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Telemedicine is an evolving health care delivery
service in the developing world. The terms ‘Tele-
Health’ and ‘Telemedicine’ are used
interchangeably in health care worldwide.
According to World Health Organization,
Telemedicine is defined as ‘The delivery of
healthcare services, where distance is a critical
factor, by all healthcare professionals using
information and communication technologies for
the exchange of valid information for diagnosis,
treatment and prevention of disease and injuries,
research and evaluation and for the continuing
education of healthcare providers, all in the
interests of advancing the health of individuals and
their communities’. Tele-health care and tele-
education are two different applications of
telemedicine.’

India has a three tier public health care
infrastructure with Primary Health Centers,
Community Health Centers across rural and semi
urban area and tertiary care provided by medical
colleges and multi speciality hospitals present
exclusively in urban India. The progresses in health
care indicators are quite uneven across India with
significant urban-rural differences. About 74% of
qualified doctors’ practice in urban and semi-urban
areas serving only 28% of Indian population,
leaving behind the majority of vulnerable, rural
and remote Indian population at dismay.2
Eventually for tertiary care, these people from
remote areas have to travel a long distance to get
speciality care services. Telemedicine provides a
method of bridging this gap by setting up of
telecommunication infrastructure and

telemedicine center especially in underserved
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population of rural India, hilly regions, difficult to
reach terrains, tribal areas and island like Andaman
& Nicobar, Lakshadweep.3

Telemedicine in India is in nascent stage.
Patient health care services provided through
telemedicine are tele-consultation, tele-diagnosis
and tele-treatment, thereby providing cost
effective, accessible, quality health care services to
remote rural population. In all these services,
patient will get specialist consultation with the
help of local doctor for further line of management
in difficult cases. Simultaneously it enables primary
care physicians to provide speciality care under the
guidance of specialist for rural population.

Major Telemedicine initiative was started
in 2001 with Indian Space Research Organization
(ISRO) in coordination with Ministry of Health and
Family  Welfare (MoHFW), Ministry  of
Communications and Information Technology,
Department of Science and Technology, and
Ministry  of Defence.>  With public private
partnership and progressive growth in Information
Technology, Telemedicine has become a reality for
underserved population. ISRO has established
Telemedicine network which has covered 100’s of
hospitals and remote villages. Premier institutes
like All India Institute of Medical Sciences, Sanjay
Gandhi Post Graduate Institute of Medical
Sciences, Post Graduate Institute of Medical
Education and Research have been connected to
peripheral hospitals for superspeciality
consultation. Private health care providers like
Apollo group of hospitals, Christian Medical
College, Sri Ramachandra Medical College, Amirta
Institute of Medical sciences, Fortis Hospital, Tata
Memorial Hospital, Asia Heart Foundation,
Rabindranath Tagore International Institute of
Cardiac Sciences Hrudayalaya Bangalore, Sankara
Nethralaya, Arvind Eye Hospital are also playing
major role in taking the tertiary care to rural India.*
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Ministry of Health and Family Welfare has
constituted National task force on Telemedicine in
2005 and National Rural Telemedicine Network
under National Health Mission. Department of
Information Technology has prepared
“Recommended Guidelines & Standards for
Practice of Telemedicine in India” to materialize
uniform standards to carryout tele-health services.
Sanjay Gandhi Post Graduate Institute has set up a
‘School of Telemedicine and Biomedical
Informatics’ to train man power in the field of
telemedicine and e health which act as a national
resource center for telemedicine.?

MoHFW has implemented Integrated
Disease Surveillance Project for connecting all
district hospitals to medical college hospitals;
OncoNET under National Cancer Control Program
has been established to connect regional cancer
centers with peripheral hospitals to provide
comprehensive cancer care to needy people; Tele-
Ophthalmology unit under National Blindness
Control Program has been launched to reach
remote people for quality eye care.?

Services provided are synchronous real
time telemedicine and asynchronous store and
forward telemedicine services through either fixed
or mobile telemedicine units. Telemedicine
specialties doing remarkable work in India are tele-
ophthalmology, tele-radiology, tele-pathology,
tele-dermatology, tele-cardiology and tele-
mentoring in surgery.3’5

Non-profit organization like Sankara
Nethralaya, a leading eye care institute based in
Chennai is doing promising work in telemedicine.
After adequate planning with prior announcement
of camp dates, a ‘trained social worker and
optometrists’ team will visit the designated villages
and the work flow consisted of registration of
patients in electronic medical records, followed by
other eye examinations like vision check,
refraction, slit lamp examination, fundus
examination and intra-ocular pressure testing.

The images of slit lamp, fundus eye
examination, visual acquity data and the patient
details will be sent to central hub of Sankara
Nethralaya hospital where through video
conferencing, ophthalmologist will hold tele-
consultation with the patient in the presence of
optometrist. After expert consultation, final
diagnosis will be made and the patient will be
treated accordingly. Between 2003 and August
2014, Sankara Nethralaya has conducted 4763
tele-ophthalmology camps and 418732 people
from remote rural areas benefitted from it. Other
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services provided through tele-ophthalmology are
awareness meetings, eye screening camp for
school children and training of school teachers in
eye care.

Similarly, Narayana Hrudayalaya Heart
Hospital has revolutionized tele-cardiology in India;
by using Trans Telephonic ECG Machine,
cardiologist in the telemedicine centers are
providing expert consultation in camps as well as
during emergencies and treated over 12000
patients over a period of two years. Furthermore,
they are also providing education and counseling
for general public, training of medical professionals
and disaster management and relief through
telemedicine.

India is undergoing a major transition in
health care. Tele-health care is the cost effective
method to bridge the urban rural divide on health
care. Only few percentage of rural population is
covered by tele-health services; and with
enormous growth in IT sector in India, all the
stakeholders have to scale up efforts to
universalize tele-health to cover entire India.
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OZET

Kahramanmaras’ta Yurtta Kalan Erkek Lise Ogrencilerinin Maras Otu Konusunda Bilgi, Tutum ve Davranislari
Bu calismada yurtta kalan erkek lise 6grencilerinin Maras otu konusunda bilgi, tutum ve davranis 6zelliklerinin
ortaya konulmasi amaglanmustir. Bu ¢alisma Kahramanmaras il Merkezinde bir liseye bagh olan, erkek dgrenci
yurdunda gerceklestirildi. Calismaya 121 erkek o6grenci dahil edildi. Katilimcilara uygulanan anketle
sosyodemografik o6zellikleri, titlin kullanimi Ozellikleri ve Maras otunun zararlarina yonelik bilgi dizeyi
sorgulandi. Sorulan 10 bilgi sorusunun her biri bir puan olup, toplamda 10 puan {izerinden degerlendirildi.
Ogrencilerin yas ortalamasi 17.01+1.35 (min=14, max=20) olarak saptandi. Katimcilarin 44’ii (%36.4) sigara
ictigini, 8'i (%6.6) biraktigini ve 69’u (%57.0) hi¢ kullanmadigini belirtti. Ogrencilerin 10’u (%8.3) Maras otu
kullandigini, 111’i (%91.7) ise kullanmadigini ifade etti. Maras otu kullanan olgularin; Maras otunun zararlari
konusunda bilgi puani ortalamasi 3.00+£2.90 iken, Maras otu kullanmayan olgularin bilgi puani ortalamasi
7.174£2.76 olarak belirlendi. Maras otu kullanan grubun Maras otunun zararlari konusunda bilgi dizeyi,
kullanmayanlara gére anlamli diizeyde diisiktl (p=0.000). Sigara icen ve igmeyen 6grencilerin Maras otunun
zararlari konusunda bilgi diizeyi ise benzerdi (P=0.084).0grencilerin 106’si (%87.6) Maras otunun sagliga zararli
oldugunu ifade etti. Calismamizda yurtta kalan erkek 6grencilerin sigara ve Maras otunu sik olarak kullandiklari
ve Maras otunun saghiga zararlarini iyi bilmedikleri ortayakonuldu.Maras otunun saglk acisindan tasidig
risklerin basin yayin yoluyla, kurs ve konferanslarla duyurulmasi 6nem tasimaktadir.

Anahtar Kelimeler: Dumansiz tiitlin, Sigara, Yurt

ABSTRACT

Knowledge, Attitudes and Behavior Related to Maras Powder Use in Male Students Studying at a High School
and Staying in a Dormitory in Kahramanmaras, Turkey

The aim of this study was reveal knowledge, attitudes and behaviours related to Maraspowder (smokeless
tobacco) of males tudentsstudying at a high school and staying in a dormitory in Kahramanmaras, Turkey. The
study included 121 male students studying at a high school and staying in dormitory. Data were collected
through a questionnaire composed of questions aboutsocio-demographic characteristics, features of tobacco
use and knowledge of harmful effects of Maras powder. There were ten questions about harmful effects of
Maras powder and each correct answer to these questions was scored as one point and the total scoreto be
obtained was 10.The mean age of the students was 17.01+1.35 years (min:14 and max:20). Of all the students,
44 (36.4%) were cigarette smokers, 8 (6.6%) were ex-smokers and 69 (57.0%) never smoked. Ten students
(6.6%) were Maras powder users and 111 students (91.7%) never used Maras powder. The mean score for
knowledge of harmful effects of Maras powder was 3.00+2.90 for the Maras powder users and 7.1742.26 in the
non-users. The  Maras powder users had significantly lower knowledge scores than the non-users did
(p=0.000). The mean knowledge scores did not differ between the cigarette smokers and the non-smokers
(p=0.084).0f all the students, 106 (%87.6) expressed that Maras powder had harmful effects on health.The
study revealed that the male high school students staying in a dormitory frequently smoked and used Maras
powder and did not know much about the harmful effects of Mars powder. It is concluded that it is essential to
inform young people about health risks of Maras powder through the media, educational programs and
conferences.

Key Words: Smokeless tobacco, Cigarette, Dormitory
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Giris

Sigara ve titin iceriklerinin kullanimi, diinyada
oldugu gibi tlkemizde de 6nemli bir saglik sorunu
olmaya devam etmektedir."  Ulkemizde sigara
icenlerin %29.5’inin ilk sigara kullanim yasinin 10
yasindan once oldugu belirtilmi§,tir.2 Tutln
Urinlerin  ¢ocuk yas grubunda kullaniimaya
baslanmasinin,  kullanan  kisinin  yasaminda
olusturdugu saghk risklerinde belirgin artis
gosterdigi biIdiriImi§tir.3 Yapilan galismalarda sigara
kullanim orani  erkek lise Ogrencileri igin;
ilkemizde™®  %12.9-%48, dinyanin cesitli
Ulkelerinde ise %23-%38.2 olarak ifade edilmi§tir.7’8

Maras otu (MO) Kahramanmaras ilinde Uretimi
yapilan bir dumansiz tiitiin cesididir. Uretilen tiitin
toz haline getirilerek sigara kagidi icerisinde alt
dudak icine  konulup  emilmek suretiyle
kullaniimaktadir. Kahramanmaras'ta toplum
orneklemli bir cahismada; MQO’yu eriskinerkeklerin
%25.1'inin, kadinlarin ise %1.4’tnin kullandig

belirtilmistir.9

Ergenlik fiziksel, sosyal, bilissel ve psikolojik
acidan  onemli  degisimlerin  yasandigi  bir
dénemdir.”® Bu psikososyal gelisim donemi
sirasinda ergende kimlik gelisim sireci yasanir ve
ergen yeni sosyal davranislar denemektedir10.
Ergenler risk alma davranislari sergilerler. Birgok
ergen yetiskin davranislari sergilemeye
baslamaktadir ve bu durum onlari sosyal, psikolojik
ve fiziksel problemler agisindan risk altina

11,12
almaktadir.

Madde kotlye kullanma, riskli
cinsel davraniglar, suca karisma, intihar girisimi ve
istemsiz yaralanmalar ergenlerde yaygin gorilen

saglik agisindan risk faktérleridir.™

Ergenlerde beyin gelisimi madde kotlye
kullanimi agisindan hassastir. Birgok madde kotiye
kullanimi sonucunda beyinde dopamin saliniminda
artis oldugu gozlenmistir. Duzenli, tekrarlayan
dopamin salinimi sonrasinda niikleusakkumbens ile
amigdala, hipokampus, frontalkonteks arasinda
kaskad etkisi olusturarak madde kullanim istegi
olusturur ve otomatik karar verme seklinde bir kisir
dongli olusmaktadir. Madde kullanma bilingli bir
karardan ziyade kosullanmis bir yanlttlr.13 Deneme
amacl madde kullanimindan madde kotiiye

Keten HS. and et al.

kullanimina ilerleme sirecinde ergenin beyninin
madde kullanma isteginde disik esik degere sahip
olmasi ile birlikte goreceli olarak daha kolay
otomatik madde kullanmasi etkili olmaktadir.
Gelisen ergen beyni madde etkisine daha hassas
oldugu icin, genc¢ bireylerin bagimli vyapici
maddelere  basladiklarinda  blyiik  olasilikla
bagimlilik gelismektedir. On sekiz yasindan Once
herhangi bir bagimhhk yapict madde kullanan
genglerin dortte birinde madde kotliye kullanim
bozuklugu gelisme riski oldugu bildirilmistir. Oysa
bu oranin 21 yasindan sonra madde kullaniminda
25'te bir oldugu bulunmugtur.14

Bu calismada; Kahramanmaras’'ta bir yurtta
kalan erkek lise 6grencilerinin MO konusunda bilgi,
tutum ve davranis Ozelliklerinin ortaya konulmasi
amaglanmistir.

Gereg ve Yontem

Bu calisma il merkezinde bir liseye bagli olan,
erkek 6grenci yurdunda gergeklestirildi. Ogrencileri
bilgilendirmek amaciyla 20.02.2014 tarihinde
yapilan ‘Tatin  Urilinlerinin ~ Zararlar’  konulu
seminer oncesinde, 6grenciler galisma konusunda
bilgilendirildi ve onam veren 6grenciler calismaya
alindi. Yurtta kalan 133 6grenciden, onam veren ve
anket formu tam dolu olan 121 (%91) erkek
o0grenci calismaya dahil edildi.

Katihmcilara arastirmacilar tarafindan
gelistirilen acik ve kapali uglu sorular iceren anket
formu uygulandi. Anketin ilk bélimiinde 6grencinin
sosyodemografik  verileri  sorgulandi.  ikinci
bolimde kendisinin ve aile bireylerinin titin
kullanim davranis o0zelliklerini arastiran sorular
soruldu. Anketin son boliminde ise MO’nun
zararlari hakkinda bilgi diizeyleri ve MO birakma
deneyimlerine iliskin sorular yer almaktaydi.
Literatirde MO’nun zararlarina yonelik ortaya
konulmus bilimsel ¢alismalar tarandi. MO’nun bu
calismalardan alinan 10 zaran soru sekline
donisturtldid. Bu 10 sorunun her biri bir puan
olarak belirlendi ve toplam bilgi puani 10 {izerinden
degerlendirildi. Ogrencilerin MO  kullaniminin
zararlarina yonelik bilgi durumunu sorgulayan
sorularin givenirlik analizi Cronbach a i¢ tutarlihk
kat sayisi ile saptandi. Cronbach alfa degeri 0.671

olarak tespit edildi.
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Diinya Saghk Orgiitiiniin addlesan dénem
sigara icimine dair yaptigi siniflandirma yoéntemi,
ogrencilerin sigara icim durumunu tanimlamada
kullanilmak Uzere uyarlanmistirl5. Sigara icen;
hayati boyunca igtigi sigara sayisi 2100 olan ve son
30 glinde sigara kullananlar. Sigara birakan; hayati
boyunca ictigi sigara sayisi 2100 olan ve son 30
glindlr sigara icmedigini beyan edenler. Sigara
icmeyen; Hayati boyunca ictigi sigara sayisi <100 ve
son 30 ginddr sigara icmedigini beyan edenler.

Veriler SPSS 20.0 paket programi kullanilarak
analiz edildi. Verilerin analizinde frekans, ortalama
ve standart sapma (SD) degerleri kullanildi. Gruplar
arasindaki farkhligin belirlenmesinde student t testi
ve Ki- kare testi yapildi. istatistiksel anlamlilk p
<0.05 olarak belirlendi.

Bulgular

Ogrencilerin  yas ortalamasi  17.01#1.35
(min=14, max=20) olarak saptandi. Katilimcilarin
18’i (%14.9) lise bir, 24’0 (%19.8) lise iki, 44’0
(%36.4) lise g ve 35'i (%28.9) lise dordinci sinif
dgrencisiydi. Ogrencilerin tamaminin erkek oldugu
saptandi. Katilmcilarin sosyodemografik verileri,
anne ve baba sigara kullanim durumlari Tablo 1'de
belirtildi.

Ogrencilerin 44’4 (%36.4) sigara ictigini, &’
(%6.6) biraktigini ve 69’u (%57.0) hi¢ igmedigini
belirtti. Ogrencilerin sigara icme orani; lise birinci
sinifta %61.1, lise ikinci sinifta %41.7, lise lg¢lincl
sinifta %34.1, lise dorduncl sinifta ise %22.0 olarak
saptandi. Lise birinci sinifta egitim goéren
ogrencilerde sigara igme orani, st siniflarda egitim
goren ogrencilere gore anlamli derecede yiiksekti
(p=0.048). Ogrencilerin sigara icme durumu ile
annenin sigara icme durumu (p=0.533) ve babanin
sigara icme durumu (p=0.878) arasinda anlamh
iliski  yoktu. Katilimcilarin  sosyodemografik
ozelliklerinin sigara igme durumu Uzerine olan
etkileri Tablo 1’'de belirtildi.

Katilimcilarin - 10'u  (%8.3) MO kullandigini,
1111 (%91.7) ise kullanmadigini ifade etti.
Ogrenciler giinde ortalama 18.10+8.58 (min=4,
max=31) defa MO kullanmaktaydi. MO kullanim
suresi ise 2.3x0.8 (min=1, max=4) yil olarak
belirlendi. Katihmcilarin ~ 4’G (%40) sigarayi
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birakmak igin, 3’0 (%30) meraktan, 2'si (%20)
arkadas teklifi ile 1’i (%10) ise stres aninda MO
kullanimina basladigini belirtti. MO kullanicilarinin
5i (%50) son bir yil igerinde MO birakmayi
denedigini ve yine 5’i (%50) MO’yu birakmayi
disiindGgini belirtti. MO kullanicilarinin 5i (%50)
MOQ’yu sigaradan daha az zararh oldugu igin
birakmadigini ifade etti.

Ogrencilerin MO’nun zararlari konusunda bilgi
puani ortalamasi 6.82%2.99 (min=0, max=10)
olarak saptandi. MO kullanan olgularin; MO’nun
zararlari  konusunda bilgi puani  ortalamasi
3.00£2.90 iken, MO kullanmayan olgularin bilgi
puani ortalamasi 7.17£2.76 olarak belirlendi. MO
kullanan grubun MO’nun zararlari konusunda bilgi
dizeyi, kullanmayanlara gore anlamli dizeyde
disuktu (p=0.000). Sigara icen olgularin MQO’nun
zararlart  konusunda bilgi puani ortalamasi
6.20+3.21, sigara icmeyen olgularin ise 7.18+2.82
olarak belirlendi. Sigara icen ve icmeyen grubun
MO’nun  zararlart  konusunda  bilgi  puan
ortalamalari agisindan istatiksel olarak fark yoktu
(P=0.084).

Ogrencilerin 106’si (%87.6) MO’nun sagliga
zararli oldugunu ifade etti. Katilimcilarin 31’i
(%25.6) ‘MQ’yu birakmak zordur’ ifadesinin dogru
oldugunu belirtti. Ogrencilerin  64’G  (%52.9)
MO’nun tansiyonu yikseltici etkisi oldugunu, 70’i
(%57.9) MO’nun akcigerleri etkileyen hastaliklara
yol acabilecegini ifade etti. Ogrencilerin MO
kullaniminin zararlarina yonelik ifadelere verdigi
yanitlar Tablo 2’de belirtildi. Katilimcilarin 70’
(%57.9) MO kullaniminin okul, sinema kitlphane
gibi kapal yerlerde yasak oldugunu, 28'i (23.1)
yasak olmadigini ve 23’i (%19.0) ise bu konuda
fikri olmadigini beyan etti. Ayrica 6grencilerin 88'i
(%72.7) hasta olan bireylerin MO kullanmamasi
gerektigini, 16’s1 (%1.2) kullanilabilecegini ve 17’si
(%14.0) bu konuda fikri olmadigini belirtti.

Tartisma

Calismaya katilan 6grencilerin %36.4’Unln
sigara ictigi belirlendi. Ulkemizde de galismamizla
benzer grupta yapilan, diger calismalarda sigara
iciciliginin % 12.9-48.0 oranlarinda oldugu
belirtilmi§tir.4‘6 Bu oran erkek lise 6grencilerinde
yapilan calismalarda; Rusya’da %31, Finlandiya’da
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%23, Birlesik Amerika’da ise %31.2-%38.2 oldugu
ifade edilmi§tir.7’8 Calismamizda sigara kullanim
oranlari Ulkemizde ve cesitli Ulkelerde yapilan
calismalarla benzerlik gostermektedir.

Literatirde  6grenciler Uzerinde yapilan
calismalarda aile de sigara icimi ile cocuklarin icme
davranislari arasinda anlamli iliski oldugu ortaya

16,17
konmustur.

Calismamizda 6grencilerin sigara
icme davranisi ile anne ve babalarin sigara icmeleri

arasinda anlaml fark saptanmadi.

Calismamizda  Ogrencilerin =~ %8.3'4 MO
kullanmaktaydi. Kahramanmaras’ta toplum tabanli
yapilan bir c¢alismada erkeklerin  %25.1’inin,
kadinlarin  ise  %1.4’UGnin MO  kullandigi
beIirIenmi§tir.9 Bir baska calismada ise MO
kullanim  orani  memurlarda  %5.6  olarak
belirtilmi§tir.18 Birlesik Amerika’da’®  erkek
adolesanlarin %13’lGnin, Kongo Cumhuriyeti'ndezo
ise  %18’'inin  dumansiz  titin kullandigl
belirlenmistir. Gerek Ulkemizde gerekse cesitli
Ulkelerde dumansiz thtln kullaniminin
azimsanamayacak siklikta oldugu ortadadir. Saghk
Bakanhginin dumansiz tiitlin kullanimi igin riskli yas
grubunda olan o6grencileri bu kota ahskanhk
konusunda bilinglendirmesi ve koruyucu saghk

politikalari gelistirmesi gerekmektedir.

Calismamizda 6grencilerin MO kullanimina en
sik sigarayl birakma amaciyla basladigi ve diger bir
onemli baslama nedeninin ise merak oldugu
belirlendi. Literatiirde sigara kullanmaya baslama
nedenlerini arastiran c¢alismalarda merak en sik
baslama nedeni olarak belirlenmistir. 1621

Calismamizda MO kullanicilarinin, MO’yu bir
sigara birakma yontemi olarak gordukleri bunun ise
MO’nun zararlarina yénelik bilgi diizeylerinin distk
olmasindan kaynaklandigini diislinmekteyiz.

Calismamizda MO kullanan 6grencilerin yarisi
MO birakma deneyimi oldugunu ve yarisi gelecekte
MO’yu birakmak istedigini ifade etti. Severson ve
arkadaslarinin  calismasinda dumansiz  tiitlin
kullanicilarinin %64’ dumansiz titind birakmak
istedigini ifade etmi§tir.22 Benzer grupta yapilan
calismalarda sigara kullanan olgularin %67- %77.7
oranlarinda sigara birakma isteginde oldugu ifade

23,24

edilmistir. Calismalarda ortaya konan oranlara

Keten HS. and et al.

bakildiginda dumansiz  tatin  kullanicilarinin
dumansiz  tltlin  birakma  niyetleri, sigara
kullanicilarinin sigara birakma niyetlerinden daha
duslktir. Bu durum calismamizin bir baska bulgusu
olan; 6grencilerin MQO’yu sigaradan daha az zararh
goriilmesinden kaynaklanmakta olabilir. Ayrica MO
birakma istegi 0Ogrencilerde azimsanmayacak
oranda olup bu bireylere yénelik sosyal ve medikal
destek mekanizmalarinin gelistirilmesinin gerekli ve
onemli oldugunu distndirmustar.

MO kullanan katilimcilarin MO’nun  zararlari
konusunda bilgi diizeyi, MO kullanmayanlara gore
anlamli seviyede diisiiktii. Ogrencilerim MO’nun
zararlari konusunda bilgi dlizeyi disik olmakla
beraber, MO kullanicilarinin bilgi seviyesinin ¢ok
duslk olmasi dikkat ¢ekicidir. Bunun sonucu olarak
MO kullanicilari MO’nun saglik agisindan tasidigl
riskleri bilmemekte ve MO kullanim ahliskanhgini
devam ettirmektedir. Ayrica Ogrencilerin bu
konuda ki bilgi dizeyinin diisik olmasi onlari MO
kullanimina itmektedir. Keten ve arkadaslarinin
calismasinda “sigara ve zararlarina yonelik verilen
bir egitimde” katilimcilara egitim 6ncesi ve egitim
sonrasl anket uygulanmis; katilimcilarin sigaranin
zararlari konusunda bilgi diizeyinin egitim sonrasi
anlamh seviyede arttig belirlenmistir.18 Tatln
Urlinlerinin zararlarina yonelik verilen egitimlerin
bireylerin bilgi dlzeylerini arttirdigi dusinilecek
olursa ozellikle devlet gozetiminde olan yurt gibi
yerlerde Ogrencilere etkin egitimlerin verilmesi
gerekmektedir.

Calismamizda 6grencilerin  87.6’st  MO’nun
saghga zararl oldugunu ifade etti. Ayrica 6grenciler
tarafindan ‘MOQ’yu otunu birakmanin kolay oldugu’
yaygin bir kani olarak goriilmekteydi. Ozellikle
ogrenciler MO’nun ‘tansiyonu vyukseltici etkisi
oldugunu’, ‘kalp hastaligi etkeni olabilecegini’ ve
‘akcigerleri etkileyen hastaliklara yol agabilecegini’
diisuk oranlarda bilmekteydi. MO Uzerine yapilan
calismalarda MO kullaniminin  kardiovaskiler
sistem Uzerine olumsuz etkilerizs, sistolik ve
diastolik kan basinci degerlerini arttirici 6zeIIi§i26,
akcigerlerde  sistemik  bozukluklara neden
olabilecegi bildirilmig‘tir.27 MO’nun  yapiminda
kullanilan tatinin nikotin igerigi, sigara yapiminda
kullanilan titinden daha fazla olup bu durum
MO’nun  bagimhlk vyapici etkisinin daha fazla
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olmasina ve birakmanin zor olmasina sebep
olmaktadir.”® Ogrencilerin  MO’nun  zararlarini
gosteren bilimsel calismalar ile bilgilendirilmesi
koruyucu saghk politikalari agisindan énemlidir.

Katihmcilarin MO kullaniminin okul, sinema ve
kitiphane gibi kapali yerlerde yasak oldugunu
bilme  durumunun dusik oranda olmasi,
O0grencilerin tltlin drdnlerinin kullaniminin yasak
oldugu yerleri dizenleyen kanunun sadece sigara
ile ilgili olarak algiladiklarini géstermektedir. Tltilin
Uriinlerinin  Zararlarinin Onlenmesi ve Kontrolii
Hakkinda Kanun’un getirdigi yasaklarda sigara
disinda ki tiitin tirlerinin de (dumansiz titiin) yer
aldigi basin yayin yolu ile halka duyurulmalldlr.29

Bu c¢alhsmanin kisithhklar; sadece erkek
cinsiyette olan bireyleri icermesi. Ayrica kesitsel
tarzda olan bu c¢alismanin 6rneklem sayisinin az
olmasi 6nemli kisitliigimizdir.

Sonug

Tatun drdnlerinin kullanimi énemli bir halk
saghgl sorunu olmaya devam etmektedir. Ozellikle
cocuk yas grubunda kullaniimaya baslanmasi,
kullanan  kisinin ~ saghg icin  baylk risk
olusturmaktadir. Calismanin yapildigi yurtta kalan
erkek oOgrencilerin sigara ve MO’yu sik olarak
kullandigi saptandi. MO’nun saglga zararlarinin
ogrenciler tarafindan iyi bilinmedigi belirlendi. MO
kullanicilarinin, MQO’yu sigaradan daha az zararh
olarak gordlgl, sigara birakmada yontem olarak
benimsedigi belirlendi. MO’nun saghk agisindan
tasidigr risklerin basin yayin yoluyla, kurs ve
konferanslarla duyurulmasi 6nem tasimaktadir.
Calismanin yapildigl grup goz Oonlinde
bulunduruldugunda Saglik Bakanligi ve Milli Egitim
Bakanhgi basta olmak (izere tim politika
olusturucularin  koruyucu 6nlemler gelistirmesi
gerektigi kanisina varildi.

*Bu calisma 13. Ulusal Aile Hekimligi Kongresinde
(23-27 Nisan 2014, Antalya) poster bildiri olarak
sunulmustur.
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Akut Hastalik Yonetiminin Psikososyokiiltiirel ve Varolussal Boyutu

Mustafa Haki Sucakli

Sitgtiimam Universitesi Tip Fakiiltesi Aile Hekimligi Anabilim Dali

OZET

Akut Hastalik Yonetiminin Psikososyokiiltiirel ve Varolugsal Boyutu

Aile hekimleri, her bireye, kisisel, bittincil ve kesintisiz olarak birinci basamak saglik hizmeti vermektedir. Saghk
sisteminin ilk giris noktasinda calisiyor olmasi nedeniyle, bitliin hasta ve hastaliklarin yénetimini yapmak
durumundadir. Aile hekimlerinin, pratiklerinde karsilastiklari hastalarin 6nemli bir bolimi ayrismamis ve
organize olmamis rahatsizliklardir. Aile hekimleri, bu ayrismamis rahatsizliklari, disiplinin kendine 6zgii problem
¢6zme sistematigi icersin de yonetmek durumundadir. Aile hekimliginin, cekirdek yeterliklerinden biri olan
kapsamli yaklasim, bireyin hem akut hem de kronik sorunlarini ayni anda yonetebilmeyi gerektirir. Ancak,
gliniimiizde akut hastaliklarin yonetimi konusunda, hekimlere yol gésterecek yeterli algoritmalar ve kilavuzlar
bulunmamaktadir. Hastaliklarin, akut donemde tespit edilmesi ve gerekli tedavi ve takiplerin yapilmasi, hem
komplikasyon gelismemesi, hem de hastaligin kroniklesmemesi acisindan 6nem tasimaktadir. Akut hastaliklarin,
saglkl bir sekilde yonetimi, kisilerin rahatsizlandiklarinda nasil davranmalari gerektigi konusunda bilingli
hareket etmelerinin saglanmasi ve hekimlerinde bilgi ve beceri eksikliklerinin giderilmesi ile mimkin olabilir.
Hastalar, ne zaman hekime basvurmalari gerektigi konusunda ciddi problem yasamaktadirlar. Hastalik
davranisini; etnik koken, sosyal sinif, yas, cinsiyet, hastaligin dogasi, spiritialite, psikolojik altyapi, kisilik
ozellikleri ve c¢evresel faktorler belirlemektedir. Dolayisiyla, aile hekimleri tedavinin bir pargasi olan hasta
egitimini, bu faktorleri géz 6niine alarak yapmalidir. Varolugsal yaklasim, saglikgilar tarafindan genelde goz ardi
edilmektedir. Halbuki, bireylerin saglik ve hastalik davranislarini sorgulamada, degisimlere uyum saglamada,
sorunlarin (stesinden gelebilme becerisi kazanma, yeniden iyilesme giici ve umudu bulmada, varolussal
yaklasimin olumlu etkisi oldugu bilinmektedir. Birinci basamakta ¢alisan aile hekiminin, hastayi degerlendirirken
sadece biyomedikal degil, ayni zamanda psikososyokiltirel ve spiritliel faktérleri de dikkate almasi
saglanmalidir. Ayrica kronik hastaliklarda oldugu gibi, akut hastaliklar konusunda da prevalans calismalari
yapilmahdir. Bu ¢alismalarin 1siginda, akut hastaliklarin yonetimi konusunda gerekli olan algoritma ve kilavuzlar
olusturulmalidir.

Anahtar Kelimeler: Aile Hekimligi, Akut hastalik, Varolugsal yaklasim

ABSTRACT

Psycho-sociocultural and Existential Aspects of Management of Acute Diseases

Family physicians offer personal, holistic and continuous first line health care to individuals. Since they provide
first line health care, they have to manage all kinds of diseases. A large proportion of the patients encountered
by family physicians have conditions which have not been discriminated or classified. Family physicians have to
deal with these conditions in accordance with the systematicity for problem solving inherently available in the
discipline of family medicine. The holistic approach, one of the core capabilities of family medicine, requires
that both acute and chronic conditions of an individual should be managed simultaneously. However, there are
not sufficient algorithms and guidelines which can provide guidance for management of acute conditions.

It is of importance that diseases should be detected and treated in their acute stages, and that treatment
outcomes should be monitored in order to avoid complications and prevent acute conditions from changing
into chronic diseases. Effective management of acute conditions can be achieved by making people aware of
acting appropriately when they become ill and by compensating the physicians’ deficiencies concerning their
knowledge and approach. Patients have serious difficulty in deciding the time to present to health care centers.
Behavior in cases of illnesses is predicted by ethnic origin, social class, age, gender, the nature of a disease,
spirituality, psychological background, personality traits and environmental factors. Therefore, family
physicians should take account of these variables when offering education to patients. The existential approach
is usually disregarded by health professionals. However, it is
known to have a positive influence on individuals’ questioning

Corresponding author:

Mustafa Haki Sucakli their health behavior and disease related behavior, adapting to

Siitgtiimam Universitesi Tip Fakiiltesi changes, acquiring skills for coping with difficulties and having

Aile Hle':”:(“éi All)<i Kahramlanmaraﬁ the power and hope for recovery. Family physicians providing

E-mail: hakisucakli@gmail.com . .

Received Date: June 19, 2014 flrst I|n'e health care should pe enabled to ték'e not only

Accepted Date: October 26, 2014 biomedical but also psycho-sociocultural and spiritual factors
117

TURKISH JOURNAL OF FAMILY MEDICINE AND PRIMARY CARE (TJFMPC) = www.tjffmpc.com = VOL.8, NO.4 = DECEMBER 2014



Review

Sucakh MH

into consideration. In addition, as for chronic diseases, studies on the prevalence of acute conditions should
also be conducted. In the light of the results of these studies, algorithms and guidelines necessary for

management of acute conditions should be created.

Key Words: Family Medicine, Acute lliness, Existential approach
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Sana tavsiyem... Hastaligin 6zellikleri ile degil, hastanin kendisi ile ilgilenmendir. Bizim gibi insanin aci
cekmesi ile ugrasanlar, insanlari maskeleri olmadan, kirilgan ve zayifliklariyla birlikte gériirler. Bu nedenle,
kendini diger benzerlerinden istiin gérmemek icin, kalbini yumusak ve duyarh tutmalisin. Bunu yapabilmenin en
iyi yolu, kalbine ayna tutmaktir ve kendi zayifliklarini gérdiikce hastalarina duyarliligin artacaktir.

Girig

Aile Hekimligi disiplininin temel 6zelliklerinden
biri saghk sorunlarini fiziksel, ruhsal, toplumsal,
kiltirel ve varolus (spiritiiel) boyutlan ile ele
almaktir. Diger bir ozelligi ise, hastalarin akut ve
kronik sorunlarini ayni anda y(':'onetmektir.1

Akut hastalik; ya “hizli baslayan” ya da “kisa
sireli ” hastaliklari, bazen de her iki durumu birden
tanimlamak igin kullanilan tibbi terimdir.” Akut
hastaliklar kisa siireli olurlar ve 4 gruba
ayrllabilirler;3

1. Akut min6r hastalik (kendi kendini
sinirlayan)

2. Akut major hastalik (kendi kendini
sinirlayan veya tedavi gerektiren)

3. Mevcut major hastaligin akut alevlenmesi

4. Yeni kronik hastaligin akut olarak ortaya
¢ctkmasi

Ulkemizde, 2013 yilina ait istatistiklere gore,

Olim sebepleri arasinda ilk sirada dolasim sistemi
hastaliklari (%39.8) yer almaktadir. Oliime sebep
olan dolasim sistemi hastaliklarina bakildiginda,
%38.8’inin  akut iskemik kalp hastaliklari ve
%25.2'sinin ise akut serebrovaskiler olaylardan
kaynaklandigi belirlenmistir.4 Toplumun hem
fiziksel, hem de sosyal olarak en yakininda olan aile
hekimlerinin, yerinde yapacaklari midahalelerle,
akut hastalik ya da rahatsizliklardan kaynaklanan
olimler azalacaktir.

Aile hekimliginde akut, kisa sireli, gegici,
kendini sinirlayan hastaliklarin insidansi yiksektir.
Hereke Aile hekimligi c¢alismasinda, klinik
yakinmayla basvuran hastalarin en sik basvuru
nedenleri; %4.1 ile bogaz agrisi, %3.7 ile burun

Sir William Osler

tikanikligl hapsirik ve %2.8 ile oksirik gibi st
solunum vyolu sikayetleri olarak tespit edilmizjtir.5
Diizce ilinde, bir aile saghg merkezinde yapilan
calismada, hastalara konulan tanilarda ilk Ug sirayi;
akut nazofarenjit-nezle 1754 (%30.8), esansiyel
hipertansiyon 816 (%14.3) ve akut dorsalji 322
(%5.7) olusturmustur.® Cukurova Universitesi Tip
Fakiltesi Aile Hekimligi Poliklinigi’'nin, 2003 vyili
hasta kayitlarinin  degerlendirildigi calismada,
hastalara en sik konulan tanilar ise; akut st
solunum vyolu enfeksiyonu, akut dUriner sistem
enfeksiyonu ve hipertansiyon olarak belirlenmi§tir.7
A.B.D."de yillik saglk verilerine bakildiginda, en sik
konulan tani akut (st solunum yolu enfeksiyonlari
olmugtur.8

Aile hekimleri, cinsiyet, yas ve hastalik ayrimi
yapmaksizin  toplumun her bireyine, kisisel,
bitlincil ve kesintisiz olarak birinci basamak saghk
hizmeti sunmaktadirlar. Aile hekimleri, saglik
sisteminin ilk giris noktasinda calisiyor olmasi
nedeniyle, bltlin hasta ve hastaliklarin yonetimini
yapmak durumundadirlar. Aile hekimlerinin,
pratiklerinde karsilastiklari hastalarin 6nemli bir
bolimini ayrismamis ve organize olmamis
rahatsizliklar  olusturmaktadir. Bu ayrismamis
rahatsizliklari, disiplinin kendine 06zgli problem
yonetmek

¢6zme sistematigi icerisinde

durumundadir.

Akut rahatsizlik veya hastallk durumu;
problemle bas etme yetenekleri, sosyo-ekonomik
durum, kiltirel ge¢mis, psikolojik degiskenler,
entelektiiel durum ve spiritlialiteden etkilenen
kompleks bir kavramdir.® Bu nedenle akut hastalik
yonetimi degerlendirilirken, konunun fizyolojik,
duygusal, psikososyal, bilissel, davranissal, spirittel
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yonleriyle ele alinmasi  gerekmektedir. Bu
makalede, akut hastalik yonetiminin,
psikososyokiiltiirel ve varolussal boyutunun, aile
hekimligi  bakis acisi  ile  degerlendirilmesi

amaclandi.
Hastalik Rolii ve Rahatsizlik Davranisi

Akut hastalik ve yonetimini degerlendirmede,
oncelikli olarak hastalik roli ve rahatsizlik davranisi
kavramlarini gbzden gecirmek gerekir. Bu iki
kavrami analiz etmek, hastalarin hekime basvurma
kararint nasil aldiklarini daha iyi anlamamizi
saglayacaktir.

Hastalik roli, kisi hastalandiginda sergiledigi
ya da toplumun ondan bekledigi roldir. Hastalik
rold, kisiye baz ayricaliklar (sosyal
yuktmluliklerden muafiyet ve yapamadiklarindan
sorumlu tutulmama vb.) getirdigi gibi, profesyonel
saghk yardimi arama ve iyilesme siirecinde her
tarld  cabayr sarf etme yuUkumlilGgli de

vermektedir.’

Rahatsizlik davranisi, Mechanic tarafindan,
“Semptomlarin farkli tipte bireyler tarafindan farkli
sekillerde algilanmasi, degerlendirilmesi ve onlara
gore davranilmasi (veya davranilmamasi)” seklinde
tanlmlanm|§t|r.10 Bireyin sergiledigi rahatsizlik
davranisi, hastalik rollini kabul edip etmediginin ve
hekime danisip danismayacaginin belirleyicisidir.
Rahatsizlik davranisinin tek belirleyicisi hastalik
degildir. Hastanin, hastaliktan bagimsiz olarak,
yasama iliskin yasadigl sorunlar da rahatsizhk
davranisinda belirleyicidir ki, Lamberts bunu
“problem davranis” olarak tanimlamaktadir.
Hastanin, hastaliktan bagimsiz olarak, yasama
iliskin yasadigi sorunlara bagli hareketleridir. Yasam
olaylarinin, hekime basvurma davranisi ile iliskisi
oldugu g‘c‘ysterilmi§tir.11

Kisilerin saglik yardimi arama davranisini
etkileyen birgok faktor vardir. Bunlar;

v Ciddi hastalik korkusu

v" Saghk kurumlarinin durumu

v" Saglk inancglarn (sosyokiiltiirel ve
spirittel altyapi)

v’ Aile

v' Semptomun niteligi

v" Damgalanma korkusu

Sucakh MH

v’ Hastane vya da bakimevine
yatiriima korkusu
v’ Gegmis deneyimler, olarak
siralanabilir.*?
Yardima gereksinimi oldugunu dislinen

kisi, ©ncelikle kendini iyilestirme icin eskiden
kullandigi yontemleri dener. Kendini iyilestirme
cabalari basarisiz kalirsa, icinde yasadigi kaltlrin,
care arama davranisina basvurur. Geleneksel,
folklorik iyilestirme yontemleri, spiritiel iyilestirme
yontemleri ve bilimsel tip toplumun kiltirine bagh
olarak siralamada 6nceligi alr.®

Care arama siireci bircok etkenle iliskilidir.
Bireyin yasi, cinsiyeti, egitimi, sosyoekonomik
durumu, saghk glvencesi gibi demografik
etkenlerle belirtilerin gelisme hizi ve siddeti gibi
hastaliga 6zgli durumlar, ¢are arama sirecini
etkiler. Ayrica, bireyin belirtiyi algilama siddeti,
sorunun bireyin sosyal etkinliklerini etkileme tarzi,
olusturdugu stres gibi ruhsal durumlar ve bireyin
icinde vyasadigl kultirel yapilanma, toplumun
farkindalik dizeyi, sosyal destek, hekimin bu
sorunu ¢6zebilecegine dair inang tasima gibi sosyal
etkenler de hekime basvuru diizeyine
yan5|maktad|r.14

RAND  (Research ANd Development)
grubunun  vyayinladigi  ¢alisma,  uzmanlarca
gelistirilen 439 kalite indikatoriine gore yapilan
analizde, hastalarin ancak %54,9’unun Onerilen
saglk hizmetini aldigini ortaya koymugtur.15 Bu
saglik hizmetleri, koruyucu, akut ve kronik bakim
sureclerinin hepsini icermektedir. Diger bir calisma
ise, katilimcilarin %86.3’Unlin sadece hekimlerin
Onerilerini uygulamadiklari, ev ilaglari ve alternatif
tedavileri de denediklerini ortaya koymustur.12
Cogu rahatsizlik, bir profesyonele gitmeden
¢O6ziimlenmeye gaI|§|Imaktad|r.16 Bu sonuglar, biz
hekimlerin toplumdaki semptom ve hastalik
yikinin onemli  bir kismini  gérmedigimizi,
gordiklerimizin kontroliinde ise problem
yasadigimizi gostermektedir.

Ciddi Semptomlarin, Oldugundan Daha Az
Bildirilmesi ve Hafif Semptomlar igin Bagvuru

Rahatsizlik davranisindaki c¢esitlilik, aile
hekimlerini ilgilendiren bu iki duruma vyol
agmaktadlr.9 Glaskow, vyaptigl calismada ciddi
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semptomu olan hastalarin  %26’sinin  hekime
basvurmadigini, hastalarin  %11’'inin ise hafif
semptomu oldugu halde hekime basvurdugunu
tespit etmi§tir.17 Hastalar, ne zaman hekime
basvurmalari gerektigi konusunda ciddi problem
yasamaktadirlar. Dolayisiyla, aile hekimleri hasta
egitiminde bu konuya 6ncelik vermelidir.

Akut hastalikta Bilissel ve Emosyonel Boyut:

Saglkta, degisme ve bozulmalar, kisinin
inanglari, beklentileri, problem ile bas etme
yetileri, sosyal destekleri ve semptomlari
tarafindan etkilenir. Akut hastalik déneminde Kkisi,
ice donuk, sessiz ve huzursuz olur. Ayrica, sosyal
izolasyon nedeni ile emosyonel reaksiyonlar
gelisebilir. Bitin bu degisiklikler, stres dizeyi,
anksiyete, 6fke ve sikayetlerinin artmasina neden
olur.”® Bu nedenle, akut hastaligi olan kisilere
yaklasimda, bilissel ve emosyonel faktérlerin de
dikkate alinmasi gerekmektedir.

Akut Hastalikta Davranigsal Boyut

insanlar, yetistikleri toplumsal deger, yargi
ve tutumlarina gore “nasil hasta olunacagin’” ve
“hasta rolin{” 6grenir. Ailenin, toplumun ve saghk
sisteminin hastalik durumunu yorumlama bigimi,
hasta tarafindan algilanmasini ve ifade edilmesini
etkiler.” Akut rahatsizliga ve bunun yansimasi olan
belirtiye atfettigi anlam ve ©nem, bireye bir
hastalik  6ykisi yazdmr.zo Hastayi klinisyene
getiren sorunu c¢evreleyen bu 6yki, ayni zamanda,
onun beden ya da ruh saghgina iliskin olarak
yasadigi, farkl bir durumu anlamlandirma ve bu
anlam cergevesinde gare arama davranisinin da
oyklsudar.  Rahatsizhigi  fark  eden  birey,
profesyonel yardim isteme siirecine kadar birgok
ara asama gegcirir. Bu normal disi silire¢ lzerinde
kontrol kazanabilmek, yeniden eski duruma
dénmek icin oncelikle nedensel bir aciklama
gelistirir. Gelistirdigi nedensel agiklamaya gore,
yakinmalari icin care aramaya girisir,
cevresindekilere danisir, alternatif  tedavi
deneyebilir ve sonunda bir profesyonele (hekime)
ba§vurur.21

Akut Hastalikta Psikososyal Boyut

Sucakh MH

Hastalarin  %37’sinin psikososyal destek
istedikleri, fakat sadece %10’unun psikososyal
destek aldiklar saptanmlstlr.22 Hekimlerin,
%45’inin  hastalarin  psikososyal problemlerini
atladiklan beIirIenmi§tir.23 Bireyin sosyal destek
aginin tanimlanmasi (hastanin ailesi, arkadaslari
veya toplum olabilir), hastanin tim hastahk
deneyimini anlayabilmek icin vital bir bulgu gibidir.
Ote yandan, hastalik rolii kisinin aile ve yakin
cevresindeki kisiler lizerinde de olumsuz etkiler
meydana getirebilmektedir (Uzlntl, keder vb).
Hasta ve ailesinin; etnik, din, kiltlrel ge¢misinin
hastalik ile ilgili inang, tutum ve davranislarini, bas
etme mekanizmalarini etkiledigi bilinmektedir.**

Akut Hastalikta Varolugsal (Spiritiiel) Boyut

insan, fiziksel, duygusal, sosyal, kiiltiirel,
spiritliel ve entelektliel boyutta gereksinimleri olan
bir bitiindir. insanin saglikl olabilmesi igin, bu
gereksinimlerinin karsilanmasi gerekir. Spirittalite,
Latince “spiritus”tan gelmektedir; nefes almak,
canl olmak anlamindadir. Daha genis tanimiyla,
hayati  hissetmektir.  Spiritiialitenin  boyutlar
literatlrde; din, kaygl duyma, umut ve ait olma
hisleri olarak tanimlanmistir. Spiritiel bakim ise,
hastanin dini uygulamalari, kisisel inanglari ve
degerlerini destekleyen tim bakimlari
i(;ermektedir.25 Spiritliel degerler ve inanglar, bir
varlik ya da glice inancin ¢ok 6tesinde bir olgudur
ve saglik, hastalik, olim, giinah, 6lim sonrasi
yasam ve baskalarina  karsi  sorumluluk
konularindaki inanglari igerir.18 Spiritiiel boyut,
yasamin, saghgin, hastaligin, acinin, agrinin ve
Olimin  anlaminin  bulunmasinda  bireylere
yardimcl olur.”® Spirittalite, bireyin kendisi ve diger
insanlarla iligkilerini, evrendeki yerini, yasamin
anlamini anlama ve kabul etme g¢abasidir. Ayni
zamanda, yasam boyu kazanilan bilgilerin bir
sonucudur ve yasamin amacini olusturan, bireye
anlamh gelen unsurlari i<;erir.27 Spirittalite, yasam
bicimini, bireylerin tutumlarini, saglk ve hastalik
hakkindaki duygularini etkileyerek davranislarina
rehberlik eder.”®

Spiritiel sikinti ise, glic ve Umit veren,
yasamin anlamini saglayan degerler sisteminde
bozulmayi belirtir. Spiritiel distres yasayan
hastalara yaklasimdaki amag, inan¢ ve degerlerle
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saglik bakimi arasindaki ¢atismayi azaltmak ya da
ortadan kaldirmaktir.”’

Spiritiel yaklasim, saglikgilar tarafindan
genelde goéz ardi edilmektedir. Bunun nedenleri
olarak; éneminin bilinmemesi, beceri eksikligi, din
ile spiritiielitenin karistiriimasi, beklentisizlik ve
bilim disi bir yaklasim olarak goérilmesi sayllabilir.30

Yapilan bir ¢alismada, slrekli din
kurumlarina (kiliseye) devam eden kisilerde stresle
bas etmede, hastaligin iyilesmesinde, depresyonun
giderilmesinde, madde bagimliiginin 6nlenmesi ve
birakilmasinda, kalp hastaliklarinda ve yiiksek
tansiyonu o6nlemede, agri gidermede, engelleri
diizeltmede ve mortalitede %25 azalma oldugu
tespit edilmi§tir.31 Ayrica, bireylerin saglik ve
hastalik davranislarini sorgulamada, degisimlere
uyum saglamada, sorunlarin Ustesinden gelebilme
becerisi kazanma, yeniden iyilesme glicii ve umudu
bulmada spiritliel yaklasimin olumlu etkisi oldugu
bilinmektedir.>> Bu nedenle  tim saghk
¢alisanlarinin, hastaya butincil (holistik) bir
yaklasimla bakim vererek, kisinin spirittiel yonini
harekete gecirerek hastaligi kabullenmesi ve
hastalikla gerektigi gibi micadele etmesinin
saglanmasi gerekmektedir.

Ozellikle, akut hastalik deneyimleyen bir
kisi “neden simdi?”, “neden bu simdi bana
oluyor?”, “bunu hak edecek ne yaptim?” gibi
sorulari siklikla sormaktadir. Bu sorular, spiritiel
sikintinin ifadesidir. Spiritiel sikinti, kizginhkla,
ofkeyle, Gzuntuyle, korkuyla ifade edilebilir.®* Bu
nedenle saglkgilar, spiritiel gereksinimlerin
ifadesinde  kullanilan ipuglarini  tanimah  ve
degerlendirebilmelidirler. Bu baglamda dini,
manevi ilgi, inan¢ ve dislinceleri ne olursa olsun,
hasta ve ailesinin spiritliel gereksinimlerine yonelik
bakimin saglanmasi gerekmektedir.

Akut bir semptomu olan hastanin
yonetimi i¢in, hasta ve ailesinin umutsuzluga
kapilmadan, mit ve inangla tedavi ve bakimi
sirdlirmesi, hastanin yasaminin anlamh kilinmasi,
umutlarin canh ve taze tutulabilmesi, bas etme
becerilerinin ve problem ¢d6zme vyeteneklerinin
desteklenmesi gerekir.18 Hastayl dinlemek igin
zaman ayrilmasi ve terapotik iletisim tekniklerinin

kullanilarak; aktif dinleme, giliimsemek,

Sucakh MH

dokunmak, elini sikmak, sorularini yanitlamak,
nezaket gostermek, endise alanlarini kesfetmek
gibi uygulamalar spiritiel bakimi diger temel bakim
alanlarina entegre etme yollari olarak kullanilabilir.

Saglikgilarin  spiritiel bakim ile ilgili
girisimleri su sekilde 6zetlenebilir;

v' Cesitli  spiritiel  inang  ve
uygulamalari  kabul ettiginizi
iletiniz.

v" Onyargisiz bir tutum gelistiriniz.

v' Spiritiiel gereksinimlerin 6nemine
dikkat ve onay gosteriniz.

v' Spiritiel gereksinimlerin
karsilanmasi konusunda
istekliliginizi ifade ediniz.>*

Biitlincll saghk bakiminda hekimin amaci,
sadece bireyin fiziksel iyiligi icin, yardim etmek
degil, ayni zamanda beden, akil ve ruh dengesini
saglamak ve bireylerin saghk bilincini ylkseltmek
icin iclerindeki glici kullanmalarina yardim
etmektir. Bu nedenle, hekimlerin bireylerin
spiritiiel gereksinimlerini degerlendirebilmeleri ve
karsilayabilmeleri icin donanimli olmalari gerekir.

Sonug ve Oneriler

Akut hastaliklarin
psikososyokiiltiirel ve spiritiel model hakkinda,

yonteminde,

deneysel arastirmalar yapilarak ileri kanitlarin elde
edilmesi, kuramsal yapisinin olusturulmasi ve
klinikte kullanilabilecek kanita dayal uygulamalarin
ortaya konmasi 6nerilmektedir.

Hekimlerin; fiziksel olmayan iyilestirme
becerileri arasinda olan aktif dinleme,
kolaylastirma, gliven verme gibi iletisim becerileri
gelistirilmelidir.

Toplumun saglik inanglari ve saghk bakimi
arama davranislari  bilinmeli ve hastalarin
sorunlarla basa ¢ikma yeterliligi saglanmalidir.

Birinci basamakta calisan aile hekiminin,
hastayl degerlendirirken sadece biyomedikal degil,
ayni zamanda psikososyokiltirel ve spiritlel
faktorleride dikkate almasi saglanmalidir.

Ayrica kronik hastaliklarda oldugu gibi,
akut hastaliklar konusunda da prevalans ¢alismalari
yapilmahdir.  Bu c¢alismalarin  1siginda  akut

121

TURKISH JOURNAL OF FAMILY MEDICINE AND PRIMARY CARE (TJFMPC) = www.tjfmpc.com = VOL.8, NO.4 = DECEMBER 2014



Review

hastaliklarin  yonetimi konusunda gerekli olan

algoritma ve kilavuzlar olusturulmalidir.
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OZET

Giris: Diinya Saghk Orgiitii, Euro Health Consumer Index (ECHI), Organisation de Coopération et de
Développement Economiques (OCDE) ve World Markets Research Center (WMRC)" gibi diinyaca taninmis
organizasyonlarin arastirmalarina gore, Belgika saglik sistemi, diinya siralamalarinda kimi zaman ilk sirayi
almis, kimi zaman 5. ya da 6. siralara kadar gerilemis olmasina ragmen en iyi ilk 20. siradaki yerini korumustur.
2013’de yayinlanan, Federaal Kennis Centrumvoor de Gezondheidszorg’'un (KCE) Belgika Saghk Sistemi
Performans Analizi'ne gore halkin %90‘indan fazlasi saglik sisteminden, %95'i ise aile hekimlerinden memnun
olduklarini  sdylemektedir. icerik: Belcika’da halkin %95’nin 6zgiirce sectikleri bir aile hekimi var. Yeni bir
sikayet i¢in, bu oranin % 82’si aile hekimine danisirken, bilinen bir sikayet icin ise %68’i dncelikle aile hekimine
danigsmaktadir. Sikayetlerin %88'i ilk basamakta tedavi edilirken, sadece %12’si ikinci basamaga sevk
edilmektedir. Belgika’da doktorlar belirli sinirlar dahilinde serbest licretlendirme uygulayabildikleri gibi, devletle
sozlesme yaparak her yil belirlenen ulusal 6demeler lzerinden de licret talep edebilmektedirler. Hastalar
hekimlerine hizmet bedelini kendileri 6demekte , bagh olduklari sigortalar (mitieller) ise Gicretin bir kismini
tekrar hastaya iade etmektedir. Ulke genelinde, ortalama bir aile hekimine yaklasik 1000-1200 popiilasyon
diismektedir. Sonug: Bagimsiz tibbi uygulamalar, hastanin 6zgir olarak hekimini segebilmesi, hastalarin hizmet
bedelini kendi O0deyip, tekrar bir kismini sigortasindan almasi, Belgika saglik sisteminin ¢ ana ozelligini
olusturmaktadir. Bu durumda, hizmet sunanlar arasinda rekabet fazla olup, hekimler hastalarina ve
ihtiyaclarina olduk¢a duyarl davranmaktadirlar. Bu da hekim-hasta iliskisinde karsilikli tatmin ve memnuniyeti
getirmistir.

Anahtar kelimeler: Saglik Sistemi, Aile Hekimligi, Aile Hekimi, Belgika

Abstract

Introduction: According to research of well-known organizations such as the World Health Organization
(WHO), Euro Health Consumer Index (ECHI), Organisation de Coopération et de Développement Economiques
(OCDE) and World Markets Research Center (WMRC)lthe health care system in Belgium has been ranked 1st in
some articles, while ranking 5th- 6th sometimes in the world. However, at worst, Belgium healthcare ranks in
the top 20. According to Federaal Kennis Centrumvoor de Gezondheidszorg (KCE)’'s Belgium Health System
Performance Assessment, 90% of people are satisfied with the health system, and 95% of them are satisfied
with the general practitioners (GPs). Method: Literature review Content: 95% of people have GPs, and
in which they are free to choose. 82% of patients go to GPs for a new complaint. 68% of patients go
to GPs for prior known complaints for their initial visit to that particular GP. 80% of complaints are
treated in the primary care setting, and 12% of patients are referred to secondary care. In Belgium,
while physicians are free to charge by an independent tariff within certain limitations, they may also
choose to be paid over the national payment determined annually, by making a contract with the
government. Patients pay the cost of the medical service to their physicians; subsequently, a
certain amount of it is reimbursed to patients by the mutual (fr. Mutuelle) they are affiliated with.
There are on average 1000-1200 patients per physician throughout the country. Conclusion:
Independent health practices, freedom of choice of physicians for patients, out-of-pocket payment
and reimbursement are the three main features of Belgium’s health system. This allows for
competition between the service providers, and competition increases the sensitivity to patients’
needs. This in turn has brought on mutual satisfaction and pleasure in the patient-physician
relationship.
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l. Preface

According to research of well-known organizations
such as the World Health Organization (WHO),
Euro Health Consumer Index (ECHI), Organisation
de  Coopération et de  Développement
Economiques (OCDE), World Markets Research
Center (WMRC)', the health care system in
Belgium has been ranked 1st in some articles,
while ranking 5th- 6th sometimes in the world.
However, at worst, Belgium healthcare ranks in the
top 20. According to KCE*’s Belgium Health System
Performance Assessment, 90% of people are
satisfied with the health system, and 95% of them
are satisfied with the general practitioners (GPs).”
Belgian healthcare system is organized in a liberal
way, consistent with many other issues in Belgium.
95% of peoplehave GPs whom they are
free to choose. 82% of patients go to GPs for a new
complaint. 68% of patients go to GPs for previously
known complaints for their initial visit to that
particular GP. 80% of complaints are treated in the
primary care setting, and 12% of patients are
referred to secondary care. 75% of the people
reported that they go to their GP at least once per
year.?

The purpose of our study is to answer the following
question: how does the established and successful
Belgian health system and general medicine work?

Il. Material and Methods

The data in this study was obtained from the web
sites of organizations and institutes such as the
WHO, OCDE, ECHI, and KCE. Additionally, some
data was obtained from the web sites of Free
University of Brussels (ULB) - Department of
General Medicine, the Catholic University of
Leuven (UCL) Department of General Medicine,
and the University of Liege (ULg) Department of
General Medicine.

The data of School of Public Health (ESP) - Free
University of Brussels was also evaluated. The web
sites of ‘Institute of National Assurance Maladie
Invalidité’” (INAMI), each one of the six mutual
organizations (Christian, socialist, neutral, free,
liberal, CAAMI), and ‘Groupement Belge des
Omnipraticiens’ (GBO) have also been evaluated.
Google Scholar and Science Direct were used as
search engines.

The key words according to MeSH are health care
systems OR general practice, practitioners OR
physicians AND Belgium

1l. Content
1) Evolution of General Medicine in Belgium’

Yilmaz L

From the 19" to mid-20" century, physicians were
thought to be the pioneers of general medicine.
Almost all of the physicians were men, and they
were polyvalent and humanistic. These early
physicians separated their time into clinics, home
visits, delivery rooms, minor surgeries, dentistry,
and pharmacy. They were available at all times.
They were known as scientists-scholars who
managed populations in a large geography, were
very active in social life, and had close relationships
with priests and notaries.

In the late-20"™ to early-21" century faculties and
hospitals were founded; there was a significant
increase in the number of physicians, an explosion
of sub-specialties, and incredible inventions in
medicine and technology. There were also more
migrations and divorces, and thus the
deterioration of the family; there has been a
choice of young physicians to work less, and many
other facts along these lines that have changed the
profile of the paternalist physician-patient
relationship.

The developments seen in the last 40 years are the
beginning of the group work and networking, the
adoption of regulation about the general
practitioner education (6+3 years) that is defined in
European Directives, general medicine
departments which have been established to
control these educations, computerization and the
revolution of the internet, improvement of
information and communication  networks,
accreditation agreements  which evaluate
qualifications (see: additional file), and the
feminization of the physicians, especially in the
realm of general practitioners. In 2013, 75% of the
students attending the Belgium Faculty of
Medicine were female. Today, > 50% of Belgian
GP’s are over 50 years of age, and the majority of
them are male. 74% of physicians’ aged 25-29 are
female. According to a study published by “Le
Journal du Médecin” physician gender affects
practice in family medicine strongly. It has also
been reported that female family physicians spend
more time in physical examinations, ask more
guestions about medical history, develop more
empathy, and prescribe approximately 30% less
prescriptions. Also, female physicians prefer group
works and prefer half day shifts. This last point
changes the number of patients per physician
strongly.

2) Belgian Healthcare System
There have been two different social insurance
concepts in European countries after 1945. These
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include the Bismarck model which is defined as
workers’ solidarity, and the Beveridge model which
depends on taxes. Even though no country
recognizes Bismarck or Beveridge models 100%,
one model is always more dominant in a country.
In this sense, 66% of compulsory social security
insurance of Belgium (ONSS) is financed by workers
and employers (Bismarck), while 33% of ONSS is
financed by the Beveridge model.’

Today, ONSS covers 99% of the population, and is
shared among a few insurance areas such as
unemployment, retirement, child benefit, vacation
with pay, and health insurance. National Health
Insurance (INAMI - Institut National Assurance
Maladie Invalidité) distributes these funds
between mutual (fr. Mutuelle) associations, which
include six insurances that differ in regard to
politics and/or religion. Inspection negotiations
occur between mutual and physician and appoint
nomenclatures. While physicians in Belgium can
charge a fee by independent tariff within certain
limitations, they can also charge a fee by signing a
contract with the government that is defined every
year. In this context, the ratio of physicians that
signed the contract was 83%.

The examination fee charged by family medicine
physicians was 24.50 euros for the year 2013. This
fee can reach up to 50 euros for physicians without
a contract. Patients pay the fee out of pocket and
get compensated from the mutual they are
affiliated with (between 18 and 23 euros,
according to the status of patients). Because the
ratio of compensation is fixed, the deductable paid
by the patient for physicians without a contract is
high. Patients who are not able to pay the whole
fee may pay only the deductable. In this case,
mutuals pay the deductable to physicians instead
of patients.

Admission to hospital, medical examinations, and
medications are paid by mutuals, patients only pay
the deductable. Purpose of deductable is to
prevent wastage in health system as well as to
stimulate sensible use of health care. The salary of
patients who can’t work due to accidents and
pregnancy are paid by mutuals. While these
mutuals are not profit-oriented, profit-oriented
insurance business is rare in Belgium.

Health expenditures of social insurance system
comprise 80% of all health expenditures. Also 78%
of Belgium citizens use a complementary health
insurance. This additional insurance offers wide
advantages such as alternative medicine,
psychological therapies, family planning, non-
mandatory vaccinations, materials like glasses or
prostheses, birth contribution, child care, home
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health care, house cleaning, sports, obesity clinics,
smoking cessation clinics, cultural trips, etc.

3) Work environment
Family physicians that work with independent
status can choose a workplace as a family medicine
unit. Country-wide, an average GP is responsible
for approximately 1000-1200 patients and
physicians can schedule their work hours according
to need of their patients and offer services with
appointments.
There is no obligation or supervision on their work
environment, tasks (vaccination, obstetrics...) and
work hours. Family physicians identify their needs
for equipment, and provide themselves.
70% of physicians work single handedly, while 30%
work in a group atmosphere. The latter group is
categorized into two subgroups as health centers
and health houses. Health houses offer free
treatment to their patients under foundations such
as municipality and include family physicians,
nurses, kinesitherapists and dentists. The health
houses are provided incomes from the insurance of
each patient.3 Health centers are founded by the
union of few family physicians and specialists.
Other departments where family doctors work:
Hospital shifts
Family planning
School Medicine
Birth and child office (“ONE” -
Naissance et de I'Enfance)
Sports medicine
Occupational physician
Alternative medicine
Administrative unit

Office de la

4) Family medicine _and communication
network®

One of the strongest points of family medicine in
Belgium is the developed communication network
that keeps the family physician in a central role,
optimizes coordination, and encourages continuity.
Communication with specialists
Family physicians refer their patients to specialists
with a report, and in return get informed by
specialists and hospitals the regarding the course
of the treatment. Patients may choose to go to a
specialist directly, but patients referred by a family
physician are prioritized.
Specialists are supposed to inform family
physicians via a letter or computer system.
Communication and hospitals
Every patient referred to the emergency service or
to hospital should be reported back to the family
physician.
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During admission, severe changes in the health of
the patient should be notified by phone and
discharge of the patient should be notified via a
report to the patient’s family physician.

The family physician may visit his/her patients in
the hospital, and may participate in an operation at
will. A weekly visit is paid by the mutual whilst in
hospital.

Communication with paramedical departments
Family physicians are always in touch with nurses,
psychologists, pharmacists, physical therapists, and
nursing homes.

5) _Centers on duty
There are centers on duty among family physicians

network to provide continuance and lighten
emergency workload.

Centers on duty cover one or few municipalities
and grant out of work home visits, night and
weekend shifts. This is the route for patients who
want to reach their physicians. During out of work
hours they are directed to centers on duty.
According to the agreement criteria, every family
physician must pay his or her center on duty on a
yearly basis. (For 2013, the price fluctuates
between 120 and 300 euros for physicians
between who stay on call and who doesn’t stay on
call)

For 2013, on duty fares ranged between 55-85
euros for weekday-weekend shifts and day-night
shifts. During these on duty shifts, every 30,000
citizens get one family physician.

Even though on duty work is obligatory for each
family physician, shifts are covered by assistant
physicians or physicians in need of money.

These centers provide service in certain places or
by sending a physician to home service.

6) Home care services

Home care services in France and Belgium are
higher compared to other neighboring countries
(Holland: 5%; Germany: 10%, England: 16%, Italy:
19%, France and Belgium 30%), however these
rates decline every year. There are several reasons
for this decline including the increase in number of
physicians, easier transports, increased number of
on duty centers, and the preference on emergency
services. Also, declines in home care services are
due to the fact that they are 50% more expensive
than the normal fee.

7) Financial supports by INAM®

- Government created a “Global Medicine
File” system to centralize patient
information and to provide
communication between physicians and

Yilmaz L

pay a yearly fee to every family physician
using this system. Mutuals make higher
payments to patients who take part in this
system.

- Every family physician matching the
criteria of agreement and accreditation
gets a vyearly bonus. Also, every
contracted physician who matches this
criterion can ask for higher fees and
patients get better payments from their
mutuals.

- Yearly bonus is paid to physicians who
take part in informatics file system.

- Physicians who attend to local medical
evaluation meetings such as Groupement
Local d’Evaluation Medical (GLEM) (+-8
FD) and dodecagrup (+-12 FD + 2
specialists) get a bonus per attendance, at
a limit of 4 meetings in a one year period.

- On condition that working in a
municipality that is short on family
physicians, each physician is paid an extra
20,000 euros, and this money is not paid
back to INAMI.

- Physicians who employ a secretary get a
yearly bonus.

All in all, the income of family physicians is
provided from 3 different resources. First, a fee is
taken for every patient. Secondly, a bonus is taken
from mutuals per patient seen (DMG). Finally,
yearly bonuses are derived from INAMI.®

8) Family physician education in Belgium®
Family physician education will be 7+2 years until
2018, and then will change to a 6+3years system.
Family medicine is a private sector in Belgium and
education is provided out of hospital.

Students take 12 hours of theory lessons in the
fifth year and are also sent to tutors in private
clinics for 2 weeks. Additionally, they join 3 hours
of family medicine seminars.

In the sixth year, they go for one month of
internship. In seventh year, students who choose
family medicine must go for 12 months of overall
clerkship, and 6 month of this internship must be
in family medicine. Also, 200 hours of family
medicine-specific courses are required.

Residency program lasts 2 years, and one year
during this program must be in a private family
medicine unit. According to preference of resident,
they can go for a rotation in a hospital for 3 or 6
months.

Also, they are obligated to join seminars during the
year for 40 hours. These seminars are carried out
by two tutors and include answers to problems
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students run into, case discussions, and
psychological supports

To be on duty for 120 hours in a year and in the
last year of residency to defend family medicine
thesis before an inter-university jury are among
conditions to be a family physician.

Agreement and accreditation criteria

5 requirement of certificate so called agreement
-To treat at least 1200 patients in a year

-To grant continuity in treatment

-Home visits

-To own a clinic with a team

-To keep patient charts up to date by contacting
other specialists

Accreditation has 13 criteria and includes the
condition to own 20 CP in a year. (1 CP = 2 hours,
2 CP= half day, 3 CP= whole day) Among these, 3
CP requires attendance to “ethics and economy”,
2 CP requires attendance to local doctor
alignment meetings called GLEM (Groupe Local
d’Evaluation Medical)

Iv. Conclusion

The healthcare system in Belgium offers mutual
satisfaction and reassurance to both physicians
and patients because of an extensive and
developed social health insurance, inter-society
organizational cooperation, accessibility and
equality. Also, independent medical application,
freedom of choice for patients, patients’ paying
service fee out of pocket, free and independent
work environment for physicians allow for a highly
functioning environment.
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A case of accidental benzalkonium chloride (10 %) ingestion
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ABSTRACT

A case of accidental benzalkonium chloride (10 %) ingestion

Benzalkonium chloride (BAC) is a cationic surfactant which is widely used for antisepsis and disinfection in
hospitals, at home and public places. Benzalkonium chloride solutions of 10 % or more are toxic to humans. We
report the case of a member of medical staff who accidentally ingested BAC and emphasize the importance of
immediate medical treatment which can both improve outcome and reduce complications. Treatment
modalities vary from supportive treatment to surgery. In our case, the management consisted of gastric lavage,
antibiotics, corticosteroids, total parenteral nutrition and proton-pump inhibitors. As BAC ingestion is rare and
current literature does not give clear instructions of what to do in such a situation, we aimed to give a brief
survey of treatment options in severe exposure to concentrated BAC solution, to assess the fundamental
affects and to give guidelines for managing similar situations.

Key Words: Highly concentrated benzalkonium chloride solution (10 %), Ingestion, Poisoning

Kiilbay H, Cevik SE, Vural Z. A case of accidental benzalkonium chloride (10 %) ingestion. Turkish Journal of Family Medicine and Primary
Care 2014;8(4):129-132. DOI: 10.5455/tjfmpc.165553

their levels of concentration. Aqueous solutions of
Introduction BAC vary from neutral to slightly alkaline and are

I lourless, and -staining. They h
Benzalkonium chloride (BAC) is a cationic generally colouriess, and non-staining. they have a

C L . . bitter taste, aromatic odor, and foam when
surfactant which is widely used in the formulation )
L - " shaken. Concentrated BAC solutions
of disinfectants and bactericidal sanitisers for ] )
. . . (concentration of 10 % or more) are toxic to
healthcare in hospitals, at home and public places. )
. . humans, as they can cause skin and mucosa
Like other quaternary ammonium compounds, BAC o ) )
L. . L . irritation to the skin and mucosa, chemical burns
is widely used as a germicide for the disinfection of ] ) 4
. . . and death if taken internally.” We report the case
medical utensils because the aqueous solution has

.1 . . of a member of medical staff who accidentally

low surface tension™ and also in ophthalmic, nasal ) ) )

. . ingested BAC and emphasize the importance of

and aural pharmaceutical preparations. The safety ) ) ) )
. . immediate medical treatment which can both

factor of BAC allows its usage in household ) o

. . improve outcome and reduce complications. As

products and a wide range of leave-on skin

. . BAC ingestion is rare and current literature does
sanitisers and baby wipes. Although BAC has been ) & ) ) )
. . . . . not give clear instructions of what to do in such a
in clinical use since 1935 its toxicity is not well

. . situation, we aimed to give a brief survey of
established.” The toxic effects depend on dose and . & y
the route of admission and poisoning can be fatal > treatment in severe exposure to concentrated BAC

. . solution, to assess the fundamental affects and to
Depending on the purposes, different

ive guidelines for managing similar situations.
concentrations that vary from 1:750 to further glve g ging

dilutions of BAC solutions may be used. Solutions Case report

may be bacteriostatic or bactericidal according to
A 28 year-old woman, a member of staff in a family
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the way to the hospital, the Poison Control Center
was called. Her feelings of restlessness,
apprehension and worry were appreciable half an
hour later after exposure. After an hour, signs of
gastrointestinal irritation such as nausea, vomiting
appeared. Because of the soapy characteristic of
BAC solution, her vomit was foaming. She arrived
at the hospital two hours after the ingestion. On
admission, she was conscious, cooperated and
orientated. Her vital signs were as follows; blood
pressure 130 / 80 mmHg, pulse rate 115
beats/min, respiratory rate 26 breaths/min,
temperature 36.7 0C, and oxygen saturation 98 %.
She was slightly dyspneic. Her Glasgow Coma Scale
(GCS) was 15 (E4V5M6). Her oral intake was
stopped. A peripheral intravenous line was
inserted and rehydration with 0.9 % sodium
chloride intravenous infusion was started. Oxygen
was also applied via a nasal cannula. Her
laryngoscopic exam revealed hyperemia in the
oropharynx, rubor and slight edema in the larynx. 8
mg of deksamethasone sodium phosphate was
administered intravenously to relieve the edema in
the oropharynx and larynx. Her dyspnea improved
a few minutes after the injection. The
electrocardiogram and chest X-ray were normal
and analysis of arterial blood gases showed a
normal acid-base balance. Her blood tests were
within normal ranges except the aPTT value (27
seconds) and prothrombin time (13.3 seconds).
Emergency endoscopy was performed at the
fourth hour of ingestion.
Esophagogastroduodenoscopy revealed multiple
superficial (Grade 1) lesions on the esophagus,
cardia, fundus, corpus and antrum of the stomach.
The antrum was also slightly edematous. The
lesions were considered as caustic injuries
consistent with BAC solution ingestion. Endoscopic
evaluation of the pylor and duodenum were not
possible due to patient intolerance. Following the
procedure, gastric lavage was performed. Further
treatment consisted of parenteral nutrition,
proton-pump inhibitor (intravenous pantoprazole
80 mg/day) and prophylactic antibiotic therapy
(intravenous ampicillin and sulbactam, 2 gram
every 12 hours for 5 days).

During the hospitalization period, the
patient’s vital signs were considered to be stable

Kilbay H and et al.

and physical examination was normal. The patient
was discharged after two hours of monitorization.
She was recommended to start oral intake with
liguids and to change over to a normal diet
gradually. She was advised to continue
pantoprazole for a month. A follow-up visit was
scheduled for a week after discharge. Dysphagia
had disappeared and physical examination
remained normal, Oral pantoprazole therapy was
continued for a month. Endoscopic control
performed 3 months after ingestion showed
complete healing of the lesions and showed no
pathologic findings.

Discussion

BAC is a cationic detergent with a very slow
turnover. Due to widespread usage of BAC
solutions, accidental ingestion that cause
important side effects may occur. The toxicity, is
time and dose dependent.5 Aqueous solutions of
BAC vary from neutral to slightly alkaline. As the
characteristic of alkaline substances, they adhere
to the mucous membrane, lead to increasing
damage by prolonged contact with the mucosa.
Thus, the concentration of BAC solutions is
important in clinical use. Although BAC is effective
at exceptionally low concentrations ’ medical staff
may fear using diluted BAC solutions due to the
following reasons: as with antibiotics, the usage at
sub-inhibitory concentrations of biocides to be
used at recommended dilutions and contact time
to ensure effective disinfection can potentially
result in resistant organisms. Moreover, studies
show that when wused in sub-inhibitory
concentrations, BAC solutions may result in
increased resistance in Pseudomonas aeruginosa.6
However, according to toxicology studies, solutions
of 10 % or more are toxic to humans, cause skin
and mucosa irritation, chemical burns and death if
taken internally.4 Warning signs of BAC solution
toxicity include nausea, vomiting, restlessness,
apprehension, dyspagia and dyspnea. Other toxic
effects associated with oral doses include central
nervous system depression, muscular weakness,
corrosive injuries to the gastro-intestinal tract,
kidney damage and death. Prognosis depends on
the dose ingested and how quickly treatment is
received. Early medical attention results in better
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prognosis and the outcome depend on the extent
of this damage. Damage continues to occur at the
esophagus and stomach for several weeks after the
solution was ingested.

Treatment schemes for caustic injuries
with various concentrations of BAC solutions
depend on the patient’s general medical condition,
local irritation and severity of lesions and
complications in the gastrointestinal tract. The
spectrum of treatment changes from supportive
therapy to immediate emergency interventions
and medications, managing complications or
surgery.

Endoscopy is essential for the initial
evaluation of location and severity of the
gastrointestinal tract injuries in ingestion of the
caustic substances like BAC solutions. Optimal
timing for emergency endoscopy is recommended
within 12 hours and no later than 24 hours after
caustic ingestion.7 Immediate  endoscopic
evaluation may miss the extent or depth of the
lesions in the gastrointestinal tract. Injury with
caustics proceeds to ulceration through
inflammation, vascular thrombosis and fibrin crust
within the first week after ingestion. In the healing
process, granulation tissue formation with collagen
deposition appears between weeks 2-3. This new
tissue is weaker than normal tissue. Thus, there is
an increased risk of perforation during endoscopic
evaluation and predisposition to spontaneous
esophageal rupture in endoscopies performed
later than 24 hours and within the next few weeks
after ingestion. Therefore, as a convenient timing,
our patient underwent endoscopy after the fourth
hour of the ingestion and an
esophagogastroduodenoscopy was scheduled for
three months after the incident for safe
endoscopic control.

Corrosive esophageal injuries can result in
stenosis.® BAC can act as a topical neurotoxin
resulting in distal esophageal aganglionosis
characterized by distal narrowing, proximal
dilatation causing decreased food intake.” The role
of steroids in the treatment of corrosive injuries
caused by BAC ingestion has not been well
established yet. However, evidence supports that

Kilbay H and et al.

steroids decrease stricture formation in grade 2
injuries in humans.'® Our patient had dyspagia and
was slightly dyspneic due to irritation and sub
mucosal edema in the oropharynx and larynx.
Intravenous administration of dexamethasone
sodium relieved these symptoms in our patient.
Allergic reactions may also appear with ingestion
of caustic agents. It is not clear whether the
symptoms in BAC poisoning are related to irritation
and the chemical effects of the solution or to an
allergic hypersensitivity reaction. Prophylactic
antibiotics were administered regarding the risk of
infection linked to caustic injuries and steroid use.
Oral treatment with a proton-pump inhibitor was
started for symptomatic and curative relief for
injured mucous membranes and was continued for
a month. In conclusion, difficulties in managing
emergencies with caustics are encountered in
clinical practice. Medical staff should be educated
in regard to safe storage of caustic agents. The
ingestion of caustics like BAC solutions may induce
a wide range of injuries in the gastrointestinal
tract, which can be mild or fatal. Our aim in
reporting this case of severe exposure to
concentrated BAC solution was to improve the
management of similar situations.
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Ispanya'da Bir Onkonferans Degisim Programi Deneyimi

Candan Kendir Copurlar, Yasemin Kili¢ Oztiirk

Dokuz Eyliil Universitesi Tip Fakiiltesi Aile Hekimligi Anabilim Dali
Tepecik Egitim ve Arastirma Hastanesi Aile Hekimligi Klinigi

OZET

ispanya'da Bir Onkonferans Degisim Programi Deneyimi

Vasco da Gama Movement 2004 yilinda Amsterdam'da baslatilmistir. Aile hekimligi uzmanlk 6grencilerini ve
aile hekimi uzmanhginin ilk bes yilindaki uzman hekimleri desteklemeyi amaglamaktadir. Vasco da Gama
Movement hareketinin programlarindan birisi Konferans oncesi degisim programidir. Ev sahibi tlkede saglik
merkezi ziyaretini ve programin son iki giiniinde de konferans katilimini icermektedir. Bu yazida 17-21 Mart
2014 tarihleri arasinda Madrid- ispanya'da katildigimiz Minihipokrat degisim programi gézlemlerimizi aktarmayi
amacladik.

Anahtar Kelimeler: Vasco da Gama Movement, Minihipokrat degisim

ABSTRACT

A Preconference Exchange Experience in Spain

Vasco da Gama Movement was started in Amsterdam in 2004. It aims to support residents in family medicine
or family physicians in fifth year. One of the programmes is Minihippokrates exchange. It aims that visit of a
health center and involvement of a conference after this programme. In this article, we aimed to write

observations in minihippokrates exchange programme in Madrid/ Spain in March 17-21, 2014.
Key Words: Vasco da Gama Movement, Minihippokrates exchange
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Vasco da Gama Hareketi (VdGM), 2004
yilinda Amsterdam’da diizenlenen WONCA Avrupa
kongresinde  baslatilmistir.  Amaci,  asistanlik
déneminde ya da uzmanligin ilk bes yilindaki Aile
Hekimleri'ni  desteklemek olan bu olusum
cercevesinde bircok etkinlik planlanmistir(1-4).
Bunlardan birisi de “Minihipokrat Degisim
Programi”dir. Minihipokrat Degisim Programi; Aile
Hekimligi uzmanlig ogrencilerinin veya
uzmanhginin ilk bes yilindaki aile hekimlerinin
katihmiyla gerceklestirilen bir konferansi ve bu
konferansin dncesinde bir veya iki glinliik bir saghk
merkezi ziyaretini kapsamaktadir. ispanyol Aile
Hekimleri Derneginin (semFYC) bir kolu olan
Madrid Aile Hekimligi ve Halk Saghg Cemiyeti
(SoMaMFyC)'nin dizenledigi program, 17-21 Mart
2014 tarihleri arasinda VdGM binyesinde
ispanya/Madrid'de, 9 farkli iilkeden 21 Geng Aile
Hekimi ve Aile Hekimligi Uzmanlik Ogrencisinin
katihmiyla gergeklestirildi.
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Bu yazida, Minihipokrat Degisim Programi
ile ispanya Aile Hekimligi sistemine dair
gozlemlerimizi aktarmayl amagladik.

Madrid Aile Hekimligi ve Halk Saglgi
Cemiyeti (SoMaMFyC)'nin  diizenledigi bu
organizasyonun bilimsel programi; dort glin sireyle
08.00-15.00 saatleri arasinda kirsal veya kentsel
alanda birinci basamak Aile Hekimligi
uygulamalarini gézlemleme, bir giin 6gleden sonra
birkag saat sireyle, sehrin en  buyuk
hastanelerinden biri olan La Paz Hastanesi Acil
Servisi'nde gézlem yapma ve bir giin siiren (08.00-
18.00 saatleri arasinda) Rey Juan Carlos
Universitesi'nde gerceklestirilen "Kriz zamaninda
Tip" (Medicina en Tiempo Crisis) konulu konferansa
katilimi igermekteydi.

Uzmanlik Egitimi ve Genel Bilgiler

Kentsel alanda, Aile Hekimligi
uygulamalarini gézlemleme programi kapsaminda
dort glin streyle “Jaime Vera Saglk Merkezi'nde”
Uzm. Dr. Carlos Ribot Catala ve ayni zamanda
kendisine ev sahipligi de yapan giler yizli ve
misafirperver Aile Hekimligi asistani Dr. Agora
Magda Lena Delgado esliginde, elde edilen bilgiler
dogrultusunda kentsel alandaki birinci basamak
saghk uygulamalari Uzm. Dr. Yasemin Kili¢ Oztiirk
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tarafindan gozlemlendi. Kirsal alanda Aile Hekimligi
uygulamalari gézlemleme programi kapsaminda, ilk
dort gin boyunca "Consultorio Local/ Velilla de San
Antonio" saglik merkezi Asist. Dr. Candan Kendir
Copurlar tarafindan, Uzm. Dr. Maria Jesus Grifo
Penuelas ve birlikte calistigi asistani Dr. Enrique
Noe Navarro lJimenez esliginde gozlemlenerek
bilgiler elde edildi.

ispanya'da, aile hekimligi uzmanhk egitimi
dort yildir. Bu slreg, rotasyonlari, acil servis
noébetlerini ve saglik merkezi'nde aile hekimligi
egitimini kapsamaktadir. Egitimin ilk Gg yil agirhkli
olarak dahiliye, kadin dogum ve pediatri
rotasyonlarindan olusmaktadir. Bunun disinda,
diger bolimlerde diizenlenebilen siirelerde, ayrica
ambulansta ve yogun bakim servisinde de birer ay
egitimleri bulunmaktadir. Dort yillik egitim streleri
boyunca, asistanlara zorunlu olarak her ay bagl
olduklari hastanenin acil servisinde bes veya alti
nobet planlanmaktadir. Bu nobetler icin, maas
harici Gcretlendirme yapilmaktadir. Egitimlerinin ilk
yihinda bir ay, ikinci ve Uglnci yillarinda ikiser ay,
son yilin ise tamaminda danismanlarinin bulundugu
saglk  merkezinde aile hekimligi  egitimi
uygulanmaktadir. Uzmanlik egitiminin
baslangicinda, asistanlara dort yil boyunca uymalari
gereken bir rotasyon cizelgesi planlanirken,
calisacaklari saglik merkezi ve uzmani segme hakki
verilmektedir. Ayni zamanda aile hekimligi
egitimini de burada tamamlama imkani
saglanmaktadir. Aile hekimligi egitimini verebilmek
icin, uzmanlarin istekli ve deneyimli olmalari yeterli
gorilmekte, 6zel bir dosya sunumu veya sinav
basvurusu gerekmemektedir. Egitim sliresince,
asistanlarin her yil en az bir bilimsel calismaya
katilimi, uzmanlik tezi hazirlamasi ve sozli bitirme
sinavinda  basarii  olmalari  beklenmektedir.
Hekimler, uzmanhk egitimini tamamladiklarinda
zorunlu  hizmet bulunmadigindan, istedikleri
hastaneye ozgecmisleriyle is basvurusu
yapabilmektedirler.  Ancak, 06zellikle kentsel
alanlardaki saglik merkezlerindeki aile hekimleri,
yerlerinden ayrilmadiklari icin saglik merkezlerinde
is bulma olasiligl ¢ok dislik olup, yeni uzmanlar
genelde hastanelerin acil servislerinde ¢alismakta,
bazen de issizlik ile ylz ylize kalmaktadirlar.
Ulkede, uzmanlik yapmadan birinci basamakta
calismak mimkiin degildir. Aile hekimligi uzmanhgi
egitimini tamamlamis bireyler, isterlerse pediatri
alaninda da yiksek lisans yaparak saghk
merkezlerinde pediatrist olarak calisabilmektedir.
Her bir aile hekimine kayith yaklasik 1500-2000
civarinda birey bulunmakta ve glnlik hasta
basvurusu  sayisi  yaklastk  40-45 arasinda
degismektedir. Bireyler, kendi aile hekimlerini
isterlerse degistirebilmekte, ancak kendi aile
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hekimleri disinda baska bir aile hekimine
basvuramamaktadirlar.

Hastane ziyareti

Degisim programi cercevesinde, bir diger
aktivite de sehrin en blylk hastanelerinden biri
olan "Universitario Hospital de La Paz" ziyareti
oldu. Hastanenin acil servis'i, pediatrik acil, travma,
obstetrik acil ve eriskin acil olmak lizere dort ana
béliime ayrilmisti. Ulkede, acil tip, bir tip disiplini
olarak kabul edilmeyip, uygulamada acil tip
uzmanlari  bulunmadigindan, acil servislerin
sorumlulugu aile hekimlerindedir. Ayrica, acil
serviste bircok branstan konsiltan hekim de gorev
almaktadir. Acil servislere glinde vyaklasik 300
eriskin, 300 ¢ocuk hasta basvurmakta ve hasta
yatisi acil serviste bes giline kadar
yapilabilinmektedir. Acil serviste, toplamda ylze
yakin yatak bulunmaktadir. Bu yataklarin bir kismi,
sadece hemsirelik gozlemi gerektiren hastalara
ayrilmistir. Acil serviste, travma hastalari i¢in bir
travma alani bulunmakta ve aile hekimleri bu
hastalara rutin FAST (Focused Assesment for
Trauma) bakisi uygulayabilmektedir. Pediatristlerin
ve aile hekimlerinin goérev vyaptigi ¢ocuk acil
servisinde, 14 vyas altindaki bireyler muayene
edilmekte ve bireylere bu alanda midahale
edilmektedir. Triyaj, bir doktor ve bir hemsire
tarafinda vyapilmakta olup hastalarin ortalama
bekleme  siiresi  aciliyet durumuna  gore
degisebilmekle birlikte, yaklasik bir saattir. Acil
serviste, 08:00-15:00 saatleri arasinda aile
hekimligi uzmanlari goérev yapmakta olup,
15:00'dan sonra genellikle dort uzman ve yaklasik
15-17 aile hekimligi uzmanlik 6grencisi gorev
yapmaktadir. Faydal olacagini disindigimiz bir
onemli nokta da, acil serviste bulunan hasta
yakinlarina kot haber verme biriminin varligidir.
Bu odada, durumu agirlasan ya da o&limle
sonuglanan hasta yakinlari hekim ve hemsireler
tarafindan bilgilendirilmekte, bu durumu
kabullenebilmeleri acisindan sessiz ve sakin bir
ortam saglanmaktadir.

Konferans

Degisim programinin son gind "Medicina
en Tiempo Crisis" (kriz zamaninda tip) konulu
konferans gerceklesmistir. Bu konferans
cercevesinde, ispanya'dan diger ilkelere bizim gibi
Degisim Programi cercevesinde gelen
meslektaslarimizin, degisim programi siireci ve
kendi Ulkelerindeki uygulamalarla ilgili deneyimleri
hakkinda bilgi verildi. Kongrenin bir oturumu,
degisim programlarina dair gozlemlerimizi ve kendi
Ulkemizdeki aile  hekimligi  uygulamalarimizi
anlattigimiz sunumlara ayrilmisti. Burada, hem
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Ulkemizdeki deneyimleri paylastik hem de her
Ulkeden bir katihmcinin  sunumuyla, farkl
Ulkelerdeki uygulamalar konusunda bilgilendik.
Tirk lokumu ikrami esliginde katilimcilara
sundugumuz WONCA Europe 2015 ve istanbul
tanitim videosu da begeniyle izlendi. Kongre
kapsaminda, “Kadina Yonelik Siddet Calistayl”
(Workshop: Violence against women) ise oldukga
faydal ve giizel planlanmis olup, ispanyol VdGM
ekibindeki galisma gruplarinin arastirmalarini ¢ok
glizel yansitmaktaydi. Calistay sonunda, ekiple yeni
calismalarda isbirligi yapma ve WONCA Europe
2015 istanbul’da bulusma planlari yaparak ayrildik.

TUm program boyunca, en gbze carpan
noktalardan biri ispanyollarin giiler yizli ve
misafirperver yaklasimiydi. Mesai bitiminde ¢ok
yogun ve ayrintil bir sosyal programla aksam
saatlerinde de Madrid’in tiim guzelliklerini bizlere
gostermeye calistilar. Madrid’den yeni deneyimler,
keyifli anilar ve glizel dostluklarla ayrildik.

"VdGM Turkiye" ekibi araciligiyla bizlere
verilen bu firsatla, aile hekimligi uzmanhgl ve
uzmanlhk 6grenciligine farkl bir bakis agisi olustu.
Benzer degisim programlari aile hekimligi
uygulamalarini farkli Ulkelerde deneyimlesmek,
yabanci meslektaslarimizla isbirligi yapabilmek,
Ulkelerarasi sosyokdiltirel farkliliklar gdozlemlemek
acillarindan  mesleki ve kisisel gelisimimizi
destekleyebilecek, dnemli faaliyetlerin arasinda yer
almahdir.  Ayrica, Tirkiye’de de  degisim
organizasyonlarinin arttirilarak, Ulkemizde farkh
Ulkelerden meslektaslarimizi konuk edilmesi,
Ulkemizdeki aile hekimligi gelismelerini dogrudan
duyurmanin  yaninda vyerli ve vyabanci tim
katihmcilara farkli bilimsel isbirligi firsatlari da
saglayabilecektir. Bu deneyim ve gozlemler
dogrultusunda, uzmanhk  egitiminde veya
uzmanhginin ilk yillarindaki tiim meslektaslarimizin
resmi dernegimiz olan TAHUD ve VdGM Tirkiye
ekibi ile iletisim icinde olarak, sunulan imkanlardan
haberdar olmalarini ve onlarin da destegiyle,
benzer deneyimleri yasamalarini 6nermekteyiz.
Cok bulasici bir viris gibi oldugu program sirasinda,
bizlere iletilen Vasco da Gama Hareketi'nin
katkilariyla, farkli bakis agilarinin geng¢ beyinlerde
birlesmesiyle, Ulkemizdeki bazi problemlerin daha
kolay ¢6zime ulasacagl ve disiplinimizdeki
gelisimin ¢ok daha hizlanacagina inaniyoruz.
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Fotograf 2. Soldan saga: Asst. Dr. Candan Kendir Copurlar, Uzm. Dr. Maria Jesus Grifo Penuelas, Uzm.
Dr. Jose Manuel Conde, Asst. Dr. Alessio Platania, Asst. Dr. Carmen ve Asst. Dr. Enrique Noe Navarro
Jimenez
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Fotograf 4. Rey Juan Carlos Universitesi "Medicine in tiempo crisis" konferansi
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