attitude
are in constant interaction with each other.

Table 1: Elements of attitudes

Cognitive element Knowledge about attitude.

Emotional elements The emotional aspect of the attitude in the form of
liking or avoidance.

Behavioral element Realization of attitude-related behavior.

The individual exhibits what he/she knows about a subject (cognitive), likes
or dislikes the subject (emotional) with his/her behaviors (behavioral element) or
gives no reaction to the subject in any way. Since the attitude cannot be observed
directly, it can be interpreted according to the people’s behaviors. An individual’s
prior knowledge and past experiences have a significant effect on the development
of emotions (Inceoglu 2010).

Characteristics of Attitudes

1. Attitude has a subject.

2. Attitudes are shaped by the consequences of behavior.

3. Power of attitudes is explained as the sum of its cognitive, emotional and
behavioral elements.

4. Positive or negative opinions about a subject form the direction of the

attitude.

. In general, there is consistency between the elements of an attitude.

6. When an attitude is closely related to other attitudes, it affects those
attitudes.

7. Attitude is flexible since it may change over time.

8. Some attitudes are resistant against change.

9]
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Formation of Attitudes

Attitudes are learned during the socialization process, and this comes with
direct experiences, interactions with others, or cognitive processes. Attitude is
created by the interaction of emotional and cognitive elements.

Behavioral Approach

Direct Lives

Most of the attitudes people have are shaped as a result of a direct experience
with the attitude objects. When an individual encounters an attitude object, a
positive or negative interaction shapes his/her attitudes aimed to that situation. For
example, having a generally negative attitude towards dogs may have developed
as a result of having a negative experience in this regard in the childhood.

Traumatic experiences, personality traits of individuals, the influence of past
life on the individual, the meaning attributed to the subject may be important in
the formation of attitude. General explanations on the effects of personal
experiences on attitude formation can be outlined as exposure, classical
conditioning, operant conditioning, social learning (learning by watching) and
self-perception theory.

An individual’s prior knowledge leads to beliefs that affect the degree to
which he or she likes or dislikes an object. In particular, traumatic direct
experiences make feelings and beliefs more obtrusive than others. For example, if
the first visit to a dentist has resulted with a negative experience, there may be a
false belief that dentists give pain to the individual during treatment.

If the individual see himself/herself as someone who opposes any situation
can participate in activities organized to support this situation. Attending such
meetings clarifies the individual’s attitude towards that issue. Zajonc (1968),
being exposed to an object or encountering that object many times affects the
evaluation of that subject, since exposure to a certain stimulus many times can
weaken the strength of this effect he suggested that a positive attitude to the
stimulus would be created.

Bornstein (1989) showed in his study that the degree of people’s enjoyment
of looking at their own photos regressed after the tenth iteration.

Classical Conditioning

Learning through conditioning is the organism’s making the same response
to other different stimuli, based on the influence of a stimulus on the organism. In
daily life, learning mostly takes place with this kind of conditioning. For example,
talking about eating while hungry can increase saliva production in the mouth.

A previously neutral stimulus can reveal a response elicited by another
stimulus, with repeated connotations. An individual’s level of enjoyment for an
object will change when it is consistently paired with other positive or negative
stimuli. For example, children may vote for the same party later in adulthood, with
the influence of their family, who had been a supporter of a party for years, once
they were initially uninterested in politics.
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Some authors have claimed that classical conditioning underlies the
formation of a wide variety of attitudes. There is little empirical evidence showing
that positive and negative attitudes towards neutral stimuli can occur at the
subliminal level. Classical conditioning, a particularly strong and slowly
occurring attitude, can be a form of learning. For example, a young girl sees two
young people chatting during a conference. Since she did not know either of them
before, these people are affectively neutral for her. However, after getting to know
these young people, if the young person whom she approaches positively, likes
and is friends with, meets with the other young person who is negatively affected,
the young girl will first develop negative feelings towards the person she likes,
and then her communication will regress. (attitude dissemination).

Janis, Kaye, and Kirschner (1965), to show the power of environment-
dependent stimuli, investigated the effects of persuasively written message on
individuals by offering a variety of soft drinks to some of the participants who
read it. Participants who were offered drinks were more convinced of the message
they read than those not offered. Galizio and Hendrick (1972), in their study in
which they had their participants listen to some folk songs, showed that the rate
of persuasion increased when accompanied to songs by a guitar.

In these experiments, since positive emotions associated with soft drinks or
guitar evoked persuasive messages through classical conditioning increases the
individuals’ enjoyment of the subject and the positive attitude level.

Instrumental Conditioning

In this type of learning, behaviors ending with positive results are more likely
to be repeated than behaviors with negative consequences. For example, parents
sometimes use verbal reinforcers during their communication in order to direct
their children to exhibit positive behaviors. While rewarding the behavior of
playing cooperatively, disagreements between children can lead to prohibiting
reinforcers, and in some families, it can lead to punishment behaviors.
Instrumental learning can sometimes accelerate or slow down depending on the
frequency and size of the reinforcer. Families shape their children’s attitudes by
rewarding the desired behavior and allowing them to see their own mistakes in
negative behaviors.

Attitudes can be shaped by verbal reinforcers even in adulthood. Insko and
Schopler (1972) revealed that students’ responses to an attitude scale were
influenced by a telephone conversation a week ago in which certain thoughts were
rewarded with a ‘very good’ reinforcement by the interviewer. Classical and
instrumental conditioning styles emphasize the role of direct reinforcements in
acquiring and pursuing a behavior. The relationship established with the fact of
attitude is based on the definition of attitude as a behavior class. If the attitude is
adopted as an assessment response, it turns into an open issue.

Imprinting (Social)
Some social psychologists consider attitude formation as a social learning
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process independent from direct reinforcers focused on modeling and learning by
watching. In this learning, individuals do not directly experience positive or
negative consequences, but by modeling the behavior results of others, creates
attitudes and behaviors with attention and motivation. In imprinting, Bandura
(2001) revealed that the education level and age of the model followed have
effects on learning.

Cognitive Development

Some social psychologists have preferred to examine attitude formation in
terms of cognitive development. Cognitive consistency theories help us to
consider attitude acquisition more and more as an exercise in making balanced
links between elements (eg, beliefs). The significance of the cognitive perspective
has been emphasized in social psychology since the 1970s. One of the differences
between cognitive and behavioral approaches is that the cognitive approach is
based on internal events. However, comprehending the principles of the
behavioral approach, based on learned behaviors, is very important in this regard.

Behavioral approaches have contributed to attitudes, mostly with data from
research on animals and children.

Emphasizing the importance of both behavioral and inner life, Bem (1972)
by examining people’s behavior in self-perception theory and asking themselves,
‘Why did I do this?’ claimed that they learned about what kind of person they are.
The individual can act by attributing appropriate reasons to himself, and then he
can identify his own attitude for the most easily found reason. For example, a
person who goes for long walks frequently, always performs the walking behavior
develops positive attitude to this fact and continues with this behavior. Bem’s
theory states that people act without thinking deeply and form attitudes
accordingly. The personality traits of the individual, the direct interaction with the
subject of the attitude, the socialization process influences attitude formation.

Sources of Attitude

Mother-Father

The most important source of attitudes is the behavior of family members. In
the sense of the child, parents they are a powerful source of influence, involving
classical conditioning, instrumental conditioning, and learning by watching.
Cornell (1989) found in his study that the correlation between parents and
children’s particular attitudes about a particular issue is also weak, even if it is
generally positive. This relationship is stronger when attitudes towards broader
issues are measured.

Niemi et al. (2001) found a 0.60 correlation between high school students’
preference for a particular political party and their families’ views, and a 0.88
correlation between parents’ and children’s preferences for religion. Many high
school students knowingly adopt attitudes that are inconsistent with their parents,
or want it to be known that they are.
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Media

Mass communication, especially television, is very important in the
formation of children’s attitudes. Atkin and Block (1983) in their studies where
they have investigated the effect of advertisements on children’s attitudes revealed
that children watching television a lot are more likely to believe that some snacks
such as chips and wafers, negatively affecting their health, are good for them than
children who watch television occasionally.

Kellstedt and Zahran (2008) in their studies where the changes in Americans’
attitudes towards race over the past half century diagnosed that the media not only
reflects public opinion, but also shapes it.

The individual concentrates the information heard or read from the media to
develop an attitude about a group or situation that he or she knows little about.
Since this stereotyped attitude developed gives an idea to the individual as a
shortcut provides the ability to preset the behavior to be performed when that
situation is encountered. Such attitudes give the opportunity to use one’s
knowledge about the new attitude object.

Concepts About the Attitudes

Values

Value is a more general concept than attitude. Some theorists state that beliefs
in attitudes constitute an additional dimension. Feather (1992) emphasized in his
study that values are general beliefs about behaviors and goals considered
positively. Value involves the dimensions of good and evil, influences the form
of attitudes. It has functions such as evaluating actions, justifying thoughts and
behaviors, making a decision between different options, and making a social
impact. It can vary from person to person and over time.

Bardi and Schwartz (2003) found that there is a correlation between
individuals’ certain values and behaviors compatible with them, for example,
between traditionalism and adherence to traditional holiday customs however
failed to gather real behavioral data.

Ideology

Ideology concept is a widely shared integrated belief system and has an
explanatory function.

Ideologies tend to make the current situation seem quite natural and
strengthen hierarchical social relations and also plots the boundaries of specific
values, attitudes, and behavioral intentions. Billig (2009) argued that significant
portion of our thinking activity in daily life stems from ideological dilemmas. For
instance, families are in an effort to create a desirable behavioral change in their
children and to maintain healthy communication between them and their children
during this process. Conflict between values can lead to disagreements among
family members.
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Elements of Attitude

Attitudes can lead to some observable behaviors. Emotions are behind the
individual’s thoughts and behaviors. The two aspects of attitude, emotion and
belief, always coexist. The third element of attitude is the tendency to act in
accordance with feelings and beliefs. Attitudes bring stability to the individual’s
emotional and reaction tendencies which may sometimes be inconsistent and
experience mental conflict. For example, a person who is afraid of going to the
hospital may decide to go to the doctor over time, thinking that this is necessary
for his/her health. Thus, a self-consistent tendency takes place between his/her
emotions and behaviors.

e . .
: Belief _— Behavior

Figure 1: Elements of attitude

Models of Attitude Components

Building models of the components that make up an attitude has always
attracted the attention of researchers and over the years this has led to opinion
differences among theorists.

Single Component Model

Thurstone (1931) in his single component model, defined attitude as a
positive approach to a psychological object or situation or a situation that he
dislikes and avoids. Since Thurstone believes that the situation or object
approached or avoided has many characteristics, he explains attitude as a holistic
concept.

The main feature of Thurstone’s approach is that it is emotion-centered. For
example, when it is known that the individual’s attitude towards an object or
situation is negative, attitude is an abstract concept since only the predicted
behavior can be commented on and the details are not known.

Two Component Model

According to a two-component model, which has its origins in the work of
Allport, attitude is the case that generalizes on evaluative responses and influences
the issue of behaving in the same way at different times. Attitude is an important
force influencing decisions about our attitudes, wishes and thoughts.
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Attitude is a special event that can only be known by examining the
individual’s mental processes with the introspection method and is a hypothetical
structure since it cannot be physically examined or seen.

Petty and Cacioppo (1986) defined attitudes as positive or negative general
evaluations of an object or situation.

Three Component Model

According to this model, attitude consists of emotion, thought and action, the
individual’s attitude formation and behavior style reflects the three parts of the
brain: the cortex, the limbic system, and the aged brain. (McGuire 1969). This
approach was also emphasized in Rosenberg and Hovland’s (1960) studies and it
was stated that the cognitive, emotional and behavioral components of the attitude
leads to measurable and observable responses.

Based on this model, Himmelfarb (1993) explained attitude in his study as
the sum of his beliefs, feelings and behaviors towards socially important
situations.

Since it cannot be seen with a naked eye attitude is an abstract concept. It is
resistant to time and situations. For example, if a person has dropped a book on
their big toe and finds that it hurts, this is not enough to form an attitude as this
event happens all at once and in one place. However, if this experience drives that
individual away from books and the library, this situation of dislike becomes an
attitude and this effect lasts for a long time.

As seen in this example, the attitude consists of the situation that is liked and
avoided, the intentions and feelings towards the behavior. This model has been
criticized for establishing a prior link between attitude and behavior.

Functions of Attitudes

Since attitudes have a structure, they also have functions. While most
approaches to attitude reveal an implicit assumption of purpose, some have taken
a more specific approach. Katz (1960) explained that there are different attitudes
and that the individual has different functions such as protecting his/her self-
esteem and allowing people to get to know themselves. Attitudes have four
functions: and can be outlined as providing information, useful, expressing value,
and protecting the self.

Table 2: Functions of attitudes

Information Helps the individual to understand the world.

Benefit Enables the individual to gain reward or avoid
punishment.

Expressing value Allows the individual to express who they are to
their environment.

Protecting Personality It is an individual’s effort to be successful and
protect.
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According to Smith et al. (1956), attitude saves energy since the individual
is not in a situation to relearn every time with the knowledge he has gained from
previous experiences about how to relate to the relevant situation. According to
this theory, the object evaluative function of attitudes, Katz’s knowledge function
that helps the individual to understand the world, and the externalization function,
is synonymous with Katz’s self-protective function in which the individual tries
to protect his/her achievements. Katz’s efforts to express the individual’s gaining
an award and what they are around are covered in this theory under as social
adjustment function. According to this approach, attitude increases the probability
of having positive experiences. Having a positive attitude also brings the person’s
orientation to the relevant object or situation.

Since a strong attitude has an effective appraisal power with the attitude
object, the probability of the related behavior to occur increases with the attitude.

Attitude both facilitates individual’s adaptation to the environment and
manages his/her behavior. In studies on attitudes towards the environment (Raman
2016, Sonmez & Yerlikaya 2018, Gupta & Phillip 2019), found out that women
have more positive attitudes than men in adults, in studies on environmental
behavior (Sadik & Cakan 2010, Celik & Dogru 2019, Sahin & Dogu 2018), found
that women behaved more positively than men in adults. Gokmen et al. (2020) in
his studies have shown that as age increases, negative attitudes towards the
individual increase, and as income and education level increase, positive attitudes
increase.

Theories of Attitude Change

Attitude is discussed as a stimulus-response process in behaviorism theory.
Learning a new attitude is a change in an individual’s attitude.

According to the Social Judgment theory, individual’s judgments change
according to the environment in which they live. The individual tries to emulate
the people he/she receives positive influence from, and try to stay away from the
opposite.

There is consistency between the attitude elements and the attitudes held in
the individual. Consistency Theories were concerned with the importance of this
harmony in the inner peace and communication of the individual.

Cognitive coherence theories were developed in the late 1950s and 1960s,
emphasizing the role of cognition in relation to attitude structure. These theories
focused on identifying beliefs as an element of an attitude and on the
inconsistencies between the beliefs held by the individual. If a thought disagrees
with another and such a contradiction causes indecision in the individual, these
two thoughts are incompatible. This situation disturbs the individual unless a
decision is made,

Fundamentals of equilibrium theory developed by Heider (1946) and later
expanded by Cartwright and Harary (1956) create the individual’s perception style
towards himself and others, the schemas occupying his cognitive field and the
effects of these characteristics on interpersonal communication.
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Heider in his study examined the connection of the individual (A) with the
other individual (B) and with an object (Z). In this interaction, communication
will be consistent if the relationship is balanced. The concept of balance is
evaluated by the types of relations between the elements and their number. There
are two types of positive (+) or negative (-) relationships between these three units
as liking or disliking, being together or not. For example, A’s liking for Z is a
positive (+) relationship, B’s dislike for Z is a negative (-), and A’s dislike for B
is a negative (-) relationship. According to this theory, a person tries to be
internally consistent in his/her beliefs for balance.

In Festinger’s theory of cognitive dissonance, if an individual’s attitude is the
opposite of another attitude he or she has, there is a cognitive discrepancy between
these two attitudes. For example, when the person is given the opportunity to
defend an issue, he/she reacts negatively to this issue.

Functional theory was concerned with the benefits of person attitudes. As
long as the attitude responds to a need of the individual, it continues. The attitude
may disappear when the need is covered.

Evaluation of Attitudes

Since attitudes have long been studied in social psychology, measuring
attitudes is important. It is not easy to measure attitude because it is not a concrete
concept and cannot be observed directly (Thustone 1967).

A general solution is to direct questions to measure something in an
individual’s mind. Attitude scales are used in order to numerically evaluate an
individual’s reactions to various attitude issues according to certain rules.

1. Widely used techniques for the assessment of attitudes:

2. Thurstone’s method of appearing equal intervals, in which stimuli are

foregrounded

3. Additive sorting method based on Likert’s participants,

4. Guttman’s scalogram, in which reactions are foregrounded,

5. Osgood’s scale of emotional meaning.

Techniques for attitude measurement can provide information about the
nature of the data collected and about a person’s attitudes. Different techniques
are used to evaluate attitudes.

However;

- Being able to represent the thought of the individual to be measured with

a numerical value,

- A behavior expressing an attitude to have the same meaning for all

respondents

- The common points of these techniques are that a given answer is scored

the same for everyone.

Physiological and explicit behavioral measures are among other direct
techniques used in attitude measurement.

111



Result

Attitudes, as one of the basic subjects of social psychology, develop as a
consequence of experiences. Long term attitudes, general evaluations of objects
and situations, can change over time under the influence of others. When an
attitude is adopted by an individual other attitudes can be seen about it.

Attitude has been studied mostly from a cognitive perspective. Attitude is
shaped and behavior is realized with the interaction of emotional and cognitive
elements. Attitudes, direct experience, conditioning, learning by watching are
learned in the process of socialization by being influenced by the results of one’s
own behavior (self-perception). The concepts of value and ideology have a role
that directs and organizes attitudes. Most attitudes are learned through interaction
with other people. Parents in the family, teachers at school serve as models for
children’s attitudes. The circle of friends, the media, adopting behaviors are
effective in the creation of attitudes. Whether an individual’s attitude is positive
or negative affects the results of behavior and the formation of new behaviors. In
positive attitudes, avoidance behavior takes place approaching the object or
situation, on the contrary,

Since attitudes cannot be observed directly and can be explained by
behaviors, comprehending the meaning of these two concepts and their linkage is
very important for success and happiness in individual and social life.
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Chapter 11

Quality of Life and Affecting Factors in Children Diagnosed
with Cancer
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CHILDHOOD CANCERS

Cancer is a disease that has an important place among childhood health
problems and is characterized by the uncontrolled division, proliferation and
accumulation of cells in the organism (Akaydin 2020; Erdemir and Arslan 2021;
Filbin and Monje 2019). The World Health Organization (WHO) defines cancer
as “the uncontrolled growth and proliferation of cells affecting any part of the
body” (WHO, World Health Organization).

Childhood cancers show many differences compared to adult cancer types. The
American Cancer Society states that childhood cancers mostly occur due to
changes in Deoxyribonucleic Acid (DNA) in cells and occur in the early period of
life, even in the prenatal period (Akaydin 2020).

The most common childhood cancers in the world are as follows:

* Leukemias, myeloproliferative and myelodysplastic diseases

* Lymphomas and reticuloendothelial neoplasms

* Brain and spinal canal tumours

» Neuroblastoma and other peripheral nerve cell tumours

* Retinoblastoma

* Kidney, liver and bone tumours

* Soft tissue and other non-osseous sarcomas

* Germ cell tumours, trophoblastic tumours and gonadal neoplasms

* Other malignant epithelial neoplasms and malignant melanoma

* Other unclassified malignant neoplasms (Filbin and Monje 2019; Steliarova-
Foucher et al. 2005).

Incidence

It is estimated that 10,470 children (0-14 years) and 5,480 adolescents (15-
19 years) will be diagnosed with cancer in 2022. In addition, 1,050 children and

550 adolescents are expected to die from the disease (Cancer Facts & Figures
2022).
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Childhood cancers appear as the second most important cause of childhood
deaths in developed countries (USA, etc.) and are among the leading causes of
morbidity (Filbin and Monje, 2019). The most frequently diagnosed cancers in
children (28%) and adolescents (13%) are leukaemia (Cancer Facts & Figures
2022).

Overall, incidence rates have increased by an average of 0.8% per year
among both children and adolescents since 1975, although trends vary by cancer
type. Excluding benign and borderline brain tumors, the 5-year survival rate
between 2011 and 2017 for all cancers classified by the International
Classification of Childhood Cancer was 85% in children and 86% in adolescents.
However, it varies significantly depending on the cancer type and patient age
(Cancer Facts & Figures 2022).

Etiology

Cancer is a multifactorial disease originating from many genetic, systemic
and environmental factors (Dalay and Buyru 2015; Erdemir and Arslan 2021). Its
primary cause is genetic instability that prevents DNA from being replicated
correctly (Dalay and Buyru 2015). Although different cancers have different risk
factors, it is accepted that cancers mostly occur due to genetic disorders and
environmental factors, but it is known that host factors are important in childhood
(Akaydin 2020; Erdemir and Arslan 2021). Known causes of cancer include:

* Genetic and familial factors

* Various congenital or hereditary disorders

» Immunological factors

* Insufficient immune syndromes

* Environmental factors

* Various virus infections (such as HIV, EBV, HBV, HCV)
* Radiation

* Exposure to various chemicals (like benzene)

* Some drugs used during pregnancy

* Familial cancer symptoms

* Lifestyle factors such as malnutrition, lack of physical activity and obesity
(Akaydin 2020; Erdemir and Arslan 2021).

Clinical Findings

Many early signs and symptoms of cancer can be overlooked because they
are similar to the signs and symptoms of diseases commonly seen in
childhood/adolescence. Parents should take the child/adolescent for regular
checkups and both parents and health care team should be alert to unusual and
persistent symptoms (Cancer Facts & Figures 2022).

The common signs and symptoms of childhood cancers are summarized as
follows:
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* Weight loss

* Paleness

» Weakness, rapid and excessive fatigue

* Pain and swelling in the extremities

* Diffuse bone pain

* Unexplained, recurrent/persistent fever

* Frequent recurring infections

* Difficulty swallowing or digesting

* Nose and gum bleeding

* Sudden changes in vision/White pupillary reflex
* Swelling in the lymph nodes (lymphadenopathy)
» Abdominal swelling (intra-abdominal mass)

* Thorax mass

* Headache

* Persistent vomiting

* Increase in intracranial pressure

* Convulsions

* Hematuria

* Constipation

* Mass in any part of the body (Akaydin 2020; Erdemir and Arslan 2021; Vural
and Karaman 2014).

Diagnostics

In addition to the rarity of pediatric cancers, the signs and symptoms change
according to the type of cancer, its location, and the age of the patient; similar
findings are also observed in common childhood diseases; the fact that same
cancer can start with a different clinical picture in each patient makes early
diagnosis difficult (Vural and Karaman 2014).

As in all other diseases, the first and most crucial step in the diagnosis of
cancer is taking a detailed history and physical examination. Other diagnostic
methods are used if cancer is suspected after the initial evaluation. The most
commonly used methods in the diagnosis of childhood cancers are; complete
blood count, lumbar puncture, bone marrow aspiration, peripheral smear, bone
marrow biopsy, radiological evaluations, magnetic resonance imaging, computed
tomography, positron emission tomography, ultrasound and tumour biopsy.
Diagnostic procedures are performed to determine the source of cancer, the
structure of the cancer cell, its stage and metastasis status (Akaydin 2020; Erdemir
and Arslan 2021; Marcdante and Kliegman 2019).

Treatment

Cancer treatment depends on the type of cancer, its stage, etc. factors are
taken into account. The treatment team consists of multidisciplinary professions
such as pediatric oncologists, nurses and psychologists (Cancer Facts & Figures
2022).
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The main purpose of cancer treatment is to destroy cancer cells in the body
and increase the quality and duration of life. Cancer treatment includes
chemotherapy, radiotherapy, surgical treatment, bone marrow transplantation and
treatments using biological agents (immunotherapy). Treatment methods can be
used alone or in combination (Akaydin 2020; Nita and Janeway 2017; Tran et al. 2017)

Chemotherapy is the most commonly used treatment method in childhood
cancers, especially with synthetic, natural, biological or hormonal agents that
provide selective death against proliferating cells. The main purpose of
chemotherapy treatment; is to destroy cancer cells (Erdemir and Arslan, 2021).

Radiation therapy uses therapeutic doses of ionising radiation to destroy
tumour cells and cause minimal damage to the surrounding tissue. The main
purpose of radiotherapy; to treat the disease by destroying cancer cells, controlling
the growth and spread of the tumour and increasing the quality of life of the child.
This method is applied for primary or combined (with another treatment method)
and palliative treatment in cancer treatment (Erdemir and Arslan 2021).

Surgical methods are used especially in the treatment of solid tumours. The
purpose of surgical treatment; is to remove cancerous tissue, help diagnose the
disease and to provide comfort in cases where treatment is not possible. Curative
surgery; is the removal of the primary tumour as a whole, if it has invaded, the
surrounding tissue and regional lymph nodes together. Palliative surgery, on the
other hand, is an intervention aimed at improving quality of life, such as
eliminating symptoms such as obstruction and icterus and reducing tumour pain
(Erdemir and Arslan 2021).

The main purpose of bone marrow transplantation; is to replace or treat the
deteriorated bone marrow due to the disease. In transplantation, stem cells
collected from bone marrow, peripheral blood or cord blood are given
intravenously to the patient. Thus, all components of the hematopoietic system are
regenerated. It is used in diseases such as bone marrow transplantation, leukaemia,
lymphoma, solid tumours, aplastic anaemia, sickle cell anaemia, thalassemia and
immunodeficiency (Erdemir and Arslan, 2021).

Biotherapy is a form of treatment using agents of biological origin that have
the ability to affect the biological response. The main purpose of biotherapy; is to
stimulate the immune system, accelerate the process of hematopoiesis and destroy
cancer cells (Erdemir and Arslan, 2021). Immunotherapies approved by the FDA
for the treatment of childhood cancer include Blinatumomab (Amgen),
Dinutuximab (Combined Therapeutics), Tisagenlecleucel (Novartis), oncolytic
virotherapy, Natural killer cell-based therapies, vaccines, Modulation of the
tumour microenvironment (Hutzen et al., 2019).

QUALITY OF LIFE

Quality of life has a natural meaning to most people. Quality of life is a
subjective feeling mostly determined by individual needs, beliefs, values and
attitudes; moreover, it is a value that changes over time (Lewandowska et al.

118



2020). Many concepts related to individual and social life (security, mutual
relationship, high level of health, family life, leisure time activities, etc.) are
within the scope of the concept of quality of life (Kurt and Savaser 2013; Nayak
etal. 2019).

World Health Organization (WHO) quality of life; defines it as “the way
people perceive their situation in the context of the culture and value systems in
which they live, about their goals, expectations, standards and interests”
(Lewandowska et al. 2020; Top et al. 2003). Health-Related Quality of Life, on
the other hand, is expressed as “the patient's perception of the effects of a disease
and its treatment” (Akaydin 2020; Waller and Caroline 2007). According to
Siegrist and Jung, quality of life includes three closely related elements: physical
indicators, mental determinants and social indicators (Lewandowska et al. 2020).

Evaluation of quality of life in children includes some differences from
adults. Childhood is a period of continuous development, so children may have
different evaluations within themselves according to age. In addition, considering
that children can be affected by the physical and social environment more than
adults, evaluations should be made in this direction. Physical functionality, which
is one of the areas used when evaluating the quality of life in adults, evaluates
functions such as being able to do daily activities, eating, taking a bath, going to
the toilet and playing games in children. In the evaluation of social functionality,
communication with friends, playing games and level of adaptation to school have
an important place. In addition, areas such as autonomy, body image, and
emotional cognitive functionality are evaluated on different scales in children and
adolescents. For all these reasons, it is stated that scales used in adults are not
suitable for use in adolescents, and scales developed for adolescents are not
suitable for use in children (Uneri and Memik 2007; Sezer and Ilhan 2019).

QUALITY OF LIFE IN CHILDREN DIAGNOSED WITH CANCER

Quality of life is an important concept in the field of health and medicine.
Although the concept of quality of life is important in individuals of all ages and
diseases, it is a subject that should be evaluated primarily in children diagnosed
with cancer. Understanding the quality of life is important for alleviating patients'
symptoms and improving care and rehabilitation (Haraldstad et al. 2019; Tag and
Yilmaz 2008).

Quality of life is largely dependent on health status, ie the effect of illness
and treatment on the patient's physical function. Children and adolescents
undergoing cancer treatment experience multiple symptoms as a result of their
illness and treatment (especially chemotherapy). These symptoms directly affect
the child's quality of life, including their ability to participate in daily,
developmentally appropriate activities. As the intensity of the treatment increases,
the symptoms also increase and the quality of life of the child/adolescent is
increasingly negatively affected (Lewandowska et al. 2020; Linder and Hooke
2019).
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Diagnosing the disease and initiating treatment in pediatric oncology patients
upsets the physical, emotional and economic balances of the child and family,
prevents them from getting satisfaction from life and reduces their quality of life.
Frequent hospitalizations, constant pain, loss of personal control, inability to
perform basic activities, inability to meet the need for play due to being in the
hospital and various treatments, and being away from friends and school
negatively affect the quality of life of the child (Tas and Yilmaz 2008). In a study
by Landolt et al., it was determined that the quality of life of children who were
evaluated at the diagnosis stage and six months after the diagnosis was affected
during the treatment process. As a result of the increase in treatment intensity and
multiple treatments, it was determined that more deterioration in physical and
motor functionality and a significant decrease in emotional functionality were
observed.

Children diagnosed with cancer, due to the side effects of treatments such as
chemotherapy and radiotherapy, as well as the symptoms arising from the disease
process itself; in addition to physiological symptoms such as pain, fatigue, loss of
appetite, lack of energy, alopecia and nausea-vomiting, psychological symptoms
such as irritability, irritability, sadness and anxiety are commonly experienced.
Disorders associated with such symptoms can hurt children's quality of life while
reducing adherence to treatment (Hedén et al. 2013; Tas and Yilmaz 2008). In a
cross-sectional study of 158 children undergoing cancer treatment, parents
reported that inactivity with friends, worry about treatments, procedures, and side
effects, and pain were the most common, severe, and distressing symptoms for
children (Dupuis et al. 2009). It has been reported that the disease disrupts the
daily life pattern of family members as well as the affected child and affects the
quality of life. (Hedén et al. 2013; Tas and Yilmaz 2008). In a review examining
110 publications on the symptoms experienced by children and adolescents with
cancer, it was reported that 36% of children/adolescents had psychological
problems, 31% had physical problems, 22% had psychological and physical
problems, and 11% had school-related problems (Ruland et al. 2009). Another
study showed that fatigue, nausea, and pain were the most bothersome symptoms
in children aged 0-19 years, treated and untreated for cancer, according to
children, parents, and nurses (Hedstrom et al. 2003).

It is important to determine the quality of life of patients before and after
treatment, to plan interventions to strengthen the quality of life, and to evaluate
the effectiveness and side effects of medical procedures. In this process, quality
of life scales is frequently used to make effective objective measurements (Tas
and Yilmaz 2008).

The most commonly used scales for children are as follows:
* Child Health Questionnaire

* Exeter Health-Related Quality of Life

* German Quality of Life Questionnaire

* Pediatric Quality of Life Inventory
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* Child Quality of Life Questionnaire

* Pediatric Cancer Quality of Life Inventory

» Pediatric Oncology Quality of Life Scale (Tas and Yilmaz 2008; Uneri and
Memik 2007).

FACTORS AFFECTING QUALITY OF LIFE IN CHILDREN
DIAGNOSED WITH CANCER

Children and adolescents undergoing cancer treatment experience multiple
symptoms as a result of the disease and treatment (Linder and Hooke, 2019b). In
the study conducted by Yilmaz et al. (2009), hair loss was very common (48.3%)
in the children of parents; fatigue (49.4%), nausea-vomiting (34.8%), anxiety-
anxiety (24.7%) and taste changes (23.6%) were moderate; They observed very
little constipation-diarrhoea (28.1%), pain (27%), difficulty sleeping (12.4%), and
difficulty breathing (7.9%). affects its quality directly and indirectly (Linder and
Hooke 2019). Evaluation of quality of life in pediatric patients diagnosed with
cancer will help to increase the well-being of both the child and the family in the
short and long term (Vlachioti et al. 2016).

Gender

Gender is among the indicators of quality of life. In terms of gender variables,
when the subjective quality of life measurements are examined, different results
are seen because the studies are conducted in different regions, different age
groups and different socio-economic environments (Aydiner and Pagacioglu
2016).

When the literature was examined, it was found that the female gender was
associated with worse quality of life (Dupuis et al. 2016; Halvorsen et al. 2018;
Klassen et al. 2011; Robson et al. 2021; Van Litsenburg et al. 2014; Wolfe et al.
2015). Similarly, in a study conducted with 56 patients in Athens, the male gender
was associated with better quality of life (Vlachioti et al. 2016). Contrary to these,
Raybin et al. (2021), in their study, found no difference between boys and girls in
subjective or objective quality of life measures.

Age

Human life includes infancy, childhood, adolescence, old age, etc. divided
into periods. Each era has its own characteristics and challenges. The difficulties
experienced in the period and the reactions given affect the quality of life of the
individual. Health-related quality of life includes a multidimensional assessment
of physical, psychological and social functioning and is sensitive to
developmental changes in children and adolescents (Pan et al. 2017). Scales
specific to each period are used to evaluate the quality of life (Robson et al. 2021).

Various conclusions were reached when the literature was examined. Studies
have found that older children report worse quality of life (Dupuis et al. 2016; Pan
et al. 2017; Raybin et al. 2021; Van Litsenburg et al. 2014). In their study,
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Vlachioti et al. (2016) found that only children aged 8-10 reported better quality
of life and were optimistic about their future compared to older children. In
addition, it has been reported that the quality of life of younger children is worse,
one in children with leukaemia (Dupuis et al. 2016), and the other in children
diagnosed with advanced cancer (Robson et al. 2021).

Health Status/Presence of Disease

Quality of life is intertwined with many concepts, and the concept of “health”
is one of the concepts that have the most impact on quality of life. An individual's
physical, psychological and social health is an important indicator of the quality
of life. The most important objective quality of life indicators related to health; is
the ability of the individual to perform activities that require physical endurance
such as walking, running, climbing stairs, bending and straightening, as well as
daily life activities, as well as self-care, and these are sufficient. Subjective health-
related quality of life indicators is; the subjective views of an individual about his
or her physical, psychological and social health (Aydiner and Pagacioglu 2016).

Education

Education; is one of the issues that contribute positively to the life and quality
of life of the individual. In addition, since the quality of the education received
affects the existing life of the individual, the profession of choice in the future will
also affect the living standards; Education has a great impact on an individual's
quality of life. The division or termination of education due to negative reasons
such as illness, hospitalization and cancer treatment negatively affects the quality
of life (Aydiner and Pagacioglu 2016).

When the literature was examined, Pan et al. (2017) found that children aged
7-12 and adolescents aged 13-15 reported a higher level of quality of life in school
functioning than those aged 16-18.

Social Support Opportunities

Another important indicator in terms of quality of life is the individual's
social environment and his relationship with his environment. Quality of life is a
concept that grows with social quality. At this point, the family is extremely
important. A supportive family environment where the individual can "exist",
"belong" and "realize himself" is extremely important in the development of
quality of life (Aydiner and Pacacioglu 2016). In a meta-analysis, social support
emerged as a strong predictor of adolescent hope (Yarcheski and Mahon 2014).

Adaptive coping and better quality of life can be predicted in the case of
diseases that require a long and difficult treatment process such as cancer. Cross-
sectional studies have found a relationship between coping and quality of life in
newly diagnosed (Germann et al. 2015) and long-term survivors (Stam et al.
2006).
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Residential Features

Housing is one of the most basic needs of the individual, and the
characteristics of the house in which he lives affect the quality of life. Safe and
stable housing has been identified as a determining factor in child health. Well-
designed housing has been identified as an important factor in improving quality
of life. Quality housing is also effective in meeting health and social care agendas
(Gou et al. 2018; Patrick and Farrell 2017).

When the literature is examined, Kalayci and Caligkan (2021), in their study
with children aged 8-12 years and their parents who were treated for cancer in a
University Hospital in the Central Anatolia Region of Turkey, found that the
quality of life of children using stoves for home heating was 41.29 units compared
to those using radiators. found lower. In this study, more dusty, humid, etc. houses
heated with stoves. It was thought that the child had unhealthy living conditions
and therefore could affect the quality of life of the child (Kalayci and Caliskan
2021).

Pain

Pain is a subjective experience experienced in many different ways. Cancer
pain is a nociceptive pain that causes many negative effects in the short and long
term in infants, children and adolescents. Pain caused by cancer can be caused
directly by the tumor or by the side effects of perioperative procedures,
chemotherapy, radiotherapy or treatments. Persistent pain caused by cancer has
been accepted as a public health problem of high importance by the World Health
Organization and pharmacological treatments for pain are included in the
guidelines (Pan et al. 2017; Wiffen et al. 2017).

Pain during cancer treatment is one of the most commonly reported
symptoms by both parents (Pan et al. 2017) and children (Montgomery et al. 2020;
Wolfe et al. 2015). When the literature is examined, it has been found that pain
affects the quality of life negatively in studies conducted with children diagnosed
with leukaemia (Aznar et al. 2006; van Brussel et al. 2005). Similarly, in a study
conducted with children aged 7-18 years with cancer in Lebanon, it was found
that pain negatively affects the quality of life (Abu-Saad Huijer et al. 2013).

Nausea and Vomiting

Nausea/vomiting is a frequently experienced symptom in childhood cancers
and is caused by the stimulation of the vomiting centre in the brain due to the
application of intensive chemotherapy. Nausea/vomiting may begin within the
first two hours after the start of chemotherapy and may continue for 6-12 hours,
sometimes for a few days. Nausea and vomiting prevent the child's food intake,
create a risk of dehydration, and cause weight loss, sleep problems, and anxiety.
It also causes deterioration in the social interaction of the child and a decrease in
the quality of life (Giinay and Polat 2015).
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When the literature is examined, it has been stated that nausea and vomiting
negatively affect the quality of life in studies conducted with children diagnosed
with cancer (Bergkvist and Wengstrom 2006; Kudubes et al. 2021). Similarly, in
a study conducted with 250 children diagnosed with cancer in Turkey, it was
stated that nausea and vomiting cause a decrease in the quality of life of children
(Kudubes and Bektag 2022).

Alopecia

Alopecia is one of the common symptoms that occur as a result of damage to
hair follicles by various chemotherapeutic drugs or cranial radiation. Hair loss in
children starts 2-3 weeks after chemotherapy, and hair grows back 4-6 weeks after
treatment ends. Although alopecia is not a life-threatening problem, it negatively
affects the quality of life of children and their families in all age groups, especially
in adolescence, and causes loss, anger, anxiety, depression, body image and social
phobia along with deterioration in body image (Giinay and Polat 2015).

When the literature was examined, it was stated in a study conducted with
children who survived cancer that alopecia negatively affected the quality of life
(Kinahan et al. 2012). Similarly, in a study conducted with pediatric patients
(Hamilton and Craiglow 2020) and their parents (Gunawan et al. 2016), it was
found that alopecia negatively affects the quality of life in children.

Type of Tumor

The type of tumour is one of the factors affecting the quality of life of children
diagnosed with cancer. For example, in brain tumours, depending on the existing
tumour, complications of surgical treatment or mental disorders caused by long-
term radiotherapy, much lower scores are obtained especially in physical quality
of life (Maurice-Stam et al. 2007; Meeske et al. 2007).

Vlachioti et al. (2016) concluded in their study that children with
haematological malignancies reported a higher level of quality of life compared
to those suffering from solid tumours. Similarly, in studies conducted in the
literature, patients diagnosed with central nervous system cancer report worse
quality of life than leukaemia survivors (Bradley et al. 2012; Cardarelli et al. 2006;
Klassen et al. 2011; Meeske et al. 2007).

Fatigue

Fatigue is a multidimensional and subjective phenomenon. It is one of the
most disturbing symptoms as it affects many aspects of an individual's life.
Children diagnosed with cancer experience deterioration in physical performance,
different sleep patterns, and a decrease in talking or interacting with others due to
fatigue (Pan et al. 2017).

Fatigue that develops during cancer treatment in children; It is defined as a
feeling of deep exhaustion or difficulty in moving the extremities or opening the
eyes, which is affected by environmental, personal and treatment-related factors,
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which can cause problems with playing, lack of concentration and negative
emotions (Giinay and Polat 2015). Yilmaz et al. (2009) in their study, due to
cancer fatigue in children, 43.8% of the study activities, 39.3% in friendship
relations, 37.1% of their morale, 36% of their play activities, 29.2% in life energy
and 28.1% of the family. It was found that the relationship was greatly affected.

Pan et al. (2017) in their study with children diagnosed with cancer,
concluded that fatigue affects the quality of life negatively. When the literature is
examined, high fatigue has been associated with low quality of life in children and
adolescents diagnosed with cancer (Abu-Saad et al. 2013; Nunes et al. 2017; Van
Litsenburg et al. 2014). Darezzo Rodrigues Nunes et al. (2015) conducted a study
of 35 children and adolescents diagnosed with cancer in Los Angeles and Orange,
California, in their study, more than half of the participants had problems with
fatigue at home, Factors affecting fatigue were age, gender and cancer diagnosis,
Adolescents were more likely to be diagnosed with cancer than children. reported
that they had fatigue problems and those female patients had more fatigue
problems than male patients.

Family Environment, Parental Characteristics, Parental
Psychopathologies and Sociodemographic Characteristics

Family environment, parental -characteristics and sociodemographic
characteristics are also effective factors in evaluating the quality of life in children
diagnosed with cancer. It is expected that the quality of life will be positively
affected in a regular family environment where family integrity is not broken,
parents are together and there are no domestic problems. (Landolt et al. 2006).

When the literature is examined; In the study of Kalayc1 and Caligkan (2021),
it was determined that the father's unemployment reduced the child's quality of
life emotional function sub-dimension score by 7.15 units, and it was stated that
the reason for this was that the family and the child were exposed to stress due to
financial reasons. Studies have shown that family burden and stress negatively
affect children's quality of life (Litzelman et al. 2013; Roddenberry and Renk,
2008), and healthy family relationships are associated with a better quality of life
(Litzelman et al. 2013). Hung and Chen (2008) stated that the extended family
structure causes worse communication, worse family relations and lower quality
of life compared to the nuclear family structure. The quality of life of children
living with or without a single parent was found to be worse than children living
with their parents. It is stated that children living with their parents have more
access to health services, are healthier, and have less emotional-behavioral
problems (Blackwell 2010).

Economical Situation

The level of meeting the basic needs of a person such as health and shelter is
directly related to his economic situation. The quality of life of individuals who
do not have economic power and cannot meet their needs are affected by this
situation. Sick individuals need certain financial resources in order to have better
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health conditions and to overcome the financial burden of the disease without
stress. Income level has a great impact on the protection and development of
health (Aydiner and Pacacioglu 2016).

In their study, Illowite et al. (2018) found that children whose families were
in the low-income group (<$50,000) had a lower overall quality of life than
children in the high-income group. Similarly, Robson et al. (2021), in their study
with children diagnosed with cancer, found that family income level was
statistically significantly positively correlated with all quality of life scores,
indicating that quality of life scores increase as income levels increase.

Diarrhea

In pediatric oncology patients, diarrhea may be potentially serious sequelae
of treatment or may lead to hospitalization and delay in treatment in severe cases
(Chordas and Graham, 2010).

When the literature is examined, it is thought that children diagnosed with
cancer often experience diarrhea symptoms due to treatment (McGrath 2019;
Yildinm et al. 2014), and this complication may negatively affect the
physiological and psychological health of the child and cause a decrease in the
quality of life.

Sleep Problems

Sleep disturbances are among the most commonly reported symptoms
experienced by oncology patients during treatment for cancer, and in some cases,
these problems persist. These include excessive daytime sleepiness and nighttime
problems such as poor sleep efficiency, insomnia, obstructive sleep apnea, and
restless legs syndrome (Chordas and Graham 2010; Crabtree and Wise 2021).

Sleep disorders in children can be attributed to the presence of cancer,
chemotherapy/radiation therapy, hospital environment (room access/exit, night
treatments, limited mobility and reduced physical activity) and anxiety related to
psychological state, mood problems and cancer diagnosis, repeated
hospitalizations, treatment or typical It can be caused by stress associated with a
disruption in routine (Crabtree and Wise 2021).

When the literature was examined, the majority of children with cancer
reported excessive daytime sleepiness (Jacola et al. 2016; Kaleyias et al. 2012;
Spathis et al. 2015). When studies with children diagnosed with cancer were
examined, it was stated that sleep disorders were associated with poor quality of
life (Numanoglu et al. 2018; Nunes et al. 2019).

THE ROLE OF NURSES IN IMPROVING THE QUALITY OF LIFE
IN CHILDREN DIAGNOSED WITH CANCER

Today, considering childhood cancers as a chronic disease has brought the
quality of life to the agenda, and the orientation towards the biopsychosocial needs
of children diagnosed with cancer and their families has increased. Cancer and its
treatment affect not only the child but also the family as a whole and change their

126



quality of life. Each family member needs professional care in order to increase
the quality of life of the child diagnosed with cancer and his family. The treatment
and care of the patient diagnosed with cancer require a multidisciplinary team
approach. Nurses, who work in pediatric haematology-oncology clinics as a team
member, know the patient and his family, spend a lot of time with them, observe
and analyze them, and play an active role in the treatment process with the quality
of care they provide to the child (Taskiran 2019).

The scope, adequacy and quality of nursing care offered to the child
diagnosed with cancer and his family directly affect the quality of life. The basis
of the nursing care of the child diagnosed with cancer with the prolongation of life
span is the management of a series of signs and symptoms that develop due to the
side effects of the disease process and treatment and affect the quality of life of
the child, as well as supporting family members to cope with the disease. In this
direction, the cooperation between the family and the nurses with the family-
centred approach has also gained importance.

Evaluation of quality of life: Nurses play a key role in the evaluation of the
quality of life. According to the new health care philosophies, nurses should
display a holistic approach based on mutual respect, trust and cooperation when
evaluating the quality of life of patients in order to increase their quality of life.
For this reason, nurses should question the concepts and philosophies related to
the quality of life, strive to find models that develop the philosophy of physical
and psychological well-being, which is the origin of nursing practices, and adopt
existing philosophies.

Identifying and managing symptoms:

* Monitoring of infection

* Managing anaemia

* Prevention of bleeding

* Prevention of mucositis

* Managing nausea and vomiting

* Providing pain treatment

* Ensuring adequate nutrition

* It includes supporting growth and development.

Providing emotional/psychosocial support to the child and family: The nurse
should be friendly, open to communication and establish effective
communication, and provide a sense of trust in the child and family. Despite all
the difficulties they experienced during the hospitalization process, it was
determined that the quality of life levels of the children who stated that they
received emotional support from the nurses in the most difficult times were higher
after they recovered from the disease. The nurse should analyze the patient's
habits, fears, and daily activities holistically and try to minimize the deviations
that may occur due to his illness (Kalayc1 and Caliskan 2021; Weaver et al. 2015).

Palliative care: World Health Organization quality of life “Improves the
quality of life of patients and their families facing problems associated with life-
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threatening diseases through the prevention and relief of suffering through early
detection and impeccable assessment and treatment of pain and other physical,
psychosocial and mental problems.” defined as. With the prevention of cancer and
prolongation of life with the treatments applied, palliative care has emerged as an
optimal comprehensive care model that focuses on the quality of life of the child
and family as a fundamental aspect of treatment (Weaver et al. 2015; American
Cancer Society Cancer Action Network).

Pediatric palliative care aims to alleviate the child's symptoms, help the
child's communication and coordination, and ensure that the child and family have
the physical, emotional and mental strength to carry on with daily life. Care is
provided by a team of doctors, nurses, social workers, child life specialists, and
others (Sarman 2019; Weaver et al. 2015; American Cancer Society Cancer
Action Network).

Pediatric palliative care can be applied at any age and any stage of the disease.
The benefit of palliative care to children and their families has been recognized
by the American Academy of Pediatrics. Early pediatric palliative care has been
expressed as the most fundamental aspect of providing optimal treatment, starting
at the time of diagnosis and continuing throughout the child's care process
(Weaver et al. 2015; American Cancer Society Cancer Action Network).

Empirical data have found that quality of life for pediatric cancer patients and
their family members can be enhanced through the prevention and relief of child
and family suffering through the practice of psychosocial mindfulness combined
with compassionate and honest communication, symptom relief, and quality
palliative care services (Weaver et al. 2015).
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INTRODUCTION

Today, the most important symbol of Bosnia and Herzegovina is the city of
Sarajevo. Sarajevo's name was Vrhbosna before the Ottoman Empire. It was also
called Bosnia-Palace or Saray Plain in the Ottoman Empire. Bosnian people also
call their city Sarajevo. It is rumored that the city was called the Palace-Plain,
inspired by the plain view overlooking the valley from the palace. (Gazi Hiisrev
Bey, 2022)

The administration of Bosnia after the fall of the Roman Empire

It has changed hands several times. Bosnia gained its independence in the
1200s and maintained this independence for over 260 years. (URL 1).

Bosnia remained under the administration of the Pelasglar, Illyrians,
Romans, Huns, Ostrogoths, Avars, Serbs, Croats, Franks, Bulgarians, Bosnian
Drebeyliks, Eastern Romans, Bans, Bosnia Serbia and Dalmatia Kingdom,
Kangar/Besenyo-Bosniak State until the Ottoman Period. The Ottoman Turks, on
the other hand, established Sarajevo and enabled it to reach today. According to
Sedad Beslija, the relations between the Ottoman Empire and Bosnia and
Herzegovina lasted for a total of 522 years from 1386 to 1908 (URL 2).

The Ottoman Empire left many works in these places, which it ruled and
ruled for a total of 522 years from 1386 to 1908. He founded Sarajevo and built
foundations, complexes, health institutions, hospitals, schools, bridges, inns,
waterways, etc., within various zoning activities.

In this study, firstly, information about the origin and historical process of
Bosnia and Herzegovina will be given. Later, information, documents and records
about the health institutions, health services and hospitals established by the
Ottoman Empire here will be shared.

THE HISTORICAL PROCESS OF BOSNIA

The history of Bosnia goes back to 3000 BC. This historical process begins
with the Pelasgians and their important branch, the Illyrians.
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3000 BC Pelasglar Period

The most important people living in the prehistoric northern Aegean before
the Greeks were the Pelasgians, including the Etruscans (URL 3). Pelasg,
mentioned in Ancient Greek texts (Pelasgoi, Pelasgos, Pelasgion - [Tehacyikov),
is the name of a people who lived in Crete and Aegean islands in Northern and
Central Greece, their homeland before the arrival of the Hellenic tribes (URL 4).
The lons were descending from the Pelasg. The Dorians and Hellenes never left
the Pelasgians (Herodot, Histories 1. 56.1).

As a result of the excavations at Catalhdyiik, James Mellaart (1955) and F.
Schachermeyr (1979) claimed that the Pelasgians migrated from Anatolia to the
Aegean Sea in 4000 BC and were influential in the formation of Greek ancestry
and culture. There are many words borrowed from this language in Greek. The
Pelasgians and the Hellenes became the ancestors of the next generation of
Greeks.

Historically, Pelasgians are found in Anatolia and Italy. The Pelasgians are
the first inhabitants and first owners of Greece. Herodotus says that there are two
races in Greece, one is Greek and the other is Pelasg, the first never left his
homeland, and the second is nomadic (“Herodotus”, (1949), translated by J. Enoch
Powell). According to Herodotus, the Greeks owed their becoming a great nation
to the Pelasgians.

The Democratic Athenians boasted of their Pelasg descent and called
themselves "sons of the land." Herodotus described them as Hellenized Pelasgians
(George Thomson, 2021).

Historians after Herodotus clearly regarded the Pelasgians and Etruscans as
the same nation in their works and stated that there were name changes due to
migrations. According to Hellanikos, after the Pelasgians settled in Italy, they took
the name Tyrrhen (Etruscan). According to Myrsilos of Lesbos, the Tyrrhenians
took the name Pelasg after leaving their homeland (Noel des Vergers, 1862;109).

Today's historians, and especially historians of Latin countries, ignore the
Pelasg nation, which Herodotus mentions in many parts of his work, which he
calls "Pelasgoi" (fleZacr/oi), tells about their migration, and gives information
about their customs and traditions.

When talking about the old city of Argos, this city is described as "pelasgic".
This city was “founded by the Pelasgians. While Homer "catalogs" the Trojan
army against the Greeks, he talks about the "Pelasg tribes with strong bayonets
fed by the city of Larissa". Pelasg, who were good warriors, lived in Larisa, the
most important city of the Aiol League, and they fought against the Achaeans
(Greeks) on the side of the Trojans in the Trojan War.

Herodotus named the Etruscans, whom he referred to as immigrants, as
Tyresns. According to him, the entrance of the Etruscans to Italy began when the
Lydian King Atys divided the people into two when the famine began. At the head
of those who went was his son Tyrsenos as president. Those who settled in the
Umbria region of Italy changed their Lydian name and took the name Thyrsen.
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The Romans called the Thyrsens, Tusci or Etrusci. The Greeks called them the
Tyrhennoi. Herodotus reports that the drink of the Thyrsens, that is, the Etruscans,
is the 'mare's milk' that the Central Asian nations drink (S. Vedat Karaarslan,
2022).

The word Pelasg is mentioned in Chapter X of the Iliad. While Dolon counts
Troy's allies, he also mentions the Pelasgians.

In Odyssea, the name of the Pelasgians is among the nations residing on the
island of Crete. Here, too, the Pelasgians are described as "divine" (Illiade-
Odyssee, 1965, p.127). When the Greek hero Achilles sends his friend Patrokl to
war, he calls the head god of the Pelasgians, that is, the god of the Pelasgians, who
was the ally of the Trojans, the enemy of the Greeks. This means that either the
Greeks at that time accepted the superiority of the Pelasgians in all areas, or the
famous hero of the Greeks was a descendant of Pelasg (Ayda, Adile 1982,475).

According to Herodotus, “the Pelasgians who lived in the city of Creston
above the Tyrrhenians, and also in the cities of Plakya and Stulaka, around the
Dardanelles, spoke a foreign language, not Greek.” The language of the Pelasgians
was a different language from Greek. Today's linguistics state that Pelasg is not
an Indo-European language.

According to Hecateos, the Pelasgians kidnapped Athenian women at
Brauron. According to Philocoros, they are the ones who kidnapped the Athenian
women. They are the Tyrrhens. For this reason, writers such as Aristophane and
Sophocles have found it more practical to use a compound name Pelasg-Tyrrhens.
All this shows that the Pelasg and Tyrrhens, that is, the Etruscans, spoke the same
language and had the same customs and traditions.

Archaeologist James Mellaart, who headed the Catalhdyiikk (Konya)
excavation and introduced it to the world, suggested that the Tyrsenian language
group was the predecessor of the pre-Indo European language group (S. Vedat
Karaarslan, 2022; Tarihten bir Kesit, Etriiskler, 2007). According to linguists, the
Eriisk language is not "conjugated" (stranded) like European languages, it is a
"conjunctive" (conjunction) language and shows a clear tendency to the law of
phonetic harmony. Both adjacency and sound harmony are the characteristics of
Finnish-lucky languages. To understand who the Pelasgians are, then, we will
have to look to one of the nations speaking the languages in question. These
nations are Hungarians, Finns, Mongols and Turks. Among these nations, Turks
are the nation that fulfills both the linguistic requirement and the other conditions.
In the work “Languages of the World” written by Meillet and Cohen, “Pelasg
language originated in the BC. Even in the 5th century, it was spoken on the coast
of Thrace, south of Propontid, and on the islands of Imbros and Lemnos”. The
word TEPAE means TEPE in the Pelasg language, as in Turkish, and the meaning
of the word hill in Turkish is well known by all world archaeologists: Altin-tepe,
Ikiz-tepe, Kara-tepe, Kiil-tepe (Ayda, Adile, 1982, 475).

The Pelasgians are divided into many branches, and the largest and best
known of these; Illyrians or Lireté (Dlireté), Macedonians, Thracians (Trashét¢),

137



Phrygians and others (URL 5).

Illyrian period 1225-165 BC

The largest and best known of the Pelasgians; They are the Illyrians or Lireté
(Dliret€).

Figure 1: Map of Illyria (Vesa Bariev022)

Ancient Greeks and Romans; The tribes and states in the general region of
Albania and former Yugoslavia were called Illyrians (Irvin, F.2016,25). Illyria
spanned the Adriatic and Ionian Seas to the west, north-east of the Alps and east
of the Drava, Danube, Morava and Vardar rivers, south of mainland Greece.

Ancient Illyria was the coastal region of present-day Dalmatia (Croatia and
Montenegro).

The Illyrians are the owners of the oldest civilization that lived in the Balkan
Peninsula before the ancient Greeks. There are many Illyrian influences in the
ancient Greek language. The Illyrians were organized into small tribes in the
region historically between 1225 and 165 BC before the Helens (Arnavutluk,
2022)

The Illyrians are a people who lived in the western part of the western Balkan
Peninsula in ancient times and little is known about them. They appeared around
1000 BC, at a time that coincided with the end of the Bronze Age and the beginning
of the Iron Age. Even in ancient times they were mixed with each other in the
Thrace-Illyrian and Dako-Thrace regions. The region inhabited by the Illyrians
came to be known as Illyria, which was later defined as a region corresponding to
most of Albania, Montenegro, Kosovo, Croatia and Bosnia and Herzegovina, and
parts of western and central Serbia and Slovenia.

[llyrian tribes were never collectively identified as Illyrian. The Illyrians are
the name of a special Illyrian tribe who were among the first to encounter the
ancient Greeks during the Bronze Age, between 3300 BC and 1200 BC. The last
and best known Illyrian King Agron established the Illyrian Kingdom, the most
powerful state in the Balkans, between 250 and 230 BC, and made Shkodra, in
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present-day Albania, its capital. The Illyrians have challenged Rome over the
years. But the Romans captured some Illyrian settlements in the Illyrian Wars of
229 and 219 BC. In 168 BC, they captured Gentius, the last King of Illyria, in
Shkodra and took him to Rome in 165 BC. The Illyrians remained under Roman
rule for 400 years. After the fall of the Western Roman Empire, the region was
ruled by the Byzantine Empire and also by the Bulgarian and Serbian Empires at
various points in the Middle Ages.

The earliest recorded Illyrian kingdom was that of Enchele in the 8th century
BC. (Stipcevic, A., 2002,46). Other Illyrian kingdoms began in 400 BC and ended
in 167 BC. (Wilkes, J., 1995, 298). Many lllyrian tribes lived in the Balkans. For
example, in Albanopolis, located in Zgé€rdhesh near Krujé in the region between
Albanoi, Mat and Shkumbin in Albania, Amantes: Amantes, also known as
Amantieis or Amantini: In the inner part of the Vloré Bay, Ardiaci: Ardiaei;
Konjic in the north, Neretva in the west, Lake Shkodér in the southeast, and the
Adriatic Sea in the south in the Rhizon and the Authoritarian Autariatae, also
known as Autariatai or Autariates, Alternatively, Cursed; In the Lim, Tara and
West Morava valleys in the mountains, Dalmatae; Dalmatae; In the Dalmatian
region, Daorsi: Daorsi, in the Neretva valley, Taulantii: they are among the oldest
attested Illyrian peoples. The Illyrians lived in the hinterland of Dyrrhachion-
Epidamnos between the Mat and Shkumbin valleys (iliryalilar, 2022; URL 6).

Pelasgians and Illyrians are seen as the origin of Albanians. The Pelasgians
are known as the oldest tribe in Europe. The Greeks also trace their roots to the
Pelasgians. Many historians are of the opinion that the Pelasgians and Illyrians
were related to the Dorians from the Hellenic tribes and were the founders of
Hellenic culture.

The Illyrians were one of the founding peoples of the Roman Empire, and
many Roman Emperors came from this region. In the 5th century, the Roman
Empire was attacked and destroyed by the Germans, Huns and Slavs. After the
fall of the Roman Empire, Illyria region 7th-8th. After centuries, it gradually
passed into the hands of the Slavs and the region began to be called Croatia and
Montenegro after the Middle Ages.

Ancient Turkish Traces in Bosnia

The Pelasgians are also called the Proto-Turks. The most important branch
of the Pelasgians are the Illyrians. Huns and various Turkish communities settled
in the region after the Tyrrhens (Etruscans).

The Pelasgians came to Greece BC. They arrived towards the year 3000.
(Paul A. (1928)., Larousse). In other words, the Pelasgians from the North came
and settled in Greece a thousand years before the Greeks. Turks are a nomadic
nation that came to the Mediterranean from the North, like the Pelasgians, many
times under various names. The Pelasgians were Proto-Turks. Because the Turks
or Proto-Turks were not content with invading Greece under the name of Pelasg
in the prehistoric period, they did so many times in later periods. The ancestors of
today's Turks, Scythians, Huns, Avars, Cumans, Pechenegs, etc. Turkish elements
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settled in this geography by coming from Thrace, Bosnia and Herzegovina,
Macedonia and Greece from the north. The ancient Greeks called Macedonia
Pela(s)gonia, the land of the Pelasgians. During their sedentary period, the favorite
thing of the Pelasgians was to build such a pelagic wall and to establish cities such
as Argos and Larissa (Ayda, Adile,1982,475)

420 BC Huns

Turkish presence in the Balkans, BC. 4. It started with the arrival of Scythian
Turks and other Turkish tribes who migrated from Central Asia to the west. Huns,
M.S. IV. In the middle of the century, they captured the Alan country and took the
East Goths under their domination. Later, they crossed the Danube and advanced
to Thrace and captured the region where the Pelasgians and Illyrians lived in the
420s.

Rua, the ruler of the Huns, tied Eastern Rome to tribute. The Huns included
about 70 Byzantine cities such as Singudunu (Belgrade), Naisus (Nis),
Philippopolis (Plovdiv) in Atilla's wars with the Byzantines. After the death of
Atilla in 453, some of the Huns who remained in Europe joined the Avars who
came later, and the Huns brought by Attila's younger son and the idil Bulgarian
Turks led by Asparuk, who migrated from the north of the Black Sea to the
Danube tribes, came together in today's Bulgaria. They came and established the
First Bulgarian Turkish State. Some of the Huns mixed with Slavs and Germans.

VII. Century Avars and Other Turkic Tribes

European Avar Turks conquered today's Western Russia, Poland's Pripet,
Dnieper, Dniester and Slavs/Slovenes region in the 5th and 7th centuries.

The Avars also took the Slavs living in this region under their dominance,
joined them in front of them, and landed in the Balkans, thus causing the Balkans
to become Slavic to a large extent. After the Avar Turks conquered the Balkans,
they also eliminated the remnants of the Roman Empire in the region.

Pecheneg, Uz, Berendi and Cumans crossed the Danube in 1122 and attacked
Byzantium. The Pechenegs plundered the lands up to Thrace. The Pechenegs were
defeated by the Byzantines in the Battle of Beroia near Berce (Old Zagra). Some
of the captive Pechenegs were subjected to forced resettlement along the Vardar
River, around Macedonia, Serbia, Bosnia and Sofia (Pegenekler, 2022).

Avar Turks in the 5th century, Pecheneg Turks in the 9th century, Cuman
Turks in the 11th century, and later Bulgarians and Hungarians of Turkish descent
settled in this region. The Pechenegs from the Oghuz branch of the Turks came as
far as Macedonia, Serbia and Bosnia-Herzegovina. In the same centuries, Cumans
(Kipchaks) also established a federated state in Eastern Europe. This Turkish
federation M.S. It was destroyed in 1091 (URL 7). The mentioned tribes of
Turkish origin settled in the Balkans and played important roles in the ethnic,
social, cultural, etc. structuring of the region. These Turkish tribes have had a great
impact on the traditions, languages and all areas of daily life. Especially
Scythians/Sakas, Huns, Avars, Cumans/Pechenegs, Uzs (Gok Oguz/Gagauz) have
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kept the Turkish culture alive and widespread (Mualla, U.Y., 2020).

168 BC Roman Empire Period

B.C. After the Illyrian Wars in 168, Roman domination began in Illyria and
the region was named Illyricum (state) (Halil, 1.S., 2021,21).

Roman Empire, AD. When it was divided in 395, Illyria became part of the
Western Roman Empire. The Romans conquered Illyria in 1018 by the Eastern
Roman Emperor II. Basileus was able to recapture it after a long resistance. The
region became part of the Eastern Roman Empire between 1163 and 1183 and the
people were completely Christianized by Eastern Roman missionaries. From the
1230s, most of the people moved to Bogomlik, a dualistic Christian sect
influenced by Manicheanism.

Periods of Domination of Other States

Since the Balkans is a transition point to Europe, it has always been the
battleground of Huns, Avars, Cumans, Pechenegs, Bulgars, Ostrogoths, Serbs and
Croats. Illyria fell into the hands of the Ostrogoths in 455 AD. Between 626-640,
Serbian and Croat tribes got rid of Avars domination and captured Dalmatia,
Bosnia and Herzegovina, Montenegro, North of Albania and Novi Pazar regions.
As a result, Bosnia, inhabited by the people speaking the same language, in the
middle of the Serbian and Croat tribes, was formed.

In the 870s, the Serbs recaptured the area. In 927, Serbian King Caslav
Klonimirovi¢ declared his independence from the Bulgarian Empire and
dominated the region. Duklja Kingdom, founded by Serbs between 1082-1085,
captured this region again. In 805, the Franks destroyed the Avar state and
dominated the region. Later, the dominance passed into the hands of the Serbian
Rashka Kingdom. The region was ruled by the Croatian Duke in 863, and the
Croatian King IV of the Eastern Roman Empire in the south in the 1060s. It's in
the hands of Petar.

At the end of the 9th century, the 1st Bulgarian Empire dominated the region
and the 1st Bulgarian Empire's Tsar Samuel I recaptured the region in 998. Serbian
King Chaslav died while fighting against the Hungarians in 950 and the feudal
lords in Bosnia declared their independence from Serbia and recognized the
sovereignty of Eastern Rome.

Bosnia, which was separated from the Serbs in 1103, passed into the hands
of the Bans, who recognized the sovereignty of the Kingdom of Hungary. Also,
King of Hungary II. Bela became Duke of Bosnia in 1137. Bosnia was ruled by
the Bans of Hungary until 1377.

In 1377, Bosnian Ban Tvrtko Kotromanovic (later Tvrtko I) declared himself
king of Bosnia, Serbia and Dalmatia. The borders of his kingdom stretched from
western Montenegro to the western city of Gragag in present-day Croatia and
included some of the Dalmatian islands.
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KANGAR/BESENYO/PECHENEG-BOSNIAN TURKISH STATE
PERIOD

The Kangars are a Turkish tribe mentioned in the Goktiirk Orhun
inscriptions, called Besenyo by the Latins, Patzinak by the Greeks, and Badjanak
by the Arabs. In the written history of Eurasia, the name Kangar/Pechenek appears
on various occasions between the 2nd century BC and 1200 AD.

The Pechenegs in Hungary used the Hungarian name Besenyo, which means
Pechenegs, and therefore the Latins called the Pechenegs Besenyo.
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Figure 2: Kangar Besenyo-Bosniak Map, (Karatay, O.,2003,113).

Kangars are from Ar/er tribes. They invented the first car, called the oxcart.
For this reason, it is stated in the Oghuz Han Epic that they were given the name
"Kang" by Oguz Han. This Turkish tribe was known as Kengers in Mesopotamia
and Angareyon in Anatolia in ancient times.

In the Kul Tigin inscription, the Kangars are counted among the tribes where
the Goktiirks are the center tribe and the Tiirkuts are friends/allies. The Capitals
of the Kangars (Kangu Tarban) were in the Altaylar-Ulutau (Uludag) region. The
Kangars moved west upon the dissolution of the Kangar Confederation and their
three tribes named Cor-bat, Ertim and Yula settled in the region between the
Dnieper and Dniester rivers, and then advanced to the Croatian coast as it is today.

Pecheneg tribe was formed by the marriage of a branch of Kangars and a
branch of Kipchaks. The Pechenegs are one of the 24 tribes of the Oghuz Turks,
according to the Oghuz Kagan Epic. Upon the arrival of the Kipchak-Kumans to
the Caucasian-Black Sea steppes in 990, the Pechenegs/Bosniaks advanced to the
Balkans and united with the Kangars again in the process, and together they
established the Besenyo-Bosniak State, which covers the Croatia and Bosnia-
Herzegovina regions with their current names. The Besenyo-Bosnian State
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survived for about 150 years until they joined the Ottomans in the 15th century.
This state covered part of the lands ruled by the Hun and Avar Turks, who
established the most powerful states in Europe.

Constantine Porphyrogenitus, who was the Byzantine emperor between 913
and 959 AD, states that the three groups of Pechenegs are the Kangars in his book
titled “De Administrando Imperio” on how to manage the empire and how to fight
against external enemies (Constantine P., 2022). Kangar and Pecheneg tribes in
this book;

1-Kangars; Chor (Cor-bat > Harvat/Croat), Ertim (Erdem), Yula

2-Pechenak/Badjinak/Bosniaks; Shepherd, Kapan, Karabay, Kulbey,
Tolmak,

3- In the period from the 1100s to the 13th century, Kangar-Pechenek-
Bosnian; Some Hun, Avar, Oghuz, Kipchak and Bulgarian Turks tribes bearing
the names Aba, Balkar, Batur, Bigakli, Eke, Ilbey, Kiire, Karaca, Temir, Teber,
Sol joined and settled in the region. As a result, under the leadership of the Kangar
tribe, they established their state under the name of Besenyo-Bosniak on the
territory of present-day Bosnia-Herzegovina and Croatia.

After the Pechenegs, the Oghuzs and then the Kipchak-Kumans came to the
Balkans. They settled in the regions of Hungary, Moldova, Romania, Bulgaria,
Croatia and Bosnia and Herzegovina.

Byzantine Emperor Constantine Porphyrogenitus gave the name "Skythicon"
(Scythian Warrior) to soldiers belonging to Turkish tribes.

Historians state that the Ogur-Kipchak language was spoken in the Besyo-
Bosnian state, and the Oghuz language was spoken during the Ottoman Empire.

Anatole A. Klyosov states that the Pechenegs settled in the Caucasus-Black
Sea steppes and the Balkans, then in Bosnia-Herzegovina and Croatia, under the
name of Kangar-Besenyo-Bosniak, between 750-900 AD, and that today the
Pechenegs/Bosniaks settled in many different parts of the world, even in the
modern Australian continent. He states that his DNA has been found. According
to Klyosov, the Kangar/Pechenek/Bosniaks have a direct relationship with the
Sumerians.

Kovalev, Roman K. says in his book "Huns" that we see the footprints of a
Turkish tribe called Kang, starting from Central Asia and reaching the Middle
East region. M. Zakiev states that with the beginning of the Akats period in the
region, some of the Kangars were assimilated, and some of them left the region
and emerged in the Harzem region, leading to the formation of the "As" tribes and
the Harzems. According to Zakiev, the Sumerians called themselves Kienkir
(Kangar). According to him, the oldest name of Bosnians is Kangar (Mehmet,
F.K., 2019).

The history of the relationship between Turks (Avars and Kangars/Bosniaks)
and Croats has been studied in detail by Osman Karatay (Osman K., 2003).
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1384 OTTOMAN TURKS

The Ottomans began their conquest of Bosnia and Herzegovina in 1384 and
spread to Bosansko Krajiéte. In 1463, the Ottoman Sultan II. Mehmed conquered
Bosnia. The Bosnian Berislavic dynasty officially existed until 1527. The Bosnian
capital, Jajce, was captured by the Ottomans in 1527 and the first Ottoman rule
was established in the country. The city of Sarajevo was founded by the Turks.
With the complete conquest of Bosnia, the Bosnian Sanjak was established in this
region (1463). (Naci, T., 2022; Ramize, D.G., 2004,7).

When the Ottoman Empire conquered Bosnia and Herzegovina, they
encountered three large ethno-religious communities as Orthodox Slavs (Serbs),
Catholic Slavs (Croats) and Christian Slavic Bogomils (Klemencic, M., 2004, 1-
8; Durakovic,1993,15; Stavrianos, L.S.,1958,41; Imamovic,1998,105). With the
Ottoman conquest, the process of Islamization began in the Bosnian Province. At
the beginning of the 17th century, the Muslim population surpassed the Christian
population (Malcom, N., 1999,102; Bora, T., 1994, 18).

Sarajevo became a commercial and administrative center in a short time as it
is an important transportation junction.
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Figure 3: Europe Map, 1683 (URL 8).

The Ottomans connected the region to the Rumelia Province as the Bosnian
Sanjak, of which Sarajevo was the center. Together with the conquered
Herzegovina region in 1483, it was connected to the Bosnian Province in 1585.
Except for the periods when Banyaluka was the center between 1583-1686 and
Travnik between 1686-1851, Sarajevo has always been the center of the province.

Below is a 1697 drawing of Sarajevo and the fictional "lllyria coat of arms"
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on the 17th century Fojnica Armorial.
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Figure 5: Coat of Arms of Illyria in
Bosnia (URL 9).

In 1716, Austria captured northern Bosnia and northern Serbia, but these
lands were given back to the Ottoman Empire with the Treaty of Belgrade signed
in 1739 (Pinson, M.,1996,11; Velikonja, M.,2003,66; Umar, B.,1830,17-21;
Michael, R.H.,1997,15; Michael, 1995, 34).

The leaders of the Bosnian elite, with the participation of Serbian and Croat
peasants, started to organize rebellions against the Ottoman central government in
1727-1729, 1732, 1745, 1748, 1768 and 1796, citing high taxes (Jelavich,
B.,2015,99; Malcom, N.,1999,152; Babuna, A.,2000,20; Caner, S., 2015,23-44).

Bosnians engaged in an "identity struggle" against Serbian and Croatian
nationalism in the 19th century to preserve and develop their own identity. This
struggle also took place against the Ottoman-Turkish identity after the 1831
Bosnian Revolt. Thus, after the 1831 Revolt, Bosnians began to gradually separate
from the Ottoman-Turkish identity as "identity" and to develop the "Bosnjak
(Bosniak)" identity and consciousness.

After 1860, Bosnian newspapers especially emphasized the "Islamic identity
(Muslimanstvo)". The most important (basic) identity that distinguishes Bosnians
from their Serb and Croat neighbors is “Islam”. These newspapers distinguished
themselves from Slavic Christian Serbs and Croats by emphasizing their "Islamic"
identity. However, Bosnians began to separate themselves from the "Ottoman-
Turkish identity" after the 1831 Revolt (Caner, S.,2015,23-44); Babuna, A.,
2000,20; Babuna, A., 2009,39-49; Basagic, S. B., 1995,215-228; Beldiceanu,
N.,1995,145-170; Bramislav, D.,1992, 297-304; Taml, C. B., 2018; Castellan,
G.,1995; Catic, R.,2009,413-427; Jelavich, B.,2015; Naci T.,2022).
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Figure 6: The flag used for Bosnia in 1878 (URL 10)

The city of Sarajevo, which remained attached to the Ottomans until 1878,
was left to the Austro-Hungarian administration with the Berlin Agreement signed
that year (Durakovic, N., 1993, 59-64; Imamovic, M., 1998,345-357, Caner, B.,
2015, 23-44).

The administration of the Austro-Hungarian Empire lasted until 1918.

The Yugoslavian period between 1918 and 1941 passed with internal turmoil
and war. World War II between 1941 and 1945. During World War 11, the Nazis
invaded Yugoslavia and killed 750,000 Serbs, 60,000 Jews, and 26,000 Gypsies.
35 years of the cold war period between 1945 and 1990 passed under the
leadership of Tito. After the bloody civil wars between 1986 and 1992, the
Socialist Federal Republic of Yugoslavia disintegrated. A systematic genocide of
Bosnians was carried out by ultra-nationalist Slobodan Milosevic and the militants
he supported, with dreams of establishing a great Serbia. During this period, more
than 10,000 Bosniaks lost their lives.

Western countries remained bystanders to this genocide for a long time and
did not show the necessary reaction. Bosnia and Herzegovina declared its
independence in February 1992. It was recognized by many western countries,
including Turkey, on April 7, 1992, and became a member of the United Nations
on May 22, 1992 (Bosna Hersek Tarihi, 2022).

The first founder of Sarajevo was Bosnia, Sanjak Bey Ishak Bey and his son
Isa Bey. Isa Bey served as the Bosnian sancakbeyi between 1463-1469. Because
of the first Ottoman palace built here, the city was called Saray, Saray plain or
Saray town (URL 11). In this period, economic life and trade in Sarajevo began
to be organized in the big city, the basic needs of the army and navy were provided
by leasing, and most importantly, state restructuring was started (Hatice, O., 2009,
645-670; IThami, D., 2018,29). Gazi Husrev Bey is known as the second founder
of the city. Gazi Husrev Bey has a special place in the history of Sarajevo. Gazi
Husrev Bey served as Bosnian Sanjak Principality for 17 years, between 1521-25,
1533 and 1536-41. Sarajevo became a Turkish-Islamic city with the kulliye and
foundations established in the city by him. The complex that he established in the
middle of the city became a symbol (Hatice, O., 2009, 645-670; Ilhami, D., 2018,
29; Naci, T., 2020).

Foundations played a very important role in the revival of cities in Bosnia. In
parallel with their social and military duties, foundations both helped the state and
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built the foundations of social life with religious and economic organizations and
artifacts (Hatice, O. 2009,635-670). Gazi Hiisrev Bey Complex are the best-
preserved foundation works of Turkish cultural heritage in the Balkans. All the
dedicated works of Hiisrev Bey played a major role in the urban development of
Sarajevo.

These works include a mosque, a mosque fountain, two toilets in its
courtyard, a school, a library, a hankah (a lodge as a guesthouse), muvakkithane
(a place that tells the time and prayer times by looking at the sun, astronomical
center), madrasa, imaret and guesthouse, covered bazaar, inn, hammam. , clock
tower and hospital (Ramiz, D.G.,2004,72). The madrasa was known as Seljuk
Medesesi after Gazi Hiisrev Bey's mother, Seljuka. In 1859, the clock tower
belonging to the foundation clock setting institute was built next to the mosque.
(URL 12).

Gazi Hiisrev Bey Complex are the best preserved foundation works of
Turkish cultural heritage in the Balkans. All the dedicated works of Hiisrev Bey
played a major role in the urban development of Sarajevo. Regarding the
foundation, 48 shops are written in the registry records dated 1540/42. These
shops near the mosque were 92 in 1604. These shops, which are registered in the
Tahrir registers, are the shops that make up the covered bazaar.

Gazi Hiisrev Bey donated the large lands around the town of Jajce and the
forests in TeSanj to the foundation. At the same time, he left a foundation and a
certain amount of money in Serez. Revenues from bazaars, inns and Turkish baths
were used to run the foundation buildings.

Gazi Hiisrev Bey Madrasa is one of the most important Ottoman heritages in
Sarajevo. Madrasa is one of the rare schools in the world where education has
continued uninterruptedly for about 5 centuries.

|

Figure 7a: Gazi Husrev Bey Foundation (URL 13).
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Figure 7b: Gazi Husrev Bey Foundation (URL 13).

In addition to the social, educational, health and religious buildings in the
city; The caravanserai and the covered bazaar and many various shops accelerated
the flow of commercial and economic life. The foundation had 900,000 coins in
cash, which was very important for the function and preservation of Hiisrev Bey's
foundation works. This money belonging to the foundation has been such an
important capital for the development of the city's economy in terms of providing
loans to traders and tradesmen.

Gazi Hiisrev Bey's foundation is so
rich that even years after Hiisrev Bey's
death, new works were made in his
name. Mori¢a Han and Giil Han (Giil
Aga Han), the hospital and the clock
tower are structures that were added to
the foundation in this way (Hatice, O.,
2009,645; TD.211, 1540-42; MAD.625,
1563-65; TD.11 (old no: 477 1604; TT.
435, 1563- 65). Gazi Husrev Bey
Kulliye served this region for centuries.
Many scholars came from this madrasah
(URL 14).

Gazi Husrev Bey Mosque, one of
the largest and most beautiful mosques
in Bosnia and Herzegovina, was built in
1530 (URL 15).

Figure 8: Gazi Husrev Bey Mosque

This foundation influenced the establishment and development of many new
cities in Bosnia, including cities such as Sarajevo and Mostar. Impressive
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architectural objects such as the Mostar Bridge and Ferhad Pasha Mosque were
built. (Ramiz, D. G., 22004, 88)

XVII. Evliya Celebi, who visited Sarajevo in the second half of the century,
wrote in his famous Travel Book that there were 177 Mosques, 180 Sibyan
Schools, 8 Daru'l Kurra, 10 Daru'l Hadis, 47 Lodges, more than 110 fountains,
700 water wells, 3 Caravanserais, 23 The inn recorded that there were 5 Baths, 7
Imarets, 176 Water Mills and 7 bridges over the Miljacka River (URL 16).

In the records of 1530, the presence of a total of 1112 Muslim and 15
Christian households in Sarajevo draws attention. Thus, the Muslim population
reached 98%, making the city a typical Islamic city.

The Ottoman Empire built 3866 cultural heritage monuments in Bosnia and
Herzegovina, but unfortunately, after leaving here, 2766 of them were destroyed
and only 1100 of them survived today (Mehmet ibrahimgil,1999,6).

HEALTH SERVICES IN BOSNIA-HERZEGOVINA

The Ottoman Empire made plans and took measures for health and first aid
services at certain distances and during the war. There were surgeons and other
physicians in the army. Some houses where people from the women of that region
who knew how to care for patients were present were reserved for the patients.
For example; Between 1736 and 1739, Austrian forces attacked Bosnia. During
this attack and the war, the Governor of Bosnia, Hekimoglu Ali Pasha, tried to
ensure that the shot and wounded soldiers were treated with kindness and
kindness, and that their hearts would be warmly received, thus encouraging and
strengthening the hearts of those who were willing to fight. This behavior was
considered good behavior in terms of encouraging the military to fight and fight.
Ottoman frontier women were very adept at bandaging wounds and healing them
quickly. Among the wounded soldiers in their provinces, those who had a home
in that region or nearby were given permission and permission to return to their
homes to meet with their children. Those who had bullet and sword wounds from
the residents of the castle and the city and those who were sick were left to their
homes to be easily bandaged and taken care of. Apart from these, the great palace
known as Mustafa Pasha Zade Huseyin Bey Mansion in the city was allocated as
a place of care for the soldiers who were not from Banja Buka and who were
sheltered in tents, and who received bullet and sword wounds. Everyone was cared
for according to their condition and their hearts were welcomed in accordance
with their status and glory. (Omar, B., 1979, 72

Water was very important for health. In fact, water was brought to the Gazi
Hiisrev Bey Mosque through a 7-kilometer-long water canal outside the city. Cold
water flowed from the fountains of the mosque in summer and hot water in winter
(Hatice, O., 2009,645).

TURKISH HOSPITALS IN BOSNIA AND HERZEGOVINA

During the Ottoman period in Bosnia and Herzegovina; Many hospitals and
health facilities such as Fatih Hospital, Gazi Husrev Bey Hospital, Military
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hospitals, Naval Hospital, Red Crescent Hospital, State Hospital, Gureba Hospital
were built. Information about some of them is given below.

Gazi Husrev Bey Hospital

The first modern hospital in Bosnia is Gazi Hiisrev Bey Vakif Gureba
Hospital. The construction of the hospital came to the fore in 1863. The
construction and other expenses of the hospital were covered by the Gazi Hiisrev
Bey Foundation. The first serious attempts for the construction of the hospital
were made in 1865. Accordingly, a new hospital for men would be built in the
Kiiciik Katip District of the hospital, two separate houses would be purchased to
be used as an infirmary for girls and boys, and the women's hospital would be
repaired. (Turgut, S., 2015.45-46) The hospital is planned as 60 beds. A total of
108.350 kurus was needed, 72.350 kurus for hospital construction and 36.000
kurus for expropriations. Istanbul welcomed the construction of the hospital and
immediately granted the requested permission (Zafer, G.,2017, 864).

Gazi Hiisrev Bey Hospital was founded on October 8, 1866 by Haci Ahmed
Asim Bey, who was the trustee of the Gazi Hiisrev Bey Foundation, with the
encouragement of the Bosnian Governor Topal Serif Osman Pasha. Hact Ahmed
Asim Bey made great efforts for the construction of the hospital. In return for this
service, he was given the rank of Rikab-1 Hiimayun Kapucubasi. In 1885, a new
building was added to the Hospital with the money from the foundation's surplus.
In the same year, a military hospital was established. The hospital started to serve
on October 8, 1866. The hospital originally had 32 beds for men only. A year later,
a building was also built for women and the number of beds was increased to 40.
The hospital consists of two separate sections serving men and women. Special
gowns are also provided for the patients. In Gureba Hospital, everyone was served
without any discrimination. The hospital was managed by the foundation until
1882 during the Austrian occupation of Bosnia in 1878. It underwent a serious
renovation in 1882, and its capacity was increased to 70 beds. The foundation's
aid to the hospital continued until 1896 (Zafer, G.,2017, 864).

At the head of Gazi Hiisrev Bey Hospital, Austrian Dr Joseph Koetschet
served for a long time. Two doctors were sent to Istanbul to be trained, and when
they graduated, they returned and worked at the hospital. One of them is Zarif
Alexander. The other is Mehmet Serbic. Some military doctors also worked in this
hospital. Among them, Dr. Cemal Efendi and surgeon Nuri Efendi set an example
with their useful work (M.Tayyip Okig, 1964,455). This hospital, which was
operated for 16 years, consisted of men's and women's sections. Countless patients
have been treated in this hospital, regardless of religion. From 1879 to 1881,
Sarajevo Municipality allocated aid to Gazi Hiisrev Bey Foundation and exempted
the Foundation from tax in Finance. In 1882, the hospital passed to the State and
until 1884, the foundation donated 8000 crowns to the government to be spent on
this hospital. For a while, the asylum was used as a student dormitory by the
Student Assistance Society "Gayret" (Kresevljakovig, H.,72-73; URL 17).
(Ramize, D. G., 2004,73).
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Sarajevo Fatih Hospital

Sarajevo Hospital was built by Fatih Sultan Mehmet. This hospital was
bombed by separatist Serbian militants during the Bosnian War. The hospital
photos sent by Prof. Dr. Izet Masic are as follows.

Figure 9: Sarajevo hosfﬁta and photos it bombe by the Serbs (Source; Prof.
Dr. Izet Masic, Saraybosna University, Medicine Faculty).

The architectural plans of Sarajevo Hospital are as follows.
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Sarajevo Central Military Hospital

The presence of military hospitals was a necessity in the region, where
bloody riots were constantly taking place. For this reason, it was decided to open
a military hospital in Sarajevo in 1865 and its construction was started. (Zafer, G.,
2010, 227,864; BOA,23 BOA., .MVL., nr:542/24337; BOA,. 24 BOA., A. MKT.
MHM., nr:373/81)

The construction costs of the hospital were covered from the military
building construction allowance in 1864. The construction of the hospital took a
long time and some deficiencies emerged near the end. The construction of a
hammam, which was not included in the original hospital plan, and garden walls
and railings had to be built. It was stated that 31,017,5 kurus was required for the
construction of the bath and 55,900 kurus for the garden walls and railings, and
this money was requested from the center. The 55,900 kurus requested for the
garden and railings was sent from Istanbul, but since the construction of the
hammam was a smaller expenditure item, it was requested to be covered from the
regional revenues. On October 2, 1868, near the completion of the hospital
construction, another 50,704.5 kurus was requested for expropriation and some
additional costs. Istanbul also sent this money. The hospital was opened in 1869
(URL 18). The Central Hospital was more equipped and equipped than the Gazi
Hiisrev Bey Gureba Hospital. In 1877, there were a total of 10 personnel, two of
whom were doctors, one surgeon, and two were pharmacists. The central hospital
underwent a major renovation towards the end of the Ottoman administration and
continued to serve in the 20th century. From this institution, Austria, Royal
Yugoslavia, II. The Germans and Croats benefited from World War I, and the
Socialist Federal Republic of Yugoslavia after the war. Before the collapse of
Yugoslavia, it served as the central hospital of the Yugoslav 6th Army. In various
periods, new clinics and polyclinics were added to the first building (B.O.A.,
LMVL., nr:542/24337, Lef:1).
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Figure 11: Letter sent from the Grand Viziership to the Ministry of Commerce
about the cost of the ward, stable and hospital to be built for cavalry soldiers in
Sarajevo. 17 August 1859, (BOA, A. MKT. MHM, 162 / 99).

Figure 12: Sarajevo (Sadik, E..,2022,186-11)
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Bosnia and Herzegovina Beline Military Hospital

Upon the determination of the need for a military hospital in Beline town of
Sarajevo Izvornik Sanjak, the Ottoman State decided to establish it with the order
of Sultan Abdulaziz dated 19 June 1863, which is seen in the archive document
below.

"From the Grand Viziership to the Sultan,

The military hospital, which was deemed necessary to be built, was
discovered in the town of Beline of the Izvornik Sanjak. The construction costs of
this hospital will amount to 116 000 kurus. A part of this amount has already been
met by the people of the region. The documents sent from the region and the letter
sent by the Ministry of War are attached. The construction of this military hospital
is very necessary. The support of the public in this regard is also commendable.
For this reason, it would be appropriate for the people of the region to publish this
behavior in the newspapers and send them a letter of thanks from you. The
remaining expenses for the military hospital, whose construction will begin
immediately with the aid donated by the public, should be deducted from the
treasury. Competent officers and officials will be appointed to supervise the
construction work and attention will be paid to the fortitude and durability of the
building.

Your orders in this regard are awaited.

18. June 1863

Grand Vizier Mehmet Kadri Pasha (Signature)

(From Mabeyn-i Hiimayun Chief Inscription to the Grand Viziership). The
letter you sent and its annexes were examined by our Sultan. They have allowed
the requested matters.

Do what is necessary. 19 June 1863
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Figure 13: Order of Sultan Abdulaziz on the construction of a military hospital in
Izvornik (Zyornik, Bosnia and Herzegovina Sanjak's Beline (Bijeljina) Town). 19
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June 1863 (BOA, I.DH, 509 / 34633 - 7

Figure 14: Beline Military Hospital (BOA,I.DH./509/3463-1)

Figure 15: Architectural Plan of Beline Military Hospital
1-Ward

2- Servant room

3-WC

4-Officer's ward
5-Divanhane

6-Door

7- Chamber of Patients room
8-Chief Physician's room
9-Infantry pharmacy
10-Cavalry pharmacy
11-Cavalry warehouse
12-Infantry warehouse
13-Kitchen

14- Patient navigation area
15-Laundry

16- Morgue

17- Bath
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Mostar Hospitals

Military hospitals were built in Mostar in February 1876 and in 1897 (URL
18). There are 2 hospitals in the Unesco tentative list built by the Ottomans in the
city of Mostar (Ozbey,V., 2020,389; Hivziya, H.1968, 215).

Figure 16: Mostar

Figure 17: A family from Mostar in 1873 (URL 19).
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Figure 18: Bosnia Herzegovina Mostar General Hospital Chief Doctor, who was
sent to the Sultan's Office by the Grand Vizier Yusuf Kamil Pasha.
Correspondence about Guced, 1863, (BOA,I,DH/507/34431-4)

Red Crescent Hospitals

After the Ottoman Kizilay Society was officially established on April 14,
1877, a branch of this charity and aid organization was opened in Sarajevo and
Izvornik towards the end of the same year (Zafer, G., 2022 ,864).

The money collected by Muslim peoples from Hungary, Bosnia and
Herzegovina and Pazarcik was sent to Kizilay (Secil, K., 2002,209).

Other Hospitals

A State Hospital was built in Bosnia in 1882 (URL 20). In 1884, the Bosnian
Naval Hospital was established (URL 18, URL 21). Gureba Hospitals were opened in
Ruse, Sarajevo, Tulci, Mostar, Nis and Sofia during the reign of Sultan Abdulaziz
(Asaf, A., 1996, 202-204). The state radically changed the administrative structure in
Bosnia. Bosnia was turned into a province, new schools were opened, roads were
built, and hospitals were put into service (Zafer, G., 2010,421-476; Eraslan,
2018,289).

Dr. Josef Koetschet
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Dr. Josef Koetschet served in Sarajevo as
an Ottoman officer in the service of Topal
Osman Serif Pasha, who was the governor of
Bosnia. The Ottoman Army needed doctors, and
Josef then entered government service as a
doctor. After he came to Istanbul and started
work, he was given the management of the
Garrison Hospital in Shkodra. Shortly after, he
served as chief doctor in the Turkish Danube
Army. Topal Osman Serif Pasha, whom he met
here, would become the companion of his
destiny. After gaining the trust of Pasha, who
was the Governor of Bosnia, he became one of

N N :
Fi 19: Dr Josef his close men.
lgure 1>: Ur.Jose In 1866, he established Sarajevo's first
Koestschet

civilian hospital with donations from a Muslim
charity (Koetschet, J.,1905; Halil, 1.1.,2015,1).

TODAY'S BOSNIA AND HERZEGOVINA

Bosnia was left to the Austro-Hungarian administration with the Treaty of
Berlin in 1878 and this administration lasted until 1918.

The period of the Kingdom of Yugoslavia between 1918 and 1941 passed
with internal turmoil and war. World War II between 1941 and 1945. During
World War II, Yugoslavia was occupied by the Nazis. The Socialist Federal
Republic of Yugoslavia was established on 29 November 1945. After the bloody
civil wars between 1986 and 1992, the Socialist Federal Republic of Yugoslavia
disintegrated and Bosnia and Herzegovina declared its independence in February
1992. Bosnia and Herzegovina, recognized by many western countries, including
Turkey, on April 7, 1992, became a member of the United Nations on May 22,
1992 (URL 1).
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Figure 20: Bosnian insurgents trying to resist Austro-Hungarian attacks during the
Sarajevo war in 1878 (URL 22).

The area of Bosnia and Herzegovina is 51,197 km?. Neighbors; Croatia from
the north, west and south; Serbia from the east and Montenegro from the south.
Where the city of Neum is, it has a harborless coastline of only 20 km to the
Adriatic Sea. Its population is 3,415,752 according to the 2019 census. The
country is home to three ethnic groups that are specified in the Constitution as
constituent peoples and enjoy equal rights. These groups are the Bosnians that
make up 50.11% of the population, the Serbs that make up 30.78% and the Croats
that make up 15.43% of the population. In addition, minorities such as Turks,
Jews, Gypsies and Ukrainians also live. The capital is Sarajevo. The Federation
of Bosnia and Herzegovina is divided into 10 cantons and its Capital is Sarajevo.
Currency is Koyertibil Mark.

159



T N
(6 Nations Onine Project M T 7T
e - Q\GZAGREB M"w"""\;.x-f"/

N e

-—

() Garednica

" CROATIA

Travnik 4 .
® B Zenica

dsover )
Makarska ‘\. éiki @ Mostar

Bri
. EU,

BOSNIA and
HERZEGOVINA

& National capital
® Major cities

o City, town
------ — National boundary
Main road
————— Railroad
Major airport

Figure 21: Republic of Bosnia and Herzegovina map

160



CONCLUSION

Bosnians, with their roots dating back to 3000 BC, continue their existence
as the State of Bosnia and Herzegovina today. Bosnians, such as the Pelasgians,
whose roots are mentioned as Pre-Turks, and their important branch, Illyrians
(who were presumably Sakas/Scythians), Huns, Bulgarians, Etruscans, Avars,
Pechenegs, Uzs, Berendis and Cumans, Kangar/Besenyo-Bosniaks and Ottomans.
It is a nation that blends with the Turks. Therefore, there is more Turkish influence
in its language, culture and life than other communities.

Even if we leave other Turkish origin communities aside, the relations
between the Ottoman Empire and Bosnia and Herzegovina lasted for a total of 522
years from 1386 to 1908. During this long period, the Ottoman Turks built many
foundations, health facilities, hospitals, almshouses, madrasas, etc. in Bosnia and
Herzegovina. An important part of these works have survived to the present day
and they are witnessing the history with dignity. Although the building of Gazi
Hiisrev Bey Hospital has been used outside of health recently, it is important that
it has reached its height. Gazi Hiisrev Bey Madrasa has continued its education
uninterruptedly since its establishment, and it is standing firm as a learning and
training institution that has no example in the world. The bombing and destruction
of Fatih Hospital by the Serbs is an enemy of civilization. This hospital, the
heirloom of Fatih Sultan Han, whose photos we shared, needs to be repaired by
Turkey. In this study, it has been tried to contribute to the History of Bosnia and
Herzegovina, Turkish history and the world of science by giving archival-based
information, records and documents about the health and hospital structures built.
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Chapter 13

Assessment of Work Performance in Health Institutions!

Ash EKIN

Dr. Doctoral Graduate at Healthcare Management Department, of Istanbul Okan
University, Istanbul.

INTRODUCTION

WP (Work Performance) is the most important criterion in human resources
management (HRM). It provides measurement of the objectives of managers in
this process by determining what managers are doing (planning, commanding,
coordinating and controlling) and bringing functional perspectives during these
specified managerial activities phase. The results of the determined indicators of
organizational effectiveness are considered as an integral part of a broader
performance external support such as business assessment and as an important
criterion for influencing productivity, profit, stability, continuity, commitment,
compliance, morale, adaptability and organizational effectiveness. Functionalist
(task performance) and social structuralist integration (contextual performance)
perspectives offer a more complementary conceptualization. (Hosie and
Nankervis 2016). Institutions deal with the fact that it is necessary to compete to
remain in a mutually functioning situation with institutions that are similar to them
from time to time as required by their working systems. During this process, it is
necessary to increase the performance that falls within the subject of human
resources management. Such increased performance comes into prominence for
employees to be effective, efficient and to achieve the desired goals.

To achieve their goals, organizations need individuals who are experts in
their field of expertise, who have gained experience over a long period of time,
and who work with high performance to produce and market goods and services
as a result of their mission. (Li, et al. 2012). It is a crucial goal for health workers
to be able to provide a service that yields good, reliable and accurate results for
people receiving health care. Therefore, satisfaction with the service received
increases happiness, self-confidence and WP of the employees fulfilling the
requirements required by their duty, as much as it is important to create a positive
recognition for the institution in which they work. In health care, working as a
team, interpersonal assistance, commitment to work, sacrifice, volunteering,

! This study was prepared by Asli EKIN from her doctoral thesis titled “The Role of
Virtual Slacking in The Impact of Autonomic Personality on Business Performance: An
Application in Hospitals’” at Healthcare Management Department, Institute Of Health
Sciences Of Istanbul Okan University.)
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making decisions about work when necessary are among the requirements of
working as a team. The concept of commitment to work may vary according to
the behaviors that people show according to certain behaviors, situations, work
intensity and lack of work. (Reilly and Aronson 2009; Dede 2009; Aslan and
Yildirrm 2017). In the Campbell’s WP, it is possible to understand whether
employees working in institutions and organizations have achieved the objectives
set by the organization and to find out if the people working in institutions and
organizations have fulfilled the duties and responsibilities in their job descriptions.
In addition, it can be seen what factors bring WP to a better state, i.c., to what
degree, in short, which factor allows the WP to increase or decrease. (Basaran
2016; Kurt 2013).

For the purpose of the study, it will be discussed how important performance
and work performance are for an institution or institutions. The aim is also to
determine how many groups the performance is divided into and what are the
factors that affect the individual work performance of employees. In addition, it
will be explained that the performance evaluation is carried out by analyzing and
interpreting the WP after assessment. In addition, it will be discussed what the
benefits of performance evaluation are for health care, and that work performance
is divided into tasks and contextual performance, in this point, that their contents
are explained in detail, and then, studies on work performance in health
institutions will be discussed. Finally, in the results section, the research will be
concluded by making positive and formative comments to improve performance
by summarizing.

In this study, the concept of performance and work performance, then studies
on task performance, contextual performance and work performance in health
institutions will be discussed and finally, recommendations will be made by
summarizing all the topics mentioned in the results section.

PERFORMANCE AND WORK PERFORMANCE CONCEPT

Performance definition should allow for a variety of issues such as a) the
characteristics of the employee measured during the recruitment phase, b) the
employee’s participation in training and development programs related to the field
of employment, ¢) the use of employee in applications that increase his
motivation. Performance is also indicated as the desired total value of certain
behavioral events that the individual performs in a certain period of time. This
meaning is thought to be based on two important ideas. The first idea is that
performance is a behavioral feature according to this expression. The second idea
is that this behavioral characteristic of performance has a desired value in the
organization (Motowidlo and Kell 2013).

One of the important aspects of work life is not to be stressed in the working
environment. Work performance varies according to the emotional state of the
individual. Successes or failures in the workplace affect most people. It has
implications for people performing well or badly. People’s good or bad
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performances can also affect outcomes such as psychological health and family
life (Winefield et al. 2014; Bozionelos and Kumar 2017).

Campbell et al. recommended the components of performance as a model in
which they describe in eight groups. In this context, the first two are indicated as
general factors. The eight components of performance are as follows: (Campbell
et al. 1993).

1) Job-specific task qualification: It reflects the adequacy of the technical
tasks at the source of the work.

2) Non-work-specific task qualification: These are elements that are not
specific to a designated job, which applies to many organizations, that is, they can
be defined and measured in the same way for each job.

3) Mission adequacy in the context of written and verbal
communication: In many lines of business, it is necessary for individuals to make
verbal or written presentations. Therefore, it is seen as an important and
indispensable performance component in order for the individual to express
himself in accordance with the subject or problem.

4) Effort shown: The effort shown is a direct indicator of the continuity of
the extra effort that the individual spends when required in his daily work-related
effort, and his consistency in maintaining the desire to work when faced with
adverse conditions. They are elements that indicate the degree to which the
individual is connected to all given work tasks.

5) Maintaining individual discipline: It is characterized by the degree of
avoidance of negative behaviors such as protecting individual discipline, violation
of rules and abuse of office.

6) Facilitating the performance of the work group: In the work
environment, it is defined as the degree of contributing to other people that can be
called individual positive and helping them to cope with the problems they face
as a result of problems in the work environment.

7) Administration/leadership: Leadership in the work environment
includes all behaviors that directly affect the performance of subordinates through
interpersonal interaction. It is stated that the administrators set targets for the work
of their subordinates, teach them effective and usable methods, are role models
and give reward and punishment at the right time.

8) Management: Management is thought to contain basic management
components that differ from the concept of direct administration. Therefore, it is
stated that this element includes performance behaviors aimed at setting future
goals, audit processes, organizing people and resources, controlling expenditures
and creating additional resources (Ozkan, 2016).

Individual WP is to reach the basic performance criteria determined by
effective and efficient work in line with the objectives set in the organizational
sense. Therefore, the employee’s WP is “evaluated with the adequacy of the
specified duties and responsibilities in the job description.” (Beaton et al. 2009;
Griffin et al. 2007). The performance levels of the employees vary in direct
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proportion to their individual performance, which will lead them to
organizationally determined objectives. Improving individual performance
increases corporate synergies while it enables the organization to achieve the
desired objectives in a short way (Armstrong and Taylor 2014). Individual
performance varies with the learning of individuals. Their performances may also
change for a short period of time. These observed changes can be caused by
spending long hours in working environments. There are a large number of factors
that affect the individual WP of employees. One of these factors is the concept of
motivation. From a different point of view, five main factors are mentioned that
reduce the motivation of the employees and affect their morale. These include:
(Goleman, 2017).

Excessive work load: The fact that the amount of work within the institution
or organization is quite high, especially the inability to finish tasks in a short time
and with the small number of employees, causes the employee to become
depressed. In this case, the person gets tired of work and does not want to work
anymore. Lack of autonomy: It can be disappointing that the person in the
institution or organization is offered a very intensive work capacity and not given
enough say in the decision-making process. Lack of reward: Under-income,
deductions, non-payment of premiums or failure to pay on time in the working
conditions of the employees reduce employees’ expectations. In the working
environment, reward is an important motivator. Injustice: Unequal behavior
towards employees within the institution or organization affects the trust of
employees. These behaviors may include different salaries, privileged regulatory
practices. Value conflicts: organizational behavioral disorders affect the
performance of employees in their work processes as well as affect their emotions,
causing their motivation to decrease and as a result, productivity to decrease
(Avunduk 2016).

“Low employee satisfaction, employee’s disrupting his task, engaging in
behaviors aimed at disturbing the peace of the working environment and
colleagues, not embracing the organization and even leaving the job bring along
many problems. Therefore, one of the most important activities that managers
must do to ensure that their employees perform at the desired level is to create
opportunities and conditions that will make them happy by enjoying their work.”
(Crossman and Abou Zaki 2003).

Performance evaluation is the evaluation and interpretation of the perception
of WP. Performance evaluation is a systematic assessment of the employee's
success and developmental ability in his/her job (Sabuncuoglu 2011). In other
words, “performance evaluation is a process to determine how well the employee
performs the tasks expected of him/her” (Can et al. 2009). In performance
evaluation, managers, the person himself (self-assessment), colleagues (equals),
subordinates, customers, and 360-degree performance evaluation methods are
used (Sabuncuoglu 2011; Uyargil et al. 2013). The most powerful of these
methods is the 360-degree performance evaluation method. This method is “the
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evaluation by employees, managers, internal and external customers directly or
indirectly through a report and a multifaceted picture of performance.” Thus, it is
possible to be protected from evaluation errors such as situations of “excessive
tolerance, rigidity, halo effect (a valuer's high evaluation of a staff member based
on their excellence in a particular field of work, or vice versa), central trend,
inadequacy and uncertainty of success standards, intercultural differences,
objectivity, recent influence and lack of dependence on jobs.” (Can 2009). In order
for the performance evaluation method to achieve the desired purpose, task and
business analysis must be carried out and work tasks must be determined.

It is seen that performance evaluation benefits health enterprises as well as
all institutions and organizations. Benefits of this include: (Beyatli 2017).

1- The connection and effective communication between the employees and
managers are even better,

2- Uncovering the good, i.e., strengths and aspects of the people who are
working,

3- To determine the aspects of the working persons that need to be improved
and providing trainings in this direction,

4- As managers know their employees and learn about their work, it becomes
faster for them to delegate authority to them,

5- Determination of problems that may occur,

6- Evaluation has benefits for a great time,

7- To provide more time for the measures that need to be corrected,

8- To allows to obtain realistic information about over-increasing work-
related tasks,

9- Managers to reveal their talents,

10. To ensure and raise the feelings of trust of working people,

11. To state how much of the targets determined as institutions, organizations
or enterprises have been realized,

12. To improve themselves by receiving the training that is constantly
required by the persons assigned,

13. To improve the performance quality of the departments and put them in
a good position.

14- To increase the resulting service with satisfaction and quality, to increase
of productivity realized in this direction,

15- It is important that the wages given to employees with performance
evaluation are fair,

16- To understand the stage of the motivation of the working persons and to
carry out the plan with the plan in mind.

Employees who are happy in their work and enjoy performing the tasks given
do not feel fatigue because they easily find the solution to the problems they face
in their work. People feel good when they focus on what they do in a business
environment. They feel happy with positive thoughts, energetic and peaceful. In
the opposite behavior, i.e., people who are not connected to their work, they have
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negative emotions, they become anxious, angry. Employees who love the task
given and are very committed to their work strive to do their best to develop the
institutions or companies they work for by considering their future position and
future. Obviously, employees with this feature are even more willing to take on
more of the tasks assigned. The team, participating in determining important
future strategies for the company and the strategy, analyzes well whether the
organization as well as the duties and responsibilities given to individuals are in
line with the strategy. They try to do everything they are given in the right way.
They do not expect much in terms of reward, but they are happy if they are
appreciated. They react comfortably in situations that go wrong, and work
devotedly to resolve the resulting problem. In addition, they constantly strive to
get better. They offer ideas to contribute to development by caring about the needs
and needs of customers. They have no tolerance for people who do their duties
badly in the organization. They are usually on the side of employees who
contribute positively with high determination to work and support them. After all,
they can openly express their behavior and performance. Most importantly, they
feel great happiness to be where they are.

On another important issue, burnout. The extent to which the performance of
this subject occurs in the institution and enterprise can be determined with
reference to the studies carried out. It has been observed in studies that employees
who show “sustainable commitment” have improved performance in the work
environment. Within the scope of this research, employees were asked to take a
short break from their duties at regular intervals. Then a working environment was
created where they could focus strongly without being distracted while
performing their tasks. In addition, individuals were able to set their working
hours comfortably without anyone interfering. Thus, employees think that the
institution or company they work for values and cares for them, while at the same
time receiving recognition (Murray 2017).

Goodman and Svyantek explained WP with two factors: (Goodman and
Svyantek 1998). mission performance and contextual performance. Mission
performance is the conduct and maintenance of certain, existing jobs in the
organization, basic technical processes focused on organizational success.
Contextual performance can be considered as an environment where broader
organizational, social and psychological technical components come together. In
the contextual performance factor, it is important to take care of the benefits of
others and to be responsible.

Task Performance

Mission performance consists of activities carried out in the process of
producing goods and services by operating the organization correctly and
effectively. These activities must be sustainable. Task performance requires more
cognitive ability and can be explained mainly as task knowledge (the sum of
technical knowledge or principles necessary to have the ability to perform
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multiple tasks due to providing the WP), and as task habits (an innate ability to
respond to designated tasks that bring or hinder performance to an easy stage).
(Conway 1999). Leadership mission performance is to encourage, motivate and
guide employees to achieve the job through strategic goals setting, maintaining
essential performance standards, encouraging them to do all work without saying
more or less, and through constructive approaches (Kumar Pradhan and Kesari
Jena 2017; Borman and Motowidlo 1993; Tripathy 2014). Leadership focuses on
managing people's relationships with each other in task performance. Leadership
contains differences that distinguish task performance from contextual
performance and supporting individuals to achieve organizational objectives. In
contextual performance, it is important to carry out the social characteristics and
individual goals of individuals, while in the performance of the task it is important
to carry out the activities at the optimum level in the production process (Gl
2013).

Contextual Performance

The adoption of the working environment by employees will lead to
increased contextual performance as well as individual’s task performance.
Contextual performance is a kind of social behavior demonstrated by individuals
in the business environment. Such behavior is expected only from an employee,
although the job descriptions of individuals are also not clearly specified (Kumar
Pradhan and Kesari Jena 2017). Contextual performance is associated with the
organizational, social and psychological environment. Approaches and behaviors
for voluntary activities such as socialization, strengthening, expanding
organizational business connections, and helping other employees all together
constitute contextual performance. It is indicated that contextual performance is
conceptually similar to organizational citizenship behavior. If employees help
colleagues to finish their tasks, work collaboratively with their superiors, or learn
ways to improve organizational processes, it can be said that employees practice
contextual performance behavior within WP (Van Scotter 2000). It has been
revealed that contextual performance can also have two dimensions. There are
issues such as helping employees within the team and group, cooperating with
others, and building good relationships between individuals. Examples include
improving the performance of team members and engaging in collaborative
behaviors can be given as examples of interpersonal facilitation dimension
behaviors. The size of the work is employee behavior that arises in matters related
to working very well, using initiative and protecting the interests of the
organization. Personnel behaviors, which support working too hard to achieve
organizational objectives within the rules of discipline, constitute the dimension
of work commitment (Romero et al. 2009; Akca and Yurt¢u 2009).

Goodman and Svyantek explained contextual performance as altruism and
responsibility. Altruism means thinking about the benefits of others and benefiting
others. Responsibility is for the individual to undertake his/her own activities and
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the consequences of a situation that falls under his or her jurisdiction (Goodman
and Svyantek 1998).

STUDIES ON WORK PERFORMANCE IN HEALTH
INSTITUTIONS

In the research conducted by Mollaoglu et al. (2010) with 387 nurses, it was
indicated that providing health services in the appropriate working environment
would have a positive effect on the performance of the employees (Mollaoglu et
al. 2010). In the research carried out by Aslan and Yildirim with the participation
of 500 nurses, it was concluded that the contextual performance perception of the
nurses was high. (Aslan and Yildirim 2017). In the study by Akea et al. conducted
with 219 doctors working in two public hospitals, it was aimed to determine
whether the perception of the working environment had an effect on the task and
contextual performance of individuals. Employees with a high perception of a
positive working environment are also expected to have high duty and contextual
performance. There is a positive interaction between work environment
perception and contextual performance. In addition, it was determined that, while
the perception of the working environment of single doctors was higher than that
of married and divorced doctors, the perception of the working environment of
specialist doctors was lower than that of other doctors. In the same study, it was
determined that the contextual performance perception of male doctors was
significantly higher than that of female doctors. The study findings were
interpreted as being associated with results related to demographic variables, such
as the large number of patients of specialist doctors, the low level of work-family
conflict of single physicians, and the dominant role of male doctors in contextual
behaviors. It was also found that doctors had high perceptions of duty and
contextual performance. Therefore, the study concluded that working
environment characteristics have an effect on the change in the perception of duty
and contextual performance of physicians. In addition to mission performance,
contextual performance has become an important type of performance for health
workers, and it has been determined that shift system, teamwork, coach-leader-
assistant relations, factors related to the work environment can affect contextual
performance. On the other hand, it has been determined that the descriptiveness
of the perception of the work environment on contextual performance change is
greater than the descriptiveness on task performance change. Within the scope of
the study, it has been stated that doctors do not have role conflicts, their duties are
clearly specific, performance values can be improved by creating a more current
structure in which subordinate-upper relations are shaped formally (Akca and
Yurtgu 2009). In the study conducted by Demerouti et al. with 244 employees, it
was determined that task performance was significantly associated with
evaluations of colleagues. Similarly, the correlation between contextual
performance and self-assessments was found to be positive and significant.
(Demerouti et al. 2014). In this study of 361 employees, Kumar et al. found a
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positive correlation between demographic variables (age, gender, years of
experience in the current organization, management levels) and employee
performance (Kumar Pradhan and Kesari Jena 2017). In a study conducted by
Bagaran with 868 employees, it was aimed to evaluate the intermediary role of
psychological contracts in the effect of the organizational attitudes and behaviors
of employees on WP and the intention to leave job. In the study, it was reported
that organizational identification had a positive effect on WP, and also that the
effect of passion for work on WP and the intention to leave work is positive. On
the other hand, it was found that WP increased in 4-6 years of working experience
and the intention to leave the job was higher before 10 years or more of work
experience (Bagaran 2016). In Avunduk’s study, which included 387 doctors and
465 municipal employees, it was found that emotional intelligence in both groups
influenced WP. In addition, a significant and positive correlation was found
between the level of emotional intelligence of doctors and their work performance.
In addition, significant difference was found between the groups in terms of WP
score according to education. Professors had the lowest WP score, while general
practitioners had the highest scores. A weak positive correlation was found
between doctors’ WP and self-realization, stability; a moderate positive
relationship was found between doctors” WP and self-esteem, emotional self-
awareness, personal awareness, social responsibility and optimism. The
performance of doctors not only affects themselves and the success of the
organization they work for, but also directly affects the life and quality of life of
the patient (customer). The success of doctors’ communication and interactions
with the patient positively affects the patient’s motivation, general mood, as well
as the misdiagnosis and treatment decisions of doctors can change the patient’s
whole life and even lead to different consequences leading to the loss of the patient
(Avunduk 2016). According to Ozkan’s study conducted with 408 employees, it
was found that there is a positive and significant relationship between the
significance of the work and the WP, and that the significance of the work affects
the WP in a meaningful way. Therefore, it is reported that the WP will increase as
the significance of the work increases, the tendency to show production deviation
and interpersonal deviation behavior will decrease (Ozkan 2016). In a study
conducted by Hosie et al. with 200 private, public and third sector managers in
Australia measured both job contents and task performance of managers with field
assessments. In this study, the majority of the participants were elderly, married
and the average age of the participants was found to be 44.67 years. In addition,
it was determined that the managers were men who had worked as managers in
their current organizations for 6.01 years and in different organizations for a total
of 11.26 years. A significant proportion of managers (86.6%) reported that they
directly inspect works. The contextual performance of managers was evaluated as
an aspect of business behavior as well as official work. It was determined that
managers contribute to organizational effectiveness, especially contextual
performance, to the effectiveness of organizations. After all, management
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development and career development programs; performance evaluation and
related reward systems, in short, both were considered as important for
components of managerial performance. Professionals and global trends have
made contextual performance increasingly important to organizations. It is stated
that all human resources management processes focus on the interest, selection
and development of managers (Hosie and Nankervis 2016). A study by Ocel was
carried out with 190 academicians working at a university. It was determined that
emotional commitment plays an instrumental role in the relations between
organizational prestige and the strength of organizational identity and contextual
performance. In this context, it was determined that as individual-organizational
cohesion, organizational prestige and the strength of organizational identity
increased, emotional attachment to the organization increased and therefore
contextual performance increased (Ocel 2013). Ekin and Giilhan surveyed 740
people (doctors, nurses and technicians) in (2020) and found that the employees
had high WP scores. It was seen that employees’ WP differed according to some
socio-demographic characteristics. There is a significant difference between WP,
title triad group, marital status, having a child, department, administrative duty,
work experience and way of working. There is a significant difference between
the altruism and the title triad group, administrative duty, corporate experience
and availability of the corporate Internet, between responsibility and title triple
group, age, having a child, department, work experience, working style and
Internet usage time. In addition, there is a significant difference between
contextual performance and title triple group, administrative duty, work
experience and corporate experience, between mission performance and title triple
group, marital status, having a child, work experience, corporate experience and
way of working (Ekin and Giilhan, 2020).

CONCLUSION

Accepting good and high performers in the developing and constantly
differentiating business world and working efficiently in the same workplace for
a long time is a really arduous, tiring and difficult process for organizations.
Therefore, being able to perform the tasks determined by the institutions at a level
that can be called high performance, to achieve by working with dedication, to
realize the job satisfaction observed by the employee himself, to learn a lot about
the work and to be proud of the individual himself. High performance will bring
organizational success and give the organization a competitive advantage.
Naturally, health institutions aim to provide quality and efficient service in an
increasingly competitive environment. In general, it is desirable that health
workers have higher WP overall scores than WP factors, such as accuracy,
contextual and task performance. For this purpose, theoretical and practical in-
service training opportunities should be offered to improve mission performance
with feelings of altruism and responsibility that mean thinking about the benefits
of others that include contextual performance. In addition, awareness of the
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responsibility and task performance of new employees should be increased.
However, the workload should be balanced by making adjustments to the working
manner and working times of the assigned persons, i.e., employees. Therefore, a
suitable and reliable working system can be developed. After all, it is important
for high-performing employees to be happy, to continue to work in the same
organization for many years and to ensure workforce sustainability.
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Chapter 14

Total Quality Management Approach in the Health Sector
Saghik Sektoriinde Toplam Kalite Yonetimi Anlayisi

Sinem SOMUNOGLU iKINCI
Prof. Dr., Bursa Uludag Universitesi, Tiirkiye

Abstract

There are many definitions of the concept of quality made by different
authors in the literature. Quality aims that continuous development, increasing the
level of satisfaction of internal and external customers, being willing to change
and an effective leadership approach. On the other hand, Total Quality
Management is a management approach that gives importance to team approach
and increasing quality and productivity. Total Quality Management is one of the
concepts that gain more and more importance in the health sector. This approach
aims patient and employee safety, reducing waste, increasing efficiency, customer
focus and participation. This system of thought includes the approach of
continuous change and development. Preventing problems before they arise is one
of the most important principles. It is aimed that patients reaching health services
faster, protecting patient rights and increasing trust to the health institution. The
need for constant change, innovative approaches and advanced technology also
increase the quality of health care. As can be seen, Total Quality Management is
a management philosophy adopted and applied in both the public and private
sectors. Quality is a continuous journey. It is the most effective key to increase
patient satisfaction and employee motivation in the health sector.
Keywords: Quality, Kaizen, total quality management, quality in health sector.

Giris

Kalite kavraminin iizerinde herkesin fikir birligine varmis oldugu tek bir
tanim1 bulunmamakta, farkli yazarlar tarafindan yapilan birgok taniminin oldugu
goriilmektedir (Aygar ve Onsiiz, 2017; Gokmen, 2001). Bu agidan bakildiginda
Deming’e gore kalite; siirekli iyilesmeyi hedefleyen ve calisanlarin
motivasyonunu On plana g¢ikartan bir kavram olarak agiklanirken, Juran’a gore
kalite ise, tiretilen iriinlerin hedef kitlenin beklentilerini karsilama diizeyi
seklinde ele alinmaktadir (Aygar ve Onsiiz, 2017). Kalitenin en énemli felsefesi;
sorunlar ortaya c¢ikmadan Onlemlerin alinmasi, siirekli bir egitim anlayisinin
benimsenmesi, degisim konusunda istekli olunmasi, hedef kitlenin beklentilerinin
kargilanmas1 ve memnuniyet diizeyinin yiikseltilmesi seklinde siralanmaktadir
(Gokmen, 2001).

Toplam Kalite Yonetimi (TKY) ise, ekip calismasina O6nem veren,
orgiitlerdeki hatali uygulamalarin ortadan kaldirilmasimi hedefleyen, kalite ve
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verimlilik artiginin  gergeklesmesini ilke edinen ve c¢alisan memnuniyetini
Oonemseyen bir yonetim yaklagimidir (Dogan,2013; Gokmen, 2022). TKY, bir
taraftan kalitenin yonetimi lizerinde dururken, Gte yandan da yonetimin kalitesinin
biitiinsel bir bakis acist1 ile gerceklestirilmesini hedeflemektedir (Uryan, 2002). Bu
yaklagiminin onciileri arasinda; Juran, Deming, Ishikawa (Dogan, 2013; Gékmen,
2022; Zeyrekli Yas, 2021) ve Crosby bulunmaktadir (Dogan, 2013; Gdkmen,
2022).

Saglik sektorii agisindan bakildiginda, bu sektoriin kendine has 6zellikleri
itibari ile TKY felsefesinin ¢ok daha fazla 6nem kazandigi goriilmektedir. Bu
sayede hasta ve calisan saglig ile giivenliginin korunmasi, kaynak kullaniminda
israfin Oniine gecilmesi, tiretimde verimliligin yakalanmasi, hizmet maliyetlerinin
disiiriilmesi, miisteri odaklilik, siirekli gelisim ve katilimcilik diigiincesinin
desteklenmesi, ¢alisanlarin hedefler ile biitiinlesmesini saglayan etkili bir lidere
sahip olunmasi gibi tiim amagclarin gerceklesmesi miimkiin olacaktir (Gokmen,
2022).

Bu diislincelerden hareketle hazirlanan c¢alismada kalite kavramui
aciklanacak, TKY felsefesine yer verilerek saglik sektorii agisindan tasidigi nem
ortaya konulacaktir.

Kalite Kavrami ve Toplam Kalite Yonetimi Felsefesi

Orgiitlerin varliklarini siirdiirmelerinin, gelismelerinin ve rekabet {istiinliigii
elde etmelerinin temel unsurlarindan biri olarak kabul edilen kalite, egitimden
sagliga kadar her alanda On plana ¢ikan ve stratejik diizeyde Oneme sahip
konulardan birisidir (Aydemir, 2006). Ayn1 zamanda teknik bir kavram olarak da
ifade edilen kalite, {iretilen iriinlerin belirli bir uygunlukta ve giivenilirlikte
olmasina isaret etmektedir. Zaman igerisinde kalite kavramina miisteri tatmini de
eklenerek, kavramim anlamimin genislemesi s6z konusu olmustur. Hizmet
sunumunda diinya geneli agisindan oldugu gibi, tilkemizde de varligini gdsteren
kalite anlay1s1, 1990’11 yillardan itibaren modern yonetim uygulamalarinin énemli
bir boyutunu olusturmustur (Gékmen, 2022).

Orgiitsel pencereden bakildiginda da, kalitenin stratejik diizeyde bir 6neme
sahip oldugu belirtilmekte, Orgiitlerin biiylimelerinin, gelismelerinin ve
varliklarm stirdiirmelerinin bu sayede gerceklesecegine dikkat cekilmektedir.
Sonugta bir uygunluk standard1 olarak kabul edilen kalite sayesinde, liretilen mal
veya hizmetin belirli bir gerekliligi karsilayabildigi ve beklentilere yanit
verebildigi ifade edilmektedir (Gokmen, 2022). Orgiitlerin kaliteyi ulasilabilir
kilma noktasinda, list yoOnetimin {izerine diiseni gergeklestirmesi, kaliteye
inanmasi, benimsemesi ve etkili bir kalite politikasi olusturmasi biiyiikk 6nem arz
etmektedir (Erdogan, 2003).

Literatiirde yer alan kalite tanimlar1 incelendiginde kalite boyutlarinin; etkili
bir liderlik, misteri odaklilik, calisanlarin gelisimi, katilimcilik ve siirekli
iyilesme gibi temel degerler iizerinde yogunlastig1 goriilmektedir (Essel, 2020;
Gokmen, 2022; Halis ve digerleri, 2017; Mahgoub ve Ahmed, 2020). Bu sayede
onceleri kalite kontrol anlayis1 seklinde kendini gosteren uygulamalarin, zaman
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icerisinde Orgiitiin biitliniine yayilan ve tiim faaliyetlerde kaliteye ulagilmasinin 6n
plana cikartildigr bir yonetim felsefesine ve diislince yapisina evrilmesi s6z
konusu olmustur. Bu agidan TK'Y, zaman1 dogru bir sekilde kullanarak, dogru seyi
yapmak olarak ifade edilmekte, beklentilere uygun bir sekilde kaliteli mal ve
hizmet {iretilmesine, verimliligin ylikselmesine, i¢ ve dig miisteri tatmininin
artisina ve yonetimin daha demokratik ve katilimci bir 6zellik tasimasina imkan
saglamaktadir (Aydemir, 2006).

TKY anlayis1 ile ¢agin beraberinde getirdigi her alanda degisim ve
gelismelerin fark edilerek, gerekli adimlarin atilmasi ve yeni teknolojiye uyum
saglanmas1 miimkiin olmakta, ortak hedefler ¢alisanlarin tiimii ile paylasilmakta,
ekip yaklasimu ile hareket edilmekte, yenilikgilik riizgdr1 desteklenmekte ve
odiillendirilmektedir (Aydemir, 2006). TKY sayesinde siirekli miikemmellik
arayisinda bir yolculuk siirdiiriilmektedir (Armagan Kaygusuz, 2012). Bunun
disinda TKY felsefesi, var olan sistemin tikanmishgi, iletisimsizlik, verimsizlik,
gelismeleri ve yenilikleri 6rgiite adapte etme ve uyumlastirma siirecinde yasanan
zorluklar gibi problemler acgisindan da ¢oziim alternatiflerinin iiretilmesi
noktasinda biiyiik fayda saglamaktadir (Dogan, 2013).

Orgiitsel diizeyde beklenen faydanin elde edilmesi i¢in, TK'Y ’nin bir érgiite
yerlestirilmesi siirecinde dikkat edilmesi gereken bazi hususlar bulunmaktadir.
Buna gore oOncelikle, kalite politikasinin ne olacagi ve kimin tarafindan
diizenlenecegi ile ilgili belirsizliklerin ortadan kaldirilmas: gerekmektedir.
Sonrasinda, c¢alisanlarin nasil egitilecegi ve gorev dagilimlarinin neler olacagi
konusunda diizenlemelerin yapilmig olmasi biiyilk 6nem tasimaktadir. Elbette
karsilagilan sorunlarin ¢éziimiine iligskin alternatiflerin gelistirilerek en uygun
olaninin se¢ilmesi, ¢alisan performansinin 6l¢iilmesi i¢in gerekli diizenlemelerin
tamamlanmas1 ve hakkaniyetli bir 6diil sisteminin belirlenmesi de gz ardi
edilmemesi gereken diger diizenlemeler arasinda yer almaktadir (Erdogan, 2003).

TKY faaliyetlerinden beklenen yararin saglanabilmesi i¢in en {iist diizey
yoneticilerden an alt diizey ¢aligsanlarina kadar igbirligi icerisinde hareket edilmesi
gerekmektedir. Verimlilik ve etkililik diizeyinin artirilmasinda, zaman kaybinin
onlenmesinde, toplumun sikayetlerinin azaltilmasinda, toplumun giliveninin
kazanilmasinda ve var olan giivenin pekistirilmesinde TKY 6nemli katkilar
saglamaktadir (Armagan Kaygusuz, 2012). TKY agisindan kalite sadece
ulasilacak bir hedef degil, ayn1 zamanda bir yasam tarzi ve bakis agisi olarak ifade
edilmektedir (Zeyrekli Yas, 2009).

Saghk Sektorii Acisindan Toplam Kalite Yonetimi

Diinya Saglik Orgiitii (DSO) tarafindan yapilan saglik tanimi incelendiginde,
saglik sadece hastalik ve sakatligin olmayis1 degil, fiziksel, ruhsal ve sosyal
yonden tam bir iyilik halidir seklinde tanimlanmistir. Saglik hizmeti ise,
hastaliklarin teshis, tedavi ve rehabilitasyonu cergevesinde yliriitiilen koruyucu,
tedavi edici ve saghg gelistirici faaliyetlerin tiimiinii ifade etmektedir
(Kavuncubasi, 2000).
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Bu acgiklamalardan da anlasildig: iizere saglik hizmetlerinde temel amag;
bireyin sagliginin korunmasi ve sagliklilik halinin siirdiiriilebilir kilinmasidir. Bu
acidan bakildiginda hastaligin ve sakathigin azaltilmasi, erken Olimlerin
onlenmesi, toplumun beklentilerinin karsilanmast ve sagligim korunmasi
gergeklestirilmesi istenen 6nemli amaglar arasindadir (Erdogan, 2003).

Saglik sektoriinde insan hayatinin 6n planda olmasi ve yapilan en ufak bir
hatanin bireyin yasamini tehdit etmesi nedeni ile sunulan hizmetin etkinlik
derecesi ve giivenilirligi biiyilk 6nem tasimaktadir. Bu durum, saglik sektorii
acisindan TKY nin 6nemini bir kez daha ortaya ¢ikartmustir (Akar ve digerleri,
2015). Ayrica toplumun beklentilerinin gosterdigi cesitlilik, saglik alaninda
yasanan hizl1 teknolojik gelismeler, hastane yoneticilerinin kaliteye iliskin artan
ilgisi, yeni teshis ve tedavi yontemlerinin gelistirilmesi, hasta haklarina verilen
onemin artmasi gibi unsurlar da TK'Y nin dnemini artirmistir (Giindiizhan, 2017).

Gerek kiiresellesmenin yansimalari, gerekse akreditasyon caligmalar1 saglik
alaninda kalite ¢alismalarinin giderek daha ¢ok deger kazanmasina yol agmis ve
hizmet kalitesi kavramm giindeme gelmistir. Yasanan tim bu gelismelerin
sonucunda ydneticilerin liderliginde, siirekli egitim ¢aligmalarinin 6nemi fark
edilerek calisanlarin egitimine yonelik planlar yapilmaya baglanmis, gerek
hizmeti sunanlarin gerekse alanlarin memnuniyet diizeylerinin yiikseltilmesine
iligkin faaliyetler hiz kazanmistir. Kalite ¢alismalariin sadece belirli bir grubun
gorevi olmadigr diisiincesinden hareketle, tiim calisanlarin aktif katki ve
katilimlarinin saglanacagi bir orgiit kiiltlirli yaratilmasi1 hedeflenmistir (Akar ve
digerleri, 2015).

Saglik sektdriinde kalitenin yayginlasmasinin nedenlerine iliskin yapilan bir
diger degerlendirmeye gore de; insan sagliginin degerli olmasi ve tasidigi 6nem,
sagligin alternatifinin ve telafisinin olmamasi, hastaliga iligkin olarak hastalarin
tagidig1 6n yargi ve hasta memnuniyetinin yakalanmasinin zor bir siire¢ olmasi
gibi unsurlar akla gelmektedir. Kaliteli hizmet sunumunun gerceklestirilmek
istenmesinin dncelikli hedefler arasinda yer almasi, hastalarin hizmetlerden daha
hizli yararlanmalarma olanak vermekte, saglik kurumuna olan giiveni
ylikseltmekte ve hasta haklarinin korunduguna iligkin diistincenin de yerlesmesine
katki saglamaktadir. Bununla birlikte saglik sektoriinde yasanan hizli gelismelerin
ve ileri teknolojinin takip edilmesi igin de siirekli gelisime (Kaizen) ve yenilige
acik bir yaklasimin benimsenmesinin gerekli oldugu savunulmaktadir. Bunu
saglayacak en etkili ve cagdas yaklasimin da TKY oldugu gorilmektedir.
Hastalarin bilinglenmesinin ve farkindalik diizeylerinin artmasiin da, kaliteli
saglik hizmetine iligskin beklentilerini yiikselttigi ve bu durumun da kalitenin
saglik hizmetlerinde giderek daha ¢ok yayginlasmasina yol actig
savunulmaktadir. Elbette ki; ileri goriislii bir liderlik yaklagiminin, ¢aliganlarin
karar verme siirecine tam olarak katilmalariin, siirekli gelisme ve iyilestirme
anlayisinin, hekimlerin kalite ¢alismalarina aktif bir sekilde katki saglamalarinin,
kurum kiiltiliriiniin miisteri odakli olmasinin, ekip yaklagiminin benimsenmesinin,
sifir hata ile c¢aligma gerekliliginin, hedeflerin acik ve net bir sekilde

184



belirlenmesinin, profesyonel uzmanliga onem verilmesinin, etkili bir o6diil
sisteminin gelistirilmesinin ve karsilikli giivene dayali iliskilerin kurulmasinin da,
saglik sektoriinde TKY’nin yaygmlasmasindaki payi biyiiktiir (Armagan
Kaygusuz, 2012).

Sonu¢

Yapilan agiklamalardan da goriilecegi lizere TKY, gerek kamu gerekse 6zel
sektorde benimsenen ve uygulanan bir yonetim felsefesidir (Uryan, 2002). Saglik
sektoriiniin kendine has ozellikleri de, TKY bakis agisinin saglik sektoriinde
gelisip, yayilmasini hizlandirmstir. Bu siiregte basarili olunmasi i¢in 6ncelikle {ist
yonetimin TKY felsefesine inanip desteklemesi biiyiikk 6nem tagimaktadir. Takip
eden siirecte calisanlarin kararlara katilim siirecine dahil edilerek, tam katilimin
saglanmasina, sorumluluk paylasimia ve ekip ¢alismasina 6zen gosterilmelidir.
Kalitenin devam eden bir yolculuk oldugu gerceginden hareketle, siirekli
egitimlere 6nem verilmeli, ¢alisanlarin moral ve motivasyonlar1 yiikseltilmeli,
performanslar1 hakkaniyetli bir sekilde degerlendirilerek adil bir 6diil sistemi insa
edilmelidir (Armagan Kaygusuz, 2012). Bu sayede calisanlarin ya da diger bir
deyisle i¢ miisterilerin oOrgiitsel bagliliklarinin ve vatandaslik davraniglarinin
yiikselmesi saglanacak, olumlu orgiit kiiltiirii i¢inde daha iiretken ve istekli bir
sekilde caligmalar1 da gerceklesecektir.

TKY sayesinde dis miisteri olarak ifade edilen hasta ve hasta yakinlarinin
beklentilerinin karsilanmasi, memnuniyet diizeylerinin yilikselmesi, etkin bir
iletisimin gelistirilmesi, problemlerin en iyi sekilde ¢oziimlenmesi, rekabet
avantaji elde edilmesi, verimlilik ve etkililigin artmasi, maliyetlerin diisiirilmesi
(Zeyrekli Yas, 2021) ve saglik hizmetlerine yonelik sikayetlerin azalmasi
miimkiin olacaktir. Tiim bu gelismeler de, karin ve pazar paymin artmasini
beraberinde getirecektir (Dogan, 2013). Bu durumun da, saglik kurumunun tercih
edilebilir olmasina ve varligini1 devam ettirebilme siirecine olumlu yonde etkide
bulunacagina inanilmaktadir.
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E-Health Strategies, Funding and Capacity Buildings of
Countries: A Descriptive Study
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INTRODUCTION

e-Health is the use of communication and information technologies to
support health-related services and practices (Maeder, 2021). It is a field where
health services are offered via the Internet and related technologies and that
appears at the confluence of medical technologies, business and public health.
This concept does not only show a technical structure but is also a networked and
global way of improving health services nationally, and internationally by using
communication and information technologies and refers to attitude and
commitment (Eysenbach, 2001). e-Health can be defined as “the use of
information technologies in health services and processes to improve and develop
the health of communities, efficiency and productivity in health service delivery,
and the economic and social value of health” (Kierkegaard, 2015). According to
DeLuca and Enmark (2000), e-health encompasses a range of technologies,
including computers, telephones and wireless, used to provide healthcare to
remote patients, healthcare providers and managers. According to the definition
of Oh et al. (2005), e-health is the process of providing medical support through
electronic and networked tools, which includes treatment, monitoring, and
interaction with patients and healthcare professionals, particularly through the
Internet. Briefly, e-health can be defined as any healthcare service, tool or
application offered through information technology and network connections
(Wilson et al., 2021).

Eysenbach (2001) emphasized that e-health encompassed more than the
"Internet and health." In this context, the "e" in e-health does not only mean
"electronic" but also includes several other “e* concepts that best describe what
e-health is about or should be. The "e" concepts that define and cover e-health are
listed below (Table 1).
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Table 1. Ten “e” concepts describing e-Health

Ten “e” concepts

Description

e-Health aims to increase efficiency in healthcare and
avoid unnecessary helath interventions through
improved communication facilities and patient
participation, thereby reducing costs.

of e-Health
1 Efficiency
) Enhancing

quality of care

E-health can improve the quality of healthcare by
comparing different healthcare providers and directing
patients to the highest quality providers.

e-Health applications provide evidence-based data so

3 Evidence that the effectiveness and efficiency of health services
based
can be evaluated.
Empowermen e-Health makes health services accessible to consumers
4 tofconsumers on the Internet with their personal electronic records and
and patients  allows patients’ participation in service processes.
Encourageme It promotes a modgl of relationship between pa.lti'ent and
5 ot healthcare professionals, where healthcare decisions are
made jointly.
It offers education for both consumers (health
6 Education education) and physicians (continuing medical
education) by using online resources.
7 Enabling It provides infqrmgtiop exchange and communication
between health institutions.
e-Health expands the scope of health care, going beyond
traditional service delivery. This extension has both
8 Extending geographical and conceptual implications. It enables
consumers to easily obtain healthcare services online
from global healthcare providers.
e-Health is a new form of patient-physician
9 Ethics comrnupication. It can pose potential thr'eats r_elated to
ethical issues such as online health practices, informed
consent, equality, and privacy.
One of the goals of e-health is to provide more equitable
and fair delivery of healthcare. On the other hand, there
is a risk of a digital gap between the rural and the urban
10 Equity population, the rich and the poor, the young and the old,

men and women, people with and without access to
computers and networks, and rare and common
diseases.

Source: Eysenbach (2001)
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e-Health applications and services involve the collection, processing, and
sharing of patients' data among healthcare professionals to improve patient
monitoring and diagnosis and treatment processes (Amato et al., 2021). Electronic
health records include a wide variety of health-related technologies, such as
electronic prescribing, health information, clinical decision-making, distance
clinical interventions, and the development of health application systems for
distance sensors (Kierkegaard, 2015; Biancone et al., 2021; Au-Yong-Oliveira et
al., 2021; Butpheng et al., 2020). In this context, e-health contributes to public
health and health service delivery through activities, such as disease surveillance,
collection and analysis of basic health data, supporting healthcare professionals,
online consulting, education and research (Kiberu et al., 2017).

e-Health tools, such as online media, the Internet, telephones, television, text
messaging, teleconferencing, video conferencing, and e-mail, promote
communication and information exchange between healthcare providers and
patients and the provision of better healthcare for patients (Natrielli & Enokibara,
2013). Especially in cases where distances are great and time and resources are
limited, e-health can be seen as a potential solution to health problems (Smith et
al., 2013; Scott & Mars, 2015). Various studies have shown that the use of e-health
technologies can have potential benefits in improving healthcare quality, ensuring
patient safety, lowering costs, increasing revenues, reducing waiting times, and
increasing patient activation (Chaudhry et al., 2006; Howley et al., 2015; Daud et
al.,, 2020; Alazzam et al., 2021). It has been emphasized that the successful
implementation of e-health technologies improves the access to, performance,
safety and quality of healthcare delivery by improving health data security and
management, reducing health expenditures and minimizing medical errors.
Especially in developing countries, e-health technology can close the health
service delivery gap, such as the burden of disease, scarcity of health
professionals, inequality in the delivery of health services, and inadequate health
budget (Fanta & Pretorius, 2018). In addition, the growing financial and social
burden of the management and prevention of chronic diseases are challenges that
face health systems around the world. Studies on the impact of e-health
applications in chronic disease management show that these applications will
reduce costs by preventing unnecessary diagnosis or repetition of interventions
and increasing efficiency in healthcare services, patients will be empowered to
actively manage their health and that quality of care will be improved by allowing
patients to make comparisons between different service providers (Lorig et al.,
2006; Schubart et al., 2011; Wicks et al., 2014).

Despite widespread consensus about the potential benefits of e-health to
address the problems faced by health systems due to increased demand stemming
from an aging population, improved treatments, and limited resources, the
realization of these benefits of e-health has often been slower than expected due
to difficulties in implementation (Ross et al., 2016). The inadequacy of legislation
and policies, the lack of recognized standards, the lack of financial incentives
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provided by public institutions and other external stakeholders, and the
unpreparedness of clinicians, managers, policymakers, or the society for the
expected change that will be brought by the use-related programs can affect the
success of e-health applications (Maeder, 2021).

Studies in the literature highlight the importance of designing strong,
sustainable strategies to improve the use of e-health and identify problems in its
implementation (Currie & Seddon, 2014; Ross et al., 2016; Maeder, 2021). It is
emphasized that the successful implementation of e-health can be ensured by the
readiness of various stakeholders and user parties (patients, public, healthcare
providers, politicians, administrators, and the industry) (Maeder, 2021). Maeder
(2021) emphasized that the successful implementation of e-health applications
could be achieved by preparedness in 8 different areas. Factors, such as
organizational, technological, political, social, public, and basic preparations and
the readiness of the health service provider and a contract can be effective in the
success of e-health applications (Table 2).

In both developed and developing countries, e-health continues to grow and
evolve (Scott & Mars, 2015; World Health Organization, 2016; Kiberu et al.,
2017). Developing countries face problems that can be improved via e-health
implementation, including allocation of health resources, accessibility and quality
of health services (Bangdiwala et al., 2010; Rahman, 2016; Maeder, 2021). A
successful national e-health implementation to overcome these problems requires
countries to be sensitive to the dynamics of governance and to foster synergy and
transparency among all stakeholders involved in the dissemination of e-health
systems. Structural reforms and policies that enable the rapid spread of e-health
have an integrated impact on the implementation and adoption of e-health
(Kierkegaard, 2015). Considering the prevalence and importance of e-health for
developing countries, it is important to provide processes, policies, technological
and social infrastructure supports that are suitable for the needs of the countries.
This study was planned to present descriptive information about whether countries
have a basic e-health strategy, their funding status, public incentives and capacity-
building opportunities.

Table 2. Factors affecting the success of e-health applications

Factors Description
This is about the extent to which the institutional
environment and culture support and encourage the
awareness and implementation of e-health innovations.
Availability of It relates to the availability and affordability of the resources
technological  (infrastructure, human resources and power supply) needed
infrastructure  to implement e-health innovations.
It is about the awareness of a country's politicians, and the
extent to which they support and encourage the practice and
availability of relevant policies and funding

Organizational
preparedness

Political
preparedness
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It is the degree of "interaction" associated with healthcare
institutions. Interaction is defined by three parameters:
» Interaction between the employees of the health

Social L
preparedness 1nst1tut19n Y .

» Interaction of a health institution with other health

institutions

= [Interaction of a health institution with society
Preparedness It is about a healthcare provider's perceptions and
of health care .

. understanding about e-health technology.

provider

It is about the extent to which a society is exposed to the
Contract - concept of e-health and active discussion of its negative
engagement effects as well as its perceived benefits. It also includes the
preparedness  willingness of the community to demand education on e-

health.
Core It refers to seeing e-health as a solution and needs and
preparedness  preparations for e-health.

It is about the extent to which the public and patients are
Public aware of e-health. It also includes personal experiences and
preparedness  the impact on their perceptions and acceptance of e-health

technology.
Source: Maeder (2021)

METHODS

Aim

This study was conducted to present descriptive information about e-health
foundation strategies, funding, and capacity building of countries. For this
purpose, answers to the following questions were sought.

* How many countries worldwide have a national universal health coverage
(UHC) strategy, a strategy that refers to the use of information and communication
technologies (ICT) to support UHC, a national e-health strategy, a national e-
health strategy that refers to the objectives of UHC, and a national health
information systems (HIS) policy or strategy? Which region and which income
group are the majority of these countries in?

* How many countries use public funding, private funding, donor/non-public
development funding, and public-private partnerships as e-health funding sources
and have strategy implementation funding available for e-health? Which region
and which income group are the majority of these countries in?

* How many countries have government-supported health Internet sites
providing information in multiple languages, tertiary institutions providing
students of health sciences with education on e-health, and institutions offering
in-service training to health professionals on ICT for health? Which region and
which income group are the majority of these countries in?
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Data collection

The data used in this study were taken from the World Health Organization
(WHO) Global Health Observatory for e-Health (GOe)
(https://apps.who.int/gho/data/node.main. GOE?lang=en)  database. In the
classification of the data, the income classification of the World Bank for
countries  (https://datatopics.worldbank.org/world-development-indicators/the-
world-by-income-and-region.html9) and the region classification of the World
Health Organization (https://www.who.int/countries) were used.

Data analysis

In the study, descriptive information about e-health foundation strategies,
funding, and capacity building of the countries were presented as numbers and
percentages. Although there was data on a total of 123 countries in the relevant
database, only countries that gave "yes" and "no" answers were evaluated in this
study.

RESULTS

The distribution of countries' responses regarding their e-health foundation
strategies is presented in Table 3.

Table 3. Responses of countries regarding their e-health foundations strategy

Countr Country
Country y has a Country has
has a Country . .
has a strate has a national e- a national
national gy . health health
. that refers national e- . .
universal to the use health strategy information
health that refers  system (HIS)
of ICT to strategy .
coverage to policy or
support ..
strategy UHC objectives strategy
of UHC
n % n % n % n % n %

Yes 92 80 62 721 72 621 64 941 80 825
No 23 20 24 279 44 379 4 59 17 175
Total 115 100.0 8 100.0 116 100.0 68 100.0 97 100.0

" Only countries that gave "yes" or "no" answers were evaluated in the study. Therefore,
the total number of countries that gave "yes" or "no" answers to each question varies.

According to Table 1, 80% of countries have a national universal health
coverage strategy, 72.1% have a strategy that refers to the use of ICT to support
UHC, 62.1% have a national e-health strategy, 94.1% have a national e-health
strategy that refers to objectives of UHC, and 82.5% have a national health
information systems policy or strategy (Table 3).

The distribution of the countries' responses regarding e-health foundations
funding is presented in Table 4.

193



Table 4. Responses of countries regarding e-health foundations funding

Availability of
. funds for e-
Source of funding for e-health health strategy
implementation
Public  Private  DOMOY/NOM- b e Strategy
. . public . implementation
funding  funding private .
development . funding
for e- for e- R partnerships .
health health funding for e- for e-health available for e-
health health
n % n % n % n Y% n Y%
Yes 94 79.0 49 44.1 77 71.3 51 47.2 67 66.3
No 25 21.0 62 559 31 28.7 57 52.8 34 33.7
Total 119 100 111 100 108 100 108 100 101 100

* Only countries that gave "yes" or "no" answers were evaluated in the study.
Therefore, the total number of countries that gave "yes" or "no" answers to each
question varies.

Public funding accounts for the source of funding for e-health in 79% of
countries. Also, 55.9% of the countries do not use private financing for e-health,
and 52.8% do not have public-private partnerships. While 71.3% of them have
donor/non-public development funding, 66.3% have strategy implementation
financing available for e-health (Table 4).

The distribution of the countries' responses regarding their e-health
foundations capacity building is presented in Table 5.

Table 5. Responses of countries regarding their e-health foundations capacity
building

Tertiary
institutions
provide students

Institutions offer
in-service training

Government-
supported health

internet sites provide . to health
information in of health sciences professionals on
. with training on e-
multiple languages health ICT for health
n % n Y% n Y%

Yes 58 55.8 92 79.3 95 81.9
No 46 44.2 24 20.7 21 18.1
Total 104 100.0 116 100.0 116 100.0

* Only countries that gave "yes" or "no" answers were evaluated in the study.
Therefore, the total number of countries that gave "yes" or "no" answers to each
question varies.

As seen in Table 3, 55.8% of countries have government-supported health
websites that provide information in more than one language, 79.3% have tertiary
institutions that provide health science students with training on e-health, and
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81.9% have institutions that offer in-service training on ICT for health to health
professionals (Table 5).

The distribution of countries' responses regarding their e-health foundations
strategy by region is shown in Chart 1.

Yes No Yes No Yes No Yes No Yes No

Country has a Country has a Country hasa = Country has a Country has a
national universal strategy refers to National eHealth National eHealth National health

health coverage | the use of ICT to strategy strategy refers to information
strategy support UHC objectives of UHC  system (HIS)
policy or strategy
B African H Americas Eastern Mediterranean
European = South East Asia = Western Pasific

Chart 1. Distribution of countries' responses regarding their e-health foundations
strategy by region

While the majority of countries that have a national universal health coverage
strategy, a strategy that refers to the use of ICT to support UHC, and a national e-
health strategy are European countries, many of those that do not have these
strategies are African countries. Nearly half of 64 countries that have a national e-
health strategy that refers to the objectives of UHC and a national health
information systems policy or strategy are European countries. Strikingly, the
countries with the least “yes” answers to all questions are Southeast Asian
countries (Chart 1).

The distribution of countries' responses regarding their e-health foundations
funding by region is shown in Chart 2.

The majority of the countries whose funding sources for e-health include
public funding, private funding, and donor / non-public development funding are
European countries. In addition, the majority of countries that have public-private
partnerships and countries that use strategy implementation funding available for
e-health are also European countries. Similar to the e-health foundations strategy,
countries with the least "yes" responses to all questions regarding e-health
foundations funding are Southeast Asian countries (Chart 2).
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Public funding Private funding Donor/ non- | Public-private Strategy

for eHealth for eHealth public partnerships implementation
development = for eHealth funding
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H South East Asia H Western Pasific

Chart 2. Distribution of countries' responses regarding their e-health foundations
funding by region

The distribution of countries' responses regarding e-health foundations
capacity building by region is shown in Chart 3.

his hilu I
Yes

Yes No Yes No No
Government-supported Tertiary institutions  Institutions offer in-service
health internet sites provide students of health training to health
provide information in | sciences with training on = professionals on ICT for
multiple languages eHealth health
m African B Americas ® Eastern Mediterranean
European E South East Asia B Western Pasific

Chart 3. Distribution of countries' responses regarding e-health foundations
capacity building by region
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While the majority of countries where government-supported health internet
sites provide information in multiple languages, tertiary institutions provide
education on e-health for health sciences students, and institutions offer in-service
training to health professionals on ICT for health are European countries, many of
the countries that do not have these facilities are African countries (Chart 3).

The distribution of countries' responses regarding their e-health foundations
strategy by income is shown in Chart 4.

Yes No Yes No

Yes No Yes No Yes No

Country has a Country has a Country has a Country has a Country has a

national  strategy refers  National National National
universal to the use of eHealth eHealth health
health ICT to support  strategy  strategy refers information
coverage UHC to objectives of system (HIS)
strategy UHC policy or
strategy

m High = Middle =Low

Chart 4. Distribution of countries' responses regarding their e-health foundations
strategy by income

While most of the countries that have a national universal health coverage
strategy, a national e-health strategy, a national e-health strategy that refers to
objectives of UHC, and a national health information systems policy or strategy
are in the middle-income group, more than half of the countries (59.68%) that
have a strategy that refers to the use of ICT to support UHC are in the low-income
group (Chart 4).

The distribution of countries' responses regarding their e-health foundations
funding by income is shown in Chart 5.
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Chart 5. Distribution of countries' responses regarding their e-health foundations
funding by income

The majority of countries with public funding, donor/non-public
development funding, and public-private partnerships are in the middle-income
group. The majority of countries that have private funding as their source of e-
health funding are low-income countries. Most of the countries that use strategy
implementation funding available for e-health are in the high-income group (Chart
5).

The distribution of countries' responses regarding their e-health foundations
capacity building by income is shown in Chart 6.

Yes No Yes No Yes No

Government-supported Tertiary institutions Institutions offer in-
health internet sites  provide students of health service training to health

provide information in | sciences with training on professionals on ICT for
multiple languages eHealth health

mHigh m®mMiddle =Low

Chart 6. Distribution of countries' responses regarding their e-health foundations
capacity building by income
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The majority of countries where government-supported health internet sites
provide information in more than one language are in high-income group, while
the majority of countries where tertiary institutions provide health science
students with training on e-health and institutions offer in-service training to
health professionals on ICT for health are in the middle-income group. Most of
the countries that do not have these facilities are in the middle-income group
(Chart 6).

DISCUSSION

The effectiveness of e-health largely depends on the preparedness of political
decision-makers, health institutions, societies, and individuals for the change to
be brought about by programs related to e-health. These preparations can be
financial, technological, political, and social. For the successful implementation
of e-health, it is important to prepare strategies, determine infrastructure needs,
and make budget and infrastructure decisions. Also, society and health institutions
and organizations should adopt e-health programs.

There are great differences between countries with different levels of
development in terms of variables, such as equality and fairness in access to health
services, financial sustainability, health expenditures, and health infrastructures.
The literature shows that although there are many e-health readiness assessment
tools, they do not meet all the requirements of e-health readiness assessment
(Mauco et al., 2020; Hossain et al., 2019). To determine macro-level strategies for
e-health services, it is very important to specify the roles of the stakeholders of e-
health services (health politicians, health administrators, government
stakeholders, service providers, and society) in countries in various regions and
with different income levels and to identify the barriers to implementation. The
aim of this study is to descriptively present the e-health strategies of countries,
capacity-building opportunities, funding, and public incentives.

A general evaluation of research findings shows that 80% of countries have
a national universal health coverage strategy and a national health information
systems policy or strategy. The source of funding for e-health in 79% of countries
is public funding. In addition, in the majority of countries, institutions offer in-
service training to health professionals on health technologies. On the other hand,
the rate of government-supported health internet sites providing information in
multiple languages is low. All these results show that most countries have invested
or started to invest resources in e-health applications as a way of providing fair,
equitable and effective healthcare.

The results of the research show that the majority of countries with national
e-health strategies are middle-income countries and European countries, while
many of those which do not have these strategies are low-income countries and
African countries. About half of the countries that have a national health
information systems policy or strategy are European countries. Considering that
the probability of having a national health information systems policy is higher in
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developed countries, it can be said that the sustainability and development
potential of e-health depends on a central policy and strategy to be established by
public authorities (Maeder, 2021). Barkman and Weinehall (2017) highlighted the
need for a national and central role and policy for the implementation of e-health,
both in terms of infrastructure development and a regulatory and supervisory role.
Beebeejaun and Chittoo (2017) mentioned the important role of public policies in
increasing the success of the implementation of technology systems. Similarly,
Bloom et al. (2017) emphasized the importance of the active participation of the
public in the innovation process in a way that would reach the whole society and
not protect the interests of the society while a new electronic health technology
was being shaped.

According to the research findings, public and private funding is used as a
source of funding for e-health in European countries and middle-income
countries. Donor/non-public development funding for e-health is mostly used in
African countries and low-income countries. Similar to the findings of this study,
Abel and Obeten (2015) emphasized that foreign non-governmental organizations
(NGOs), faith-based groups, and multinational institutions were involved in the
funding of e-health projects in many developing countries. (e.g. Tanzania, India,
Zambia, Ethiopia, and Uganda). Therefore, it can be said that unlike in developed
countries, e-health is mostly financed directly or indirectly by external donors and
non-public institutions in developing countries. On the other hand, a report on the
evaluation of e-health projects and initiatives in Africa showed that e-health
projects financed by external donors ended when donor funding was over (Molefi,
2010). Ranasinghe et al. (2012) highlighted that inadequate public funding in
adopting e-health solutions was one of the contributing factors to unsuccessful
implementations. For this reason, it can be said that both external funding and
public funding are important in achieving the sustainable implementation of e-
health projects and therefore readiness for e-health.

Research results on capacity and infrastructure opportunities for e-health
show that government-supported health internet websites provide information in
more than one language, health sciences students are provided with training on e-
health, and that health professionals are provided with in-service training on health
information technologies in European countries and countries with high-income.
On the other hand, low-income countries and African countries mostly lack these
infrastructure opportunities. This may be due to the presence of various barriers
such as low literacy, poor infrastructure, and other occupational and cultural
problems, despite the promising opportunities of health technologies in these
developing countries. Bukachi and Pakenham-Walsh (2007) listed the barriers to
the implementation of e-health services in developing countries and particularly
in Africa as weak infrastructure, lack of resources, and inadequate support. Latif
et al. (2016) stated that the most important barrier to the adoption of e-health was
the lack of capacity-building activities. Zayyad and Toycan (2018) listed the main
barriers to the implementation of e-health as low literacy levels, lack of experience
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in using e-health technology applications, and weak organizational and
management policies.

CONCLUSION

The use of e-health is growing in both developed and developing countries.
Strengthening public health through e-health is recognized as a trend in the
development of health services. There are big differences between countries with
different levels of development in terms of variables, such as access to health
services, equity, financial sustainability, infrastructures, and health expenditures.
Public support and promotion, available policies and strategies, funding
opportunities, and capacity and infrastructure opportunities are important topics
in achieving the adoption and sustainability of e-health. To facilitate the successful
implementation of e-health in the future, it is thought that macro-level strategies
should be determined, the roles of parties, such as health politicians,
administrators, government stakeholders, and service providers, should be
revealed, the capacity and infrastructure barriers to implementation should be
identified, and that a sustainable funding structure should be adopted.
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Chapter 16

Entrepreneurship and Innovation Culture and Its
Reflections in the Health Sector

Girisimcilik ve Yenilikcilik Kiiltiirii ve Saghk Sektoriindeki
Yansimalan

Sinem SOMUNOGLU iKINCI
Prof. Dr., Bursa Uludag Universitesi, Tiirkiye

Abstract

Entrepreneurs are the most important factor in the development of changes
and innovations in organizations. Because entrepreneurs follow changes, take
risks and initiate change. In the most general sense, entrepreneurship is caring
about the expectations of the society. Innovation is producing of new products and
development of new ideas. From the point of view of the health sector, innovation
and entrepreneurship are extremely necessary in order to increasing customer
satisfaction, using modern technology, ensuring sustainability of services and
maintaining competitiveness. The importance given to people's health, patient
rights and quality of life have increased the need of these two concepts. In fact,
considering that the expectations of the environment and society are constantly
changing, the importance of the concepts of innovation and entrepreneurship will
be understood more easily. In this process, innovative thinking, seeing
opportunities and putting them into practice are among the basic principles. A
value and new opportunities are created in entrepreneurship. On the other hand in
innovation, the ability to meet expectations comes to the fore. These two concepts
are always in interaction with each other. It is stated that due to entrepreneurship
and innovation activities, it will be possible increasing the quality of health
services, increasing productivity, using resources effectively and giving more
value to the human life.

Keywords: Entrepreneurship, innovation, entrepreneurship and innovation in the
health sector.

Giris

Girisimcilik, en genel anlamu ile toplumun beklentilerini géz Oniinde
bulundurarak, rekabet¢i bir ortam igerisinde yenilik¢i davraniglar gosterilmesi ve
kesiflerde bulunulmasi seklinde tanimlanmaktadir. Orgiitlerin gerek kiiresel
diizeyde meydana gelen gelismelere ayak uydurmalari, gerekse varliklarini devam
ettirmeleri siirecinde bagarili olabilmeleri i¢in; yeni fikirler iiretmeleri, yeni
iriinler gelistirmeleri, teknolojik gelismeleri takip etmeleri ve karsilarina ¢ikan
firsatlardan iyi bir sekilde yararlanmalar1 biiyilk 6nem tagimaktadir. Bu
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degisikliklerin ve yeniliklerin gelistirilmesinin en 6nemli unsuru girisimcilerdir.
Girisimcilerin en temel 6zelligi, degisiklikleri takip edip, erken donemde fark
ederek risk almalar1 ve degisimi baslatmalaridir (Kalmuk ve Acar, 2018).

Yenilikgilik ise, yeni bir mal veya hizmet liretmekten, iiretim teknolojilerinin
degismesine, yeni fikirlerin gelistirilip becerilerin kazanilmasindan, O&rgiit
yapisinin geligimine kadar, oldukca genis bir yelpazede ele alinan bir kavramdir.
Orgiitlere hem kaynak yaratma hem de rakiplerine karsi avantaj saglama
hususunda katki saglamaktadir (Kalmuk ve Acar, 2018).

Saglik sektorii agisindan bakildiginda da, toplumun beklentilerine yanit
verilebilmesi, miisteri memnuniyetinin yaratilmasi ve begenisinin kazanilmasi
(https://cdn.bartin.edu.tr; Kalmuk ve Acar, 2018), modern teknolojinin
kullanilmasi, degisen bilgiye uyum saglanabilmesi, yeni beceriler kazanilmasi,
hizmetlerin siirdiiriilebilir kilinmasi1 ve rekabet giiciiniin saglanmasi gibi bir¢ok
nedene bagli olarak yenilik¢ilik ve girisimcilik faaliyetlerinin es zamanli olarak
yiiriitiilmesinin 6nemi biiyiiktiir (Kalmuk ve Acar, 2018).

Bu diisiinceler gergevesinde hazirlanan galismada, girisimcilik ve yenilikgilik
kavramlar1 agiklanacak ve saglik sektorii acisindan tasidigi Onem {izerinde
durulacaktir.

Girisimcilik ve Yenilik¢ilik Kavramlarina Genel Bir Bakis

Her ne kadar girisimcilik kavrami uzun siiredir kullanilan bir kavram olsa da,
herkesin tizerinde fikir birligine varmis oldugu tek bir tanimi bulunmamaktadir.
Bununla birlikte girisimciligin genel olarak risk almay1 ve yenilik yapmayi iceren
bir anlami oldugu ifade edilmektedir (Kalmuk ve Acar, 2018). Schumpeter
tarafindan girisimciligin ne olduguna iliskin yapilan agiklamaya gore de
girisimcilikten bahsedilebilmesi i¢in; ya yepyeni bir {irliniin iiretilmesine ihtiyag
duyulmakta, ya var olan iirliniin kalitesinin iyilestirilmesine yonelik birtakim
diizenlemeler yapilmakta, ya yeni iiretim teknikleri gelistirilmekte ve hammadde
kaynaklar1 bulunmakta, ya da yeni pazarlara ulagarak iiriiniin topluma sunulma
imkan1 gelistirilmektedir (Balli, 2018; Basar, 2013; Kalmuk ve Acar, 2018).
Cevrenin siirekli degistigi, toplumun beklentilerinin ¢esitlendigi, bilgi birikiminin
arttig1 ve teknolojinin her gegen giin ilerledigi disiiniildiigiinde, yenilik¢ilik ve
girisimcilik faaliyetlerinin neden es zamanli olarak yiiriimesi gerektigi daha rahat
anlasilacaktir (Kalmuk ve Acar, 2018).

Cok boyutlu bir kavram olan girisimciligin agiklanmasinda izlenilen
yontemlerden birisi de, girisimcilerin sahip olduklar1 davranig kaliplarinin neler
oldugunu ortaya koymaktir. Bu acidan bakildiginda 6n plana ¢ikan kavramlar;
sosyal ve ekonomik alanlarda diizenleme yapma, risk alma, insiyatif kullanma ve
basarisizlik olasiligimi kabul etme seklinde siralanmaktadir (Balli, 2017).
Girisimcilik 6yle bir yetenektir ki, i¢inde firsatlar1 kesfetmeyi, hayal giiciinii
kullanmay1, azimli ve akilct olmayi, kendine giivenmeyi (Balli, 2017), sorumluluk
almay1 (Balli, 2017; Emre, 2007), belirsizlik ortaminda karar vermeyi ve hareket
etmeyi barindirmaktadir (Balli, 2017). Bu acidan bakildiginda girisimcilikte
yenilik¢i diisiinme ve firsatlar1 gérebilme (Balli, 2017; Basar, 2013; Emre, 2007)
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ve de hayata gecirebilme olmazsa olmaz 6zellikler arasinda yer almaktadir (Emre,
2007).

Girisimceilik giiniimiiziin kiiresellesen diinyasinda giderek daha fazla 6nem
kazanan bir kavram olup (Balli, 2017; Balli, 2018; Emre, 2007; Filiz, 2017;
Kalmuk ve Acar 2014), sadece yaraticiligin kaynagi olarak kabul edilmemekte,
ayn1 zamanda ekonomik biiyiimeyi hizlandirmakta (Derindag, 2018; Emre, 2007;
Kalmuk ve Acar, 2018), orgiitsel performansi yiikseltmekte ve markalara iliskin
bagimlilik yaratmaktadir (Kalmuk ve Acar, 2018). Girisimcilikte bir deger
yaratilmasi ve iiriinlerin miisteri tatminini yilikseltmesi biiyiikk 6nem tagimaktadir.
Bu sayede orgiitlerin kar elde etmeleri, hayatta kalmalar1 ve biiylimeyi
gergeklestirmeleri miimkiin olacaktir (https://cdn.bartin.edu.tr). Yine girisimcilik
sayesinde, yeni firsatlar yaratilmis, yeni istthdam olanaklar1 bulunmus (Balli,
2017; Emre, 2007), sosyal gelisim elde etme ve toplumun refah diizeyinin
yiikselmesi gibi birtakim farkli kazanimlar da yakalanmis olacaktir (Balli, 2017).

Yenilikgilik, fikirlerin pazarlanabilir duruma gelmesini, beklentilerin
kargilanmas1 noktasinda pozitif bir etkiye sahip olmay1 ve bununla birlikte ticari
bir deger yaratmayi kapsayan bir kavramdir. Girisimcilik ile yenilikgiligin
birbirinden ayrilmasi miimkiin olmayip, toplumsal gelismenin ve yaraticiligin bu
kavramlarin deger kazanmasinda 6nemli bir etkisi oldugu da savunulmaktadir
(Urper, 2013).

Degisen rekabet sartlar1 agisindan bakildiginda, yenilik¢ilik bakis acisina,
diger bir deyisle de yenilikgilik kiiltiiriine sahip orgiitlerin olusmasinda; risk
almanin (Yigit, 2014), girisimciliginin, bilgi ve fikir paylasiminin, yeniligin ve
yaraticiligin desteklenmesinin ve tesvik edilmesinin pay:1 biiyliktiir (Dayyhoff,
2005; White, 2000; Yigit, 2014). Yenilik¢ilik ve girisimcilik ¢ok boyutlu bir
kavram olarak nitelendirilmekte (Yigit, 2014), yeni {rlinlerden, iiretim
siireglerindeki degisiklige, yeni pazarlama yoOntemlerinin gelistirilmesinden,
yonetsel faaliyetlerde yapilan iyilestirmelere kadar bir¢ok boyutu kapsamaktadir
(Filiz, 2017; Yigit, 2014). Yenilikgilik kiiltiiriinde 6nemli olan, atilan her tiirlii
adimda ticari olarak bir deger kazanma ve iyilestirme yapma imkaninin ortaya
cikmasidir. Ozellikle acik bir bilgi aligverisinin ve iletisimin oldugu ve yeni fikir
iiretenler icin uygun ortamin yaratilip destek olundugu orgiitlerde, yenilikgilik
kiiltiirinlin yerlesmesi agisindan basarinin yakalanmasi daha olasidir (Yigit,
2014). Unutulmamalidir ki, orgiitsel 6grenme siirecine ve Orgiitsel giivene dnem
verildigi (Yigit, 2014), takim calismasinin ve risk almanin tesvik edildigi, etkili
bir 6diil sisteminin var oldugu, katilime1 bir karar verme sisteminin benimsendigi,
acik fikirli bir yonetim anlayisinin bulundugu (Ogiit ve Aksay, 2011; Yigit, 2014)
ve hatalardan ders alindig1 ortamlarda, yenilik¢ilik kiiltiirii daha rahat isleyis
imkan1 bulacaktir (Yigit, 2014). Goriildigii gibi icinde bulunulan ¢evre ve rgiit
kiiltiirii yenilikgilik kiiltiirliniin gelismesi ve bireysel gayretlerin beslenmesi
acisindan son derece etkilidir. Yenilik¢i faaliyetler agisindan gerekli bir unsur olan
bilginin transferi de bu noktada biiyiik bir gereklilik olarak karsimiza ¢ikmaktadir.
Ciinkii yenilik¢iligin gergeklesmesinde ve orgiit icinde yayilmasinda bilgi 6nemli
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bir kaynaktir (Giin, 2019).
Saghk Sektorii Acisindan Girisimcilik ve Yenilikgilik

Kisilerin sagligina, hasta haklarma ve yasam kalitesine verilen 6nemin
giderek artmasi, farkli teshis ve tedavi yontemlerinin gelistirilmesine duyulan
ihtiya¢ ve teknolojinin ilerlemesi gibi nedenlere bagli olarak, saglik sektoriinde
yenilik¢ilik ve girisimcilik kavramlarmin  degeri her gecen glin artig
gostermektedir (Ogiit ve Aksay, 2011). Bununla birlikte, saglik kurumlarinin
varliklarini siirdiirebilme, rekabet giiciinii koruma (Filiz, 2017; Ograk ve Yilmaz,
2018; Uzuntarla ve digerleri, 2016) ve gerek calisanlarin ve gerekse hastalarin ve
hasta yakinlarimin beklentilerine en iyi sekilde yanit verebilme siireci agisindan da
yenilikgilik kiltiiriinii benimsedikleri ifade edilmektedir. (Uzuntarla ve digerleri,
2016). Saglik sektoriinde yiiriitillen girisimcilik faaliyetleri sayesinde; saglik
hizmetlerinde kalitenin yiikselmesi miimkiin olmakta, saglik hizmetini tiretenler
acisindan kolaylik saglanmakta, {ilkenin gelismislik diizeyi de tiim bu
gelismelerden olumlu yonde etkilenmektedir (Filiz, 2017).

Saglik hizmetlerini koruyucu, tedavi edici, rehabilite edici ve sagligi
gelistirici hizmetler olarak diistindiiglimiizde; tiim bu hizmetlerin ana amaci, hem
bireylerin hem de toplumun sagliklilik halinin siirdiiriilebilir kilinmasi ve sagligin
gelistirilmesi iizerinde odaklanmaktadir. Ulkelerin demografik yapilarinin
degismesi, yasliliga bagli kronik hastaliklarin ortaya ¢ikmasi, hasta beklentilerinin
farklilagsmas1 ve tip teknolojisinde meydana gelen degisiklikler de, saglik
hizmetlerinin her gegen giin daha ¢ok 6nem kazanmasina yol agmstir. Saglik
hizmetlerinde kalitenin yiikselmesi, verimliligin artmasi, kaynaklarin etkili
kullanilmasi ve insan yasamina daha ¢ok deger verilmesi gibi gelismeler de, saglik
hedefleri konusunda giincel yaklagimlarin gelistirilmesini gerekli kilmistir.
Gergeklestirilen girisimcilik ve yenilikeilik faaliyetleri sayesinde; ilag, tibbi cihaz
ve e-teknoloji gibi {irlinler ortaya ¢ikmus, erken teshis ve tedavi yontemlerinde
ilerlemeler kaydedilmistir. Saglik hizmetlerinin ulasilabilirligi, etkililigi, kalitesi,
siirdiriilebilirligi de, bu yolla hiz kazanmig ve gerek lretim kapasitesinde ve
gerekse istihdam imkénlarinda yeni firsatlar dogmustur (Filiz, 2017).

Gerek ekonomik, siyasi, teknolojik alanda ortaya ¢gikan degisiklikler (Dogan,
2015; Uzuntarla, 2016) ve gerekse saglik ve saglik hizmetleri alaninda yasanan
gelismeler, degisime ayak uydurma zorunlulugunu da beraberinde getirmistir.
Saglik sektorii cok hizli degisimlerin yasandigi bir ortamdir (Uzuntarla, 2016).

Saglik alaminda yasanan girisimcilik ve yenilikgilik 6rnekleri arasinda e-
saglik hizmetleri akla gelen Oncelikli uygulamalar arasinda yer almakta ve bu
sayede geleneksel hekim-hasta iligkisi de farkli bir boyuta doniisiirken, hastalar
da silirecte daha aktif bir sekilde rol alabilmektedir (Toygar, 2018). Bunun diginda
m-Saglik diye isimlendirilen mobil cihazlar yolu ile saglik hizmetlerinin
sunumunda ivme kazanilacagi ve tele-saglik ve tele-ilag hizmetlerinin
yayginliginin ve 6neminin de giderek daha ¢ok artacagi vurgulanmaktadir. Yine
Siemens tarafindan kullamlan ve tibbi personelin birtakim degerlendirmeler
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yapmasina olanak saglayan Healthineers ile hastalara ait kayitlara ulasma imkanm
olmaktadir. Bir diger girisimcilik ve yenilikgilik Ornegi olarak da, Philips
tarafindan gergeklestirilen uygulamalar ele aliabilir. Bu ¢er¢evede gelistirilen
Health Suit Lab ile gerek hekimlerin ve hastalarin, gerekse ilag¢ sektoriinde gorev
yapan paydaslarin, hasta bakimi konusunda ekip yaklasimi ¢ergevesinde Oneriler
gelistirmeleri ve uygulamada ortaya ¢ikan problemlerin asilmasi noktasinda da,
coziimler liretmeleri miimkiin olmaktadir (TTGV, 2018).

Gelecekte de girisimcilik ve saglik hizmetlerinin birlikte ve baglantili bir
sekilde ilerleyecegi ifade edilmektedir. Bu alanda verilen tesviklerin, deneyimli
yatirimeilarin goziinde saglik sektoriinii daha cazip kilmasinin yaninda, sektoriin
yasadig1 hizli teknolojik gelismelerin, yeni fikirlere agik olmasinin ve toplumun
beklentilerinin degiskenlik gdstermesinin de, bu durumun ortaya ¢ikmasinda
onemli bir etkisi oldugu savunulmaktadir (Rastoka ve digerleri, 2022;
https://healthcaremba.gwu.edu). Saglik sektoriinde koruyucu saglik hizmetlerinin
her zaman daha oncelikli olmasi nedeni ile girisimciler de, sadece tedavi edici
saglik hizmetleri agisindan degil, koruyucu saglik hizmetlerinin gelistirilmesi
yoniinde de yaratici yeteneklerini kullanmaktadir. Bununla birlikte toplumun
saglik ihtiyaglarinin tahmin edilmesi ve verimsizliklerin ortadan kaldirilmasi
amact ile de, istatistiksel tahmin yontemleri ile karar verme araglari olarak
kullanilan teknolojiler de ilgi gormektedir. Hasta oykiileri, laboratuvar
caligmalari, kalitsal sorunlar ve uygulanan tedavilerin basarilar1 hakkinda daha
¢ok veri bulundugu igin daha ¢ok degerlendirme imkan1 ve yaratici fikir ortaya
¢itkmaktadir. Buna bagl olarak da, girisimcilik, yenilik¢ilik ve saglik hizmetleri
arasinda kurulan baglar derinlesmektedir. Saglik sektoriindeki girisimcilik tiirleri
arasinda, bireysel hekimlik uygulamalarin 6n planda oldugu solo uygulamalar ile
birden fazla hekimin uzmanlik alanlarina gore grup uygulamalarini tercih ettigi
yaklagimlar da bulunmaktadir. Bu grup uygulamalarn saglik sektdriindeki
girisimcilere, evde saglik hizmeti verme, rehabilitasyon merkezi, fizik tedavi
merkezi ve diyabetik bakim merkezi kurma gibi firsatlar da sunmaktadir
(https://healthcaremba.gwu.edu).

Sonuc¢

Anlagilacagr lizere ¢agimizin bilgi toplumunda, bilgiye dayali yenilik¢ilik
kiiltiiriinii ve yaraticilig1 temel alan anlayis, girisimciligin gelisimini beraberinde
getirmistir (Askin ve digerleri, 2011). Bu sayede yeni fikirler ve diisiinceler ortaya
¢ikmis, iretkenlik gelismis, sosyo-ekonomik agidan toplumun refah seviyesi
yiikselmistir. Bunun neticesinde de, toplumlarin daha ileri teknolojiye sahip
olmasi, modern ¢agin gereklerinden yararlanmasi ve yeni is firsatlarmin dogmasi
da miimkiin olmustur (Balli, 2018).

Tiim bu gelismeler yasanirken, topluma kaliteli, verimli, siirdiiriilebilir ve
ulagilabilir saglik hizmeti sunmayi amaclayan saglik kurumlarinin da, bu
gelismelerin disinda kalmasi miimkiin degildir (Rastoka ve digerleri, 2022;
Uzuntarla ve digerleri, 2016). Bu nedenle, saglik sektdriinde de degisimin farkina
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varilmasi, ortaya ¢ikan degisimlere ve gelismelere uyum saglanmasi, yenilikgilik
kiiltiiriiniin benimsenmesi ve girisimcilik faaliyetlerinin desteklenmesi biiyiik
Oonem tasimaktadir. Gergeklestirilen faaliyetlerde basarinin yakalanmasi igin, st
yonetimin de degisime inanmasi, yaraticiligm gelismesi i¢in uygun ortam
yaratmasi, ¢calisanlarini desteklemesi, motive etmesi ve etkili bir liderlik yapmasi
da biiyilk 6nem tagimaktadir (Uzuntarla ve digerleri, 2016). Degisikliklerin
farkina varan ve gelismeleri destekleyen bir orgiit iklimi sayesinde, girisimcilik
ve yenilik¢ilik kavramlarmin orgiitlerde bir kiiltiir olarak yerlesmesinin ve
gelisiminin hizlanmasimin miimkiin olacag: diislinilmektedir.
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The Concept and Characteristics of Health Tourism

While the concept of health was previously defined as the absence of a
disease, it is now represented by the World Health Organization as not only the
absence of disease and infirmity but also a state of complete social, physical, and
mental well-being as a result of developing and changing definitions. From this
point of view, today, health services provide services under the roof of a holistic
understanding, with an understanding that covers the whole process from
protecting the health of the individual to post-treatment. In the globalizing world,
individuals have started to care more about the concept of cost in health services
daily, which has led the individual to meet their health service needs in other
countries. Therefore, the fact that individuals who will receive service delivery in
health services think about the costs and quality of health has led to the emergence
of health tourism, a tourism branch (Agaoglu, Karagéz & Zabun, 2019; 2). Recent
advances and developments in technology, especially in health technology, have
brought along the need for better health services and modern health facilities for
individuals. The results in transportation and communication, which have
emerged in parallel with technological advances, have also provided great
convenience for people to meet these needs. All this process and the amenities
reflected in life after developing technologies have made the development of
health tourism inevitable (Mahdavi et al., 2013;113).

The emergence of tourism activities dates back to the 3rd century BC.
Tourism activities are generally for relaxation, happiness, peace, and health. For
example, the ancient Greeks believed that traveling to sunny areas on the Egyptian
coast would improve their health. The emergence of modern health tourism
emerged in 1987 with Goodrich and Goodrich's first studies on health tourism (Pu
etal., 2021; 131).

In the words of Gbadebo and Adedeji (2013), health tourism, which is a type
of adjective tourism, emerges as a relatively new concept compared to other types
of tourism such as holiday and summer tourism. Adjective tourism refers to the
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numerous particular tourism travel forms that emerge as a result of each
individual's special request. Along with health tourism, there are adjective tourism
types such as agricultural tourism, heritage tourism, and ecotourism (Gbadebo &
Adedeji, 2013;13).

Many definitions have been made for health tourism in the process. The most
general of these definitions is the definition of traveling from the place of
residence for health reasons (Garcia-Altes, 2005; 262).

Health tourism is an area that is becoming a very critical sector for the
economies of countries, and with this feature, it has great importance for the
economy. Factors such as the increase in economic incomes, the development of
transportation opportunities, the growth in the elderly population structure, and
the spread of e-commerce stand out as the factors that accelerate the development
of health tourism (Ustiin & Demir Uslu, 2022; 345).

Individuals who want to benefit from health services with health tourism can
compare the doctors, treatment techniques, prices, or the quality of the service
offered in the country they live in and abroad and can choose the most appropriate
service for them. Due to this feature, health tourism is seen as an essential service
export on a global scale (Yilmaz & Yilmaz, 2022; 64).

The health tourism sector, which has a lot of content from medical tourism
to spas, and cares for the elderly and disabled, is becoming more and more lively
with each passing day. Factors such as the disappearance of economic borders
between countries with developing technology and digitalization and the high
standards of health services have allowed health tourism to spread to various parts
of the world (Yilmaz & Yilmaz, 2022; 65).

The most important difference between health tourism from other types of
tourism is that it is related to health-related tourism activities, and the primary
purpose of the travel is health (Pu et al., 2021;131). In addition, the other features
that distinguish health tourism from different types of tourism are as follows
(Akdu et al., 2018;129, Smith, Lee & Drager, 2009;769):

e Technical equipment and workforce are required in health tourism.

e It is very important that institutions that provide services in health
tourism meet international standards.

e  There must be personnel who speak foreign languages in the health
institution that provides services in health tourism.

It is a type of tourism with high added value.

e It requires advertising and marketing activities in different languages,
with government support for the selected target market.

e Too many people are available for treatment.

e It increases the shift from the movement of rich people in
underdeveloped countries to the direction of patients in developed
countries.

1. Types of Health Tourism
Health tourism is divided into types within itself. In the emergence of this
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diversity, the needs and expectations of the tourists in the target market, the
treatment methods, and the differences in the resources used play an important
role. When the literature is examined, it is seen that health tourism is divided into
three types medical tourism (medical tourism), thermal (spa), spa-wellness
tourism, and care tourism for the elderly and disabled (Sahin & Tuzlukaya, 2020;
62).

1.1. Medical Tourism

While some authors use medical tourism and health tourism interchangeably,
some authors see medical tourism as one of the sub-categories of health tourism
(Kim, Arcodia, & Kim, 2019;2). Medical tourism is defined as the organized
travel of the person to improve the individual's health through medical
intervention (Carrera & Bridges, 2006;447).

The concept of curing the disease through a medical intervention in the
definition consists of procedures including check-ups, dental treatment, cancer
treatments, organ transplants, heart surgeries, and other medical interventions
(Lee & Kim, 2015;218, Yilmaz, Sariaydin, & Dilci Sénal, 2020; 77).

Medical tourism emerges when people leave their countries' borders for their
health needs. Goddrich and Goodrich (1987) define medical tourism as an attempt
to attract tourists into the country at the point of health by knowingly and willingly
promoting health services and health facilities in addition to regular tourist
opportunities in a country. According to another definition, medical tourism
means that patients want to receive health services outside their own country, in a
better-equipped hospital in another country, at a lower cost than in their own
country. In its simplest form, medical tourism can be defined as patients' visits
abroad for medical treatment and relaxation. (Shanmugam, 2013;1). Although it
is difficult to determine the term medical tourism, the definitions have some
standard features. At the forefront of these is that patients who perform medical
health tourism go abroad of their own will to benefit from health services. This
means that medical tourism takes place voluntarily. This feature is described by
Johnston et al. (2011;1), "medical tourism occurs when patients leave their
country knowingly and willingly for non-urgent health needs.". Medical tourism
is also sometimes referred to as health tourism and is, therefore, a combination of
two different services, health, and tourism. Since medical tourism adds value to
countries worldwide, it contributes significantly to the growth and development
of the health system and the countries that perform medical tourism (Aboubakar
et al., 2018; 224).

The market size of medical tourism and the demand for the service are
increasing daily (Oyewole, 2001;34). It is thought that the size of the international
medical tourism market will reach an annual average of 131.35 billion USD by
2025 (Kim, Arcodia, & Kim, 2019;1). Oyewole (2001) explained that the increase
in the number of medical tourists from developed countries to developing
countries is that the increasing income in developed countries facilitates the
purchase of services in developing countries.
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Despite the continuous increase in the number of health tourists, the
emergence of medical tourism as a billion-dollar industry has only occurred in the
last few decades (Faisal & Dhuia, 2020; 52). In medical tourism, which has
become a multi-billion dollar industry, states such as the United Kingdom, the
Middle East, Japan, the United States, and Singapore have emerged as states with
a critical mission (Wapmuk, Wapmuk & Gbajabiamila, 2013;48).

1.2. Thermal and Spa-Wellness Tourism

Thermal and spa-wellness tourism is the whole treatment in which
individuals who move for a certain period to protect or improve their health go to
a tourist facility consisting of natural resources and different areas such as water
baths, mud baths, inhalation as well as physical therapy, and rehabilitation are
applied (Bozca, Ciftei Kirag & Kirag, 2017; 158). Thermal tourism includes
applications such as Climatism, Thermalism, and Uvalism. Climatism means
benefiting from fresh air opportunities, Thermalism means benefiting from spa
facilities, and Uvalism means curing treatments performed with fruits and
vegetables (Kantar & Isik, 2014; 16).

Some advantages of thermal tourism compared to other types of tourism are
as follows (Erdogan & Aklanoglu, 2008:85):

e Thermal tourism offers tourism opportunities every month of the year.

e The occupancy rate in thermal tourism facilities is quite high.

e Thermal tourism facilities have a very high-profit rate and competitive
power.

e Thermal tourism easily adapts to other types of tourism, thus achieving
a balance in tourism within the region.

e In addition to services that improve the health status of individuals in
thermal tourism, entertainment and relaxation services are also included.

SPA centers contain many services, from massage to yoga. These centers aim
to make patients feel at home and be healthier, happier, and more peaceful (Jaziri
& Miralam, 2019;129).

The concept of wellness was born in the USA and expressed a constantly
developing, holistic understanding of health. This concept is defined as a life
philosophy based on keeping physical, mental, and spiritual health in balance and,
at the same time, healing. All of the supportive or rehabilitative practices carried
out by authorized personnel in thermal facilities and spa centers during the
rehabilitation process following a disease or the recovery of severe damage are
considered a type of thermal spa-wellness tourism (Dikmetas Yardan et al.,
2014;32).

1.3. Elderly and Disabled Care Tourism

Elderly tourism is the travel of people aged 65 and over with chronic diseases,
and in need of care, to another country for their care and treatment by people who
have received the necessary training if the required climatic conditions are created
(Ozkan, 2019; 54). While the population aged 65 and over rate was 9.33% in the
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general population in 2019, it is estimated that this rate will reach 15.9% by 2050.
This situation necessitates providing services to the elderly in many sectors,
including tourism (Baynal Dogan, Dogan & Baynal, 2020; 297). In elderly
tourism, nutritional problems and various needs may arise after individuals travel.
In the restaurants located in these individuals' facilities, the menus should be
arranged so that they do not harm them. Therefore, it is essential that individuals
who perform health tourism in elderly tourism evaluate the region they have gone
to and that they do not have any problems with nutrition (Bayram & Oduncuoglu,
2019;2366).

The share of the elderly in health tourism worldwide is not known precisely.
However, many diseases and functional deficiencies, especially cardiovascular
diseases and cancer, are seen more intensely in old age. Therefore, it is estimated
that the elderly benefit most from cardiovascular surgery and hip-knee prosthesis
services. In 2013, 47% of individuals aged 65 and over in European Union
countries made a touristic trip, but most of them made this trip within the country
(Boliiktas, 2020;7).

In countries with high welfare and developing countries, diversity in health
services, better technology in the use of health services, the presence of different
touristic items, and the convenience in legislation attract the attention of elderly
and disabled individuals (Ozkan, 2019; 54).

Disability is a situation that started with the existence of human beings and
has reached the present day by increasing until now. While one of the most
important reasons for the increase in the number of disabled individuals is
population growth, the other is work accidents that started with the industrial
revolution. Like normal individuals, disabled individuals also have the freedom to
travel. The concept of disabled tourism is defined as the name given to the tourism
activities and travels of disabled individuals. Within the tourism market, disabled
tourism is one of the markets with the highest potential (Yildiz, Yildiz, &
Karacayir, 2017;62).

Providing the necessary structural and service elements for disabled
individuals to engage in tourism activities without difficulties like other healthy
individuals is a prerequisite for countries to benefit from disabled tourism in the
tourism sector. The number of people with disabilities worldwide is relatively high
and is predicted to increase over time. For example, it is thought that the number
of disabled people in the USA will reach 100 million in 2030. Therefore, it is
estimated that disabled people have a significant market share in the tourism
sector, and countries that want to get a share from this market segment in the
coming centuries will almost compete with each other (Bulgan, 2015;103).

2. Reasons for Realizing Health Tourism

People usually travel from underdeveloped to developed countries to get
health care. Still, recently, people have traveled from grown to less developed
countries to get medical treatment services for a much lower cost. Factors such as
income, health awareness of individuals, price, the medical performance of
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countries, perceived service quality, and risks of individuals are among the factors
affecting health tourism (Pu et al., 2021;131). For example, Aboubakar et al.
(2018) state that liver transplantation, which is performed for approximately
300,000 dollars in the USA, is usually performed at around 91,000 dollars in a
country such as Taiwan (Aboubakar et al., 2018;224).

The main reason why health tourism is preferred by people living in
developed countries is the high cost of treatment to receive services for health
problems. Individuals can receive health services from another country that
provides lower prices and higher quality treatment services than their own
country. Thus, the healthy tourist gets the treatment at a lower cost than he would
spend in his own country and can save some of his money. Whether they have
insurance, individuals who want to save on treatment costs prefer to benefit from
health service provisions in other countries rather than their own country. Another
important reason for health tourism is the country's long waiting times during
treatment periods. Especially in the United Kingdom, waiting periods of 18-24
months can cause individuals to want to receive healthcare services from another
country without a more affordable cost and waiting period. Another reason for
carrying out health tourism is that wealthy individuals in undeveloped third-world
countries want to receive health services in another country, and they also want to
better benefit from social opportunities such as vacationing and shopping in the
land of the destination while benefiting from health services (Agaoglu, Karagoz,
& Zabun, 2019;4). According to Bookman and Bookman (2007), geographical
distance, cultural proximity, medical specialization, and recognition factors are
the leading factors in health tourism.

Based on this information, the reasons for individuals to perform health
tourism can be listed as follows (Agaoglu, Karagéz, & Zabun, 2019; 4):

e Decrease in waiting times,

Advanced equipment, technology, and treatment opportunities,
Alternative drug treatments,
The mental comfort of traveling to a different region,
The financial opportunity that exchange rates can provide,
Comfortable accommodation services,
Highly specialized physicians and well-trained staff provide service
with a high standard of care.

In the countries with a leading position in the world, the most patient mobility
among the types of health tourism is seen in medical health tourism. In the study
by Stephano, it was stated that Canada, Singapore, Japan, Spain, the United
Kingdom, Dubai, Costa Rica, Israel, Abu Dhabi, and India are among the top 10
medical tourism destinations in the world. In the list prepared by Mawlood based
on medical service prices and physician experience, Thailand, Turkey, India,
South Korea, Germany, Switzerland, Spain, Italy, Israel, and Ukraine are among
the top 10 destinations in the field of medical tourism. Among the reasons why
developing countries are more preferred in terms of medical tourism, there are
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reasons such as the expensive health insurance and services in the land of
residence, the long waiting times for health services, and the fact that every
treatment is not included in the insurance coverage (Yilmaz & Yilmaz, 2022; 66).

Table 1: Countries' reasons for choosing health tourism (Giindiiz, Giindiiz, &
Yavuz, 2019; 722)

Rationale for Health Tourism Countries

Bulgaria, Greece,
Syria, Azerbaijan
Germany, Netherlands,
France

Developing countries suffering from service | Libya, Algeria, Iraq,
shortages due to insufficient infrastructure and | Balkan Countries,

Countries with close relations due to kinship ties

Countries with dense Turkish population

physicians Turkmenistan

Countries where healthcare is expensive USA, Germany

Countries with long waiting lines UK, Netherlands,
Canada

Countries where services such as dental diseases are | France, England,

not covered by insurance systems Ireland, Germany
Middle East Countries,

Countries with high demand for specialized services Balkan Countries

Norway, Sweden,
Finland, Netherlands,
Japan

Countries with a high ratio of elderly people to the
population

As aresult, factors such as the characteristics of health systems, long waiting
times to be treated, high costs of health services, insufficient insurance, or lack of
insurance cause individuals to realize health tourism while creating an opportunity
for one country to develop the economic sector, for another country national
health care system (Borman, 2004).

As a result of economic developments around the world, individuals have the
opportunity to travel more. Therefore, individuals who see this travel as necessary
attach great importance to concepts such as destination, region, and quality
(Garcia-Altes, 2005;263).

3. Opportunities and Risks of Health Tourism

Opportunities and risks related to health tourism differ according to the
countries that perform health tourism and health tourism. Financial comfort,
which may arise from the patients the nations will send abroad, comes at the
beginning of the opportunities in the countries carrying out health tourism. In the
study conducted by Mattoo and Rathindran (2006), it was stated that if a patient
leaves the USA for medical treatment, an annual saving of 1.4 billion USD can be
achieved. Another opportunity that these countries will face is the decrease in
waiting lists and durations in health services within the country (Smith, Alvarez,
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& Chanda, 2011; 278).

The most important risk that countries that carry out health tourism may face
is the quality of care in health services. There is a possibility that the quality of
the service that health tourists will receive abroad may be lower than the quality
of health services in the country. To eliminate this risk, most countries participate
in international accreditation programs. Another problem in these countries is the
lack of laws or differences in maltreatment practices abroad. Another risk factor
for governments that perform health tourism is the inability to complete post-
treatment care. It is a severe problem that complications after an operation occur
after the patient returns to his country (Smith, Alvarez, & Chanda, 2011; 278).

One of the most critical opportunities for the countries where health tourism
is realized is that health tourism creates a crucial foreign exchange source. Since
hospitals serving health tourists in these countries can offer high salaries and good
job opportunities, they can reverse the brain drain that may occur within the
country (Connell, 2008;235). One of the most critical risks in countries where
health tourism is realized is the allocation of health investments to tertiary health
services rather than primary health care services (Smith, Alvarez, & Chanda,
2011; 279).
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INTRODUCTION

Toe walking is a common observational gait deviation seen in healthy
developing children learning to walk up to 3 years of age since they are learning
to walk independently, which is the lack of or limitation of bilateral the heel to
make contact with the floor at the initial contact phase of the gait cycle and the
absence of ankle rocker during the stance phase of the gait cycle (Alvarez et al.
2007; van Kujik et al. 2014; Bartoletta et al. 2021; O'Sullivan et al. 2019; Szopa
et al. 2016; Morozova et al. 2017). It is often considered a common variation of
the normal gait spectrum in the development of mature walking, normalizing their
gait spontaneously without the need for management (McMulkin et al. 2016;
Engstrom et al. 2012; Kim et al. 2019; De Oliveria et al. 2021).

Persistent toe walking in children who are after the age of three years should
be investigated since it might be indicative of an underlying neurologic,
orthopedic, neuromuscular, developmental abnormality, or neuropsychiatric
disorder such as autism spectrum disorders, Duchene muscular dystrophy, and
cerebral palsy (Oetgen and Peden, 2012; Barkocy et al. 2021, Ustaris et al. 2018;
Montgomery and Gauger, 1978; Pomarino et al. 2018). Persistent toe walking can
lead to pain, increased falling, diminished quality of life, equines contractures, and
abnormal bone structure adaptations (Barkocy et al. 2021; Bartoletta et al. 2021).
Thus, it is vital to establish a potential problem early (Morozova et al. 2017).

In the literature, idiopathic toe walking (ITW) in the absence of any known
cause and without significant contractures was first defined by Hall et al. in the
1960s (Hall et al. 1967). They named it congenital short tendo calcaneus, which
was one possible cause of ITW since a group of 20 neurologically normal children
with ITW had bilateral tightness of tendo Achilles with equinus deformities of 30°
to 60° in their study (Hall et al. 1967). Subsequent studies demonstrated many
patients with ITW without static contracture (O'Sullivan et al. 2019). Currently,
the classic presentation of ITW is defined as all cases of toe-walking without any
underlying medical condition (O'Sullivan et al. 2019) (Fig. 1). ITW is utilized in
the literature, which remains controversial measure with endless questions
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regarding its etiology, natural history, and proper management (Freiman et al.
2022).
= Recently, ITW with or without fixed
equinus contracture is described as
children who walk on their toes with
little to no heel strike and without any
underlying many different medical
conditions such as cerebral palsy,
delayed maturation of corticospinal
tracts, peripheral neuropathy, spinal
dysraphism, myopathy, and
congenital triceps surae contracture
(Oetgen and Peden, 2012; Williams et
al. 2014; Engstrom et al. 2012;
~ S Stricker ~and  Angulo, 1998;
Flgure 1: A ch11d w1th ITW ITW O'Sullivan et al. 2019).

(Idiopathic toe walking).

Moreover, ITW does not have any related muscle weakness, decreased
reflexes, or sensation (Hall et al. 1967; Freiman et al. 2022). Children with
considerable contractures should be differentiated from children with ITW in
which a substantial contracture is an exceptional event (Freiman et al. 2022). In
the literature, the most difficult distinction between mild cerebral palsy with
diplegia and ITW can be the biggest challenge in making a proper diagnosis for
clinicians (Solan et al. 2010). Therefore, ITW is a diagnosis of exclusion utilized
for the cases with persistent toe walking and no related other known medical
condition (Davies et al. 2018; Morozova et al. 2017; Pomarino et al. 2018).

ITW characterized by the absence of heel strike during heel strike, also
previously known as habitual toe-walking, is considered to occur in persistent
bilateral toe-toe gait pattern in which children are older than three years of age,
occurs up to 5% to12%, with an estimated prevalence of 5% by 5.5 years of age
(Williams et al. 2014; Eastwood et al. 2000; Barkocy et al. 2021; Engstrom et al.
2012; Habersack et al. 2022). Characteristic gait pattern in ITW is premature peak
dorsiflexion and a switch from dorsiflexion to plantarflexion during the gait cycle
(Engstrom et al. 2010).

Although the etiology of ITW considered a diagnosis of exclusion after the
age of three years with little known regarding the pathophysiology of this pattern
remains unknown, it can be affected by a positive family predisposition in about
40% of the patients, a congenital short Achilles tendon, neurodevelopmental
impairments, and a sensory processing dysfunction (Pomarino et al. 2017;
Eastwood et al. 2000; Barkocy et al. 2021; Michalitsis et al. 2019).

The natural history of prolonged ITW is still controversial (Babb and
Carlson, 2008). The persistence of abnormal gait and foot deformity in adulthood
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might be occurred due to untreated toe walking (Bartoletta et al. 2021; Babb and
Carlson, 2008). Several methods have been developed to manage ITW such as
wait and see (observation), physical therapy (PT), home muscle stretching
program, orthotics, serial casting, botulinum toxin A injection to the
gastrocnemius/soleus muscles, sensory-motor control interventions, and open or
percutaneous lengthening of the Achilles tendon (Davies et al. 2018; Barkocy et
al. 2021; De Oliveira et al. 2021). Nevertheless, there is no consensus about
optimal evaluation and treatment guidelines available for diagnosis of ITW in the
literature, which can lead to wide variations in the management of ITW (Bartoletta
et al. 2021; Barkocy et al. 2021). Varied options for treating ITW are open to
misconstruction, which leads to considerable confusion for parents (Williams et
al. 2020). Moreover, no single treatment option is applied to manage ITW
(Williams et al. 2020). In a report by Williams CM et al. in 2020, management
methods for ITW varied depending on the healthcare professionals, preferring up
to 10 different interventions (Williams CM et al. 2020).

EXAMINATION

Normal gait involves a heel-toe pattern with three ankle motion rockers that
occur during the stance phase of the gait cycle in which the first rocker is initiated
with a heel strike and the ankle dorsiflexed (Freiman et al. 2022). Normal ankle
range of motion is 20° of dorsiflexion to 40° of plantar flexion (Oetgen and Peden,
2012). The exact amount of ankle dorsiflexion required for normal gait remains
arguable, yet at least 10° of ankle dorsiflexion range of motion should be required
for normal heel-toe progression, which is widely accepted in the literature (Solan
et al. 2010; Clark et al. 2010). Ankle dorsiflexion in children who are typically
developing reduces from an average of 54° at birth to 41° at 2 years of age,
decreasing from 20° to 30° by 4 to 7 years (Clark et al. 2010). In patients with
ITW, toe walking is considered part of the normal gait pattern in development,
which is normal up to 18 months (Babb and Carlson, 2008). The physical
examination and history might be utilized to establish the possibility of alternative
diagnoses (Babb and Carlson, 2008). The examiner must focus on physical
examination of the lower extremities, full neurologic examination, and walking
pattern. A detailed neurological examination is crucial to exclude secondary
causes of toe walking (Oetgen and Peden, 2012). The clinician should observe
children's natural gait when they walk into the office before children know that
gait is being assessed. Balance, coordination, and deep tendon reflexes should be
found normal for age development (Babb and Carlson, 2008). During the late
swing through the stance phase, the gastrocnemius muscle is active in children
with ITW, presenting premature muscle activation during the swing phase just
before the foot makes initial contact with the floor (Oetgen and Peden, 2012). A
loss of heel strike at the initial contact should be seen in children with ITW that
must occur with symmetrical involvement (Habersack et al. 2022; Babb and
Carlson, 2008). Children with ITW should present symmetrical involvement
(Babb and Carlson, 2008). If there is any asymmetrical involvement, it eliminates
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the possibility of the cause of ITW (Babb and Carlson, 2008). In some cases, the
only abnormality on physical examination can be toe walking with limitations in
passive ankle dorsiflexion owing to tightness or contracture (Shulman et al. 1997).
Exhaustion, weak balance, pain, and frequent falls can occur in children with toe
walkers, which are potential family concerns (Ruzbarsky et al. 2016).

Authors in the literature have indicated that although children with ITW
experience walking on their toes and limitations in passive ankle dorsiflexion, they
have a normal physical examination (Sala et al. 1999). Normal neurological
examination should be found in ITW, including muscle tone, deep tendon reflexes,
muscle strength, and sensation (Sala et al. 1999). In the literature, the persistence
of abnormal gait in pediatric ITW has been associated with reduced ankle range
of motion and ankle joint stiffness, which is one of the most common indicators
for diagnosing ITW (Michalitsis et al. 2019; Schlough et al. 2020). Nevertheless,
children with ITW can present a normal ankle range of motion at the ankle
(Habersack et al. 2022).

A child with a diagnosis of ITW may have similar characteristics to a child
with a mild spastic diplegia, a type of cerebral palsy (Schlough et al. 2020). To
distinguish between ITW and mild spastic diplegia owing to similarities in gait
patterns, standardized examination procedures can be used such as walking
analysis, movement-based observation, and dynamic EMG (Schlough et al. 2020).
Whereas a child with a diagnosis of ITW has a normal hamstring tightness, a child
with a diagnosis of mild spastic diplegia has an increased hamstring tightness;
however, no significant differences can be found between ITW and mild spastic
diplegia in dorsiflexion range of motion. Gait can be evaluated with movement-
based observations in which children with ITW demonstrate typical hip and knee
kinematics. While children with mild spastic diplegia demonstrate increased hip
flexion during all phases of gait and maintained knee flexion initial contact in
stance. Moreover, ITW has active plantarflexion during the swing, whereas mild
spastic diplegia has active dorsiflexion during the swing phase (Schlough et al.
2020). Nevertheless, the dorsiflexion range of motion should not be utilized to
distinguish between ITW and mild spastic diplegia. To distinguish between ITW
and mild cerebral palsy with diplegia, the normal resting muscle tone in children
with ITW and tight hamstring and normal calf muscle tone in children with mild
cerebral palsy should be found on clinical examination (Solan et al. 2010). A
significant Babinski response normally does not occur in typical ITW, which can
be seen mostly in children with CP (O'Sullivan et al. 2019).

To differentiate between gastrocnemius contracture and soleus contracture,
the Silfverskiold test might be utilized to determine the location of posterior
muscle tightness (Solan et al. 2010; Ruzbarsky et al. 2016). When the knee is
extended, the proximal attachment of the gastrocnemius to the posterior aspect of
the femoral condyles leads to tight gastrocnemius muscle. Knee flexion makes it
possible to relax the gastrocnemius muscle. If the equinus contracture is found
with the knee fully extended, but limited ankle dorsiflexion enhances with knee
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flexion, the soleus does not involve contributing to the equinus contracture. Thus,
the calf contracture is caused by the gastrocnemius muscle, and the Silfverskiold
test proves an isolated contracture of the gastrocnemius muscle (Fig. 2).

b o)

Figure 2: The Silfverskiold test, which is applied to determine the location of
posterior muscle tightness. (a) Gastrocnemius muscle tightness or soleus muscle
tightness combined lead to limited ankle dorsiflexion with the knee extended. (b)
Eliminating the contribution of the gastrocnemius muscle tightness results in
decreased ankle dorsiflexion with the knee flexed.

INVESTIGATIONS

Early identification and management of children having ITW are required to
prevent adaptive shortening of the gastrocnemius and the development of
persistent walking (Le Cras et al. 2011). A detailed history, careful physical
examination, and diagnostic testing may provide an understanding of the cause of
toe walking (Ruzbarsky et al. 2016). Moreover, further investigations such as
magnetic resonance imaging (MRI), electromyography (EMG), nerve conduction
tests, and genetic testing can be applied to rule out an underlying pathologic
diagnosis (O'Sullivan et al. 2019). Hall et al. performed muscle biopsy in seven
patients and showed normal histological examination (Hall et al. 1967). In the
literature, several trials regarding electromyographic changes in ITW with out-of-
phase gastrocnemius activity during the swing phase have been published
(Engstrom et al. 2010; Brunt et al. 2004). Brunt et al. proposed that a toe strike
can be caused by swing phase gastrocnemius activity and an early offset of tibialis
anterior activity (Brunt et al. 2004).

Children with toe walk should be investigated in terms of a mild form of
spastic diplegia (Shulman et al. 1997). The history and physical examination
should be performed, making the diagnosis of ITW, which is often difficult to
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distinguish ITW from mild forms of cerebral palsy such as mild spastic diplegia
(Babb and Carlson, 2008). The differentiation is crucial owing to the very different
long-term prognostic effects (Babb and Carlson, 2008). The kinematic, kinetic,
and surface EMG features related to ITW have been used to differentiate between
a potential method of diagnosing ITW and especially establishing common
differential diagnoses of CP (O'Sullivan et al. 2019). However, EMG results in
children with ITW during gait differ significantly (O'Sullivan et al. 2019).
Furthermore, only EMG does not provide an explanation with accurate data for
diagnosing ITW (O'Sullivan et al. 2019). Thus, EMG is not suggested to
distinguish ITW and mild spastic diplegia (Schlough et al. 2020). Conversely,
Policy et al. proposed the use of surface EMG during resisted knee extension to
distinguish ITW from mild bilateral CP; EMG on resisted knee extension in cases
with CP indicates co-contraction of the gastrocnemius, which is most unlikely to
be observed in cases with ITW (Policy et al. 2001).

Gait analysis

Children with ITW can be evaluated with 3-D (three-dimensional)
computerized gait analysis; however, it is arguable that if the child's most common
walking pattern can be demonstrated by a gait analysis in which it could be
possible that children diagnosed with ITW might spontaneously switch from a
toe/forefoot to a heel contact pattern during the same gait analysis when being
observed (Engstrom et al. 2010).

Children with ITW have normal hamstring length, which can be utilized to
differentiate between ITW and CP toe walking; nevertheless, it is not dependable,
and thus gait analysis might be used to establish the differences (Solan et al. 2010).
Habersack et al. used kinematic and kinetic gait parameters to differentiate
between ITW and CP toe walking (Habersack et al. 2022). They showed that toe
walkers with CP present more flexed knee positions during the terminal swing and
initial contact compared to participants with ITW. Therefore, kinematic and
kinetic gait parameters can provide more information to differentiate between
ITW and equinus walking in children with CP.

Few studies have focused on longer-term gait results of ITW more than five
years following (Hirsch, and Wagner 2004; Davies et al. 2018; Stricker and
Angulo, 1998). Davies et al. performed a trial in which 3-D computerized gait
analysis was used to determine long-term gait results and showed that significant
improvements in peak ankle power, the timing of ankle kinematics, and peak ankle
plantar flexion moments were observed in children treated with casting, ankle foot
orthotics, and recommended stretching exercises (Davies et al. 2018).

Many reports have investigated the gait patterns of children with [ITW based
on a 3-D gait analysis (Szopa et al. 2016; O'Sullivan et al. 2019; Habersack et al.
2022). A classification for ITW can be helpful in managing ITW (Alvarez, 2007).
A classification system for the severity of [ITW based on gait analysis has been
used in the literature (Davies et al. 2018; Alvarez et al. 2007). The ITW severity
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classification described by Alvarez et al. was divided into three types according
to the severity of ITW, including type 1 (mild), type 2 (moderate), and type 3
(severe) (Table 1) (Alvarez et al. 2007). Type 1 (mild) is characterized by the
presence of a first ankle rocker, a normally timed third rocker, and typical early
stance ankle moment. Type 2 (moderate) may or may not have a typically timed
third rocker, and has predominant late stance ankle moment. Type 3 (severe) is
characterized by the absence of a first ankle rocker, the presence of an early third
rocker, and a predominant early stance ankle moment.

Table 1. ITW Severity Classification Described by Alvarez et al. (ITW: Idiopathic
toe walking)

Toe Walking Severity | Definitions

Type 1 (mild) Presence of a first ankle rocker

Type 2 (moderate) May or may not have presence of a first ankle rocker
and early third ankle rocker

Type 3 (severe) A predominant first ankle moment with absent first

ankle rocker and premature transition from
dorsiflexion to plantar flexion, including noticeably
increased ankle plantar flexion moment in early stance

NATURAL HISTORY

Toe walking in children who are younger than 2-3 years of age is a normal
variation of gait development (Morozova et al. 2017). After the age of 3 years, a
consistent inability to obtain heel strike at initial contact and during the stance
phase of walking is considered atypical (Schlough et al. 2020). The natural history
of toe walking has been investigated by some authors in the literature based on
the management of wait-and-see (observation) and home muscle stretching
programs (Daives et al. 2018; Hirsch and Wagner, 2004; Stricker and Angulo,
1998; Eastwood et al. 2000). Some studies state that toe walking resolves in many
children who have ITW, with increased age (Stricker and Angulo, 1998; Engstrom
and Tedroff, 2018). In 2018, a prospective natural history study conducted by
Engstrom et al. indicated that 79% of children with ITW can achieve normal
walking patterns, resolving spontaneously by the age of 10 years (Engstréom and
Tedroff, 2018). In this study, 63 children who encountered ITW at ages younger
than 5.5 years had a decreasing prevalence of toe walking with time, ranging from
4.5% at 5.5 years to 0.57% at ten years through the following. Moreover, some
studies demonstrated no difference between non-treatment versus serial casting
and orthotic management (Stricker and Angulo, 1998). Stricker et al. examined
eighty cases with ITW and followed 2-8 years in a retrospective study (Stricker
and Angulo, 1998). They compared observation, casting/bracing method, and
surgical triceps surae lengthening and indicated that no significant improvement
in ankle dorsiflexion was observed between untreated children and the
casting/bracing method. Forty-eight cases aged 2-13 years at initial evaluation
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with 10° median passive ankle dorsiflexion demonstrated no improvement in
passive ankle dorsiflexion at a mean follow-up of three years. Furthermore, they
concluded that toe walking can persist after all standard management approaches,
even in the absence of considerable equinus contracture. In 75% of untreated
children, toe walking persisted according to parent satisfaction levels. According
to the outcomes of their study, prolonged toe walking does not lead to significant
functional problems, foot deformities, or pain. Furthermore, although a significant
improvement in several gait analysis parameters was observed in a study, only 3
of 15 children achieved normal gait patterns (Engstrom et al. 2010). Eastwood et
al. investigated the effect of the management recommended for ITW on the natural
history in a study with 136 children (Eastwood et al. 2000). They followed the
patients receiving observation 2-12 years and found that only three of the 49
untreated children accomplished normal heel-toe gait, and 50% of the 49 cases'
parents considered the toe walking unchanged. According to the physician-
determined results, six of the 49 (12%) observed cases ceased toe walking, and
88% of the children receiving wait-and-see management persisted toe walking. In
a similar trial, Daives et al. observed 20 participants with ITW receiving inactive
treatment (inactively following recommendations for stretching) in 2018 (Daives
et al. 2018). At the end of the study, they revealed that 45% of the children
inactively treated for ITW did not achieve a normal heel-toe gait. Furthermore,
they found reduced passive ankle dorsiflexion at a mean follow-up of 13.7 years
(range, 9.4 to 16.8 years). They assumed that the reduced passive ankle
dorsiflexion could partly be associated with skeletal maturity and occurs after 14-
17 years of age. It can also be related to ankle injuries and foot pathologies in
childhood, which is still controversial whether ankle sprains and foot pain are
more common in cases with ITW (Daives et al. 2018). Despite the fact that Davies
et al. demonstrated long-term enhancements in heel contact of children treated
with conservative methods at an average follow-up of 13.4 years, whether these
long-term enhancements are owing to the natural history of the condition or the
interventions remains unclear (Davies et al. 2018; Bartoletta et al. 2021).

Any relationship between passive ankle dorsiflexion and the amount of toe
walking has been found in many studies (Engstrom et al. 2010; Sala et al. 1999;
Solan et al. 2010). Some authors have indicated the relationship between
persistent toe walking and the development of ankle equinus contractures
(Engstrom et al. 2010). A prolonged period of toe walking can lead to the tightness
of the Achilles tendon (Sala et al. 1999). In a report of the natural history of
dorsiflexion in cases with ITW aged one to 15 years, Sobel et al. evaluated ITW
gait that is caused by a long period of time walking on toes rather than dorsiflexion
limitations from birth, resulting in gastro-soleus muscle contracture (Sobel et al.
1997). However, it is impossible to determine if toe walking might be caused by
the result of a congenital deformity or a muscular contracture developing owing
to a prolonged period of toe walking (Solan et al. 2010; Shulman et al. 1997).
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The etiology of ITW is still unknown, concerning parents and clinicians to
determine whether management for ITW should be performed or whether ITW
can lead to limited ankle dorsiflexion and passive range of motion (Davies et al.
2018). However, a variety of causes have been proposed, including delayed
development of the cortico-spinal tract, vestibular dysfunction, part of normal gait
development, congenital short tendo calcaneus, and positive family history with
autosomal dominance (Babb and Carlson, 2008; Engstrom et al. 2010; Engstrom
etal. 2012). Whereas the prevalence of toe walking in healthy developing children
is 2%, it is 41% in children who have a neuropsychiatric diagnosis or
developmental delays (Ruzbarsky et al. 2016). Engstrom et al. suggested one
theory in which toe walking is because of a sensory processing dysfunction
(Engstrom and Tedroff, 2012). Williams et al. reviewed this theory and did not
find any relationship between sensory processing dysfunction and ITW; however,
they indicated that there had been no high-quality studies that can support or not
establish a relationship (Williams et al. 2010).

A positive family predisposition among children with ITW has been
proposed in several reports (Shulmann et al. 1997). A positive family history of
toe walking in a first— or second-degree relative ranges from 31% to 58% in the
literature (Bartoletta et al. 2021; Hirsch and Wagner, 2004; Engstrom et al. 2013).
In a report by Hirsch et al., 8 out of 14 cases had a close relative (either a parent
or a sibling) who had walked on their toes (Hirsch and Wagner, 2004). In a more
recent trial, Pomarino et al. assessed a positive family history in 863 toe-walkers
and reported an incidence of 42%, indicating that a genetic component can be a
factor as a cause of ITW (Pomarino et al. 2016). Furthermore, they also found that
children with a positive family history were more significantly affected compared
to a negative family predisposition.

Some reports have suggested that persistent ITW in the absence of
neuromuscular findings results from a dysfunction in sensory processing
(Morozova et al. 2017). Similarly, the neuropsychiatric disorder with the most
reported number of toe walkers is an autism spectrum disorder in which children
encounter some difficulties such as communication and language disorders
(Morozova et al. 2017; Williams et al. 2010). Hence, learning and motor skill
difficulties can be seen in children who experience ITW (Bartoletta et al. 2021;
Engstrom et al. 2012; Shulmann et al. 1997; Sala et al. 1999; Williams CM et al.
2014). Children with a hyperactivity problem can also be associated with ITW
and display some difficulties such as learning, language, social skills, behavioral
problems, and motor skills (Engstrom et al. 2012). Bartoletta et al. performed a
retrospective analysis of nonoperative treatment techniques for ITW in children
and found learning difficulties in only 5.9% of their cohort (Bartoletta et al. 2021).
In a similar study, Engstrom et al. found that children with ITW had more
neuropsychiatric problems than a norm group of age-matched children, displaying
25% of their cohort (Engstrom et al. 2012). In another study, De Oliveira et al.
showed that children with ITW had the reduced triceps surae and anterior tibialis
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muscle strength, the decreased ankle dorsiflexion range of motion, and the
impaired coordination and balance compared with healthy children (De Oliveira
et al. 2021). Furthermore, Williams et al. reviewed the theory of sensory
processing dysfunction as a cause for ITW, which may result in learning
difficulties (Williams CM et al. 2010). At the end of this review, the relationship
between ITW and sensory processing has not been confirmed.

Untreated persistent ITW may put the patients at risk for increased risk of
falling or developing tight heel cords, equinus contractures, and structural
abnormalities, including external tibial torsion, which might restrict ankle range
of motion (Babb and Carlson, 2008; Morozova et al. 2017). Nevertheless, Stricker
et al. demonstrated that prolonged ITW with the mild progression of heel-cord
equinus contractures does not trigger significant pain, functional disturbance, and
foot disorders (Stricker and Angulo, 1998). It is not a well-known fact that which
children will fail to improve spontancously and must be treated with an
intervention that can prevent the development of equinus contractures (Bartoletta
et al. 2021). Furthermore, it is impossible to determine the optimum intervention
and whether treatment is required owing to the paucity of reports with high
methodological quality in the literature (De Oliveira et al. 2021). Thus, the
literature is unclear on the natural history of ITW to determine if conservative
intervention is effective and if management is ever required (Dietz and Khunsree,
2012). Dietz et al. defined toe walking as a cosmetic deformity that should be
managed only if the gait pattern worries the family (Dietz and Khunsree, 2012).
No convincing evidence has been found in the literature in terms of any
interventions that must be necessary for toe walking (Freiman et al. 2022).

TREATMENT OPTIONS

A variety of causes have been proposed to treat ITW such as wait and see
(observation), PT, orthotics, serial casting, botulinum toxin A injection to the
gastrocnemius/soleus muscles, and open or percutaneous lengthening of the
Achilles tendon (Davies et al. 2018; Barkocy et al. 2021; De Oliveira et al. 2021).
However, there is no consensus about optimal evaluation and management
guidelines available for diagnosis of ITW in the literature, which can result in
wide variations in the management of ITW (Bartoletta et al. 2021; Barkocy et al.
2021). Current management algorithms for ITW include a variety of different
methods with limited literature guiding management approaches and resources,
which lead some families to a very confusing situation in which what treatment is
appropriate for resolving ITW (Bartoletta et al. 2021). The treatment of children
having ITW remains controversial (Solan et al. 2010). If the natural history is fully
known, management of ITW can be easier (Solan et al. 2010). The treatment of
ITW is focused on the sustenance of adequate ankle passive range of motion, by
lengthening the calf muscles or the Achilles tendon (Morozova et al. 2017;
Michalitsis et al. 2019). The treatment options for ITW should be unique to each
patient (Morozova et al. 2017).

It seems likely that a relationship between persistent toe walking and the
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development of ankle equinus can be observed in some cases (Sobel et al. 1997;
Sala et al. 1999). Bartoletta et al. suggested that equinus contractures may occur
in some children undergoing treatment regardless of the intervention technique
performed (Bartoletta et al. 2021). Furthermore, chronic toe walking might result
in the development of a equinus contractures. Hence, treatment options should be
considered to prevent the natural progression of toe walking. The efficacy of
nonoperative management of cases having ITW relies on the amount of ankle
equinus due to gastrocnemius and soleus contracture, the percentage of time spent
toe walking, and the age of the child at initial assessment (Le Crass et al. 2011).
Younger children are more likely to have a less significant ankle equinus
contracture; therefore, they can respond more success to nonoperative
management compared with older children (Le Crass et al. 2011).

In the literature, numerous nonoperative management approaches have been
suggested for treating ITW, including wait and see (observation), home muscle
stretching program, PT, utilizing of foot orthoses (AFO), botulinum toxin A
injection to the gastrocnemius/soleus muscles, and serial casting with or without
botulinum toxin A, but many authors remain unconvinced by the current evidence
of the management outcomes (Bartoletta et al. 2021; Engstrom et al. 2010).
Moreover, a consensus on medical interventions has not yet been reached (Szopa
etal. 2016).

The effectiveness of conservative interventions has been investigated at the
present time; nevertheless, consensus on non-invasive treatment options has not
been achieved, and outcomes of conservative treatment of ITW are mixed (van
Kujik et al. 2014; Caserta et al. 2019; Oetgen and Peden, 2012). It is not easy to
understand from the available reports in the literature that non-surgical treatment
techniques for ITW affect the final natural history of toe walking (Dietz and
Khunsree, 2012). According to some trials in the literature, conservative
managements offer no enhancement in result over observation alone (Solan et al.
2010). Eastwood et al., who reported the largest review, showed no difference
between cases treated with serial casts for six weeks and those advised
observations (Eastwood et al. 2000). They concluded that conservative
management was mainly ineffective. In a similar study, Engstrom et al. reported
that ITWin the children without contractures can resolve spontaneously compared
to children with contractures by the age of 10 years (Engstrom and Tedroff, 2018).
Children with contractures should require intervention to accomplish a normal
gait pattern (Bartoletta et al. 2021). There is still no strong data to determine which
nonoperative management methods are most effective (Bartoletta et al. 2021).
Moreover, conservative management may not enhance the result of treatment of
ITW after post-intervention one to two years (Davies et al. 2018). The ability to
sustain passive ankle dorsiflexion range of motion with conservative management
appears to be relatively short, according to a recent systematic review (van Kujik
et al. 2014). Hence, toe walking can persist despite interventions even without
significant ankle plantar flexion contracture.
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Wait and See (Observation)

There is no clear evidence that any intervention is necessary for treating [ITW
in the literature (Dietz and Khunsree, 2012). One of the common nonoperative
treatment methods and the simplest form of conservative management is
observation (wait and see/watchful waiting), which can be suitable for some cases
diagnosed with ITW (Williams et al. 2020; Bartoletta et al. 2021; Oetgen and
Peden, 2012). Eastwood et al. published a study in which 49 children with ITW
aged 1.5-10 years were treated with no intervention (Eastwood et al. 2000). Only
12% of cases ceased toe walking at the end of the trial with a mean follow-up of
3 years (range, two to 12 years). In a similar trial conducted by Stricker et al., 48
participants aged two to 13 years at the initial assessment with mild Achilles
tendon contractures (10° median passive ankle dorsiflexion) received an
observation method (Stricker and Angulo, 1998). In their study, they also treated
17 children with ITW, by using cast/brace treatment. Although 75% of children
treated with observation persisted toe walking, the casting/bracing technique did
not provide any significant improvement compared to observation at the end of
the study. Moreover, a recent study with 20 children who received observation
and recommended stretching exercises demonstrated that 55% of children ceased
toe walking (Davies et al. 2018). They proposed that children with mild or
moderate ITW severity can be treated with observation and recommended
stretching exercises that may provide significant improvements in ankle kinetics.
Therefore, the natural history of ITW may propose spontaneous improvement but
not that the gait to occur completely normal (Solan et al. 2010).

Long-term results of some studies have shown that an absence of early
treatment has resulted in progressive loss of dorsiflexion, albeit watchful waiting
reports proposed that toe walking pattern eventually resolves spontaneously in a
proportion of children (Williams et al. 2020; Davies et al. 2018; Eastwood et al.
2000; Stricker and Angulo, 1998). A most recent prospective study published by
Engstrom et al. in 2018 assessed the natural history of ITW in a population of
1401 children with ITW and revealed that the majority (79%) of participants by
the age of 10 years who were managed without intervention ceased toe walking
(Engstrom and Tedroff, 2018). Nevertheless, there is still no clear evidence to
determine which patients can achieve heel strike at the initial floor contact without
intervention (Bartoletta et al. 2021).

Physical Therapy (PT)

PT alone can be used in children diagnosed with ITW to improve the
extensibility of myogenic and fibrous structures via repetitive overstepping of the
muscular tension in the shortened plantar muscles (Thielemann et al. 2019).
However, PT management of ITW is complicated by the paucity of a known
etiology. In terms of enhancing gastrocnemius tightness and heel cord
contractures, children with ITW can be managed with the posterior calf
musculature stretches (Davies et al. 2018; Oetgen and Peden, 2012). Hirsch et al.
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treated nine children with ITW, using PT with passive stretching applied by a
physical therapist and a home program performed by parents (Hirsch and Wagner,
2004). This intervention decreases the child's ability to toe walk in the majority of
children. Furthermore, the role of PT combined with serial casting or AFO has
been discussed in the literature earlier (Eastwood et al. 2000). A study of the
natural history of conservative treatment, including PT combined with serial
casting or AFO, evaluated by Hirsch et al. demonstrated that 73% of participants
ceased toe walking seven years after treatment (Hirsch and Wagner, 2004).
According to a recent systematic review, although PT can obtain some advantages
such as increased ankle dorsiflexion range of motion, the sustainability of heel
strike appears to be relatively short (van Kujik et al. 2014). Clark et al.
investigated PT's role in treating ITW, reporting five cases with ITW (Clark et al.
2010). They showed that five children achieved improvement, and one child
accomplished an increase in heel strike frequency. Nevertheless, their parents
stated minimal gait change. Hence, PT's role in treating ITW remains
controversial owing to minimal data found in the literature on PT utilized without
the incorporation of other management methods (Freiman et al. 2022).

Orthoses

In the literature, there is limited evidence that orthoses might improve the
walking pattern (Williams CM et al. 2014). While the utilization of AFO is an
effective way of resolving toe walking, the others suggest that the high recurrence
rate occurs after bracing, according to some reports (Bartoletta et al. 2021; Berger
et al. 2021; Davies et al. 2018; Stricker and Angulo, 1998; Hir and Geil, 2016;
Michalitsis et al. 2019). Using orthoses can be an additional nonoperative
management option for cases with [TW (Babb and Carlson, 2008). Bartoletta et
al. conducted a trial retrospectively and treated 103 of the 204 cases with AFOs
(Bartoletta et al. 2021). They suggested AFO treatment that the only treatment
was related to improvement compared to the other interventions.

To improve heel strike and normal first, second, and third rocker, the
utilization of AFOs are suggested in cases who persist in toe walking despite
representing sufficient passive ankle dorsiflexion (Le Cras et al. 2011). The
Cincinnati Children's Hospital proposed articulated AFO as the preferred
conservative method for children with adequate calf length (Michalitsis et al.
2019; Le Cras et al. 2011). After using the articulated AFO, a foot orthotic can be
necessary to encourage foot alignment in walking and prevent ankle equinus
contracture, or recurrence of toe walking owing to the gastrocnemius and/or soleus
contracture (Le Cras et al. 2011).

One of the major purposes of foot orthoses in children with ITW is to
encourage heel contact during gait (Michalitsis et al. 2019). Michalitsis et al.
combined rigid contoured carbon fiber full-length foot orthoses with a high-top
boot, which can be beneficial in sustaining heel contact during gait (Michalitsis et
al. 2019). They indicated that the combined management of a full-length foot
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orthosis with a high-top boot immediately improved the gait and decreased the
occurrence of toe walking in cases diagnosed with ITW. A trial documented by
Herrin et al. found that despite the fact that foot orthoses do not have a more
significant effect on decreasing toe walking and are mostly preferred by patients
and their parents, AFO encourages the improvement in the number of heel
contacts during heel-toe gait pattern (Herrin and Geil, 2016). However, patients
might revert to earlier patterns following treatment.

There is limited documentation of the use of orthoses as an intervention for
children diagnosed with ITW due to few studies systematically examining orthotic
treatment (Herrin and Geil, 2016). Thus, a significant paucity of information
regarding the use of orthoses as a conservative management method for ITW has
been found in the literature (Michalitsis et al. 2019).

Cast

Serial casting suggested by many authors for children with ITW consists of
the applications of a series of below-knee casts with the foot initially casted in a
neutral position, involving for six to eight weeks to enhance passive ankle
dorsiflexion (Babb and Carlson, 2008). Some trials have proposed that serial
casting appears to inhibit overactivity in the ankle plantar flexors and length the
components of the musculotendinous junction (Thielemann et al. 2019). Increased
ankle dorsiflexion can be achieved by positioning the ankle at each change of cast
(Thielemann et al. 2019). Noncontractile elements are elongated, and the number
of sarcomeres in the calf muscles is increased by the cast' effect, which has been
postulated in the reports (Engstrom et al. 2013). To gain an improvement in
passive dorsiflexion via lengthening of the Achilles tendon, casts should be
changed every one to two weeks (Babb and Carlson, 2008). Some trials have
investigated the management of ITW with serial casting (Engstrom et al. 2013).
However, there has been a long-running debate over the critical issue in which
children with ITW treated with serial casting can achieve a normal gait (Engstrom
et al. 2013). Although two retrospective reports indicated no longer enhancement
after cast treatment compared to the outcomes following no treatment at all at a
follow-up time of 2-21.5 years, a randomized controlled study performed by
Engstrom et al. to assess the effectiveness of below-the-knee walking casts
showed that the majority of children obtained a better range of passive ankle
motion, ankle dorsiflexor strength, and improvement in several gait-analysis
parameters at twelve months (Stricker and Angulo, 1998; Eastwood et al. 2000;
Engstrom et al. 2013). Engstrom et al. postulated that clinicians can treat children
with ITW through cast-only treatment (Engstrom et al. 2013). While children with
moderate and severe ITW can be treated with casting and AFO that may provide
significant improvements in ankle kinetics, the serial casting method can also be
used after percutaneous lengthening of the Achilles tendon (Davies et al. 2018;
Kogan and Smith, 2001).

In 2000, Eastwood et al. treated 41 children with ITW through the serial
casting method and showed that 22% of participants ceased toe walking at the late
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review (Eastwood et al. 2000). Moreover, they compared observation methods
and serial casting and found no significant difference between the observation and
cast techniques. The same conclusion is drawn by Stricker et al., who investigated
long-term outcomes of the casting treatment method that appeared to offer no
significant enhancement in ankle dorsiflexion passive range of motion (Stricker
and Angulo, 1998). In contrast, Thielemann et al. reported that cast management
benefits children with ITW (Thielemann et al. 2019). Furthermore, they found that
the cast management is tolerable and unrelated to complications.

A study performed by Fox et al. included 44 cases who had been treated as
children for ITW (Fox et al. 2006). 29 of 44 children with cast intervention ceased
toe walking at an average follow-up of 14 months, with 15 persisting toe walking
after bilateral serial casting for 5.7 weeks. In a similar trial, Stott et al. treated 13
children diagnosed with ITW, and 6 of 13 cases underwent cast management only
(Stott et al. 2004). After bilateral below-the knee serial walking cast for six weeks
followed by home passive stretching exercises, the six children obtained
improvement in toe walking; however, only one achieved visually normal gait.
Furthermore, no cases obtained normalized gait kinematics.

A systemic review of the literature performed by van Kujik et al. showed that
increased passive ankle dorsiflexion immediately after the end of serial casting
lasted until two years (van Kujik et al. 2014). Therefore, the success rate following
the management of ITW with serial casting remains controversial.

Botulinum Toxin A

The utilization of botulinum toxin A in the management of ITW has been
proposed in some reports, which can be combined with either a stretching program
with or without firm shoes, night splinting, AFOs and gait re-training or serial
casting treatment (Davies et al. 2018; Brunt et al. 2004; Kibar et al. 2016).
Botulinum toxin A works by paralyzing the gastrocnemius muscle to allow
effective stretching and re-training of the muscle for normal walking (Engstrom
et al. 2010; Babb and Carlson, 2008). The utilization of botulinum toxin A
paralyzing the gastrocnemius and soleus muscle in the management of [ITW may
encourage passive ankle dorsiflexion and gait kinematics (Le Cras et al. 2011). In
the early 1990s, botulinum toxin A was first used in cases with cerebral palsy
(Koman et al. 1993; Engstrom et al. 2013). Jacks et al. published the first study of
botulinum toxin A for ITW in 2004, reporting ten children receiving injections of
botulinum toxin A followed by one to three weeks of management with below the
knee walking cast, orthoses, and PT (Jacks et al. 2004). All cases achieved heel
strike at the initial contact phase of the gait cycle three months later. However,
two cases required repeated injections of botulinum toxin A at three and twelve
months. Some authors speculated that whether cast management combined with
injections of botulinum toxin A improves the results, especially if there is an ankle
plantar flexion contracture (Engstrom et al. 2013; Brunt et al. 2004). In another
report published by Engstrom et al. who treated fifteen children (aged 5-13)
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exhibiting ITW pattern, 11 of the 14 children completed the 12-month follow up
(Engstrom et al. 2010). Three of the eleven children treated with botulinum toxin
A combined with an exercise program ceased toe walking, four of them reduced
toe walking, and four persisted in walking on their toes. At the end of the study,
they concluded that a single injection of botulinum toxin A combined with an
exercise program enhances the walking pattern in cases with ITW; nevertheless,
the target of ceasing toe walking is only achieved in several of them. In contrast,
the same author published a randomized controlled report in which the combined
treatment with injections of botulinum toxin A prior to below-the-knee walking
cast management for ITW does not enhance the results of cast-only management
(Engstrom et al. 2013). Therefore, high-quality studies with larger cases and
longer follow-up period are required to determine whether the impact of injections
of botulinum toxin A in children with ITW may be enhanced with an exercise
program, below-the-knee walking cast, orthoses, and repeated injections.

Surgical Treatment

Surgical treatment can be selected as an alternative method for treating ITW
to conduct a heel-cord lengthening, which is a more effective means to enhance
results (Szopa et al. 2016; Stott et al. 2004; Bartoletta et al. 2021). Children who
are older than seven years can be treated with surgical correction, using the
technique of Achilles tendo lengthening when the equinus contractures results in
more severe or cannot be treated with nonoperative approaches after conservative
management which fails to resolve toe walking (Bartoletta et al. 2021; Sala et al.
1999). Numerous studies investigating the results of surgical lengthening show
enhancement in the passive ankle range of motion (Westberry et al. 2021). The
technique of Achilles tendo lengthening results in a higher level of parental
satisfaction (Stott et al. 2004). The surgical method for children diagnosed with
ITW consists of either an open or percutaneous technique with a postoperative
period of four to six weeks in a below-knee cast (Babb and Carlson, 2008). The
one case of ITW studied by Papariello et al. received tendo Achilles lengthening
and achieved heel strike at one year postoperative (Papariello et al. 1985). In
another trial, eight of the cases (16 extremities) with varying degrees of severity
underwent surgical lengthening of the gastrocnemius/soleus performed by
McMulkin et al. (McMulkin et al. 2016). They concluded that children with ITW
treated surgically demonstrated significant improvements in key kinematic and
kinematic gait analysis, which maintained at 5 years postoperative. Moreover,
cases were satisfied with the results of surgery according to the study outcomes.
In a follow-up study of 46 cases received lengthening of the Achilles tendon,
Eastwood et al. revealed that only 37% gained a normal gait pattern at follow-up
2-21.5 years and 26% encountered unchanged walking pattern at the end of the
study (Eastwood et al. 2000). In a similar study, conducted by Stricker et al., who
performed tendo Achilles lengthening in 15 cases, demonstrated statistically
significant improvement in the passive dorsiflexion of the surgically treated
patients (Stricker and Angulo, 1998). Nevertheless, 33% of children still persisted
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some degree of toe walking. Kogan et al. suggested that percutaneous tendo
Achilles lengthening for ITW is an alternative technique for initial treatment
(Kogan and Smith, 2001). They investigated 15 cases who received percutaneous
tendo Achilles lengthening that this management option facilitates the treatment
of ITW, with smaller scars and less time spent in casts compared with traditional
technique.

A systemic review conducted by van Bemmel et al. to compare casting and
surgical treatment in cases with ITW demonstrated that only surgery enhanced
limited ankle dorsiflexion passive range of motion for more than one year (van
Bemmel et al. 2014). However, they reported that there is no substantial benefit
of casting or surgical management for patients diagnosed with ITW compared to
healthy children after successful treatment.

The level of surgical release can be determined through the Silverskiold test,
performing intraoperatively by the operative surgeon (Westberry et al. 2021).
Children with ITW have remodeling of relative musculotendinous junction length,
fascicle lengths, and normalized muscle (Harkness-Armstrong et al. 2021).
Surgical management of ITW can be performed through gastrocnemius
lengthening (zone I), gastrocnemius lengthening with the soleus fascia
lengthening (zone II), or percutaneous or open tendo Achilles lengthening (zone
IIl) (Freiman et al. 2022). According to data from a study, Harkness-Armstrong
et al. indicated that particular surgical treatment for children with ITW should
involve lengthening the muscle aponeurosis (zone 2), or increasing the length and
decreasing stiffness of the Achilles tendon (zone 3) rather than lengthening the
gastrocnemius muscle (zone 1) (Harkness-Armstrong et al. 2021). Westberry et
al. used zone III lengthening to treat ITW with more severe preoperative
contracture, which can provide more successful results such as reduced recurrence
rate and need for additional management (Westberry et al. 2021). They compared
zone II lengthening (children with a mean age of 9.9 years) and zone III
lengthening (children with a mean age of 8.6 years) and suggested zone III
lengthening for children with [TW.

Surgical release of the Achilles tendon can be related to a risk for weakness
from overlengthening, with loss of the ankle plantar flexion-knee extension couple
(Solan et al. 2010; Szopa et al. 2016; Freiman et al. 2022). Surgeons should avoid
overlengthening the tendo Achilles, which is the most common associated
complication (Szopa et al. 2016). The Silfverskiold test should be employed to
determine the location of posterior muscle tightness. This test establishes if the
contracture is limited to the gastrocnemius. When the equinus deformity is
confined to the gastrocnemius, the release of only this portion of the calf must be
performed (Solan et al. 2010). Solan et al. suggested that the release of
gastrocnemius alone must be performed owing to having less risk for
complications and a shorter PT when an isolated equinus deformity is confirmed
through the Silfverskiold test (Solan et al. 2010).
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Demonstrating a high-resolution rate at the age of 10 years is crucial in
discussing surgical management of ITW that can be considered age over 7 or 8
years with persistent toe walking (Bartoletta et al. 2021; Le Cras et al.2011).
However, numerous clinicians remain unconvinced by the current evidence if this
technique is truly necessary. Surgical treatment options for ITW should only be
used as a last resort when conservative approaches are failed, which include open
or percutaneous Achilles tendon lengthening (Westberry et al. 2021). The surgical
method should be selected to treat children with ITW when the inability to
accomplish a heel strike, fixed ankle equinus contracture, or recurrence of toe
walking after conservative treatment (Westberry et al. 2021).

CONCLUSION

Toe walking in healthy children less than 3 year of ages is considered a
normal stage in gait development. However, it is expected that most children
spontaneously can walk with a heel strike upon initiation of the stance phase of
gait. Nevertheless, the natural history of toe walking is fully understood.
Furthermore, adverse functional results of prolonged toe walking in children with
ITW have not been investigated sufficiently.

Clinicians must be capable of diagnosing ITW, knowing prognosis, having
management methods, educating families about ITW, and participating them in
making decisions on treatment options. Furthermore, they should consider
whether there is an underlying cause for toe walk or whether toe walking is
idiopathic for children who persistently walk on their toes.

ITW in childhood can be considered a physiologically benign condition for
which children may have little concern. Although the efficacy of different
management approaches remains controversial, nonoperative treatment
modalities such as conservative treatment of home muscle stretching program, PT,
using of AFOs, serial casting technique, and combining these interventions can be
utilized as a first option to treat children with ITW in which they are older than 3
years old. While surgical treatment of ITW seems to be effective in managing toe
walking, the surgical option should be used for only the worst ITW when
clinicians reveal the presence of fixed ankle contractures in children who are older
than 7 or 8 years.

Clearly, more trials are required to help enhance the quality of knowledge
about adverse functional results of prolonged toe walking and to help evaluate
whether the population of adolescent with ITW have functional results such as the
development of contractures due to prolonged toe walking.
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Chapter 19

Irisin In Cardiovascular Diseases
Kardiyovaskiiler Hastahklarda Irisin
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Abstract

Irisin is a myogenic factor that induces skeletal muscle hypertrophy produced
in skeletal muscle and inhibits denervation-induced atrophy. Irisin can be induced
in vivo by exercise. During postnatal myogenesis, muscle stem cells are activated
upon myo-trauma, exercise or stress to form myoblasts that differentiate and
eventually give rise to new muscle fibers. Exercise increases the expression of
peroxisome proliferator-activated receptor (PPAR)-y coactivator (PGC)-1a. Then,
expression of Fndc5 containing a fibronectin type III domain begins. It activates
the irisin tissues.

In diabetes, obesity and cardiovascular diseases, it is very important that the
treatment and transition to the pre-disease period, that is, the lifestyle does not
undergo compulsory changes due to the disease. Increased Fndc5 and irisin levels
can help determine the rate of tissue reversal. In addition, it is clear that Fndc5
and irisin formed as a result of exercise can be a strong indicator not only in heart
diseases but also in other tissue repairs. However, like all clinical studies, looking
at Fndc5/irisin levels on a large scale and in different disease groups may provide
more efficient use of these indicators.

GIRIS

Iskelet kas1 viicudumuzdaki en biiyiik organlardan birisidir. Irisin, iskelet
kast hipertrofisini indiikleyen ve denervasyon kaynakli atrofiyi engelleyen
miyojenik bir faktordiir (Reza ve ark. 2017). Irisin canlilarda yapilan egzersizle
indiiklenerek beyaz yag dokusunun kahverengi yag dokusuna déniismesinde rol
oynamaktadir. Ayn1 zamanda termojenez ve enerji tiiketimini de artirmaktadir
(Villarroya 2012).

Postnatal miyogenez sirasinda, kas kok hiicreleri, miyo-travma, egzersiz
veya stres lizerine aktifleserek farklilagan ve sonunda yeni kas liflerine yol agan

miyoblastlar1 olusturur (Paterson ve Strohman 1972; Cooper 1999).
Egzersiz yapildig1 zaman iskelet kas1 hipertrofisi uyarilir. Egzersiz sirasinda
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hasar goren kas liflerin onarilmasi i¢in uydu hiicreler proliferasyona ugrayip
¢ogalirlar. Bu uydu hiicreler birleserek hiperplazi ile yeni miyofibriller olusturur
(Darr ve Schultz 1987). Artan fosforilasyon ile de protein sentezini artiran sinyal
iletim yollanmin aktiflesmesine neden olur. Protein sentezi artar ve
Akt/mTOR (protein kinaz B /rapamisin iliskili protein 1) ve ERKI1/ ve
ERK2 (hiicre dis1 sinyalallerle diizenlenen kinazlar) yollariyla artan protein
sentezi ile iskelet kasinin hipertrofisi, ger¢eklesir (Bodine ve ark. 2001; Rommel
ve ark. 2001). Yapilan egzersizin dolagimdaki irisini 6nemli dl¢lide artirdigi ve
insiilini azalttig1 belirlenmistir. Ayrica plazma glukoz ve HOMA-IR (insiilin
direng testi) seviyesinde azalis tespit edilmistir. Antrenman uygulanan diyabet ve
prediyabet evresindeki deneklerde irisin seviyelerinde artislar gozlemlenmistir
(Rahimi ve ark., 2022).

MIiYOKINLERIN MEKANIiZMASI

Iskelet kasi, organlar, yag dokusu ve kemik dokusu dahil olmak iizere biitiin
dokularla stirekli iletisim halinde bulunur ve bu iletisimi de adina miyokinler
denilen hormonlarin salgilanmasi yoluyla saglar. Bu miyokinlerin iiretim zamamn
ve miktar1, egzersizin tiirii ve siddeti ile degistirilebilmektedir. Miyokinlerin kesfi
ile birlikte Ozellikle metabolik hastaliklarin tedavilerinde faydali etkileri
olabilecegi degerlendirilmektedir (Polyzos ve ar. 2013). Bu miyokinlerden birisi
olan irisinin, beyaz yag dokusu iizerinden termojenik kahverengi adipositlerin
olusumunda rol almaktadir (Villarroya 2012). Irisin, miyotiipte pro-miyojenik
etkiyi olusturur. Benzer mekanizma ile fiziksel aktivite esnasinda aktiviteye bagh
olarak gen ekspresyonunu indiikler. Yapilan c¢aligmalarda, farelere irisin
enjeksiyonu ile uydu hiicrelerinin aktivasyonu ve artan protein sentezi nedeniyle
hipertrofiyi indiiklemektedir. Bu nedenle de irisinin promiyojenik bir ajan olarak
gorev yapmaktadir (Reza ve ark. 2017).

Irisin ekspresyonuna yol agan molekiiler diziler ise;
o Egzersiz yapildiginda peroksizom proliferatorii ile aktive olan reseptor
(PPAR)-y koaktivatorii (PGC)-1a'nin ekspresyonunu arttirmaktadir.
e Daha sonra fibronektin tip III alan igeren Fndc5 ekspresyonu baslar (Ye
ve ark. 2012).

Fndc5, beyin ve iskelet kasinda eksprese edilen bir hiicre zar1 proteinidir.
Transmembran protein tiirii olup FndcS5, kendi geni tarafindan kodlanmaktadir ve
irisinin  onciiliidiir. Irisin, Fndc5’in tam olarak belirlenemeyen proteolitik
enzim(ler) tarafindan proteolitik olarak boliinmesiyle {iretilir ve beyaz yag dokusu
hiicrelerine, miyositlere ve hepatositler gibi tam olarak belirlenememis diger
hiicrelerin reseptorlerine baglanir (Perakakis ve ark. 2017). Bir miktar da
peroksizom proliferatdr ile aktive edilen reseptor alfa (PPAR-a)) ekspresyonunu
artiran irisin, termojenezi arttirmakta ve iskelet kasi ile kahverengi yag dokusunda
enerji  tiketimini  artiran mitokondriyal ayrilmayan proteinin (UCP1)
ekspresyonunu indiikler (Castillo ve Quan 2012; Puigserver ve ark. 1998). Bu
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sebeple de irisini fiziksel aktivite artis1 ile indiiklendigi ve egzersiz eksikligi
nedeniyle olusabilen obezite, tip 2 diabetes mellitus, hiperlipidemi,
kardiyovaskiiler hastaliklar, alkolsiiz yagli karaciger hastaligi (NAFLD),
polikistik over sendromu (PCOS), kemik hastaliklar1 gibi metabolik hastaliklarda
faydali olabilecegi degerlendirilmektedir (Polyzos ve ark. 2018).

METABOLIZMADA iRiSIN’IN ROLU

[risin 6zellikle egzersiz yapilinca iskelet kasindan salinan hem kas 1ifi hemde
proteinlerin atrofisini indiikleyen hormondur. Etkileri sadece iskelet kasi ve
protein sentezi {izerinde olmayip, her giin daha fazla derinlesen literatiir bilgisiyle
Onemini arttirmaktadir.

Miyositler ve Fndc5in eksprese edilebildigi ve bu sekilde de dokular
tarafindan irisinin salgilanabilecegi belirtilmistir (Monero- Navarette ve ark
2013). Deneysel veriler, Fndc5 ekspresyonu sonucunda veya irisin ekspresyonu
ile Pnpla2 (adipoz trigliserit lipazi kodlayan gen), hormona duyarh lipaz ve
(HSL) yag asidi baglayici protein 4’iin (FABP) ekspresyonunu diizenleyerek
lipolizi ve hiicre i¢i lipid metabolizmasini uyardigimi ve lipid sentezini kontrol
altinda tuttugunu gostermektedir. Yapilan bir ¢alismada irisin ile tedavi edilen
adipositlerin daha kii¢iik oldugu ve kontrol grubu adipositlerine gore daha az lipid
biriktirdigi belirtilmistir.

[risin ve Fndc5 tedavisinin, insan preadipositlerinin farklilasmasini azaltarak
yag kiitlesinin azalttig1 bildirilmistir. Ayrica Fndc5’in asir1 ekspresyonu ve irisin
perflizyonu, hiperlipidemi ve hiperinsiilinemiyi azaltmistir (Gao ve ark 2016;
Xiong ve ark. 2015; Huh ve ark. 2014). Deri alt1 irisin enjeksiyonu ile de AMPK-
SREBP, (AMP-Aktive Edici Protein Kinaz / sterol diizenleyici element baglayici
protein) yoluyla hepatik kolesterol sentezinin inhibe etmis ve plazma kolesterol
seviyesinde azalmaya neden olmustur (Tang ve ark. 2016).

Insan calismalarinda elde edilen veriler net olmamakla birlikte farklilik
gostermektedir. Yapilan farkli bir ¢alismada plazma irisin seviyesinin sedanter ve
metabolik sendromlu deneklerde total kolesterol ile aglik trigliseritleri arasinda
pozitif iliski saptanmistir. Ancak baska calismalarda da diisiik yogunluklu
kolesterol, aghik yag asitleri, total kolesterol, trigliseritler ve yiiksek
kardiyometabolik risk altindaki hastalarda yiiksek yogunluklu lipoprotein
kolesterol arasinda negatif iligki belirtilmistir. Ayrica yapilan baska bir ¢caligmada
obez farelede Fndc5 ekspersyonu ile insiilin direnci ve kan glukoz seviyesinde
azalma gosterilmistir. flave olarak ta UCP1 ekspresyonunu ve enerji tiiketimini
arttirdig@ini ifade edilmistir.

Yapilan deneysel ¢alismalarda FndcS5/irisin ekspresyonu ile hiperlipidemide
gerileme sagladigi, bunu da cAMP-PKA-HSL/perilipin (siklik AMP/ protein
kinaz A/ hormana duyarl lipaz) yoluyla lipolizi arttirdig1 belirtilmektedir.
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Perilipin, adipositlerdeki lipid damlaciklarini kaplayan ve HSL'den koruyucu
bir kaplama gorevi goren bir proteindir. Perilipin fosforilasyonu, depolanan
lipidleri HSL'ye maruz birakir ve ardindan lipolizi tesvik eder (Smith ve Ordovas
2012). Fosforilasyonun artmasindan dolay1 da perilipin seviyesindeki artisa bagh
olarak adipoz doku yag hiicresi biiyikliigiini azaltir. Ayrica Fndc5’in asiri
ekspresyonu, obez farelerde serum norepinefrin seviyesini ve kan basincini
azaltmig, bu verilerle de hipertansiyonun Onlenmesinde rol oynayabilecegi
belirtilmistir. Fndc5’in asir1 ekspresyonu, obez farelerde aglhiga karsi yiikselen
plazma FFA (serbest yag asidi) yanitin1 arttirdigi belirtilmistir.

[risinin kiiltiirlenmis 3T3-L1 adipositlerinde plazma gliserol ve FFA
seviyelerini arttirdig1 gésterilmistir. Lipolizi baslatmak i¢in HSL'min sitozolden
lipid damlaciklarina translokasyonunu indiiklemek i¢in perilipinin PKA aracili
fosforilasyonu gereklidir. [B-adrenerjik reseptorlerin  aktivasyonunun, yag
hiicrelerinde cAMP'ye baglhi PKA aktivasyonu yoluyla lipolizi uyardigi
bilinmektedir. HSL, yag dokularinda triagilgliseroliin parg¢alanmasi igin
onemlidir. Fndc5/irisinin, cAMP'ye bagli PKA aktivasyonunun ve HSL ile
perilipinin fosforilasyonunun aracilik ettigi lipolizi destekledigini gostermektedir.
Irisin kaynakli perilipin asag1 regiilasyonu ve HSL yukar1 regiilasyonu, lipolizi
tesvik edici etkisine kismen katkida bulunur.

Xiong ve arkadaslar1 (2015) tarafindan yapilan bir calismada Fndc5’in asiri
ekspresyonu, obez farelerde oksijen tiiketimini, karbondioksiti ve 1s1 {iretimini
arttirdifi, ancak toplam aktiviteyi ve gida alimimi onemli 6lgiide etkilemedigi
belirtilmistir. Bundan yola ¢ikarak Fndc5 ve irisin expresyonu ile obezite ve
benzer metabolik hastaliklarda beden kitle endeksinin (BKI) kiigiiltiilerek tedavi
edilmesi ya da mevcut uygulanan tedaviye yardimci olabilecegi
degerlendirilmektedir (Xiong ve 2015). Fndc5/irisin ekspresyonu glukoz ve lipid
kaynakli metabolik bozukluklar1 i¢in etkili bir terapotik strateji olarak
kullamlabilecektir. Ote yandan, dolagimdaki irisin seviyesinin orta Avrupa genel
poplilasyonunda olumlu bir lipid profili ile iliskilendirilmistir (Oelmann ve ark.
2016).

Diger calismalarda, viicut yag: artmis normal kilolu (BKI > %30) bireylerde
ve hafif hiperkolesterolemili erkeklerde saglikli geng bireylerde irisin ile lipid
parametreleri arasinda bir korelasyon gozlenmemistir (Mehrabian 2016; Gouni-
Berthold 2013). Bu farkliliklarin incelenen popiilasyonlardan veya irisin
Ol¢iimleri i¢in kullanilan farkli ELISA kitlerinden kaynaklandigi diisiiniilebilir.
Geleneksel olarak olumsuz bir lipid profiline sahip olan bu bireylerde artan yag
kiitlesi, esit veya hatta daha yiiksek bir genel irisin saliimi ile
sonuglanabilir. Statin (simvastatin) tedavisinin hem in vitro hem de in vivo Fndc5
mRNA ekspresyonunu ve irisin sekresyonunu arttirdig1 bildirilmistir (Gouni-
Berthold 2013).
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KARDIYOVASKULER HASTALIKLAR

Insan viicudundaki en biiyiik kaslardan biri olan miyokard, irisin salgilar ve
dolagimdaki irisin seviyelerine katkisi 6nemli dlgiidedir (Aydin ve ark. 2014).
Kardiyovaskiiler hastaliklar ve miyokard enfarktiisii (MI), irisin salgisini degistirir
(Anastasilakis ve ark. 2017). Bu etki, kardiyomiyositlerin stresi veya hasari
yoluyla dogrudan veya olumsuz lipid profili yoluyla dolayl olarak gerceklesebilir
(Monero ve ark. 2015; Panagiotou ve ark. 2014). Koroner arter hastaliklar ve
MI’da irisin sekresyonu tizerindeki dogrudan etkisi vardir. Bu etki hasarli
kardiyomiyositlerden diizeltilmesi nedeniyle artan irisin salimmimin MI
sonrasinda daha yiiksek seviyelere ¢ikabilmesidir. Bununla birlikte, siganlarda,
izoproterenol ile indiiklenen MI'da irisin doku ekspresyonu ve dolasim seviyeleri
daha diisiik oldugu, troponin ve kreatin fosfokinaz-miyokardiyal bant izoenzimi
(CK-MB) gibi yerlesik kardiyak hasar belirtegleri ile negatif korelasyon gosterdigi
ifade edilmistir (Kuloglu 2014). Yapilan c¢alismalarda sadece MI hastalarinda
degil, ayn1 zamanda koroner arter hastalarinda da kontrol gruplarindan daha diisiik
irisin seviyelerine sahip oldugu belirlenmistir. Bu bulgular, irisinin, CK-MB'nin
yaptig1 gibi kardiyomiyosit hasarinin bir sonucu olarak pasif olarak salinmadigini,
ancak kan yoluyla beslenmesinin yeterliligini ve dolayisiyla kalp kasinin
fonksiyonel potansiyel enerjisinin gosterdigi bildirilmistir (Anastasilakis ve ark.
2017; Deng 2016). Azalmis kan ve oksijen kaynagi durumunda, miyokardin daha
diisiik enerji kullanilabilirligini telafi etmek amaciyla kalbin metabolik taleplerini
sinirlamak i¢in daha az irisin salabilecegi varsayilmistir. Bu hipotez, FrdcS
ekspresyonunun oksidatif stres tarafindan diizenlendigini ve irisinin enerji
homeostazinda ve kardiyomiyoblast biiyiime ve fonksiyonunda 6nemli bir rolii
oldugunu one siiren ¢aligmalar tarafindan desteklenmektedir (Gouni-Berthold ve
ark. 2013; Xie ve ark. 2015; Bostrom ve ark. 2012).

KARDIYOVASKULER HASTALIKLARDA iRiSININ ROLU

[risinin egzersizle indiiklenerek bircok farkli metabolik hastaliga
iyilestirici/dengeleyici etkiler ortaya koydugu belirtilmistir. Asir1 kilo ve obezite,
sagliksiz yasam tarzi, yetersiz fiziksel aktivite ve sagliksiz beslenme uygulamalari
metabolizma isleyisinde sorunlar meydana getirmektedir. Yapilan birgok ¢aligma
da dengesiz ve asin1 yag alimmin fiziksel aktivite yetersizligi ile birlestiginde
bir¢ok hastaliga neden gelistirebildigini gostermistir. Aslinda alimi yapilan diyet
iiriinleri enerji miktan ile fiziksel olarak kullanilan enerji miktarinin dengede
olmamasi, fazla olmasindan kaynaklanir. Eger sisman veya obez hastalarda
bulunan beyaz yag dokusu yasamla orantili olacak sekilde kahverengi yag
dokusuna doniistiiriilebilirse insiilin direnci azalabilecektir (Tavassoli ve ark.
2022). irisin T2DM Insidansin1 azaltir.
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Ozellikle giiniimiizde bir¢ok insam ilgilendiren Tip 2 diyabet hastalig
tedavisinde farkli deneysel gruplarinda yapilan ¢alismalarda egzersizin irisin
seviyelerini arttirdigini, irisin indiiklenmesi ile de kan glukoz ve insiilin
seviyelerinde azalmalar gozlendigi bildirilmistir (Tavassoli ve ark. 2022). Yapilan
caligmalarda Streptozotocin/yiiksek yagli diyet indiiksiyonlu egzersiz yaptirilan
deney gruplarinda irisin benzer etkiler gostermistir. Shoukry ve ark. (2016)
tarafindan yapilan farkli bir ¢alismada da obez bireylerde yiiksek irisin
diizeylerinin olma nedeninin obezite ile miicadele i¢in irisin diizeylerinde telafi
edici bir artisa isaret ettigini bildirmistir. irisin Kardiyovaskuler Hastalik Riskini
Azaltir.

Egzersiz, diyabetle iliskili kardiyovaskiiler hastaliklarin Onlenmesi ve
tedavisi i¢in etkili bir miidahaledir. Egzersiz esnasinda salinan irisin de
kardiyovaskiiler hastaliklardan korunmaya yardimci olur. Fiziksel egzersiz, esas
olarak miyokardiyal metabolizmay1 gelistirir, oksidatif stres hasarin1 gidermeye
yardim eder, miyokardiyal fibrozisi azaltarak ve kardiyomiyosit apoptozunu
inhibe ederek patolojik siirecleri engelleyebilir. Fiziksel egzersiz, boliinen ve
irisin olarak kan dolasimina salinan fibronektin tip III alan i¢eren Fndc5 igin
iskelet kaslarinda gen ekspresyonunu uyarir (Kanter ve ark. ,2017; Grijalva ve ark.
2008; Fletcher ve ark. 2013).

Rekombinant irisin tedavisinin birka¢ hayvan ¢alismasinda pozitif
kardiyovaskiiler etkiler gosterdigi ifade edilmistir. Spesifik olarak, irisin,
mitokondriyal fonksiyonun korunmasi yoluyla iskemik kardiyomiyositlerde anti-
apoptotik etkiler gosterdigi ve apolipoprotein E eksikligi olan fareleri endotelyal
hiicre proliferasyonu yoluyla aterosklerozdan korudugu ve/veya okside LDL ile
indiiklenen hiicre iltihab1 ve apoptozun baskilanmasini ve vaskiiler diiz kas
hiicrelerinin proliferasyonunu inhibe ettigini gostermislerdir. AMPK-endotelyal
nitrik oksit sentaz yolunun aktivasyonu yoluyla obez ve streptozotosin ile
indiiklenen diyabetik apolipoprotein transgenik farelerde benzer sonuglar
bildirilmistir (Wang ve ark. 2017; Zhang ve ark. 2016; Zhang ve ark; 2016; Song
ve ark. 2016; Han ve ark. 2015).

Ayrica, irisin, endotel igeren veya icermeyen farelerde mezenterik arterlerde
doza bagli gevsemeye neden oldugu ve zebra baliklarinda diyastolik hacim, kalp
hiz1 ve kalp debisini artirirken, irisinin yikilmasi kardiyovaskiiler fonksiyon
iizerinde zit etkiler gosterdigi ifade edilmistir (Jiang ve ark. 2015; Sundarrajan ve
ark. 2017).

Kardiyak mikrovaskiiler fonksiyon, kalbin fizyolojik fonksiyonunu korumak
icin o6nemlidir. Ozellikle diyabet hastaliginda zarar goren damar sistemi
mikrovaskiiler etkinligi azaltir. Miyokart Infarktiirs gibi rahatsizliklarda zarar
goren damarlarda mikrovaskiiler etkinlikler azalir ve diyabetik kardiyovaskiiler
hastaliga biiyiik ol¢iide katkida bulunur (Ismail-Beigi ve ark. 2010).

250



Mikrovaskiiler hasara yonelik terapotik tedaviler kardiyovaskiiler
hastaliklarin hem etkisini hem de riskini azaltacaktir. Yapilan bir ¢alismada, tip 2
diyabetik farelerde irisin indiiksiyonu ile kardiyak fonksiyonu ve mikrovaskiiler
yaralanmaya etkisi lizerine terapdtik isleyisi incelenmistir. Tip 2 diyabetik
farelerin irisin ile tedavisinin hem kontraktil hem de diyastolik disfonksiyonu
belirgin sekilde hafiflettigi ve ayn1 zamanda azalmig kilcal damar yogunlugunu
geri kazandirdigi ifade edilmistir (Zhu ve ark. 2022).

[risinin mikrovaskiiler endotel hiicreleri {izerindeki koruyucu etkisi artan
hiicre proliferasyonu ve azalmis hiicre hasar1 olasi nedenlerinden olabilecegi,
irisinin, kardiyak mikrovaskiiler endotel hiicrelerin (CMEC) c¢ogalmasini ve
hareketliligini uyarmasinin yani sira yiiksek glukoz yiiksek lipit kaynakli
CMEC'lerin apoptozunu ve yaralanmalarini azalttigi belirtilmistir.

Mevcut veriler, irisinin ERK1 ve ERK2'nin fosforilasyonunu arttirdigini,
ERK inhibitdrii U0126 ile 6n tedavinin irisin kaynakli CMEC'lerin ¢ogalmasim
ve gociinii o6nemli olgiide ortadan kaldirdigim ifade edilmistir. ikinci
olarak, irisinin CMEC'ler tizerindeki ERK1 ve ERK2-Nrf2-HO-1 yolu ile Nrf2-
antioksidatif protein ekspresyonu saglar ve antiapoptotik ve antioksidatif etki
gosterir. Nrf2, ¢oklu antioksidan bilesenleri yukari regiile ederek anti-oksidatif
tepkilerde 6nemli bir rol oynadig: belirtilmistir (Gu ve ark. 2017).

Kardiyovaskiiler hataliklarda ve MI hastalarinda artmis irisin seviyelerinin
dokularin yenilenmesi i¢in 6ncii gosterge sayilabilecektir. Ancak analiz yapilacak
numune kalp kasi igerisinden alinmamalidir. Ciinkii irisin seviyeleri diisiik
¢ikabilecek olup nedeni de bozulmus dolasim sisteminden kaynaklanabilecektir.

Sonu¢ olarak yukarida bahsedildigi {lizere egzersizin Fndc5 ve irisin
sekresyonunu arttirdigi, ilk baslarda bu artisin egzersiz esnasinda zarar géren kas
liflerinin tamir edilmesi amaciyla oldugu gosterilse de irisinin metabolizma
iizerinde bir¢ok farkli etkileri bulunmaktadir.

Bu sebeple 6zellikle diyabet, obezite ve kardiyovaskiiler hastaliklarda tedavi
ve hastalik 6ncesi doneme gegis yani yasam tarzinin hastaliga bagli olarak zorunlu
degisiklige ugramamasi ¢ok Onemlidir. Artmis Fndc5 ve irisin seviyeleri
dokularm geriye doniis hizlarim belirlemeye yardimci olabilir. Ayrica egzersiz
sonucu olusan Fndc5 ve irisinin sadece kalp hastaliklar1 degil ayn1 zamanda diger
doku onarimlarmda giiclii bir gosterge olabilecegi aciktir. Ancak tiim klinik
caligmalar gibi FndcS/irisin seviyelerini genis Olgekli ve degisik hastalik
gruplarindaki seviyelerine bakmak bu gostergelerin daha verimli kullanilmasini
saglayabilir.
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