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ONSOZ

Psikiyatri hemsireligi; bireyin ruhsal sorunlarini yalnizca tani ve tedavi ekseninde ele almayan,
klinik siiregleri psikososyal ve biitlinciil bakim anlayisiyla birlikte degerlendiren ¢ok boyutlu
bir saglik disiplinidir. Giiniimiizde ruh saglig1 alaninda yasanan bilimsel gelismeler, toplumsal
dontistimler ve bakim gereksinimlerindeki cesitlenme, psikiyatri hemsireliginde cagdas ve
kapsayici bakis agilarini zorunlu héle getirmektedir. Bu dogrultuda hazirlanan “Psikiyatri
Hemsireliginde Cagdas Yaklasimlar I: Psikososyal ve Biitiinciil Bakim Boyutlar1 “adli bu
eser, ruh sagligi bakimima giincel, kanita dayali ve biitliinciil bir perspektif sunmay1
amagclamaktadir.

Bu kitapta yer alan bolimler; psikiyatri hemsireliginin klinik uygulamalardaki roliinii,
psikososyal siireclerle etkilesimini ve biitliinciil bakim anlayisin1 farkli baglamlarda ele
almaktadir. Ruhsal hastaliklarda igsellestirilmis damgalanma siireci, bireyin yasam kalitesi ve
tedaviye uyumu tizerindeki etkileriyle birlikte degerlendirilirken; bipolar bozuklukta spiritiiel
yapinin tibbi destek siirecine katkisi ¢agdas bakim anlayisi ¢ercevesinde tartigiimaktadir.
Psikiyatrik acil durumlarda giivenlik, degerlendirme ve miidahale protokollerine odaklanan
boliim, hemsirelik uygulamalarinda sistematik ve giincel yaklagimlarin 6nemini ortaya
koymaktadir. Ayrica psikoonkoloji perspektifinde kanser hastalarinda 6fke ifade tarzlari ve bu
stireci etkileyen degiskenler, fiziksel hastaliklarin ruhsal boyutuyla birlikte ele alinmasinin
gerekliligini vurgulamaktadir.

Bu eser; lisans ve lisansiistli diizeyde 6grenim goren hemsirelik 6grencilerine, klinik alanda
calisan psikiyatri hemsirelerine ve ruh saghg alaninda gorev yapan tim saghik
profesyonellerine rehber niteliginde bir kaynak sunmayi hedeflemektedir. Alaninda yetkin
yazarlarin katkilariyla hazirlanan bu kitabin, psikiyatri hemsireliginde ¢agdas bilgi birikiminin
giiclenmesine ve ruh saglig1 hizmetlerinin niteliginin artirilmasina katki saglamasi dilegiyle. ..

Dog. Dr. BURCU DEMIR GOKMEN
Agr1 ibrahim Cecen Universitesi
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BOLUM 1

KANSER HASTALARINDA OFKE iFADE
TARZLARI VE YORDAYICILARI

SEYDA AKARDENIZ?
MERAL KELLECH?

Giris
Kanser, viicuttaki anormal hiicrelerin kontrolsiiz sekilde
cogalarak normal hiicrelerin yerine ge¢mesi ile olusan hastalik
grubunun genel adidir (American Cancer Society, 2025). Diinya
Saglik Orgiitii’niin (WHO) istatistiklerine gore, 2022'de tahmini 20
milyon yeni kanser vakasi ve 9,7 milyon 6liim oldugu ve 2050'de 35

milyondan fazla yeni kanser vakasi olacagi tahmin edilmektedir
(WHO, 2024).

Kanser hastalar1 hem hastalik siireci hem de kanser
tedavisinin yan etkilerinin sonucu olarak bir¢ok sorun ile karsi
karsiya kalmaktadir. Bu sorunlar; agri, kaseksi, mukozit, bulanti,
kusma, tat degisiklikleri, yorgunluk, istahsizlik dispne ve sag
dokiilmesi gibi fiziksel semptomlar ve uyku diizensizlikleri,

'Seyda AKARDENIZ, Sivas Cumhuriyet Universitesi, Saglik Bilimleri Enstitiisi,
0009-0007-9064-131X

2Prof. Dr. Meral KELLECI, Sivas Cumhuriyet Universitesi, Saglik Bilimleri
Fakiiltesi, Hemsirelik Boliimii, Psikiyatri Hemsireligi Anabilim Dal1, 0000-0001-

8853-4645
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depresyon ve anksiyete gibi psikolojik semptomlardir (Seven & ark.,
2013). Kanser sadece fiziksel saglig1 etkilemek ile kalmayip ayni
zamanda ruhsal sagligi da etkilemektedir ve kanser teshisi hastalarda
ciddi strese neden olmaktadir. Kanser teshisine bir¢cok psikolojik
tepki verilmektedir. Bagimsizligini, toplumdaki roliinii ve ekonomik
giiclinii kaybetme ve erken 6liim korkusu bu tepkilere 6rnek olarak
verilebilir. Kanser tanisi alan bireyler inkar, kaygi, sugluluk veya
ofke gibi duygular yasayabilmektedir (Seol & ark., 2021). Ofke,
yasami tehdit eden hastalig1 olan kisiler tarafindan deneyimlenen
sadece kanser hastalarni degil aile iiyelerini ve hastalara bakim
veren bakicilart da etkileyen yaygin bir tepkidir (Gerhart, Sanchez
Varela & Burns, 2017).

Spielberger (1988)’e gore STAXI-2 ile Oolgiilen o6fke
deneyimi, durumsal 6fke ve siirekli 6fke olarak iki ana bilesenden
olusan bir kavram olarak kavramsallastirilir. Durum 6fkesi, 6znel
duygularla belirginlesmis hafif kizginlik veya rahatsizliktan yogun
hiddet ve 6fkeye kadar degisen psikobiyolojik bir duygusal durum
veya kosul olarak tanimlanir. Ofkeye genellikle psikobiyolojik bir
duygusal durum olarak kas gerginligi, néroendokrin ve otonom sinir
sistemlerinin uyarilmasi eslik eder. Cok ¢esitli durumlarin rahatsiz
edici ya da sinir bozucu olarak algilanmasindaki bireysel farkliliklar
ve bu durumlara bir tepki olarak durumsal 6fkeyi ylikseltme
egilimine ise siirekli 6fke ad1 verilir (Spielberger, 1988).

Hastaligin neden oldugu kayiplar, hem hastada hem de hasta
yakinlarinda daha fazla ofkeye yol acabilir (Bacik Yaman,
Kayik¢ioglu & Hocaoglu, 2023). ileri evre kanser hastalarinda klinik
kaygiya neden olan yogun bir 6fke %9-18 arasinda degisiklik
gostermektedir. Kanser teshisi ile karsilasan ¢ogu hastanin gosterdigi
ilk tepkinin 6fke oldugu bildirilmektedir (aktaran Thomas & ark.,
2000).

Ofke tedavi ve bakim konusunda zor kararlar almacagi
zamanlarda veya agr1 ve diger yan etkiler yonetilmediginde yaygin
D



olarak goriilmektedir. Ofkenin kanser siirecine iliskin olumsuz
beklentilerle ve tibbi olmayan kanser ilaclarmin alinmasiyla da
baglantili oldugu goriilmiistiir (aktaran Gerhart, Sanchez Varela &
Burns, 2017). Kanser hastalar1 arasinda Ofke yaygin olarak
goriilmektedir. Ofke, uyumsuz oldugunda islevselligi diisiirebilir ve
belirtilerin kotiilesmesine ve kalp hastaliklarina neden olabilir
(Chida & Steptoe, 2009; Gerhart, Sanchez Varela & Burns, 2017).
Bacik Yaman ve ark’larinin kanser hastalari iizerinde yapmis oldugu
calisgmada durumsal o6fke puanindaki artisin  depresyon
semptomlariin ortaya ¢ikma riskini %11 artirirken, 6tke digta ve
ofke kontrol puanlarindaki artisin depresyon semptomlarinin ortaya
¢ikma riskini sirastyla %7,5 ve %10,2'lik bir artisa yol agmaktadir
(Bacik Yaman, Kayik¢ioglu & Hocaoglu, 2023). Ayrica duygusal
baskilama ve olumsuz duygular, bagisiklik yanitlarinda degisiklikler
ve kanserin prognozunda olumsuz etkilerle iliskilendirilmektedir
(Bruno & ark., 2014).

Yapilan bir meta-analiz ¢aligmasia gore benlik saygisinin
Ofkenin 6nemli bir yordayicist oldugu ifade edilmektedir ve sosyal
destek arttikca 6fke diizeyinin azaldigi bulunmustur (aktaran Civitei,
2015). Birey 6fke duygusunu kendine yonelttiginde diisiik benlik
saygist ve depresyona yol agabilir. Uygun sekilde ifade edilmeyen
ofke kisiler arasi iligkilere zarar verebilir (Gerhart, Sanchez Varela
& Burns, 2017).

Kanser tanisi alan bireylerin yasamis oldugu 6fke, sugluluk,
kizginlik gibi duygularim1 ve hastalikli ilgili diisiincelerini agikca
ifade edebilmesi i¢in cesaretlendirmek, psikolojik ve sosyal uyum
giiclendirilerek yasam kalitesinin artirilmasi, hem aile hem de sosyal
alanlar  arasindaki iletisimin  gii¢clendirilmesi  hemsirelik
uygulamalar icerisinde yer almalidir (aktaran Gemalmaz & Avsar,
2015). Hastalarin yasamis oldugu 6fke duygusunun belirlenmesinin
yasanilan agir ruhsal sorunlarin erken teshisi i¢in onem arz ettigi
diistiniilmektedir. Her ne kadar literatiirde kanser hastalar1 ile ilgili
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caligmalar olsa da kanser hastalarinda o6fke konusu ile ilgili
caligmalar oldukc¢a sinirlidir. Arastirmamiz kanser hastalarinda 6tke
konusunu ele alan bir ¢alisma oldugu i¢in mevcut calismalardan
ayrilmaktadir. Bu arastirma kanser hastalarinin 6fke ifade tarzlari ve
yordayicilarinin belirlenmesi amaciyla yapilmistir.

Yontem

Arastirmanmin Sekli

Arastirma, “Kanser Hastalarinda Ofke Ifade Tarzlari ve
Yordayicilari”nin belirlenmesi amaciyla 20 Mayis 2025-20 Ekim
2025 tarihleri arasinda yapilan tanimlayici kesitsel bir ¢aligmadir.

Arastirmanin Evreni ve Orneklemi

Arastirmanin evrenini, Sivas Cumhuriyet Universitesi Saglik
Hizmetleri Uygulama ve Arastirma Hastanesi’nde ayaktan tedavi
alan kanser hastalar1 olusturmaktadir. Orneklem biiyiikliigii 0,35 etki
biiyiikliigii %5 anlamlilik diizeyi ve %95 gii¢ olarak G Power analizi
kullanilarak hesaplandiginda 162 kisi olarak belirlenmistir.
Arastirmanin 6rneklemini ise arastirmaya katilmay1 kabul eden 164
kanser tanis1 almis hasta olusturmustur.

Verilerin Toplanmasi

Arastirma verileri, Sivas Cumhuriyet Universitesi Onkoloji
Merkezi’nin Kemoterapi Unitesi’nde yiiz yiize goriisme yontemiyle
toplanmistir. Her bir goriisme yaklasik 20 dakika stirmiistiir.

Veri Toplama Formlari
Kisisel Bilgi Formu

Bu form arastirmacilar tarafindan hazirlanmistir. Form,
hastalarin kisisel bilgi ve hastalik 6zelliklerini igeren 20 sorudan
olusmaktadir. Form agik uclu ve kapili uglu sorular olmak iizere
karma sekilde hazirlanmistir.
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Siirekli Ofke-Ofke Tarz Olcegi (SOOTO)

Spielberger ve arkadaglari tarafindan 1983 yilinda gelistirilen
o0fke duygusu ve ifadesini Olgen, genglere ve yetiskinlere
uygulanabilen, kendini degerlendirme 6lgegi olan Siirekli Ofke-
Ofke Tarz Olgegi 34 maddeden olusmaktadir. 1994 yilinda Ozer
tarafindan Tirkiye gecerlik ve gilivenirlik ¢alismasi yapilmistir.
Siirekli Ofke-Ofke Tarz Olgegi, bireylerin kendi kendilerine
uygulayabilecekleri tiirde bir 6lgektir. Bireyler 6l¢ek maddelerini
okuduktan sonra kendisine en uygun gelen yaniti isaretleyerek 6lgegi
dolduracaktir. Olgek 4°lii likert tipte olup “Hemen Higbir Zaman
(1)”, “Bazen (2)”, “Cogu Zaman (3)”, “Hemen Her Zaman (4)”
seklinde degerlendirilmeye uygundur. Olgekten elde edilen toplam
puan her maddeden elde edilen Ol¢ek araligi puanlarinin
toplanmasiyla elde edilmektedir. Siirekli 6fke 6l¢eginden alinan
yiiksek puanlar, bireyin 6fke diizeyinin yiiksek oldugunu; o6fke
kontrol alt 6l¢eginden alinan yiiksek puanlar, bireyin O6fkesini
kontrol edebildigini; 6fke dista alt 6l¢eginden alinan yiiksek puanlar,
bireyin 6fkesini kolayca disa yansitabildigini ve ofke igte alt
Olceginden alinan yiiksek puanlar ise 6fkenin icte tutuldugunu ya da
bastirildigini ifade etmektedir (aktaran Elkin & Karadagli, 2016).
Spielberger ve ark’lar tarafindan siirekli 6fke 6l¢egi icin bulunan ig-
tutarlik katsayis1 0,82 ile 0,90 arasinda degismektedir. Spielberger
ve arkadaglarinin 6fke tarz alt 6lgeklerinin 6grenci 6rneklemlerinde
elde ettikleri alfa degerleri 0,85 (6fke kontrol) 0,76 (6tke disa) ve
0,74 (6fke icte) seklindedir (Ozer, 1994). Bu ¢alismada dlgegin
Cronbach Alpha katsayis1 0,74 bulunmustur.

Verilerin Analizi

Bu calismada verilerin analizinde SPSS 25.0 paket programi
kullanilmistir. Arastirmanin normallik analizine gore p degeri
0,05’ten kiiciik bulunmustur. Bu durumda analizlerde parametrik
olmayan teknikler kullanilmustir. Ikili karsilastirmalarda Mann-
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Whitney U testi, ¢oklu karsilastirmalarda ise Kruskal-Wallis H 1-
Way Anova testi uygulanmistir. Ayrica regresyon analizi yapilarak
Cohen’s d ve Eta kare (n?) degerleri hesaplanmistir.

Etik Boyut

Arastirma igin Sivas Cumhuriyet Universitesi Saglik
Bilimleri Arastirmalari Etik Kurulu’ndan
63428238715421747120628 ilgili karar numaras1 ile etik izin
alinmistir. Arastirmanin yiiriitiilecegi kurumdan izin alindiktan sonra
aragtirmaya katilacak bireylere arastirmanin amaci ve Onemi
anlatilarak aydinlatilmis onam ilkesi yerine getirilmistir. Bireylerden
Sivas Cumhuriyet Universitesi Saglik Bilimleri Arastirmalar1 Etik
Kurulu Bilgilendirilmis Olur Formu ile hem sozlii hem de yazili
izinleri alinmustir.

Bulgular

Arastirma kapsaminda toplanan verilerin analiz edilmesiyle
elde edilen bulgular bu béliimde sunulmaktadir. Oncelikle
katilimcilarin sosyodemografik ve hastalikla iligkili 6zelliklerine yer
verilmig, ardindan kanser hastalarmin 6fke diizeyleri ve ofkeyi
etkileyen/yordayan degiskenler incelenmistir. Bulgular, arastirmanin
amaglar1 dogrultusunda tablolar esliginde ele alinmistir.

Tablo 1’de kanser hastalarinin kisisel Ozelliklerine ait
bulgular1 verilmistir. lgili tabloda verilen bilgilere gore hastalarin
%51,2°s1 kadin, %48,8’1 erkek cinsiyette olup, hastalarin %7,3’1
bekar, %92,7’si1 evlidir. Hastalarin %641 i1, %28,7’si il¢e ve %7,3’1
koyde yasamaktadir. Hastalarin %9,1°1 yalniz, %59,8’1 es ve %31,1°1
es ve ¢ocuklar ile birlikte yagamaktadir. Hastalarin %76,8’1 ilkokul,
%11,6’s1 ortadgretim ve %11,6’s1 {iniversite ve st egitim
grubundan, %1,8’i memur, %1,8°1 is¢i, %46,3 1 emekli, %47,6’s1 ev
hanimi ve %2,4’1i diger meslek grubundadir. Hastalarin %19,5’1
nazofarenks, larenks, akciger, %6,1’1 prostat, mesane, bobrek,
%29,9’u kolon, ince bagirsak, ngide, Ozefagus, ¢ekum, pankreas,



rektum, apendiks, %35,4’i meme, over, uterus, serviks,
endometrium ve %9,1°1 diger kanser tiiriinde tanis1 bulunmaktadir.

Tablo 1: Kanser Hastalarmin Kisisel Ozelliklerine Gore Dagilimi
(n=164)

Degisken Say1 Yiizde
Cinsiyet Kadin 84 51,2
Erkek 80 48,8
. Bekar 12 7,3
Medeni Durum Evli 152 92.7
il 105 64,0
Yasanilan yer Ilge 47 28,7
Koy 12 7,3
.. . Yalmiz 15 9,1
Eil;lllé(:e yasadig1 Es 08 59.8
Es ve ¢ocuklar 51 31,1
Tlkokul 126 76,8
Egitim durumu  Ortadgretim 19 11,6
Universite ve iistii 19 11,6
Memur 3 1,8
Isci 3 1,8
Meslek Emekli 76 46,3
Ev hanimu 78 47,6
Diger 4 2.4
Nazofarenks, Larenks, 32 19,5
Akciger
Prostat, Mesane, 10 6,1
Bobrek
Kolon, Ince bagirsak, 49 29,9
Kanser Tiirii Mide, Ozefagus,

Cekum, Pankreas,
Rektum, Apendiks

Meme, Over, Uterus, 58 35,4
Serviks, Endometrium
Diger 15 9,1
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Tablo 2: Siirekli Ofke-Ofke Tarz Olgegi Alt Boyutlarinin Puan
Ortalamalari

R Olcekten
Olgek Alt Median + SS Alinabilecek Min- Min- Max
Boyutlan

Max Puan
Siirekli Ofke 12+42,79 10-40 10-26
Ofke Igte 11£1,96 8-32 8-17
Ofke Dista 11+1,74 8-32 8-17
Ofke Kontrol 2442 .44 8-32 15-32

Tablo 2°de Siirekli Otke- Ofke Tarzlar1 Olgegi alt boyutlarna
ait medyan ortalama, standart sapma, minimum-maksimum ve
Olgekten alinabilecek minimum-maksimum puanlar verilmistir.
Olgekte bulunan alt boyutlar, faktdrlere ait maddelerin toplami
almarak hesaplanmistir. Stirekli 6fke alt 6l¢eginin medyan degeri 12
olup, standart sapma £2,79’dur. Olgekten alinabilecek minimum-
maksimum puan 10-40 ve bireylerin Olgekten almis oldugu
minimum-maksimum puan ise 10-26’dir. Ofke igte alt dlgeginin
medyan degeri 11 standart sapmasi1 £1,96°dir. Olgekten alinabilecek
minimum-maksimum puan 8-32 ve bireylerin dl¢ekten almis oldugu
minimum-maksimum puan ise 8-17°dir. Ofke dista alt dlgeginin
medyan degeri 11 olup standart sapmasi +1,74’tiir. Olgekten
aliabilecek minimum-maksimum puan 8-32 ve bireylerin dl¢ekten
almis oldugu minimum-maksimum puan ise 8-17’dir. Ofke kontrol
alt 6lgeginin medyan degeri 24 ve standart sapmasi ise £2,44’tiir.
Olgekten alinabilecek minimum-maksimum puan 8-32 ve bireylerin
olgekten almis oldugu minimum-maksimum puan ise 15-32’dir.
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Tablo 3: Kanser Hastalarmin Sosyodemografik ve Hastaliga Iligkin

Ozelliklerinin Dagilimi

5 Stirekli Ofke cte Ofke Ofke

Degiskenler Ofke Dista Ort  Kontrol
ortxsp O™ESD Tisp ortxsp

Cinsiyet

Kadm 12+43,22 11,5+2,13 1141,93 2442 59

Erkek 1242,26  10+1,26 114152 244228
u=3320 u=1731 u=3328 u=3341
p=0,892  p=0,000 p=0,913 p=0,947

Medeni Durum

Bekar 1142,02  10,5+2,38 11+1,88  24+1,00

Evli 124284 1141,93 1141,73 2442 51
u=722 u=786 u=864 u=680
p=0,222 p=0,417 p=0,754 p=0,112

Yasadig1 Yer

il 12+2,66 12+2,66 12+2,66 12+2,66

flge 12+2,66 12+2,66 12+2,66 12+2,66

Koy 12+2,66 12+2,66 12+2,66 12+2,66
H=0,300 H=1,397 H=0,836 H=1,942
p=0,861 p=0,497 p=0,658 p=0,379

Birlikte Yasadig: Kisiler

Yalniz 11+2,76 11+2,24 11+41,73 24+1.9

Es 12+2,35 10+1,79 11+£1,7 24+2 54

Es ve Cocuklar 12435 11+2,06 124175  24+241
H=0,761 H=8,949 H=5,730 H=0,288
p=0,684  p=0,011* p=0,057 p=0,866

Egitim Durumu

Tlkokul 11425 11+1,95 11+1,81 24+2 48

Ortadgretim 1242,29 11+1,97 11+1,47 24+2 2

Universite ve Usti 13+4,45  11+2,08  12+1,41  24+2,33
H=1,901 H=0,464 H=3,899 H=4,278
p=0,387 p=0,793 p=0,142 p=0,118

Meslek

Memur 1845,29 12+1 14+1 23+3,79

Isci 133 11+1,15 12+2,65 24+0

--O--



Emekli 115+2,15 104123  11*14  24%229
Ev hanimi 124285 124212  11+198  24+262
Diger 115+3,86 105337 11+05  22,5%0,96
H=7,819 H=33,108 H=8,195 H=5761
p=0,098  p=0,000* p=0,085 p=0,218

Kanser Turu
Nazofarenks, Larenks, Akciger 12+2,68 10+1,78 11+1,7 24+278
Prostat, Mesane, Bébrek 11,5¢3,21 11+2,11 11+2,04 244226

Kolon,Ince bagirsak,Mide,Ozefagus,

CGekum, Pankreas,Rektum,Apendiks 11£247 102153 111,52 244214

Meme, Over, Uterus,

Serviks, Endometrium 124324  115+2,19 11+197  24+258

Diger 111,59  10#1,55 11#128  24+179
H=0218 H=16,164 H=0,690 H=4,340
p=0,975 p=0,001* p=0,876 p=0,227

*Kruskal-Wallis H 1-Way Anova

Arastirmaya katilan hastalarin sosyodemografik ve hastalia
iliskin 6zellikleri Tablo 3’te verilmistir. Arastirmaya katilan
hastalarin  sosyodemografik ve hastaliga iliskin 06zellikleri
incelendiginde; hastalarin cinsiyet, birlikte yasadig: kisiler, meslek
ve kanser tiirli degiskenlerine gore siirekli otke, 6fke dista ve ofke
kontrol  faktorlerinde istatistiksel olarak anlamli  farklilik
bulunmamaktadir (p>0,05). Hastalarin medeni durum, yasadig1 yer
ve egitim durumuna gore ise siirekli 6tke, otke igte, ofke dista ve
ofke kontrol faktorlerinde istatistiksel olarak anlamli farklilik
bulunmamaktadir (p>0,05).

Hastalarin cinsiyete gore ofke icte faktoriinde istatistiksel
olarak anlamli fark bulunmaktadir (p<0,05). Erkek cinsiyet
grubunun ortalamas1 10, kadin cinsiyet grubunun ortalamasi 11,5
olarak bulunmugstur. Buna goére kadinlarin 6fke icte diizeyinin
erkeklere gore daha yiiksek oldugu goriilmektedir.

Hastalarin birlikte yasadig: kisiye gore 6fke icte faktoriinde

istatistiksel olarak anlamli farklilik bulunmustur (p<0,05). Kruskal-
--10--



Wallis H 1-Way Anova ¢oklu karsilastirma testi sonucglarina gore es
ile es ve cocuklart ile birlikte yasayanlar ortalamasi incelendiginde
es ile yasayanlarin 6fke icte diizey ortalamasi 10 puan, es ve
cocuklarla yasayanlarin 6fke igte diizey ortalamasi 11 puan olarak
bulunmustur. Bu durumda es ve c¢ocuklarla yasayan kanser
hastalarinin 6fke icte diizeyinin daha yiiksek oldugu goriilmektedir.

Hastalarin meslegine gore ofke icte faktoriinde istatistiksel
olarak anlamli farklilik bulunmustur (p<0,05). Kruskal-Wallis H 1-
Way Anova ¢oklu karsilagtirma testi sonuglarina gére emekli ile ev
hanimi1 puan ortalamasi incelendiginde emekli meslek grubunun
ofke icte diizey ortalamasi 10 puan, ev hanimi meslek grubunun 6tke
icte dlizey ortalamasi 12 puan olarak bulunmustur. Bu durumda ev
hanimi kanser hastalarinin 6fke igte diizeyinin daha yiiksek oldugu
goriilmektedir.

Hastalarin  kanser tiirline gore oOfke igte faktoriinde
istatistiksel olarak anlamli farklilik bulunmustur (p<0,05). Kruskal-
Wallis H 1-Way Anova ¢oklu karsilastirma testi sonuglarina gore
kolon, ince bagirsak, mide, 6zefagus, ¢ekum, pankreas, rektum,
apendiks ile meme, over, uterus, serviks, endometrium puan
ortalamasi incelendiginde kolon, ince bagirsak, mide, Ozefagus,
¢cekum, pankreas, rektum, apendiks kanser tiirii grubunun 6fke igte
diizey ortalamas1 10 puan, meme, over, uterus, serviks, endometrium
kanser tiirii grubunun 6fke icte diizey ortalamasi 11,5 puan olarak
bulunmustur. Bu durumda meme, over, uterus, serviks, endometrium
kanser hastalariin 6fke icte diizeyi daha yiiksek oldugu
goriilmektedir.

Tablo 4°te kanser hastalarmin Siirekli Ofke-Ofke Tarz Olgegi
(SOOTO) Alt Boyutlarmin Puanlari Arasindaki etki diizeyleri
verilmistir. Ofke dista faktoriiniin siirekli 6fke, 6fke icte, dfke
kontrol bagimsiz degiskenlerin agiklama diizeyi R?>=0,66 olarak
bulunmustur. Ofke dista faktoriinii siirekli 6fke faktorii pozitif yonlii
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0,30 diizeyinde, otke icte faktorii pozitif yonlii 0,12 diizeyinde ve
ofke kontrol faktorii negatif yonlii 0,18 diizeyinde etkilemektedir.

Tablo 4: Kanser Hastalarmin Siirekli Ofke-Ofke Tarz Olgegi Alt
Boyutlarmin Puanlar1 Arasindaki Etkilerin incelenmesi (Regresyon

Analizi)
Basimsiz Standardize Standartlastirilmis
Degi Kken Edilmemis Regresyon t p
st Katsayilar Katsayilari
Standart
B Hata Beta

Sabit 10,809 1,324 8,162 0,0001
Surekli Ofke 0,302 0,042 0,484 7,272 0,0001
Ofke Igte 0,125 0,058 0,141 2,153 0,033
Ofke Kontrol -0,182 0,043 -0,255 -4,212  0,0001
Bagimh degisken: Ofke Dista R2=0,66

Tablo 5: Kanser Hastalarinin Demografik Ozelliklerinin Ofke-igte
Faktorii Uzerindeki Etkileri

Degiskenler Surekli Ofke  Ofke igte Ofke Dista KS:'[(I?OI
Ort + SD Ort £ SD Ort £ SD Ort £ SD
Cinsiyet
Kadin 12+3,22 11,5+2,13 11+1,93 24+2 59
Erkek 12+2,26 10+1,26 11+1,52 24+2,28
u=3320 u=1731 u=3328 u=3341
p=0,892 p=0,0001 p=0,913 p=0,947
Cohen’s d 0,09
Birlikte Yasadig1 Kisi
Yalniz 11+2,76 11+2,24 11+1,73 24+19
Es 12+2,35 10+1,79 11+1,7 24+2 54
Es ve Cocuklar 12+3,5 11+2,06 12+1,75 24+2,41
H=,761 H=8,949 H=5,730 H=,288
p=0,684 p=0,011* p=0,057 p=0,866
Eta kare 0,051
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Meslek

Memur 185,29 1241 14+1 233,79

isci 1343 11#1,15 1242,65 2410

Emekli 11,5+2,15 10+1,23 11+1,4 24+2,29

Ev hanimi 1242,85 1242,12 1141,98  24+2,62

Diger 115+3,86  10,5%3,37 11#0,5  22,5+0,96
H=7,819 H=33,108 H=8,195  H=5761
p=0,098 p=0,000* p=0,085  p=0,218

Eta kare 0,2

Kanser Turu

Qiﬁg 2;8”"5' Larenks, 1547 68 104178 11417 244278

Prostat, Mesane, Bobrek 11,5+3,21 11+2,11 11+2,04 2442 26

Kolon,ince

lg;%lj?;i%(g\;[ri]dkeré(gsz’efagus, 112,47 10+1,53 11+1,52 24+2,14

Rektum,Apendiks

g"e?\'j:is Er%‘éf;'e triu%terus* 1243,24 11,542,19 111,97 244258

Diger 11#1,59 10%1,55 111,28  24+1,79
H=,218 H=16,164 H=,690 H=4,340
p=0,975 p=0,001* p=0,876  p=0,227

Eta kare 0,1

*Kruskal-Wallis H 1-Way Anova

Tablo 5’te cinsiyet, birlikte yasadigi kisi, meslek ve kanser
tirtine gore etki biiyiiklikleri verilmistir. Cinsiyete gore etki
biiyiikliigiinii incelemek icin Cohen’s d, diger degiskenlerde etki
biiyiikliigiinii incelemek i¢in Eta kare kullanilmistir. Cinsiyete gore
etki biiyiikliigli olarak Cohen’s d katsayist 0,09 bulunmustur. Buna
gore kadin cinsiyet grubunun erkek cinsiyet grubuna gore 6fke icte
faktoriinde yiiksek diizeyde etkili oldugu sdylenebilir. Birlikte
yasadig kisilere gore etki biiyiikliigii olarak Eta kare katsayis1 0,051
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bulunmustur. Buna gore es ve ¢ocuklar grubunun, es grubuna gore
ofke icte faktoriinde diisik diizeyde etkili oldugu sdylenebilir.
Meslek degiskenine gore etki biiyiikliigii olarak Eta kare katsayisi
0,20 bulunmustur. Buna gore ev hanimi grubunun, emekli grubuna
gore 6fke icte faktoriinde yliksek diizeyde etkili oldugu sdylenebilir.
Kanser tiirii degiskenine gore etki biytkliigii olarak Eta kare
katsayis1 0,10 bulunmustur. Buna gére meme, over, uterus, serviks,
endometrium grubunun, kolon, ince bagirsak, mide, 6zefagus,
¢ekum, pankreas, rektum, apendiks grubuna gore Ofke icte
faktoriinde orta diizeyde etkili oldugu sdylenebilir.

Tartisma

Bu arastirma kanser hastalarinin 6fke ifade tarzlarinin ve
yordayicilarinin belirlenmesi amaciyla yapilmistir. Arastirmaya
katilan bireylerin %51,2’si kadin, %92,7’si evli, %6411 ilde yasayan
ve %59,8’1 esiyle yasayan bireylerden olusmaktadir. Bireylerin
276,81 ilkokul mezunu, %47,6’s1 ev hanimi ve %46,3’1 emeklidir.
Katilimcilarin %35,4’1 kadina 6zgii kanserler olan meme, over,
uterus, serviks ve endometrium kanserine; %29,9’u ise sindirim
sistemi kanserine sahiptir. Arastirma bulgularn, ofke icte alt
boyutunun cinsiyet, birlikte yasadigi kisiler, meslek ve kanser tiirii
gibi degiskenlere gore farklilastigini ortaya koymaktadir (Tablo 3).
Calismanin bulgularina gore kadinlarin 6fke icte diizeyi erkeklerin
ofke icte diizeyine gore daha yiiksek bulunmustur. Kanser
hastalarinin ~ birlikte yasadiklar1  kisiler agisindan bulgular
incelendiginde, es ve c¢ocuklariyla yasayanlarin ofke icte
diizeylerinin daha yiliksek oldugunu gostermektedir. Meslek ve
kanser tiirli agisindan bulgular incelendiginde ise, ev hanimi olan ve
kadina 06zgli kanser tiirleri (meme, over, uterus, serviks ve
endometrium) bulunan hastalarin 6fke icte diizeylerinin daha yiiksek
oldugu belirlenmistir (p<0,05). Elde edilen bulgulara gore bireylerin
medeni durumu, yasadigi yer ve egitim durumu degiskenleri siirekli
ofke ve ofke ifade tarzlarmi etkileyen bir faktor olmadigi
bulunmustur (p>0,05).
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Kanser hastalarinin, hastalik teshisi, tedavi siireci ve hastalik
prognozunun etkisiyle yogun duygular yasadiklar1 goriilmektedir
(aktaran Pene & Kissane, 2019). Hastalarin ¢ogunlugu ciddi bir
hastalik tanis1 alip 6liimciil bir hastalik ile kars1 karsiya kaldiklarinda
inkar, Ofke, pazarlik, depresyon ve kabullenme asamalarindan
gecmektedir (Kiibbler-Ross, 1972). Onkoloji konsiiltasyonlarinin
yaklasik %53’line varan oranda orta ve siddetli ofke ifadesi
gorilmektedir (Alexander & ark., 2011).

Meme kanseri tanis1 almis kadinlarin yasam kalitesi; agri,
niiks korkusu, yorgunluk, depresyon, azalmis kadinlik ve ¢ekicilik
hissi, beden imaj1 ve 6z saygidaki degisiklikler ve cinsellikteki
degisiklikler gibi bircok farklt durumdan etkilenebilmektedir
(Archangelo & ark., 2019). Yapilan bir ¢aligmaya gore, yasam
kalitesini iyilestirmede ofke ifadesi ve 6fke kontroliiniin olumlu
etkisinin oldugu, 6fkeyi baskilamanin ise yagam kalitesini azalttig1
bulunmustur (Julkunen, Gustavsson-Lilius & Hietanen, 2009). Birey
ofkesini ifade edemediginde depresyona siiriiklenebilir (Sahin,
Kocamaz & Yildirim, 2020). Li ve ark’larinin yaptig1 ¢alisma, Cinli
meme kanseri hastalarinda 6fkeyi bastirmanin depresif belirtileri
ongormede etkili oldugunu ortaya koymustur (Li & ark., 2015).
Kanser hastalar1 arasinda duygu ifadelerinin bastirilmasinin yaygin
oldugu bu durumun kanserin etiyolojisinde ve prognozunda rol
oynadigi konusunda goriis birligi bulunmaktadir (aktaran Tuna,
2023). Kanser hastalarinin 6tke kontrol puan ortalamasinin yiiksek
oldugu goriilmektedir (Tablo 1). Bu bulgu, hastalarin 6fkelerini
kontrol edebildiklerini gdsterebilecegi gibi 6fkenin icte tutulup
bastirildigini da isaret ediyor olabilir. Ofkenin hos bir duygu olarak
goriilmemesi, bireylerin 6fke duygularini agik¢a ifade etmekten
kacinmalarina yol agabildigi, 6fkenin ifade edilememesi 6fkenin ige
atilmasin1  ve duygusal bastirmanin yogunlugunu arttirdigi
diisiiniilmektedir. Ofkenin ice atilmasi ise psikolojik iyi olus halini
etkileyerek depresif belirtilerin ortaya ¢ikmasina yol agabilir.

--15--



Duygularin1 baskilayan hastalari, olumsuz duygularin1 uygun bir
sekilde ifade etmeye tesvik etmek son derece 6nemlidir.

Simirhiliklar

Bu arastirmada bazi sinirliliklar bulunmaktadir; Verilerin 6z-
bildirim (self-report) yontemiyle toplanmis olmasi, sosyal istenilirlik
etkisine yol agmis olabilir. Arastirmamiz yalnizca Sivas bolgesinde
yapildigi i¢in farkli bolgelerde benzer sonuglara ulasilip
ulagilmayacagi belirsizdir.

Sonug¢

Arastirmadan elde edilen sonuglara gore kanser hastalarinin
Ofkelerini kontrol edebildikleri bununla birlikte kadinlarin, es ve
cocuklart ile yasayanlarin, ev hanimi olanlarin, meme ve {ireme
organi ile ilgili organlar1 etkileyen kanser hastaligina sahip olan
bireylerin Ofkelerini daha fazla ige attiklar1 bulunmustur. Bu
sonuglar kapsaminda;

Kanser hastalarinin 6fke diizeylerinin belirlenmesi i¢in
saglik calisanlarinin bilinglendirilmesi,

Ofke icte diizeyi yiiksek olan kanser hastas: bireylere dfke
ifadesi ve kontrolii hakkinda egitim verilmesi,

Ofke igte alt 6lgegi puanlari yiiksek olan hastalarin depresyon
acisindan degerlendirilmesi ve bu konuda niteliksel ¢alismalarin
yapilmasi 6nerilmektedir.
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PSiKIYATRIK ACIiL DURUMLARDA
HEMSIRELIK yBAQl‘L%éI%ﬂ: GUVENLIK,
DEGERLENDIRME VE MUDAHALE
PROTOKOLLERI

FATMA BOGAN!
Giris

Psikiyatrik acil durumlar, bireyin ruhsal durumunda ortaya

¢ikan ani ve ciddi bozulmalarin, kisinin kendisi ya da ¢evresi i¢in
yliksek diizeyde =zarar riski olusturdugu ve gecikmeksizin
degerlendirme ile miidahale gerektiren klinik tablolar olarak
tanmimlanmaktadir (APA, 2022). Diinya Saglik Orgiitii, psikiyatrik
acil durumlar1 bireyin temel islevselligini ve giivenligini tehdit eden,

hizli ve koordineli miidahale gerektiren ruhsal krizler olarak ele

almaktadir (WHO, 2019).

Gilinimiizde ruh sagligi sorunlarmin artisi, toplumsal
stresdrlerin yogunlasmasi ve madde kullanimindaki yiikselis, acil
servislerde psikiyatrik nedenli bagvurularin belirgin bigimde
artmasina yol agmustir. Uluslararas1 veriler, acil servis

bagvurularinin %5—10"unun dogrudan psikiyatrik nedenlerle iliskili

' Opr. Gor., Diizce Universitesi, Ik ve Acil Yardim Programi, Orcid: 0000-0002-
1356-787X
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oldugunu gostermektedir (Zeller et al., 2014; Nicks & Manthey,
2012).

Acil servisler, ¢ogu zaman ruhsal kriz yasayan bireyler i¢in
saglik sistemine ilk temas noktasidir. Intihar girisimleri, ajitasyon
ve saldirgan davranislar, akut psikotik ataklar, panik bozukluklar ve
madde kullanimina bagl acil tablolar, psikiyatrik acillerin en sik
karsilasilan Ornekleri arasinda yer almaktadir. Bu bagvurularin
onemli bir bolimiinde eslik eden tibbi risklerin bulunmast,
psikiyatrik acil bakimin multidisipliner niteligini giiglendirmektedir

(Tintinalli et al., 2020).

Psikiyatrik acil durumlar, belirsizlik, zaman baskis1 ve
yliksek risk iceren kosullar altinda yonetilmektedir. Yanlis ya da
gecikmis miidahaleler; intihar, kendine zarar verme, siddet davranisi
ve tibbi komplikasyonlar gibi geri doniisii olmayan sonuglara yol
acabilmektedir. Bu nedenle literatiir, yapilandirilmis degerlendirme
ve miidahale protokollerinin hasta giivenligi acisindan kritik

oldugunu vurgulamaktadir (Richmond et al., 2012).

Psikiyatri hemsireleri, psikiyatrik acil bakimda merkezi bir
role sahiptir. Hastanin ilk gdzlemlenmesi, risklerin erken fark
edilmesi, giivenligin saglanmasi, terapétik iletisimin kurulmasi ve
miidahalelerin uygulanmasi biiylik 6l¢lide hemsirelik uygulamalar:
lizerinden yiiritilmektedir (Halter et al., 2019). Hemsirelik
gbzleminin stirekliligi, psikiyatrik acillerde risk diizeyindeki ani
degisimlerin erken fark edilmesini saglamaktadir (Stuart, 2020).
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Psikiyatrik acil bakimda hemsirelik yaklasimi yalnizca
semptomlarin kontrol altina alinmasin1 degil; ayn1 zamanda insan
onuruna saygili, travma duyarli ve hak temelli bir bakim anlayisini
da icermelidir. Travma bilgili bakim yaklasimlari, 6zellikle ajitasyon
ve zorlayic1 miidahalelerin azaltilmasinda etkili bulunmustur (Harris

& Fallot, 2001).

Bu calismanin amaci, psikiyatrik acil durumlarda psikiyatri
hemsirelerinin  roliinti; giivenlik, degerlendirme ve miidahale
protokolleri g¢ercevesinde kapsamli bi¢gimde ele almaktir. BSliim
kapsaminda psikiyatrik acillerin kavramsal c¢ergevesi, giivenlik
yonetimi, hemsirelik degerlendirme siireci, miidahale protokolleri,
etik ve hukuki boyutlar ile klinik vaka 6rnekleri ayrintili olarak ele

alinacaktir.
Psikiyatrik Acil Durumlar
Psikiyatrik Acil Durumun Taninm

Psikiyatrik acil durum, bireyin ruhsal durumundaki ani
degisikliklerin, kisinin kendisi ya da cevresi i¢in ciddi zarar riski
olusturdugu ve gecikmeksizin miidahale edilmesini gerektiren klinik
bir tabloyu ifade etmektedir (APA, 2022). ICD-11 smiflandirmast
da psikiyatrik acilleri, akut risk ve islev kaybi ile seyreden durumlar

olarak tanimlamaktadir (WHO, 2022).
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Rutin Psikiyatrik Bakim ile Psikiyatrik Acil Bakim
Arasindaki Ayrim

Rutin psikiyatrik bakim, planli ve uzun siireli izlem
stireclerini  igerirken; psikiyatrik acil bakim, kisa siirede
stabilizasyonu  hedefleyen yogun ve hizli miidahaleleri
kapsamaktadir. Bu ayrim, hemsirelik bakiminin onceliklerini ve
klinik karar verme siireglerini dogrudan etkilemektedir (Townsend
& Morgan, 2021). Psikiyatrik acillerde bakimin temel amaci tani
koymak degil; akut riskleri belirlemek, giivenligi saglamak ve uygun
yonlendirmeyi gerceklestirmektir. Bu yaklasim, acil psikiyatri
literatiiriinde “risk odakli bakim modeli” olarak tanimlanmaktadir

(Bowers, 2014).
Stk Goriilen Psikiyatrik Acil Durumlar

Acil servislerde en sik karsilasilan psikiyatrik aciller arasinda
intihar riski ve kendine zarar verme davranislar1 yer almaktadir.
Intihar  girisimleri, o6zellikle gen¢ eriskinlerde acil servis
basvurularinin 6nemli bir boliimiinii olusturmaktadir (Hawton &
Williams, 2001). Ajitasyon ve saldirgan davranislar, psikiyatrik
acillerin 6nemli bir boliimiinii olusturmaktadir. Ajitasyonun erken
taninmast, siddet olaylarinin 6nlenmesinde kritik bir basamak olarak

kabul edilmektedir (Richmond et al., 2012).

Psikiyatrik Acillerde Giivenlik Yonetimi
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Psikiyatrik acil durumlarda giivenlik yoOnetimi, bakim
stirecinin temel ve vazgecilmez bir bilesenidir. Literatiir, saglik
calisanlarina yonelik siddet olaylarinin 6nemli bir bdoliimiiniin
psikiyatrik acil bagvurular sirasinda gergeklestigini gostermektedir

(Pompeii et al., 2015).
Giivenligin Onceliklendirilmesi

Giivenligin 6nceliklendirilmesi etik ilkelerle dogrudan
iligkilidir (Beauchamp & Childress, 2019). Psikiyatrik acil bakimda
giivenlik ile hasta 6zerkligi arasinda denge kurulmasi, hemsirelik
mesleginin temel etik sorumluluklar1 arasinda yer almaktadir

(Delaney & Johnson, 2019).
Siddet ve Kendine Zarar Verme Riskinin Degerlendirilmesi

Breset Violence Checklist gibi yapilandirilmis araclar, riskin
sistematik bicimde degerlendirilmesine katki saglamaktadir (Woods
& Almvik, 2002). Ancak yapilandirilmis dlgeklerin, klinik yarginin

yerini alamayacag1 vurgulanmaktadir (Douglas et al., 2014).
Cevresel Giivenligin Saglanmasi

Safewards modeli, ¢evresel diizenlemeler ve ekip temelli
yaklasimlarin siddeti azaltmada etkili oldugunu ortaya koymustur
(Bowers, 2014).

Psikiyatrik Acillerde Hemsirelik Degerlendirmesi
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Psikiyatrik acil durumlarda hemsirelik degerlendirmesi,
bakim siirecinin yoniinii  belirleyen temel asamadir. Bu
degerlendirme siireci, yalnizca hastanin bildirdigi belirtileri degil;
gbzlem, klinik deneyim ve yapilandirilmis degerlendirme araglarini
iceren biitiinciil bir yaklagimi gerektirmektedir. Psikiyatri
hemsireleri, psikiyatrik acillerde cogu zaman ilk degerlendirmeyi
yapan ve riskleri erken fark eden saglik profesyonelleridir. Literatiir,
ertken ve dogru yapilan hemsirelik degerlendirmesinin siddet
olaylarmi ve zorlayici miidahale ihtiyacini azalttigin1 gostermektedir

(Bowers et al., 2015; Stuart, 2020).
Ik Degerlendirme ve Psikiyatrik Triyaj

Psikiyatrik acil durumlarda ilk degerlendirme, hastanin
aciliyet diizeyinin belirlenmesine yonelik hizli ve odaklanmig bir
stireci kapsamaktadir. Psikiyatrik triyaj, fiziksel triyaj sistemleriyle
paralel bigimde risk temelli onceliklendirmeyi esas almaktadir. Acil
servislerde kullanilan Emergency Severity Index (ESI) sisteminin
psikiyatrik hastalar i¢in risk odakli uyarlamalarla birlikte
kullanilmas1 6nerilmektedir (Hesketh et al., 2017). Ajitasyon, biling
degisikligi, tehditkar davraniglar ve kontrolsiiz motor aktivite,
yiiksek riskli psikiyatrik acillerin erken gostergeleri arasinda yer
almaktadir (Zeller & Rhoades, 2010). Bu belirtilerin varliginda,
degerlendirme siireci glivenlik Onlemleri ile es zamanh

yiritiilmelidir (Richmond et al., 2012).

Ruhsal Durum Muayenesi
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Ruhsal durum muayenesi; hastanin goriinimii, davranislari,
konusmasi, duygudurum ve duygulanimi, diisiince siireci ve igerigi,
algisi, biligsel islevleri, i¢gorii ve yargilama yetisini kapsamaktadir
(APA, 2022). Psikiyatrik acil kosullarda ruhsal durum muayenesinin
kisa, yapilandirilmis ve tekrarlayict  bicimde yapilmasi
onerilmektedir (Townsend & Morgan, 2021). Ozellikle emredici
varsanilar, paranoid sanrilar ve yogun umutsuzluk ifadeleri, akut
risk gostergeleri olarak degerlendirilmelidir. Bu belirtilerin varligi,
kendine zarar verme veya siddet davranisi agisindan artmis riskle

iligkilidir (Douglas et al., 2014).
Risk Degerlendirme Araclari ve Klinik Gozlem

Psikiyatrik acillerde risk degerlendirmesi, yapilandirilmis
olgekler ve klinik gdzlemin birlikte kullanilmasini gerektirir. Intihar
riskinin degerlendirilmesinde Columbia Suicide Severity Rating
Scale (C-SSRS) yaygin olarak kullanilmaktadir. C-SSRS’nin acil
servis  ortaminda  hemsireler tarafindan  uygulanabilirligi
gosterilmistir  (Posner et al., 2011). Siddet riskinin
degerlendirilmesinde Breset Violence Checklist (BVC) 06ne
cikmaktadir (Woods & Almvik, 2002). Bununla birlikte, klinik
yarginin  risk  degerlendirmesinde = vazgecilmez  oldugu

vurgulanmaktadir (Singh et al., 2014).
Psikiyatrik Acillerde Hemsirelik Miidahale Protokolleri

Psikiyatrik acil durumlarda hemsirelik miidahaleleri,

hastanin giivenligini saglamaya yonelik hizli, planl ve kanita dayali
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uygulamalar1  igermektedir. ~ Miidahalelerin  temel amaci,
semptomlart baskilamak degil; akut riski azaltmak ve klinik
stabilizasyonu saglamaktir. Uluslararasi rehberler, miidahalelerin
asamal1 ve en az kisitlayici yaklagimla planlanmasini 6nermektedir

(NICE, 2015; WHO, 2017).
Terapitik Iletisim ve De-Eskalasyon

Terapdtik iletisim, psikiyatrik acil bakimda en etkili ve en az
kisitlayict miidahale yontemlerinden biridir (Hallett & Dickens,
2017). Project BETA rehberi, ajitasyon yonetiminde de-
eskalasyonun birinci basamak miidahale olmas1 gerektigini

vurgulamaktadir (Richmond et al., 2012).
Davranissal ve Cevresel Miidahaleler

Davranigsal miidahaleler, ¢evresel diizenlemelerle birlikte
uygulanmalidir. Safewards modeli, ¢evresel diizenlemeler ve ekip
temelli yaklagimlarin siddet olaylarimi azalttigini gostermektedir

(Bowers, 2014).
Farmakolojik Miidahalelerde Hemgirenin Rolii

Farmakolojik miidahaleler, de-eskalasyon girisimleri
basarisiz  oldugunda giindeme gelmektedir (NICE, 2015).
Hemsirenin ilag¢ sonrasi sedasyon diizeyi, solunum ve
kardiyovaskiiler yan etkiler acisindan hastay1 yakindan izlemesi

onerilmektedir (Zun, 2018).
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Fiziksel Kisitlama ve Izolasyon

Fiziksel kisitlama ve izolasyon son segenek olarak
degerlendirilmelidir (WHO, 2017). Kisitlama uygulamalarinin hasta
tizerinde psikolojik travmaya yol agabilecegi bildirilmistir (Cusack

et al., 2018).
Ozel Psikiyatrik Acil Durumlarda Hemsirelik Yaklasim
Intihar Girisimi Sonrast Bakim

Intihar girisimi sonras1 bakim, fiziksel stabilizasyonun yani
sira kapsamli bir ruhsal degerlendirmeyi igermektedir. Siirekli
gozlem ve giivenli ortam saglanmasi, tekrar girisim riskini

azaltmaktadir (Hawton & Williams, 2001; WHO, 2014).
Ajite ve Saldirgan Hastaya Yaklasim

Ajite hastalarda dncelik de-eskalasyon teknikleridir. Hemsire
tutumunun sakin ve tutarli olmasi, ajitasyonun siddetlenmesini

onleyebilmektedir (Stuart, 2020).
Madde Kullanimyla Iliskili Aciller

Madde entoksikasyonu ve yoksunluk tablolari, psikiyatrik
ve tibbi riskleri birlikte barindirmaktadir. Acil psikiyatri literatiirt,
bu hastalarda yakin vital bulgu izlemini 6nermektedir (Tintinalli et

al., 2020).
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Etik, Hukuki Ve Mesleki Boyut

Psikiyatrik acil durumlarda hemsirelik bakimi, yalnizca
klinik miidahalelerle smirli olmayip; etik, hukuki ve mesleki
sorumluluklarin yogun bi¢imde i¢ ice gectigi bir bakim alanini
kapsamaktadir. Bu durumlarda alinan kararlar ¢ogu zaman zaman
baskisi, yiliksek risk ve belirsizlik igeren kosullar altinda
verilmektedir. Psikiyatri hemsireleri, bu siiregte hasta giivenligi ile

hasta 6zerkligi arasinda hassas bir denge kurmakla yiikiimliidiir.

Psikiyatrik acil bakimda temel etik ilkeler; yararlilik, zarar
vermeme, Ozerklik ve adalet ilkeleri etrafinda sekillenmektedir
(Beauchamp & Childress, 2019). Giivenligin saglanmas1 gerekliligi,
ozellikle ajitasyon, saldirganlik ve kendine zarar verme riski bulunan
hastalarda hasta 06zerkliginin gecici olarak smirlandirilmasini
giindeme getirebilmektedir. Bu durum, psikiyatri hemsirelerinin
siklikla etik ikilemlerle karsi karsiya kalmasina neden olmaktadir.
Literatiir, psikiyatrik acil bakimda etik kararlarin ¢ogunlukla
giivenlik gerekgesiyle alindigini, ancak bu kararlarin mutlaka en az
kisitlayict  miidahale ilkesiyle temellendirilmesi gerektigini

vurgulamaktadir (Delaney & Johnson, 2019; Cusack et al., 2018).
Uluslararasi Etik ve Hukuki Cerceve

Psikiyatrik acil bakim, uluslararas1 diizeyde insan haklari
temelli yaklasimlar dogrultusunda ele alinmaktadir. Birlesmis
Milletler Insan Haklar1 Evrensel Bildirgesi ve Diinya Saglik

Orgiitii’niin ruh saghg politikalari, ruhsal hastaligi olan bireylerin
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onuruna saygili, ayrimciliktan uzak ve giivenli bakim alma hakkini

acik¢a tanimlamaktadir.

Diinya Saglik Orgiitii, psikiyatrik bakimda fiziksel kisitlama
ve izolasyon gibi zorlayici uygulamalarin miimkiin olan en diisiik
diizeyde tutulmasini 6nermekte ve bu uygulamalarin sistematik
olarak izlenmesini talep etmektedir (WHO, 2017). Uluslararasi
literatiirde, zorlayici miidahalelerin gerekg¢elendirilmesi, siiresinin
siirlandirilmast ve ayrintili bicimde kayit altina alinmasi etik ve

hukuki bir zorunluluk olarak kabul edilmektedir.

Avrupa Insan Haklar1 Mahkemesi kararlar1 da, psikiyatrik
hastalara yonelik zorlayici uygulamalarin ancak agik ve belgelenmis
bir giivenlik tehdidi varliginda mesru kabul edilebilecegini ortaya
koymaktadir (European Court of Human Rights, 2016). Bu
baglamda psikiyatri hemsireleri, uyguladiklar1 her girisimin etik
gerekcesini agiklayabilmeli ve insan haklar1 perspektifini bakim

stirecine entegre edebilmelidir.
Tiirkiye’de Psikiyatrik Acil Bakimda Hukuki Cerceve

Tirkiye’de psikiyatrik acil durumlarda bakim, Hasta Haklar1
Yonetmeligi, Tirk Ceza Kanunu ve ilgili saglik mevzuati
cergevesinde yliriitiilmektedir. Hasta Haklar1 Ydnetmeligi, bireyin
saglik hizmetlerinden insan onuruna yakisir bi¢imde yararlanma,
bilgilendirilme ve giivenli bakim alma hakkin1 acgikca

tanimlamaktadir.
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Psikiyatrik acil bakimda zorunlu tedavi, fiziksel kisitlama ve
izolasyon uygulamalar1 yalnizca tibbi gereklilik halinde ve belirli
kosullar altinda uygulanabilmektedir. Bu uygulamalarin, hastanin
kendisi ya da cevresi i¢cin agik ve yakin bir tehlike olusturmasi
durumunda, en kisa siireyle ve en az kisitlayic1 bigimde
gerceklestirilmesi  gerekmektedir (Tirkiye Cumhuriyeti Hasta
Haklar1 Yonetmeligi, 2014).

Psikiyatri hemsireleri agisindan hukuki sorumlulugun en
onemli boyutlarindan biri kayit ve belgelendirme siirecidir. Eksik ya
da yetersiz kayitlarin, hem idari hem de cezai sorumluluk
dogurabilecegi;  Ozellikle kisitlama ve  zorunlu  tedavi
uygulamalarinda ayrintili  kayit tutulmasinin zorunlu oldugu

vurgulanmaktadir (Aydin & Ersoy, 2015).
Psikiyatri Hemsiresinin Etik ve Mesleki Sorumluluklar

Psikiyatrik acil bakim, psikiyatri hemsirelerinden ileri
diizeyde klinik karar verme, etik duyarlilik ve stresle basa ¢ikma
becerileri gerektirmektedir. Hemsire, bir yandan hasta giivenligini
saglamakla yiikiimliiyken; diger yandan hastanin insan onurunu,

mahremiyetini ve haklarin1 korumak zorundadir.

Psikiyatri hemsirelerinin mesleki sorumluluklar1 su alanlar
kapsamaktadir:
¢ Riskleri erken fark etmek ve uygun miidahaleleri

baglatmak
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e Zorlayici uygulamalar1 son segenek olarak
degerlendirmek
e Tiim girisimleri etik ve hukuki gerekgelerle belgelemek

e Ekip ici iletisimi ve koordinasyonu saglamak

Literatiir, psikiyatrik acil servislerde ¢alisan hemsirelerin
etik stres ve tiikkenmislik acgisindan risk altinda oldugunu; bu nedenle
slipervizyon ve kurumsal destek mekanizmalarinin 6nemli oldugunu
gostermektedir (Edward et al., 2018). Bu baglamda hizmet ici
egitimler, etik olgu tartigsmalar1 ve psikiyatri hemsirelerine yonelik
destekleyici yonetim yaklasimlari hem bakim kalitesini hem de

calisan giivenligini artirmaktadir.
Sonuc ve Oneriler

Psikiyatrik acil durumlar, psikiyatri hemsireliginin klinik,
etik ve hukuki boyutlarinin yogun bicimde kesistigi bir bakim
alanini temsil etmektedir. Bu boliimde sunulan bulgular, psikiyatrik
acil bakimda hemsirelik yaklagiminin hasta glivenligi, bakim kalitesi
ve insan haklari agisindan belirleyici bir role sahip oldugunu

gostermektedir.

Psikiyatri hemsireleri, erken risk tanima, terapotik iletisim
ve de-eskalasyon teknikleri araciligiyla zorlayici miidahalelerin
azaltilmasinda kilit bir konumda yer almaktadir. Klinik uygulamada,
yapilandirilmis risk degerlendirme araglarinin klinik go6zlemle

birlikte kullanilmasi; egitim diizeyinde ise simiilasyon temelli
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psikiyatrik  acil  bakim  egitimlerinin  yayginlastiriimasi

Onerilmektedir.

Gelecekte yapilacak arastirmalarin, psikiyatrik acil bakimda
hemsgirelik girisimlerinin hasta sonuglari {izerindeki etkisini

degerlendiren deneysel tasarimlara odaklanmasi 6nem tasimaktadir.
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BOLUM 3

THE PROCESS OF INTERNALIZED STIGMA IN
MENTAL HEALTH: AN EVALUATION OF
GRADUATE STUDIES IN TURKIYE

AYTUG TURK!

Giris

Stigma surrounding mental illness, both individual and
societal, continues to be one of the main barriers to the recovery,
social participation, and access to treatment of individuals suffering
from these illnesses (Horsfall, Cleary, & Hunt, 2010). Internalized
stigma, defined as the process whereby individuals with mental
illness adopt the negative beliefs about mental illness that exist in
society and accept that they themselves are part of this chain of
negativity, leads to many problems, primarily decreased self-esteem,
impaired functioning, and avoidance of treatment (Taskin, 2007). In
this regard, understanding the dynamics of internalized stigma
remains a current topic at the center of mental health research and
practice.
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Master's theses constitute an important component of this
field of research, and the sample groups, emerging themes,
methodological choices, and results of these studies contribute
significantly to the interdisciplinary literature. In Turkey, although
interest in mental health stigma is increasing in fields such as
psychiatric nursing, psychology, and social work, it has been
observed that studies conducted at the master's level have not been
systematically examined.

In this regard, the section examines how internalized stigma
is addressed in master's theses in Turkey, focusing on the designs,
data collection methods, intervention approaches, and main subject
distribution of the master's theses conducted, in addition to providing
explanatory information about stigma and internalized stigma. By
classifying these trends, it aims to clarify the current state of
academic work and highlight issues that should be considered to
strengthen future research in this field.

Stigmatization and Internalized Stigmatization Process

Stigma, in general, refers to the loss of status and exclusion
caused by negative stereotypes about individuals diagnosed with a
chronic illness (Arabaci, Basogul & Biiylikbayram, 2015).
Internalized stigma occurs when individuals belonging to a
stigmatized group turn society’s stigmatizing attitudes and reactions
inward (Avcil, 2014). Individuals with mental health issues are
commonly perceived by others as unreliable, dangerous, or
incapable of fulfilling roles such as friends, workers, neighbors, or
partners. These perceptions contribute to stereotypes such as
"mentally ill individuals are unpredictable, untrustworthy, or
incapable of taking care of themselves," which are internalized by
the individuals themselves (Teke, 2017). These individuals often
experience feelings of shame, inadequacy, an increase in negative
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automatic thoughts, social withdrawal, and a decline in self-esteem.
The more stigmatizing the psychiatric diagnosis, the more severe
these symptoms become (Cuhadar, 2011).

Internalized stigma stems from societal beliefs such as
"individuals with mental health issues evoke emotions of anger,
disdain, ridicule, and disgust." It manifests as the reactions
stigmatized individuals direct toward themselves. Even in the
absence of explicit discrimination, individuals internalize societal
negative attitudes and anticipate stigmatizing behaviors, leading to
behavioral changes as if discrimination has already occurred. As a
result, individuals with mental health issues stigmatize themselves
before society does (Drapalski et al., 2013; Teke, 2017). Societal
stigma may follow this internal process simultaneously or
independently. This process often begins when a person receives a
mental health diagnosis, reviving existing stereotypes about
mentally ill individuals. The more negative the stereotypes held by
the individual, the greater the perceived stigma (Overton & Medina,
2008). Thus, the tendency to stigmatize oneself is directly
proportional to the individual's belief in societal stigma (Drapalski
et al., 2013;).

Internalized stigma is independent of actual experiences of
exclusion or discrimination and begins to take effect when
individuals are labeled with a mental health diagnosis (Taskin,
2007). People with mental health problems are often aware of the
negative stereotypes about themselves. If they internalize and apply
these stereotypes to themselves, it leads to diminished self-esteem
and self-efficacy. For instance, an individual might think, “I have a
mental illness, so I do not deserve good medical care or cannot
succeed in any job.” This self-stigma is accompanied by emotional
feelings of shame, reduced social engagement, worthlessness, and
depressive symptoms, ultimately decreasing the individual’s quality
of life ( Tiirk & Ugurlu, 2023; Horsfall, Cleary, & Hunt, 2010). It
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may also reduce motivation to achieve goals such as living
independently or maintaining employment (Aydemir, 2004).

Internalized stigma affects approximately one-third of
individuals with severe mental illnesses (Taskin, 2007). However,
not all individuals in stigmatized groups experience self-stigma.
Some reject these prejudices and maintain healthy relationships or
actively combat stigma (Avcil, 2014).Similar to societal stigma,
internalized stigma comprises stereotypes, prejudice, and
discrimination. Individuals who internalize stigma endorse
stereotypes, saying, “This is true; I am weak and incapable of taking
care of myself.” Personal prejudice resulting from these beliefs leads
to negative emotional responses, such as low self-esteem and
reduced self-efficacy (Horsfall, Cleary, & Hunt, 2010). Prejudice
also translates into behavioral responses, such as individuals with
mental health issues abandoning opportunities to work or live
independently. These behavioral changes often result not from the
illness itself but from the individuals’ self-discriminatory behaviors
(Taskin, 2007).

Many individuals with mental illnesses are aware of societal
stereotypes, such as “people with mental illnesses are incompetent.”
However, mere awareness of stereotypes does not lead to
internalized stigma unless these stereotypes are accepted and
endorsed by the individual (Aydemir, 2004). Internalized stigma
develops through the interaction of social stigma and personal
stigma. According to socio-psychological models, social stigma
progresses through stereotypes, prejudice, and discrimination (Teke,
2017).

Stereotypes are cognitive structures shared by many
members of society. They represent common beliefs about different
social groups and allow for categorization. While individuals may be
aware of stereotypes, they do not necessarily agree with them (Link
& Phelan, 2001). For example, some may recognize stereotypes



about ethnic groups but reject their validity. Prejudiced individuals,
on the other hand, endorse negative stereotypes, leading to emotional
responses such as fear or hostility. This prejudice manifests
behaviorally as discrimination. For instance, employers may avoid
hiring individuals with mental illnesses due to negative stereotypes
(Tagkin, 2007). Corrigan explains internalized stigma using the "3A"
model: awareness, agreement, and application (Teke, 2017; Taskin,
2007).

Awareness: Individuals are aware of societal stereotypes
about mental illnesses, such as “people with mental illnesses are
unpredictable and dangerous,” even before they develop a mental
illness themselves (Cam & Dagli, 2017).

Agreement: Individuals accept and identify with these
stereotypes, such as “Yes, it’s true; people with mental illnesses are
unpredictable and dangerous.” However, awareness and agreement
alone are insufficient for internalized stigma to occur (Teke, 2017).

Application: Internalized stigma occurs when individuals
apply these stereotypes to themselves following a diagnosis. For
example, “I am mentally ill, so I must be unpredictable and
dangerous” (Cam & Dagli, 2017).

Variables Influencing the Level of Perceived Stigma

The most important variable is the patients’ level of
internalized stigma. The higher the level of internalized stigma in a
patient, the stronger the sense of being stigmatized. Other relevant
variables include:

. Patients with lower self-esteem report higher levels of
perceived stigma.

. Regardless of the nature of the illness, patients who
cannot return to their previous level of functioning after the onset of
the disorder experience higher levels of perceived stigma. The
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emergence of functional impairment due to the illness and the
resulting deterioration of prior occupational or social roles are
associated with increased stigma perception(Link & Phelan, 2001).

. The presence of physical functional impairments
alongside psychiatric illness contributes to heightened stigma
perception (Ko et al., 2022).

. Patients who are knowledgeable about their illness
demonstrate lower levels of perceived stigma. The more
stigmatizing the diagnostic label they receive, the greater the sense
of stigma experienced(Link & Phelan, 2001).

. Members of minority groups or migrants diagnosed
with a mental disorder are known to experience higher levels of
perceived stigma.

. Individuals living in rural areas have been reported to
exhibit higher levels of perceived stigma (Stewart et al., 2015).

. Patients who have been hospitalized for psychiatric
treatment show higher levels of perceived stigma. The
administration of ECT and the necessity for continuous medication
contribute to the increase in stigma perception (Cuhadar, 2011;
Taskin, 2007; Aydemir, 2004).

Consequences of Internalized Stigma

Stigma and internalized stigma constitute a distressing
burden that aggravates the outcomes and course of mental disorders,
representing both a clinical and public health concern. Stigmatized
individuals encounter discrimination in society and become targets
of negative stereotypes (Link & Phelan, 2001). Moreover, by
accepting and applying these stereotypes to themselves, they
develop low self-esteem. A patient experiencing internalized stigma
may think, “People with mental illness are bad, therefore I must also
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be a bad person,” and may withdraw from society (Drapalski et al.,
2013; Teke, 2017).

Because this process reflects a subjective and self-directed
stigma, patients initially avoid seeking psychiatric help, hindering
their engagement and adherence to pharmacological and
psychosocial interventions and thereby obstructing recovery
(Cuhadar, 2011). At the same time, this leads to negative outcomes
such as reduced quality of life (Tiirk & Ugurlu,2023).

Internalized stigma is also associated with decreased self-
esteem and increased demoralization, impaired social adjustment,
heightened feelings of guilt, and a sense of shame. One of the most
significant consequences is that these emotions prevent patients from
feeling they occupy their rightful place in society, or even from
feeling that they belong to society at all (Drapalski et al., 2013; Link
& Phelan, 2001). Due to internalized stigma, patients are unable to
return to their previous social and occupational roles independently
of the effects of the illness; instead, they withdraw from society and
resort to behavioral avoidance (Cuhadar, 2011).

The depth of internalized stigma is related to individuals’
awareness of societal attitudes and the degree to which they apply
these attitudes to themselves. Applying such negative beliefs
personally undermines self-esteem and self-efficacy (Taskin, 2007).
These regressions adversely affect the pursuit and achievement of
life goals. For this reason, individuals with mental illness tend to
avoid opportunities that could facilitate the attainment of important
goals related to work, housing, and other essential life domains
(Teke, 2017).

When individuals with mental illness internalize societal
attitudes such as devaluation and discrimination, they anticipate
rejection and discrimination from others and adopt coping strategies
such as secrecy about their illness or withdrawal from social
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interactions. To avoid discrimination and rejection, they limit their
social interactions to individuals who are similarly stigmatized or
who are aware of or accepting of stigma, such as family members
(Taskin, 2007; Aydemir, 2004).

Combating Stigma

Considering that one in four people are affected by mental
disorders at some point in their lives, the theme of World Health Day
in 2001 was designated as “Stop Exclusion, Dare to Care.” The aim
of this theme was to convey the message that everyone has a place
in society without being marginalized (Drapalski et al., 2013). At this
point, combating stigma requires joint actions, initiatives, and
competencies shared by experts in the field and community leaders.
In this regard, nurses’ attitudes are directly influential on patient
outcomes and play a decisive role in establishing a therapeutic
clinical environment (Ustiin & Inan, 2018).

Strategies for combating stigma:

. Increasing public awareness about schizophrenia,
providing information on the nature of the illness and available
treatment options, improving societal attitudes toward individuals
with schizophrenia and their families, and initiating efforts to
eliminate prejudice and discrimination (Drapalski et al., 2013).

. In anti-stigma efforts, it is first necessary to attempt
to change the existing false beliefs and misinformation within
society. While doing so, individuals’ beliefs and attitudes, as well as
their experiences of stigmatization, should be assessed using
measurement tools. Among these tools, several validated and
reliable scales exist: the “Community Attitudes Toward the Mentally
11l Scale (CAMI),” adapted by Bag and Ekinci (2003) , the “Beliefs
Toward Mental Illness Scale (BMIS)” developed by Bilge and Cam
(2008), and the “Internalized Stigma of Mental Illness Scale (ISMI)”

adapted by Ersoy and Varan (2007).
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. Changing individuals’ attitudes is a priority in
combating stigma. In this context, modifying misconceptions, false
beliefs, and prejudices about mental illness and individuals with
mental disorders is possible through public education. Providing
accurate information to key community figures appears to be the
most effective method for reducing stigma and related
discrimination (Drapalski et al., 2013).

. Efforts to combat stigma should be implemented
through an intervention framework that includes interpersonal,
societal, industrial, administrative, and governmental policies. In
these practices, conducting target group—oriented activities within a
patient-centered approach is recommended(Drapalski et al., 2013)..

. Informing the public about psychiatric disorders and
their treatments will reduce the effects of stigma. Therefore,
planning educational programs and developing research initiatives
aimed at combating stigma may be suggested. While educating the
public about stigma, patients should also be informed during
treatment on how to cope with stigmatization(Bilge & Cam, 2010).

. It is important to address a psychiatric patient
together with their physical, environmental, and cultural context and
to rehabilitate them within the community. In this regard, day clinics
and associations play a significant role, and it is recommended that
professionals who serve as community leaders receive training on
combating stigma (Bilge & Cam, 2010).

Efforts aimed at reducing stigma toward individuals with
mental disorders, and consequently internalized stigma, play a
significant role in reshaping societal attitudes and enhancing the
quality of clinical practice. In this regard, it is essential to understand
the nature of the studies conducted in the literature and the ways in
which they contribute to this field. This study examined graduate
theses on internalized stigma in terms of their topics and methods,
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focusing on their adaptation to this specific period. To achieve this
goal, the following research questions were addressed:

e What types of research methodologies were used in
the theses?

e How were the data collected in these theses?

e How were the interventions implemented in the
theses?

¢ In which departments were the theses on internalized
stigmatization conducted?

Materials and Methods

Research Design: This descriptive study utilized the
document analysis method. Graduate theses available on the Council
of Higher Education (CoHE) Thesis Center were reviewed for this
purpose. Data Collection Method: A total of 18 approved and
publicly accessible theses completed by December 1, 2024, were
reviewed on the Turkish Council of Higher Education (YOK). The
included theses were classified according to research type, data
collection method, sample characteristics, studied concepts, and the
intervention implementation methods used in experimental and
quasi-experimental studies.

Data Analysis: The theses included in the study were
examined through a descriptive analytical approach. Each thesis was
reviewed in detail and coded according to predefined categories such
as research design, data collection methods, characteristics of the
study sample, the concepts addressed, and the types of interventions
used in experimental and quasi-experimental work. Following the
coding process, the data were summarized using frequency and
percentage distributions to present an overall picture of current
research trends in the field. The results were organized into tables to

provide a clear and comparable overview of how graduate theses
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have approached these methodological and conceptual elements.
Since the purpose of the study was to describe the existing literature
rather than test hypotheses, no inferential statistical analyses were
applied.

Results

Table 1. Methods of Graduate Theses
Method n %
Research Type
Descriptive, Cross-sectional, Relational (D-CS-R) 14 77.8
Mixed 1 5.6
Experimental 1 5.6
Methodological 2 11
Data Collection Method
Face-to-face 15 83.3
Online 3 16.7
Sample
Nurses 1 5.9
Individuals with mental illnesses 3 17.6
Individuals with bipolar disorder 4 23.5
Non-professional caregivers (families) 1 5.9
Individuals with schizophrenia 2 11.8
Individuals with alcohol and substance use disorders 6 353
Department in which the study was conducted
Clinical Psychology 3 16.7
Psychology 1 5.6
Psychiatric Mental Health Nursing 5 27.8
Nursing 5 27.8
Addiction Counseling and Rehabilitation 1 5.6
Social Work 1 5.6
Speech and Language Therapy 1 5.6
Health Management 1 5.6
Total 17 100.0

The table reveals key trends in graduate theses focused on
internalized stigma. Most of the studies (77.8%) were descriptive,
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descriptive-cross-sectional, or descriptive-relational in nature,
indicating a predominant emphasis on observational research. Face-
to-face methods were the primary mode of data collection,
accounting for 83.3% of the theses, reflecting a preference for direct
interaction with participants. Regarding the sample, individuals with
alcohol and substance use disorders were the most frequently studied
group, making up 35.3% of the total sample, highlighting the
importance of addressing stigma within this population.
Additionally, the theses were predominantly conducted in the fields
of Clinical Psychology and Psychiatric Mental Health Nursing, each
accounting for 27.8%,

suggesting these disciplines' active

engagement in exploring internalized stigma (Table-1).

Table 2. Distribution of Theses Conducted During the Covid-19
Pandemic Period According to Research Type

Research Type D- Methodological | Qualitative | Experimental
DC-
DRS
Undergraduate | n % n %
Thesis
Features
Level Above
Bachelor's
Degree 13 86.67 - -
Master's Degree 1 6.67 2 100.0
PhD 1 6.67 - -
Specialization in
Medicine 15 100 2 100.0
Total
Data Collection
Face-to-face 15 88.2 - -
Online 2 11.8 1 100.0
Total 17 100.0 : 100.0

D:Descriptive , DC: Descriptive cross-sectional DCS: Descriptive relationship seeker
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The analysis of undergraduate thesis features indicates that
the majority of the theses (86.67%) were completed at the master's
degree level, while PhD and specialization in medicine each
accounted for 6.67%. Regarding data collection methods, face-to-
face interactions dominated, representing 88.2% of the total
methods, while online methods accounted for only 11.8%. This
highlights the preference for master's level research and face-to-face
data collection in the examined studies.

Discussion

This research revealed internalized stigma as its main focus
and started to review the graduate work produced on this in Turkey.
It was noticed that master's theses predominantly employed
descriptive, descriptive-cross-sectional, and descriptive-relational
research designs. Only one of the four doctoral studies that addressed
interventions to reduce internalized stigma used an experimental
method, while the number of dissertations was strikingly limited. It
has been said that in Turkey master's theses are usually carried out
by using quantitative methods, while doctoral theses are mostly
planned as quasi-experimental or experimental studies (Oztiirk
Turgut, Tirk, 2023; Tas, Dikeg, and Baysan Arabaci, 2019; Tel and
Sabanciogullari, 2014). Such results confirm the prevailing literature
on master's theses, but to some extent, they also overlap with the
findings regarding doctoral research. The authors of the study
recommend that the coming generation of master's studies move
away from the predominantly descriptive or relational
methodologies and include more intervention-based or experimental
designs.

The majority of the reviewed theses utilized face-to-face data
collection methods, and the study samples primarily consisted of
individuals with mental illnesses. However, it has been emphasized
that online data collection methods offer significant advantages for
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descriptive studies involving larger sample sizes from groups with
functional disabilities (Houtenville, Phillips & Sundar, 2021).
Telepsychiatry services, for example, provide significant temporal,
spatial, and economic benefits (Shoib et al., 2022). Given that most
theses on internalized stigma have been conducted using descriptive
methods, it is suggested that online data collection techniques should
be more actively employed in future studies. Additionally, the
distribution of studies across departments highlights the prominent
roles of "Psychiatric Mental Health Nursing" and "Nursing"
disciplines, each representing 27.8% of the total studies. These
findings underscore the critical contribution of nursing disciplines to
addressing internalized stigma, likely due to their direct involvement
in patient care and mental health interventions.

Conclusion

This study revealed that graduate theses on internalized
stigma in Turkey predominantly utilize descriptive and observational
research methods, with limited experimental studies, particularly at
the doctoral level. Most studies employed face-to-face data
collection methods, with a primary focus on individuals with mental
health issues, especially those with alcohol and substance use
disorders. Additionally, the findings highlighted the significant
contribution of nursing disciplines, particularly "Psychiatric Mental
Health Nursing" and "Nursing," in addressing internalized stigma
due to their direct involvement in patient care and mental health
interventions. Future research should prioritize experimental and
quasi-experimental designs to develop evidence-based interventions
aimed at reducing internalized stigma. Expanding the use of online
data collection methods could enhance accessibility and sample
diversity, particularly in descriptive studies. Furthermore, research
should broaden its focus to include various populations, such as
caregivers or individuals with physical disabilities, to provide a more
comprehensive understanding of stigma. Finally, fostering
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interdisciplinary  collaboration across fields like nursing,
psychology, social work, and health management is essential to
create holistic strategies for combating internalized stigma
effectively.
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BOLUM 4

THE EFFECT OF SPIRITUAL STRUCTURE ON
THE MEDICAL SUPPORT PROCESS IN BIPOLAR
DISORDERS

DILEK YESILBAS!

Introduction

Bipolar disorder (BD), a disorder characterized by cycles of
mania and depression, and in which individuals exhibit both mood
states at specific frequencies, has become a significant public health
problem with its increasing incidence and prevalence in recent years
(Grande et al, 2016; Anderson et al, 2012; Miiller-Oerlinghausen et
al, 2002). In addition to treatment, individuals' social and physical
activities, as well as their daily lives, should be monitored more
closely, and all stages associated with BD should be analyzed
holistically and multidisciplinary (Carvalho et al, 2020; MclIntyre et
al, 2020; Miklowitz and Johnson, 2017).

Individuals generally exist within a social structure and
protect their selfhood, psychological and psychiatric health, through
social identity. Therefore, it can be argued that social identity and the
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socialization of individuals can be as important as the medical agents
used in the treatment process (Marmot, 2022; Creel et al, 2013;
Casper, 2001). However, this area remains more limited than the
medical treatment process, and the available data in this area is
relatively qualitative. One of the areas where individuals are
expected to influence the treatment process in bipolar disorder cases,
but for which quantitative data is scarce, is spirituality.

Spiritual structure generally refers to a concept referred to as
"spiritual” in the dictionary, which separates existence from the body
and examines it through a spiritual structure, and the structure it
creates (Balboni et al, 2022; de Brito Sena et al, 2021; Delgado,
2005). The body's desires and needs are more material and concrete,
and it is relatively easier to measure these, identify deficiencies, and
analyze their effects on humans. However, the needs of the soul can
vary not only from soul to soul, but also within the same soul, across
time and space. Therefore, disentangling the spiritual structure is
likely to make significant contributions to the treatment of many
psychotic and neurotic illnesses (Koenig and Carey, 2024; Long et
al, 2024). The relationship between BD, one of these, and the
spiritual structure is discussed in this section.

Bipolar Disorder

Bipolar disorder, also known as manic-depressive disorder in
the past, refers to an unstable mood characterized by cycles of mania
and depression that predominate at regular intervals (Singh et al,
2025; Vieta et al, 2018; Geddes and Miklowitz, 2013). In this regard,
bipolar disorder refers to periods of extreme excitement and
happiness, during which individuals engage in impulsive risky
behaviors, and periods of extreme depression or excessive sadness,
exhaustion, despair, and even suicidal thoughts. The personality type
and structure of bipolar disorder patients are unstable and fluctuate
(Phillips and Kupfer, 2013; Zimmerman et al, 2008; Kleinman et al,
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2003). The frequency of transitions and changes between manic and
depressive moods is related to the severity of bipolar disorder.

Although the exact etiology of bipolar disorder and its risk
factors are unknown, the same risk factors as those of classic
psychiatric disorders are thought to apply to bipolar disorder. These
include general risk factors such as family history, genetic
predisposition, environmental factors, and traumatic or congenital
anomalies (Rowland and Marwaha, 2018; Duffy et al, 2010; Lenox
et al, 2002). Recent studies have also focused on clinical and
theoretical investigations into the possible associations between
bipolar disorder and nutrition, physical activity, and other variables
related to daily living. The fundamental point emerging from all
these studies is that bipolar disorder has a complex and unknown
etiology. Therefore, rather than a definitive treatment or cure, the
focus is on minimizing symptoms, controlling individuals' manic
episodes, and managing their depressive tendencies. To achieve this,
individuals require both medical and social support.

In brief, BD is a mood disorder for which knowledge and
methods regarding risk factors and the treatment process are limited,
yet it has a significant impact on individuals' adaptation to social life
and quality of life. Effective and successful management of manic
and depressive episodes and cycles in bipolar patients requires both
experienced and knowledgeable physicians and a holistic approach
to the patient, extending beyond the doctor-patient relationship and
adhering to social and cultural norms.

Spiritual Structure

Spiritualism is an approach that fundamentally distinguishes
between the body and the soul, and posits the soul as essential. The
spiritual approach is also used with other terms such as spirituality,
spiritualism,  spiritual centeredness, and spirituality. The
fundamental point that emerges in the conceptual explanations of all
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these terms is that the soul is considered above and above all else
(Koburtay et al, 2023; Quinn and Connolly, 2023; Ryff, 2021).

Sacred religions theoretically form the foundation of
spirituality. In major religious teachings and beliefs, worldly life is
temporary, a place of testing, and the life that follows is permanent.
In this process, the world is a testing ground, while the body is
nothing more than a tool used in that testing. According to this
approach, instead of physical desires and wishes, the focus should
be on spiritual wishes and desires, managing these desires and needs,
and drawing a line between desires and needs (Koburtay et al, 2023).
In this way, it is possible to become a self-actualized person or a
perfect human being, a characteristic of every religious teaching,
though expressed with some variations.

This concept, which spiritual structure actually expresses, is
closely related to the social identity theory proposed by Giddens and
the interaction of individuals with their social environment. A self-
actualized person will, in a sense, have acquired a social identity and
be accepted by the society they live in. In this case, the individual
will be able to establish healthy relationships with the individuals
and institutions of their society and will be protected against
psychological and psychiatric disorders that may arise from a lack of
socialization.

However, this is merely a dimension of the spiritual structure,
and the term "self-transcendent" or "perfect human" is a concept that
goes far beyond social identity. With this concept, individuals
integrate into society while simultaneously understanding the
balance between this world and the afterlife, protecting themselves
from falling into unnecessary and liberal struggles over this world.
While this may seem like indifference at first glance, it is, on the
contrary, an expression of surrender. However, surrender is a process
that brings with it responsibility and is completed by absolute

obedience to the rules and regulations of these teachings. The most
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significant benefit such surrender provides to the individual is a
robust personal structure that is less vulnerable to events, yet more
proactive in its influence and action.

From a bipolar disorder perspective, the spiritual structure
influences the degree, direction, form, and manifestation of both
manic and depressive episodes, limiting and shaping all individual
behaviors and movements. Although the individual's ability to
control manic and depressive episodes and periods is lost in bipolar
disorder cases, it is possible to argue that the spiritual structure plays
a significant role in the degree and severity of this loss.

Spiritual Structure in Bipolar Disorders

The most important relationship between BD and spirituality
stems from religious belief. Spiritualism is a concept studied through
the soul, or spirit, which is more sophisticated and more enigmatic
than the body, encompassing more metaphysics. The primary
nourishment of the soul is music, art, literature, and religion, which
are more abstract or contain more abstract concepts. Among all
these, religion represents a holistic doctrine, transcending all other
abstract or abstract concepts. Religion can be described as a body of
governing discourses that aim for people's happiness both in this
world and the next, define the paths and rules leading to happiness,
and foster healthy relationships within society.

In bipolar disorder cases with a high level of religious belief,
a comparison can be made with a patient with no religious belief to
fully understand the impact of this belief. Because such a patient
lacks the urge to harass others, violate other people's rights, or
engage in proper etiquette during manic and depressive reactions,
the antisocial reactions and behaviors associated with the illness can
emerge more clearly and unfiltered. Therefore, it can be argued that
a spiritual structure supported by religious belief can positively
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contribute to socialization and compliance during treatment in
bipolar disorder cases.

The most important tenet of religious teachings asserts that
there will be eternal life after death, that this world is temporary, and
that everything is, in fact, a test for eternal life. This approach brings
with it a sense of acceptance in individuals, and the idea that all bad
or good deeds are actually a test. Therefore, in spiritual structures
with a high religious teaching, social relationships, relationships
between institutions, and institutions are much stronger. This is not
a complacency, but rather an understanding of acceptance and
surrender. Patients with a spiritual structure that accepts this, have
higher levels of acceptance of illness and participation in treatment.
Similarly, in societies composed of individuals with such a high
religious spiritual structure, individuals are less judged for their
illness or its consequences, which strengthens socialization. It is also
possible to state that in societies with a high religious tendency, the
reaction to extreme or extreme behaviors that occur during periods
of mania and depression is less pronounced, and therefore, social
support during the treatment process is less fragile and more robust.

According to the impact of spirituality on bipolar disorder
(BD) cases in general, it can be stated that religious teachings, among
the fundamental nourishments of spirituality, play a significant and
soothing role for both patients and the society surrounding them. In
such societies, patients are more cautious in their reactions and more
likely to accept the illness, while the social structure is more tolerant
of these reactions and more welcoming of socialization.

Conclusion

In conclusion, both concrete studies in the literature and
theoretical and sociological studies demonstrate that feelings of
"believing" and "belonging" are important functions and
components of psychological resilience and mental health.
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Therefore, spiritual structure is the primary component affecting
individuals' psychological and psychiatric health. While spiritual
structure is not directly related to the society in which they live, it
regulates relationships within the social structure through the effects
of individuals' emotions and behaviors. In this way, spiritual
structure not only enables individuals to integrate with society and
the social structure, but also organizes the patterns by which
individuals determine, direct, and respond to behavioral patterns and
actions within that structure.

In bipolar disorder (BD), individuals differ from healthy
individuals within the social structure during both manic and
depressive episodes, attracting attention. In this regard, since
spirituality is one of the factors that determines individuals' emotions
and behaviors within society, it may allow for greater control of
manic and depressive manifestations in bipolar disorder (BD). This
does not imply that spirituality reduces these reactions, but merely
provides support for a more normal and social appearance. For
example, religious beliefs and rituals, which shape emotions and
behavior within society and are closely linked to individuals'
spiritual nature, prohibit all excesses during manic and depressive
episodes in normal individuals. This may be perceived in bipolar
disorder patients as a habit from the premorbid period or as support
from their environment.

Another important relationship between spirituality and
bipolar disorder (BD) is people's level of acceptance, again through
religion. This is a concept that is directly related to the patient in
bipolar disorder cases, as well as their family and environment. In
bipolar disorder cases, the social and environmental reactions that
occur during manic and depressive episodes significantly influence
the severity of the illness and the destructiveness of these reactions
in terms of socialization. Therefore, a structure based on more
explicit roles, more deeply rooted in religious belief, and more
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clearly defined roles within the social structure, will positively
impact the bipolar disorder treatment process.

In conclusion, one of the most important factors revealing the
effects of spiritual structure on bipolar disorder cases is religious
beliefs, which also influence individuals' social and cultural lives.
The primary goal of religious beliefs is to ensure people's happiness
both in this world and the afterlife. To this end, religious teachings
clearly demarcate the relationships, rights, and limitations between
individuals. The stronger and more robust these boundaries are
perceived by both the patient and the social structure within which
the patient lives, the greater the socialization of the individual will
be, thus reducing bipolar disorder symptoms and yielding more
effective treatment outcomes.
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