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ABSTRACT

Abohalaka R., Determination of Perceived Language Barriers in
Accessing Healthcare Services According to Syrian Refugees Visiting Two
Training and Research Hospitals in Ankara, Hacettepe University, Institute of
Health Sciences, Master in Health Management in Disasters, Ankara 2018. The
Syrian war which has started in 2011, caused the largest humanitarian and refugee
crisis of the present time. Healthcare services are provided at no cost to the Syrian
refugees in Turkey, however, the language barrier remains a major problem in
accessing healthcare services. We aimed to examine the dimensions of language
problem among Syrian refugees, while accessing healthcare services in Ankara. A
questionnaire consisting of 38 questions was used as the survey tool. For the study
sample characteristics, frequencies and percentages were reported. For cross-
tabulations, statistical significance was determined using the Pearson Chi-Square test.
Of the 221 participants 46.6% were males, while 53.4% of them were females.
Participants were between 18-85 years old (mean: 36 years old). 11.1% can speak
Turkish. 77.1% of the participants believed that the language barrier has a negative
effect in accessing healthcare services. 51.1% of the participants did not use healthcare
services at least once, despite their need. 48.5% of the participants used hospital
interpreters while 20.6%, 17.6% and 13.2% of them did not get any help, used ad hoc
interpreters such as friends or family members and used a private interpreter
respectively during healthcare visits. Perception of language as a barrier was more
common, among participants, who were married, jobless, illiterate, had no Turkish
speaking relatives or had diseases. Gender, economic status, having Turkish-speaking
relatives and having diseases were variables showing association with the method they
used to cope with the language barrier. Employment status and having social
relationships with the local people seem to be very important in learning the Turkish
language, hence having a better access to healthcare services, which highlighted the
issue of integration. Nevertheless, with a society like Syrian one, gender preference

might be an important factor in this aspect even if such opportunities are available.

Key words: Language barrier, Access healthcare services, Syrian refugees,

Turkey
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OZET

Abohalaka R., Ankara'da iki egitim ve arastirma hastanesine basvuran
Suriyeli siginmacilarin goziiyle saghk hizmetine erisimde dil sorununun
incelenmesi, Hacettepe Universitesi, Saghk Bilimleri Enstitiisii Afetlerde saghk
yonetimi programm Yiiksek Lisans Tezi. 2011 yilinda baslayan Suriye savasi,
glinlimiiziin en biiyiik insani krizine yol agmis. Tirkiye’de Suriyeli miiltecilere saglik
hizmetleri {icretsiz olarak saglanmasina ragmen, saglik hizmetlerine erisiminde en
biiyiik problem dil engeli olmaktadir. Bu ¢alismanin amaci Ankara’daki Suriyeli
miiltecilerin saglik hizmetlerine erisiminde yasadiklar1 dil probleminin boyutlarini ve
bununla basa ¢ikmak i¢in kullandiklar1 yontemleri incelemektir. Bu ¢alisma igin 38
sorululuk bir anket formu kullanilmistir. Calisma 6rneklemin 6zelliklerini sunmak i¢in
siklik ve yiizdeler rapor edilmistir. Capraz tablolardaki anlamlilik Pearson Ki-Kare
testi kullanilarak tespit edilmistir. 18-85 yas arasinda ve yas ortalamasi 36 olan 221
katilimcinin %46,6’s1 erkek, %53,4’1 kadindir. %11,1°’u Tirk¢e konusmaktadir.
Katilimcilarin %77,1°1 saglik hizmetlerine erisiminde dilin olumsuz etkisi oldugu
diigiincesindelerdir. Katilimcilarin %51,1°1 ihtiyaglart olmasina ragmen en az bir kez
saglik hizmetlerini kullanmadiklarint beyan etmislerdir. Saghik kurumu ziyaretleri
esnasinda dil acisindan katilimcilarin, sirasiyla, %48,5°1, %20,6’s1, %17,6’s1 ve
%13,2’si hastane terciimaninm kullanmig, kimseden yardim almamus, arkadas ve aile
liyelerinden yardim almis ve 6zel terciiman kullanmistir. Evli, igsiz, Tiirk¢e konusan
akrabasi olmayan, egitim gormemis ya da hasta olan katilimcilar arasinda dilin etkisi
daha yogun gozlenmistir. Cinsiyet, ekonomik durum, Tiirk¢e konusan akraba olmasi
ve hasta olmasi gibi degiskenlerin dil problemiyle basa ¢ikmada kullanan yontemlerle
de iliskisi gozlenmistir. Tiirkge 6grenebilmek i¢in ¢alisiyor olmak veya yerel Kisiler
ile sosyal iligkilerin olmas1 6nemlidir. Bununla birlikte katilimecilarin egitim seviyesi
cok diistik ve issizlik diizeyi ise ¢ok yiiksektir. Saglik hizmetlerinde Arapga konusan
saglik personeli istihdam: ya da terciiman kullanimi dil problemiyle basa ¢ikmada
etkilidir. Yine de bu yondeki Suriye gibi toplumlarda cinsiyet ile ilgili tercihler ¢ok

Onemlidir.

Anahtar kelimeler: Dil problemi, Saglik hizmetlerine erisim, Suriyeli

miilteciler, Tiirkiye
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1. INTRODUCTION

The Syrian war which started at 2011, became the biggest humanitarian and
refugee crisis of our time, where 47,000 people were killed and almost 1.8 million
were wounded in an armed fight that started as anti-government protests before rising
into a complete civil war (1). Further, more than 13,5 million people are in need of
help, 6.3 million have been internally displaced, over 1 million fled to Europe (2) and
more than 5 million have left to neighboring countries, seeking refuge in Turkey,
Lebanon, Jordan and beyond (3).

Documentation of the health impact of war and conflict is one of the most
difficult and yet important public health challenges. Countries that descend into
conflict frequently have inadequate vital statistics systems and woefully incomplete
death registries prior to that descent (3). With over 60% of hospitals and clinics ruined
and about 700 healthcare providers murdered, tortured, or executed, the Syrian war
had left extreme pressure and burdens on Syrian’s health substructure and human
resources particularly, among medical staffs (4).

Turkey now has a Syrian population of over 3.2 million, which makes Turkey
the host country with the biggest refugee population in the world. Nearly 90% of
Syrian refugees in Turkey stay outside the refugee camps with the majority living in
ten provinces in south and southeastern Anatolia (5). Since the onset of Syrian
population influx in April 2011, the coordination of the Syrian refugee response in
Turkey has been managed by the government of Turkey. Primarily, the government
rejected offers of support from UNHCR, so UN agencies and international NGOs
mostly organized themselves in parallel to the government. This led to a situation that
continues today, involving some inaccuracy in the connections between the
communities of coordination (6).

Turkey enabled Syrian refugees to benefit from all of the health care services
at all levels provided for its own citizens. Health services for Syrian refugees inside
and outside of camps are provided free of charge (7). However, Language was a major
barrier for refugees to access healthcare in Turkey, it especially affected the refugees’

understanding of available health services and vaccination coverage (8).



Although Turkey has the largest number of Syrian refugees, the studies that are
related to the language barrier in healthcare services are limited in Turkey. Hence, the
aim of this thesis to determine the perceived language barriers among Syrian refugees

while accessing healthcare services and the methods they used to cope with this

problem.



2. GENERAL INFORMATION

Migration is: “The movement of a person or a group of persons, either across
an international border, or within a State. It is a population movement, encompassing
any kind of movement of people, whatever its length, composition and causes; it
includes migration of refugees, displaced persons, economic migrants, and persons
moving for other purposes, including family reunification” (9). This definition lets us
differentiate between various types of migration: facilitated migration, forced
migration, irregular migration and labor migration. The facilitated migration is defined
as the following: “Fostering or encouraging of regular migration by making travel
easier and more convenient. This may take the form of a streamlined visa application
process, or efficient and well-staffed passenger inspection procedures”, meanwhile
forced migration means: “A migratory movement in which an element of coercion
exists, including threats to life and livelihood, whether arising from natural or man-
made causes”, and the labor migration is: “Movement of persons from one State to
another, or within their own country of residence, for the purpose of employment .
There is no well-defined or universally established explanation of irregular migration.
However, irregular migrations may happen when the previous migrations take place
outside the regulatory standards of the sending, transit and receiving countries, these
irregular cases are seen when an individual crosses an international border without a
valid passport or travel document or without obtaining the necessary administrative
permissions for leaving the country (9).

With this understanding, the “International Organization for Migration
(IOM)” defines a migrant as: “Any person who is moving or has moved across an
international border or within a State away from his/her habitual place of residence,
regardless of the person’s legal status, whether the movement is voluntary or
involuntary; what the causes for the movement are; or what the length of the stay is”
9).

The idea of refugee status drew much attention and raised extreme concern at
the start of nineteenth century, after the borders of numerous countries, and solid
protections for those boundaries were established. “The UN Declaration of Human
Rights ”” was the first international document to demand the “right to seek and to enjoy

in other countries asylum from persecution.” in 1948 (10). The descriptions of both



asylum and refugees, are clearly defined in the “Geneva Convention” in 1951. This
document describes a refugee as: “Someone who owing to well-founded fear of being
persecuted for reasons of race, religion, nationality, membership of a particular social
group or political opinion, is outside the country of his nationality, and is unable to,
or owing to such fear, is unwilling to avail himself of the protection of that country ”
(11). According to data collected at the end of 2015, there were 21.3 million of
refugees worldwide. The conditions of people who are seeking asylum are generally
hazardous and unbearable, especially when they cross national borders to seek security
in neighboring countries, and for this reason they become globally recognized as
“refugees” with the support of states, UNHCR, and civil organizations. Those
conditions led us to define “Asylum seeker” as the following: “A person who seeks
safety from persecution or serious harm in a country other than his or her own and
awaits a decision on the application for refugee status under relevant international
and national instruments. In case of a negative decision, the person must leave the
country and may be expelled, as may any non-national in an irregular or unlawful
situation, unless permission to stay is provided on humanitarian or other related
grounds ” (9). Asylum seekers are recognized as refugees precisely because it is often
too risky for them to come back to their countries, and they need sanctuary elsewhere.
These are usually people for whom denial of asylum has possibly lethal consequences.

-
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Figure 1.1: “Trend of global displacement & proportion displaced | 1996 - 2015 (end-year),
Source: UNHCR, Global Trends Forced Displacement in 2015~
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Turkish law and international law are different in this aspect. Turkey, because
of its location, has a geographic reservation to execute the “Geneva Convention.” In
other words, only asylum seekers who are from European countries by origin can apply
to be accepted as refugees. However, according to the Turkish law, the non-European
asylum seekers, regardless of the country they have come from, cannot apply to be
documented as refugees (12). As a result, Syrian migrants in Turkey are not legally
defined as refugees but have been given a temporary protection status. Nevertheless,
owing to difficulty in nomenclature they will be referred to as refugees in this study.
Anatolian lands have experienced huge refugee movements for a long period of time
(13). However, we cannot say that these migration movements have aided Turkey to
prepare for the present Syrian refugees emergency crisis. One explanation for that is
the migration waves to Turkey have been generally form Turkish consanguine
populations of Caucasia, Middle Asia and Middle East. These migrants had cultural
practices, religious beliefs, language and traditions similar to those in Turkey so that
the integration and the acculturation of these societies were quite facile and smooth.
In addition, these migration movements were minor in quantity when compared to the
present-day Syrian migration movement. In addition to the Syrian refugees, Turkey
has also been receiving migrants form some African countries, such as Eritrea,
Somalia, Egypt and Sudan. However, according to the literature, these migrants
considered Turkey as a transit country which could help them to complete their journey

to European countries (14).

Figure 1.2: “Populations of refugees | end-2015, Source: UNHCR, Global Trends Forced
Displacement in 2015~
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2.1. Who Is a Refugee:

The asylum-seeker term and refugee concept are frequently confused. An
asylum-seeker is a person who is applying to be granted refugee status and
accompanying privileges but whose application has not yet been fully assessed and
accepted by the authorities. An asylum-seeker who is approved through appropriate
procedures and is officially accepted becomes a refugee and gets the refugee’s rights
and freedoms which are guaranteed by international law (12).

According to the United Nations High Commissioner for Refugees, “a refugee
is someone who is living outside of the country of citizenship because of persecution,
war, or violence, or the credible threat of these.” In the past and today, this problem
has another dimension by overlapping with slavery, human trafficking, and other
forms of exploitation across national borders. Those began with the start of recorded
history and in every land and section of the world. Nowadays, the countries that host
the biggest numbers of refugees are in Africa, Europe, and Asia. For example, Middle
Eastern countries, such as Lebanon, or the countries that are near to the Middle East,
like Turkey and Pakistan host millions of refugees (1).



The direct threat of hazard or death is not the only motive for migrants to move.
Most often, they move to improve their life conditions by searching for better jobs,
accessing better education, reuniting with family, or for some, other motives. In
contrast to refugees who cannot securely go back to their countries, migrants have no
such impairment to return home. They can go back to their countries whenever they
wish, and they will continue to receive the protection of their government (11). For
specific governments, this difference is significant. Countries treat migrants according
to their own immigration legislation and procedures, while also dealing with refugees
under standards of refugee protection and asylum that are described in both national
and international law. This means countries have specific responsibilities towards

anyone seeking asylum on their lands or at their borders.
2.1.1. Syrian Refugees in Turkey:

Since Syrian refugees have been labeled as “temporary transit visitors” by
Turkey’s authorities, some authors have mentioned that Turkey has not been
enthusiastic to make plans for the social inclusion of them (12). However, as a result
of Turkey's efforts in the refugee crisis, dramatic changes accumulated in the last five
years, and recently Turkey has changed from being a transit country to a destination
hub for migrants (15).

Due to the “Geneva Convention”, Turkey can only consider asylum seekers
who are from European countries by origin as refugees. This fact restricts Turkey’s
responsibilities under the “Geneva Convention” only to refugees who are from
European countries by origin. The Turkish legislation presented several unique
statuses for asylum seekers who are from non-European countries by origin, such as
Syrian refugees. For example, the Turkish Law on Foreigners and International
Protection presents the “conditional refugee ” status for refugees from non-European
countries, and a “temporary protection” status for Syrian refugees. The Turkish
Ministry of Health issued the “Circular on Health Services for the People under
Temporary Protection ” to guarantee access of Syrian refugees to healthcare services
(12).



2.2. Syria Before the Crisis:

The Syrian Arab Republic is located east of the Mediterranean Sea and to the
south of the border of Turkey. Syria has lands of 185.6 thousand square kilometers. It
is estimated that Syria’s total population was 22.5 million in 2012. The official and
native language is the Arabic Language. Damascus is the capital with a population of
1.7 million, and Aleppo, with a population of 4.6 million is the biggest city. Average
life expectancy in Syria was 72 for men and 77 for women (16). Before the war in
2011, Syria was previously vulnerable. Unmaintainable authoritarian governance and
an economic downfall were creating important internal burdens across the country’s
tremendously localized society. Syria had various local and sectional alliances with
rival regional and international powers, which made it expected that any clash in Syria
would quickly become internationalized and prolonged (17). Modern Syria was the
outcome of a sequence of political agreements and compromises between the
European winners of the First World War and the new authorities of the emerging
Republic of Turkey. “The Anglo-French Agreement” of 1916 well-defined French and
British domains of influence in areas formerly controlled by the Ottoman Empire for
almost four centuries (1516-1918). The relatively new political command in the old
Ottoman provinces of the Levant became official at the “San Remo Conference” in
1920. This arrangement granted France the control over “Northern Syria” (currently
Lebanon and Syria), and Britain the control over “Southern Syria” (presently Israel,
Palestinian Territories, Jordan and Iraq) (17).

When the war started in 2011, Syria had an assessed population of 21.5 million
people, which was increasing at a rate of 3.4% per year. Of this total population, 10.9
million people were male and 10.6 million were female. In addition, 35.8% of the
population was under age 14, and 20.7% of the population (4.5 million people) were
aged between 15 and 24, and only 3.5% of the population were aged over 65. The
urban population accounted for 55% of the population (about 11.4 million people) and
the rural population for 44.3% (9 million people) (17).

The health system was also under growing pressure and enlarged burdens. The
small amounts of government investment and prevalence of chronic diseases created
an extra load for the health system, especially the diseases that need expensive

treatments such as asthma, kidney disease, and cancer. This problem was exacerbated



by the prevalence of chronic diseases, they affected 10% of the population by 2011
(17).

2.3. The Facts Behind the War:

The south of the Syrian city (Deraa) was the start point of the democracy
protests that blew up in the middle of March 2011. Those sparked nationwide protests
demanding President's resignation. By July, thousands were protesting in the streets
all over the country. Under some excuses such as protecting themselves and cleaning
their local areas from security forces, opposition supporters ultimately started to be
violent and chaotic (18), (19). The violence worsened quickly around the country and
the crisis sloped into a civil war as rebel gangs were established to fight government
forces in order to gain control over different parts of the country. In 2012 the conflict
enlarged and stretched to reach the city of Damascus, which is the capital, and the
largest city (Aleppo) (19). Later, as the regional and international powers involved, the
fighting became more than just a conflict between the supporters and those against the
regime. It has started to take sectarian dimensions, turning the country's Sunni majority
against the president's Shia Alawite sect. The growth of the jihadist group “Islamic
State (1S)” has added more complexity to the conflict (19), (20). Later, other parties
that involved a spectrum of antigovernment fractions including Salafi jihadist groups,
the “Islamic State of Irag and the Levant (ISIL)”, the mostly Kurdish Syrian
Democratic Forces, and a more moderate “Free Syrian Army” joined the conflict.
Warring parties in Syria have since proliferated to include additional jihadist groups,
Russian air forces, US-led coalition air forces, and Iranian, Palestinian, Russian, and
coalition special forces (2).

A UN commission of inquiry proved that war crimes such as murder, torture,
rape and enforced displacing people have been committed by all sides of the war. It
has also an evidence that all parties, as techniques of war, made the civilians suffer by
taking out food and water from the cities, blocking access to healthcare services and
beleaguering active areas. (21).

The highest level of violence happened in regions under the government
control where the biggest population movements occurred, and people have left their

homes and moved to areas with less or no violence. After an intense rise of violence
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in 2013, the amount of internally displaced populations has continued to increase, with
numerous internally displaced populations moving many times because a single move
was not enough to protect them as conflict lines continuously changed and

fundamental services were taken out one by one across all parts of the country (22).

2.4.  The Syrian Humanitarian Crisis:

The Syrian war which started at 2011, became the biggest humanitarian and
refugee crisis of our time, where 47,000 people were killed and almost 1.8 million
were wounded in an armed fight that started as anti-government protests before rising
into a complete civil war (4) (19). Indirect deaths from the conflict have many
explanations including increased illnesses and severe shortages of professional
medical staff, supplies, and access to facilities. Direct conflict deaths are caused from
injuries by violent methods used by fighting parties (2). Further, more than 13,5
million people are in need of help, 6.3 million have been internally displaced, over 1
million fled to Europe (2) and more than 5 million have left to neighboring countries,
seeking refuge in Turkey, Lebanon, Jordan and beyond (23). About 10% of Syrian
refugees have sought security in Europe, while European countries showed political
divisions as countries argued over sharing the burden of refugees (19). The UN
declared that it would need $3.2bn to aid the 13.5 million people, including 6 million
children, who would need some form of humanitarian help inside Syria in 2016.
According to a report from UNHCR in 2017 about 70% of the population was without
access to clean drinking water, one third of the population was incapable of meeting
their rudimentary food needs, more than 2 million children were without school, and
four out of five people lived in poverty (23). Despite these acknowledged impacts,
documentation and analysis of its population effects are challenged by inadequate and
broken data systems, insecurity for both health staff and researchers, reporting bias,

and the so-called fog of war (3).
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2.5. The Impact of the Syrian Crisis on Healthcare Services:
2.5.1. The Health System in Syria Before the Crisis:

Health indicators had improved considerably in the Syrian Arab Republic over
the past three decades before the civil war, according to data from the Syrian Ministry
of Health with life expectancy at birth growing from 56 years in 1970 to 73.1 years in
2009; infant mortality falling from 132 per 1000 live births in 1970 to 17.9 per 1000
in 2009; under-five mortality decreasing meaningfully from 164 to 21.4 per 1000 live
births; and maternal mortality dropping from 482 per 100 000 live births in 1970 to 52
in 2009 (24). The Syrian Arab Republic was in epidemiological change from
communicable to non- communicable diseases with the newest data presenting that
77% of mortalities before the civil war were caused by non-communicable diseases
(25). Total government expenses in health sector was 2.9% of “Gross Domestic
Product” in 2009 (26).

Despite the improvements in the capacity of the health system before the civil
war, some authors mentioned a number of challenges; these include, the using of the
capacity was insufficient and full with inequity in the system, the authors also
addressed that the data used in health system was invalid, and the organization between
healthcare providers was poor and chaotic. In addition, there was a serious problem in
distribution of human resources, where highly skilled staff and leadership were
dismissed, and the number of trained nurses and associated health professionals was
insufficient. Uncontrolled and mainly unregulated growth of private providers,
resulting in irregular distribution of medical and healthcare services among
geographical areas were also mentioned among the problems of the Syrian health
system before the civil war (27).

2.5.2. The Health System in Syria During the Crisis:

Documentation of the health impact of war and conflict is one of the most
difficult and yet important public health challenges. Countries that descend into
conflict frequently have inadequate vital statistics systems and woefully incomplete
death registries prior to that descent (3). With over 60% of hospitals and clinics ruined
and about 700 healthcare providers murdered, tortured, or executed, the Syrian war
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had left extreme pressure and burdens on Syrian’s health substructure and human
resources particularly, among medical staffs (4).

Throughout 2012 and 2013, healthcare services decreased intensely, healthcare
providers were targeted and murdered, and 72 facilities were decimated. In addition,
many medical staff fled in fear of death and supplies were extremely limited. In April,
2013, 57% of state hospitals were impaired and 37% were out of service according to
World Health Organization. Moreover, 40% of the country’s ambulances have been
ruined (28). In March 2014, 60% of Syrian hospitals had been damaged and only 33%
of public ambulances and health centers were operative. Vaccination coverage was
breaking down (falling from 91% to 52%), and polio began infecting children again in
both government and opposition areas (17). Security forces have targeted and
threatened doctors who chose not to hold back healthcare services from anti-
government groups. At least 160 doctors have been murdered and thousands have been
captured (28). In Homs city, at least 50% of the healthcare providers have left and only

three general surgeons stayed after 30 months of war (28).

2.5.3. The Influence of Syrian Crisis on Other Countries’ Health

Systems:

The influx of Syrian refugees has put an immense burden on the national health
systems of destination countries (29). As health of migrants is often worse than other
citizens (30), it’s vital for migrants to receive proper health care services. Also,
achieving good health care results will be more cost-effective results and may reduce
hospitalization periods and events of infection (e.g. by better treatment adherence)
(31).

Since April 2011, the coordination of the Syrian refugee response in Turkey
has been managed by the government of Turkey. Primarily, the government rejected
offers of support from UNHCR, so UN agencies and international NGOs mostly
organized themselves in parallel to the government. This led to a situation that
continues today, involving some inaccuracy in the connections between the
communities of coordination (6). However, Turkey declared that it will not turn down
those escaping the war and that it will welcome them in line with an open-door and

free-restrictions policy (7). Turkey now has a Syrian population of over 3.2 million,
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which makes Turkey the host country with the biggest refugee population in the world.
Nearly 90% of Syrian refugees in Turkey stay outside the refugee camps with the
majority living in ten provinces in south and southeastern Anatolia. Since October
2014, a report has been conducted by the “Prime Ministry of Disaster and Emergency
Management Presidency (AFAD) ” and includes the registration, health, education, and
access to public services, such as social assistance and labor for refugees, based on the
‘The Temporary Protection Directive’ (5) (32).

At the end of 2015, Canada began to welcome Syrian refugees, and several
family physicians complained about the limited resources in primary healthcare
services especially, in mental health care resources. Moreover, when it comes to
interpreters, they expressed concerns about how they can do their jobs with the limited
number of available interpreters (33). Lebanon, which has a population of 4.5 million,
hosted more than 1.1 million Syrian refugees, and treated them with an open-door
policy until October, 2014 (34). In January, 2015, Lebanon restricted Syrian refugees
from coming to its lands and announced only a 6-month visa for displaced Syrians,
which is given only in emergency cases. This action means denying Syrians their
refugee status and the rights were given to them before 2015. Jordan as well started to
take some restriction steps by cancelling free healthcare services for Syrian refugees,
and started to charge them a fee, equivalent to that paid by uninsured Jordanians (35).
Turkey, in this aspect, stands up for the Syrian refugees by giving them a free access
to healthcare services and free medicines, and more than 25,919,750 patients have
visited clinics, 1,143,393 refugees have entered hospitals and 953,466 of them have
undergone a surgery (36).

2.6. Barriers for Accessing Healthcare Services:

Accessing health care services is free in Turkey, and many of Syrian patients
sought for healthcare services including outpatient health examinations,
hospitalizations, wounded patient admission, surgical operations, and childbirths (37).
However, many of them did not receive optimal health care due to numerous factors
that affect the process of giving and accessing healthcare services. Those factors can
include barriers which restrict the ability of giving the best health care services to

people in need. In a US study, barriers in achieving optimal care in a multi-ethnic
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society were described in two major categories: inherent (e.g., genetic, cultural, and
language/communication) or acquired (e.g., those associated with changes in lifestyle

and socioeconomic factors) (38).
2.6.1. Religion and Cultural Barriers:

A developing, multicultural society makes sure that healthcare providers will
have no easy mission of providing proper healthcare services for persons who have
different beliefs, principles, cultural experiences, religions, values, languages, and
concepts of healthcare. Many people base their lives around cultural practices and
spiritual beliefs, and in order to provide healthcare services of sufficient quality
healthcare providers should be both customarily sensitive and culturally experienced
(39), (40).

There are barriers formed by firm religious modesty customs and gender
preference of medical staff, along with religious understanding of diseases for many
Muslims (41). Arab refugees in the United States have faced discrimination and
barriers to receiving primary healthcare services. The stereotyping of all Arabs and
Arab-Americans as potential terrorists has augmented their marginalization and stress,
where discrimination against Arab Muslims in the United States results in unequal
access and quality of care (42). Islamic principles deliver a filter for religious Muslims
in regards to their social network, diet, health behaviors, and healthcare choices (42).
Islam creates an effect on health-related behavior independent of socioeconomic and
ethnic identities. That is one reason why recent migrant communities often suffer
isolation and discrimination. (43).

On the other hand, the healthcare system should accommodate refugees, which
would include honoring the religious or cultural morals of all of their patients. This
includes honoring dietary requests for halal foods, gender-concordant medical staff
when available and preferred, as well as prayer facilities (44). Medical professionals
should not only speak the language of their patients, but should understand their culture
in order to help and encourage the patient to do what is necessary to proceed in the
treatment process (45). Modesty is a key component in the Islamic belief system.
Inappropriate hospital attire can cause a serious anxiety to a Muslim female when her

body is exposed to males (44), especially in examinations that include gynecological
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or gastrointestinal inspections. This anxiety may cause a Muslim woman or man to
reject treatment (41). However, in another study in United States, transportation, lack
of knowledge, and language barriers were more important barriers than cultural values

and beliefs among Arab refugees who were accessing cancer services (46).
2.6.2. The Language Barrier:

The language barrier is a significant problem in healthcare services. In the US,
it is well established that language barriers create health inequalities for patients with
limited English proficiency (47). These patients have fewer access to adequate
healthcare services, and lower rates of physician visits and preventive services (48-
50). Even when they have access to care, limited English proficiency patients often
have worse adherence to treatment and follow-up for chronic diseases, decreased
comprehension of their diagnoses and treatment after emergency department visits,
decreased satisfaction with care, and increased medication complications (51-53). In
contrast, in a descriptive study in the US where Spanish-speaking patients with asthma
were interviewed, language concordance between patients and physicians augmented
patient satisfaction, patient-reported health status, and adherence with medication and
follow-up visits (51, 54).

It is becoming more frequent that health providers and patients speak different
languages. Language barriers may arise, especially when healthcare providers deal
with migrant patients, refugees and asylum seekers (55), resulting in language
problems as one of the greatest factors affecting the foreign persons seeking healthcare
services (56), socialization and integration (57). To put it in other words, discussions
regarding diagnosis, treatment and care of diseases is a very important part of the
communication process between the healthcare provider and the receiver. Even people
who speak the same language may have problems in terms of perception and
communication. It is then very normal that those who are speaking different languages
will have additional problems with communicating to each other (58). Interactions
with health care professionals, from discussing medical history to describing
characteristics and duration of symptoms, can be daunting for those with limited

language skills (57).
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As a result, language could play an important role in discrimination among
patients. In a study in South Africa, the experiences of discrimination, which the
participants faced outside of the healthcare system, affected their perception of
language as a vehicle of discrimination. For example, among Zimbabweans in the
study, participants said that nurses could speak English but tended to communicate in
IsiXhosa (the local language), despite the fact that Zimbabweans do not speak this
South African language (IsiXhosa). And they added: “If you speak to them in English,
they can ignore you. Or, they can shout at you. It is bad for us. Of course, just because
we don 't understand their language ” (59). This problem can be significant in a country
like Turkey, where in numerous parts of the country, there are solid intergroup tensions
in communities hosting Syrian refugees. Public reviews show that anti-Syrian opinions
are commonly held 86% of the Turkish people who prefer that the government end the
intake of refugees and 30% of whom support the idea that Syrian refugees should be
sent back to their country (60).

The Influence of Language Barrier in Healthcare Services:

Migrants often receive less health information than other residents, which
makes them vulnerable to communication problems that limit access to health care
services (61), because care that is of proper quality mostly depends on effective
patient-provider communication (62). Manson (51), has shown in a descriptive study
in the US where Spanish-speaking patients with asthma were interviewed, that
language concordance (patient and healthcare professional speaking the same
language) tended to be linked with better compliance, enhanced appointment keeping
and less emergency visits among patients. Also, in a cohort study with English- and
Spanish-speaking patients (N =714) presenting with non-emergent medical problems
in Emergency Department visits in U.S, language concordance provided an improved
chance in obtaining appointments for medical follow-ups (63) and improved health
status assessments (64).

Refugees are extremely vulnerable group. In addition to limited access to
health services due to the lack of communication, refugees are more likely to
experience poorer health statuses due to the long journey they experience. In addition,

a huge gap between refugees’ expectations of health services and the reality of the
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health system may rise. This situation was shown in a study where resettled African
refugees were recruited via a purposive snowball sampling method in Australia (65).
In another study conducted in South Africa, which is middle-income country,
secondary data analysis for patients with a language barrier living in Cape Town (59),
showed that not being able to speak the language was by no means the only handicap
to accessing health care; however, it was one of the main reasons that participants felt
incapable to get proper healthcare services.

The lack of understanding between physicians and patients also has some
unexpected complications, Abate and Chandalia (66) reported that language barriers
may create a long-term “acculturative stress” associated with an increased risk of
type-2 diabetes among US population. This stressful event would not have only an
impact on the course of the disease, but it also may affect the psychological state of
the patient. The authors of an Australian study, reported that the immigrant patients
participating in the study stated that not knowing English made them feel lonely most
of the time even if the social life in the community was good, and this added extra
struggle to their lives (67). Another finding of this study was that the refugee
participants suffered from meaningfully higher levels of psychological distress than
the general population, which was also mainly related to poor English language ability.
Language problems can also worsen social isolation and has actions as a barrier to
engagement and adaptation in the new country and restrict contributions in social
events (68).

In a cohort study conducted in Netherlands by Alderliesten and Vrijkotte (69),
being from a different ethnic group was shown as a risk factor for not receiving proper
health care services during pregnancy. This study showed that poor language
proficiency was one of the main health risk factors among non-Dutch speaking ethnic
groups. It was shown that Dutch-speaking ethnic groups were receiving the same
healthcare services as the native Dutch-speakers. These findings were reinforced in the
study by, Hemingway and Saunders (70) where bilingual interviews were carried out
for non-English-speaking women in London. They found that women whose main
spoken language was English reported higher levels of continuity at each phase of
health care during pregnancy than women whose main spoken language was not

English.
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Difficulties encountered in spoken language may not be the only obstacle in
terms of language barriers. Understanding written materials, completing paperwork,
and problems experienced with the use of interpreters are also important obstacles
patients may face (71). Although healthcare systems sometimes provide professional
interpreters, there is misunderstanding about who has the responsibility to provide an
interpreter. Problems occur when interpreters are not available or when their use is
unwanted. Family members and friends are also utilized as interpreters (72). The use
of children as interpreters is debated, and some people feel it wrong, especially when
discussing personal matters (73). Refugees were anxious that interpreters were not re-
telling their stories precisely or explaining medical terms sufficiently (74), resulting in
misdiagnosis or incorrect treatment. They also were concerned that personal
information was being shared with others in the community (75). The gender
concordance of interpreters also facilitated communication (76); however, it is noted
some female patients were not concerned by its absence (77). Using the same
individual to interpret at each visit was beneficial but it did not completely negate the
main concerns (71).

In a US study, in which a five focus group discussions were conducted with 36
participants, Arab-American patients have revealed that the language barrier was one
of the most intense and pervasive barriers in accessing healthcare services by both
male and female participants. Although several women in that study had lived in the
United States for a long time and could speak English, they still desired to see Arabic-
speaking medical staff. About 50% of the male focus group participants had Arab
primary care physicians. The women participating in the study indicated that they
could not entirely explain their symptoms and health concerns in English language.
The females, as well as the male participants, also mentioned the lack of translated
materials in Arabic and Arabic-speaking interpreters at healthcare services, and
questioned why more Arabic resources were not available. Some women had to bring
one of the family members such as their husbands or children (both male and female)
to assist them as interpreters at the medical visits. However, women escorted by male
family members did not feel comfortable discussing certain female-specific health
issues, including gynecologic care, and therefore, reported that they did not bring them

up during their health care visit. Some women also commented at the importance of
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having an Arab healthcare provider so that cultural values and practices would be
better understood (72). In a Canadian study, in which 12 female Syrian refugee
participated, the participants mentioned that language problems also impacted their
privacy, specifically when accessing healthcare services. They said that they would be
willing to share their symptoms with professional medical staff, but not necessarily in
the presence of an interpreter, especially where there is a tiny society of Arabic-

speaking people (78).
The Language Barrier in Psychiatry Clinics:

The language barrier bears more importance in psychiatry clinics, where
patients show more anxiety toward having an interpreter. In a Canadian study, Syrian
female refugees stated that “If you speak with a psychiatrist, you would speak
normally, but if there is an interpreter as a mediator, and this person might speak
about what you said, and now like you have told your story to this and may be this
mediator will tell everybody in Canada.” (78). A study carried out in Turkey among
218 Syrian refugee students attending two Temporary Education Centers in Istanbul,
identified that among study participants, 40.5% stated that they do not speak or
understand Turkish whatsoever. Nevertheless, contrary to the expectations, the
language barrier did not show any association with psychological distress or other
psychopathologies. This finding was explained with their cohabitation with a relatively
large Arabic speaking community in their current neighborhood and attending schools
where teachers are from the same country and therefore speak the same language and

share a similar culture (79).
The Language Barriers from Physicians’ Viewpoint:

A US study reported that, participant physicians consider language the most
problematic issue in providing healthcare to African and Hispanic patients. They stated
that it can affect understanding the educational instructions given to patients, which
affects patient’s health behavior. It also makes extremely difficult to achieve the
desirable health-related result and higher patient satisfaction (38, 80). This problem
can be a real task for physicians in a case where the patient is a child without family.

For example, in a case study, in Israel, physicians were further challenged by the fact
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that their patients arrived without family, heard a foreign language, and did not know
where they were (45).

The Language Barriers from Nurses’ Viewpoint:

Nurse-patient relationship is not that much different than physician-patient
relationship. It is important for nurses, who play a central role in patient care, to respect
cultural values of patients (81), which shows that communication with patients is
extremely important. However, nurses face increased difficulties when
communicating in cross-cultural care facilities, especially when they do not share the
same language as the patient (82). According to a study in Switzerland, when the
communication between patient and nurse is quite deficient, the total amount of
reported physical and psychological symptoms by patients was about three times lower
than when the patient and nurse have decent communication (55).

Patients also express difficulties when they can’t understand nurses (31), those
issues can increase pain, suffering and anxiety of the patients. Patients are usually
anxious to get their test results, and this anxiety may increase if they cannot get their

available test results due to the lack of a good communication.
The Language Barriers from Pharmacists’ Viewpoint:

Language barriers affect pharmacists as well. In a study where four focus group
discussions were held among African refugees in Australia, Bellamy and colleagues
(65) revealed that refugees were unable to describe their symptoms to a general
practitioner or to ask medicine-related questions to a pharmacist, which decreased their
self-confidence noticeably and made them afraid to ask further questions to
pharmacists. According to Green (57) Syrian refugees in Germany expressed concern

about understanding directions from pharmacists .

2.7. Coping with the Language Barrier:

Linguistically appropriate health care can be accomplished if healthcare-
professionals are expert in several languages, and they are utilized as bilingual
personnel when serving patients from dissimilar cultures or who speak different

languages (83), or by the use of professional interpreters who are trained and qualified
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to work in health related setting (84, 85). For example, in US alone, over 100 languages
are generally spoken (86), it is quite problematic to provide language-concordant
healthcare services. In a study on use of medical interpretation in primary care
practices located in urban areas, physicians stated that they have encountered at least
20 different languages (87). Although some limited language proficiency patients are
lucky enough to get the chance to be served by physicians and other medical staff who
speak their native language, this language concordance may not be possible once these
patients are sent for laboratory testing, apply for emergency care, or are admitted to
the hospital. Thus, most of healthcare providers should find other methods to
communicate with their limited-language-proficiency patients. Usually, this means a
third person who can assist the different sides who speak different languages to
communicate orally, or an interpreter, who can vary from an expert professional
medical interpreter to anyone who knows the both languages (86). In a study, where
the authors review and analyze language assistance programs and health plans (88),
they recommend the use of professional interpreters or increasing the use of bilingual
clinicians and staff in order to enhance the quality of healthcare services and to
decrease health inequalities. A recent literature review concluded that the quality of
healthcare services is enhanced by use of professional interpreters or through
providing healthcare through bilingual health care providers (89). However, many of
the studies that have been mentioned in these previous reviews got their results by
examining the effects of different types of interpreters (proficient, trained, ad hoc,
untrained) combined, without investigating the effect of every one of them separately
based on the quality of healthcare services. Thus, some authors are still unsure about
the specific effect of professional interpretation on healthcare services, and how their
effect compares with that of ad hoc interpreters (86). Hassan et el (90) mentioned that
when language barriers exist among Syrian refugees, teamwork with colleagues who
can speak Arabic language or the use of a proficient, professional interpreter who is
trained on psychological terms may be essential for correct diagnosis and treatment.
Using untrained interpreters such as community or family members (ad hoc
interpreters) may raise ethical and practical problems, particularly when it is a matter
of safety, confidentiality and quality of communication. Because these ad hoc

interpreters are too involved in the patient’s social life, traumatic experiences which
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may lead to lack of understanding between the patients and the interpreters, and this
misunderstanding will reflect directly on the process of clinical inquiry and
intervention (91). For that reason, healthcare practitioners need to make sure that
qualified and competent interpreters are always available. The wellbeing of the
interpreters is also important as they may face some stressful events during the
interviews. Therefore, Practitioners should also pay attention to this point, and try to
debrief the interpreters after each interview they attend, and add follow-up when it is
necessary (90).

In a Canadian study, in which 30 immigrant and refugee women were
interviewed, O 'Mahony (92) has suggested that a decent healthcare that considers the
cultural values of immigrant and refugee women means overcoming language barriers
through the use of interpreters or via bilingual medical staff. The last one can also
provide information to multicultural patients about the health care system and how to
access healthcare services smoothly. The study also emphasized the role of ethno
cultural agencies that assist new immigrant and refugee families with providing them
additional resources.

In another Canadian study, Ahmed et al (78) illustrated that opening language
training centers and displaying materials in the Arabic language can be a good method
for increasing the awareness level, not only among Syrian refugee women, but among
their families, and their communities as well, about maternal depression and its
symptoms, causes, treatment and consequences.

An Australian study showed that the refugees who have low proficiency in
English language experienced major obstacles in making appointments at the reception
desk in primary healthcare services (93). Although the government provided a funded
“Translating and Interpreting Service (TIS National) ”, they often required help from
ad hoc interpreters such as family, friends or members of the Afghan community in
the reception area, or called for a private interpreter through the telephone. However,
the healthcare providers had some doubts about the accuracy and adequacy of these
informal interpreting approaches.

A German study shows that Syrian refugees struggle with language problems
in health care services, because only one percent have any knowledge of German

language before arriving to Germany. According to Green (57), Syrian refugees
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participating the study expressed concern about calling clinics to make appointments,
translating for others during these appointments, and understanding instructions from
pharmacists. Green also has stated that more efforts should be taken to avoid possible
problems in the future with acculturation and healthcare services among Syrian

refugees in Germany.
2.7.1. Interpreter:

“The interpreter assists two or more persons, speaking different languages, to
communicate orally (or in a signed language) with one another. The interpreter does
so by attending to what the speaker is saying, capturing the meaning of each utterance,
and then repeating the message of that utterance in the language spoken by the other
party or parties . In this study, the terms ‘translation’ and ‘translator’ are reserved for
the process of re-expressing the content of a written text in written form in another
language. An interpreter supposes that the parties speak to each other, not to the
interpreter, so that the interpreter can work in “first-person” mode. For example, the
interpreter would say “7” where the speaker says “7, ” rather than something like “The

doctor wants me to ask you ...” or “She says she has a bad headache.” (94)
Health Care Interpreters:

Health care interpreters are “professionals who interpret bilingual
conversations, which usually involve one or more health care providers, a patient or
client (speaking another language), and sometimes members of the patient or client’s
family ” (93). Health care interpreters work in clinics and hospitals, in private medical
and dental offices, during home health visits, and in health education. Health care
interpreters usually work in “consecutive mode,” giving the interpretation of what has
been said after a speaker pauses or finishes speaking, rather than in “simultaneous
mode,” in which the interpreter renders the interpretation as the speaker continues

speaking (94).
2.7.2. Coping with the Language Barrier in Turkey:

Turkey enabled Syrian refugees to benefit from all of the health care services
at all levels provided for its own citizens. Health services for Syrian refugees inside
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and outside of camps are provided free of charge (7). Nevertheless, the majority of
health care services for refugees are provided through primary health care centers, 112
medical emergency services, and state hospitals (5). Camp-based refugees can access
healthcare through field hospitals and clinics. Non-camp refugees can access medical
treatment from public hospitals, family medical centers, and public or NGO-run clinics
largely free of charge (8). Additionally, the Ministry of Health has worked with the
World Health Organization (WHO) to construct migrant health centers for refugees
with Syrian medical personnel (29, 95). In addition, only about 60% of non-camp
Syrian refugees accessed health services in Turkey, compared with over 90% of camp-
based refugees (96). The lack of refugee registration with UNHCR or AFAD reduces
access; 31% of non-camp refugees are unregistered and an identification number is
required to apply to hospital (8, 96).

Language was a major barrier for refugees to access healthcare in Turkey, it
especially affected the refugees’ understanding of available health services and
vaccination coverage (8). According to a study conducted in Turkey among nurses, it
was indicated that nurses have provided care for different cultures within Turkey (97).
However, for the first time, nurses are caring for patients who speak different
languages, come from different countries, and have been affected by war. So they are
not educated on how to care for refugees in a culturally competent and congruent
manner (98). Nurses and patients experienced difficulty in communicating due to
language differences. Nurses stated that they experienced difficulties establishing
communication and providing nursing care to Syrian patients and their relatives.
According to some authors (98), the majority of those difficulties were related to the
lack of interpreters. Some nurses found it impossible to communicate efficiently
without an interpreter.

While language and translation issues are frequently cited as barriers to quality
health care for both physical and mental health problems (57). Turkey has hired
Arabic-speaking interpreters in almost all of state hospitals and Syrian physicians in
special migrant health centers to overcome the language barrier (8, 29, 99). However,
the number of interpreters is insufficient to assist all the needy patients (12), the

interpreter might not always be able to translate accurately, might not be medically
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competent or has no medical background at all, which is a crucial problem that makes
the health service provider unsure about the correctness of his actions (31, 98).
Although Turkey has the largest number of Syrian refugees, the studies that are
related to the language barrier in healthcare services are limited in Turkey. The aim of
this thesis to examine the language problem dimensions among Syrian refugees and
the methods they used to cope with this problem, when they do access healthcare

services.
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3. METHODS

A field survey was carried out in November and December 2017 to examine
the study questions. Permissions to conduct the study were obtained from the “Ministry
of Interior Directorate General of Migration Management, Ankara Provincial Health
Directorate” and both “Ankara and Numune Training and Research Hospitals ”, as
well as an ethical clearance from the “Hacettepe University’s Ethical Committee”
(Appendixes 3-7). We did not obtain any personal information from our participants
(i.e. name, address, phone number, etc.). An informed consent form was signed by the
participants during the survey (Appendix 1).

The budget of the study was provided by the researcher himself. Mainly, the
budget was spent on printing the questionnaire and the thesis. The total budget was

about 500 Turkish Lira (about 125 €). Interviewers supported the study voluntarily.

3.1. Research Site:

The survey was carried out in two state hospitals in Ankara, Turkey. These two
hospitals were “Ankara Egitim ve Arastirma Hastanesi (Ankara Training and
Research Hospital) ”, and the “Numune Egitim ve Arastirma Hastanesi (Numune
Training and Research Hospital) .

The age distribution of the Syrian refugees in Turkey is provided in ‘Table 2.1°.
Ankara is the capital of Turkey with a population 5,346,518 people, and it hosts 67,141
Syrian refugees which makes them about 1,26% of the total population (100).

The Syrian refugees in Ankara are mainly living in the neighborhoods of the
ALTINDAG district, where both of the hospitals are also located. The Ankara Training
and Research Hospital is the nearest state hospital to the neighborhoods where the
Syrian refugees live. The hospital consists of seven blocks with 468 beds and 245
external clinics. The Numune Training and Research Hospital is located in a
neighborhood which is known as “hospital area” due to the presence of many hospitals,
including public, university and private hospitals. However, it is the only state hospital
in the area.

In the Ankara Training and Research Hospital, two interpreters have been

employed, while only one interpreter has been working in the Numune Training and
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Research Hospital. The interpreters in the two hospitals cover both external and
internal clinics. However, there was no interpreter serving in emergency rooms during

the study.

Table 2.1: The age distribution for the Syrian refugees in Turkey

Age Number %
0-4 321,460 11.34%
5-9 411,046 14.50%

10-14 308,862 10.90%

15-18 308,974 10.90%

19-24 349,064 12.32%

25.29 274,353 9.68%

30-34 233,456 8.24%

35-39 170,272 6.01%

40-44 127,139 4.49%

45-49 97,257 3.43%

50-54 80,012 2.82%

55-59 54,927 1.94%

60-64 38,781 1.37%
65+ 58,838 2.08%

Total 2,834,441 100%

Source: “Health Status Survey of Syrian Refugees in Turkey, 2016 (16) ”.

3.2. Study Design and Procedure:

This was a descriptive study carried out in two state hospitals of Ankara among
Syrian refugees visiting the hospitals during the study period. All the patients were
Syrian, above the age of 18 years old, speak Arabic as their native language and are
registered under ‘temporary protection’ status for Syrian refugees.

A questionnaire was used as the survey instrument. It was prepared by the
researcher based on the relevant literature. The questionnaire included socio-
demographic characteristics, information on experiences about language barriers while
accessing health services and methods used to overcome these problems. The
questionnaire was prepared in Turkish, and afterwards was translated to Arabic by the

researcher himself, and then was translated to Turkish again by a translator. The two
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versions of the Turkish questionnaires were compared, and there was no major
difference between two versions.

The questionnaire was administered face-to-face by three interviewers, who are
native Arabic speakers. Two of the interviewers were Syrian and the third one was
Sudanese. The interviewers were trained by the researcher. The appropriateness of
inventory in the questionnaire was checked with a couple of Syrian refugees and

changes were made as necessary before it was carried out in the study population.

3.3.  Questionnaire and Measures:

The 38 questions were drawn up on the basis of the aim of the study (Appendix
2). We aimed to assess the socio-demographic information through the first ten
questions (Gender, age, marital status, age of the children, education level and
information on the community they came from, the period they have been in Turkey,
and if they have been to refugee camps or not). To assess the level of knowledge on
Turkish and other languages we asked four questions (questions 11- 14). In order to
evaluate the economic situation of the refugees 13 questions were asked. The 28" and
29" questions were aimed to identify the health condition of the refugees, and then
there were nine questions that served to identify the problems they face in accessing

healthcare services and how they cope with them, with a focus on the language barrier.

3.4.  Analysis:

The statistical software “IBM SPSS Statistics 23 (IBM Corp; Armonk, New
York USA)” was used to enter, clean, and analyze the data. For the study sample
characteristics frequencies and percentages were reported. For cross-tabulations,
statistical significance was determined using the Pearson Chi-Square test. A new
categorization process was performed because there were insufficient observations in
some of the variables. These variables were as follows.

Age was asked as date of birth in order to calculate accurately. After the
calculation of the age of each participant, age was recoded into three groups as follows;

18 -25 years old, 26 — 50 years old, and above 50 years old.
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Marital Status was recoded into two groups, as married (both civil or religious
marriage) and currently single which included single, divorced, widower/widow and
other.

Number of the children was recoded into four groups; no children at all, 1 to 3
children, 4 to 6 children and above 6 children.

Education level was recoded as no formal education (can’t read and write, able
to read and write but never made it to school), primary or secondary school, and high
school or college.

Type of living place in Syria was recoded into two categories as urban and rural.

Duration of stay in Turkey was recoded as less than two years, two to four

years, and more than four years.



30

4. RESULTS

4.1. Study Participants’ Characteristics:

A total of 221 Syrian refugees were surveyed. Of them, 75 were interviewed in
Numune Hospital, while 146 were interviewed in Ankara Hospital. 46.6% (n: 103) of
the participants were males, while 53.4% (n: 108) of them were females. The mean
age of the sample was 36 years old (SD: 13.6), while the oldest refugee was 85 years
old and the youngest was 18 years old. Most of them (81.9%, n: 181) were married
and 75.1% (n: 166) of them were married as civil marriage (registered their marriage
contract in the city hall). All the single people have no children, while all the
participants who have been married, have one or more child, with a mean of 3 children
(and a median of 3). The largest age group (57.9%, n: 128) of the sample was between
26 and 50 years old. While 22.2% (n: 49) and 19.9% (n: 44) of them were under 25
years old and above 50 years old respectively. However, we could not apply a
statistical test to determine the significance of the differences in marital status and age
due to the imbalance in the distributions of the variables (Table 3.2).

Moreover, 16.3 % (n: 36) of the participants have no children, while 44.8% (n:
99) and 30.3% (n: 67) of them have 1 to 3 and 4 to 6 children respectively. The rest of
them (8.6%, n: 19) have more than 6 children (Table 3.1).

Table 3.1. Demographic information of the study participants:

Frequency | Percent

N %
) Numune Hospital 75 33.9

Study setting: (N=221) i
Ankara Hospital 146 66.1
Male 103 46.6

Gender: (N=221)

Female 108 53.4
25> 49 22.2
Age groups: (N=221) 26-50 128 57.9
50 < 44 19.9
Civil Marriage 166 75.1
Religious Marriage 15 6.8
Marital status: (N=221) Single 36 163
Divorced 1 0.5
Widow/Widower 3 1.4
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Frequency | Percent
N %
0 36 16.3
Number of Children: (N=221) 13 99 448
4-6 67 30.3
7< 19 8.6
Can’t read and write 44 19.9
Able to read-never made it to school 20 9.0
Education level: (N= 221) Primary school 86 38.9
Secondary school 31 14.0
High school 16 7.2
College/ University 24 10.9
Table 3.2. Marital status according to age
Participant’s marital status
- - Total
Married Single
N % N % N
25> 21 42.9 28 57.1 49
Age 26-50 116 90.6 12 9.4 128
50 < 44 100 0 0 44
Total 181 81.9 40 18.1 221

28.9% (n: 64) of the Syrian refugees have never made it to school, and almost

20% (n: 44) of them can’t even read or write in any language. More than half of them
(60.1%, n: 133) made it to school, while only 10.9% (n: 24) of them have made it to

college or university (Table 3.1).

Most of the participants (87.3%, n: 193) lived in urban areas in Syria, whereas
7.2% (n: 16) and 5.4% (n: 12) of them lived in a village and in a district outside the

city respectively (Table 3.3).

Table 3.3. Type of settlement in Syria:

Frequency Percent
N %
Village 16 7.2
Type of settlement in Syria (N=221) District 12 54
Province 193 87.3
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None of the participants has arrived to Turkey before 2011, while only 0.9%

of them have arrived in 2011. The largest percentage (38.9%, n: 84) of the participants
have arrived in 2014. 75% (n: 162) of them have come to Turkey after 2013, while
only 8.3% (n: 18) of them have come in 2017.

88.9% (n: 193) of the participants have never stayed in a refugee camp before.

The rest of them (11.1%, n: 24) have reported that they have stayed at least once in a

refugee camp before. 72.2% (n: 13) of the 24 people who have stated that they have

stayed in a refugee camp, have stayed less than one year while the rest of them (27.8%,

n: 5) have stayed more than one year (Table 3.4).

Table 3.4. Distribution of variables regarding information on migration history:

Frequency | Percent
n %
Less than one year 18 8.3
One year 14 6.5
Two years 46 21.3
Duration of time in Turkey: (N=216)* Three years 84 38.9
Four years 25 11.6
Five years 27 12.5
Six years 2 0.9
Total 216 100
No 193 88.9
Whether stayed in camps: (N=217)** Yes 24 111
Total 217 100
0-6 Months 3 16.7
Duration of time in camps: (n=18) 7-12 Months 10 55.6
13< Months 5 27.8
Total 18 100

* 5 missing values, ** 4 missing values

4.2. Information on ability to speak in different languages:

Only 11.1% (n: 24) of the participants expressed that they can speak Turkish.

We did not ask for any certification or diploma for the languages; we recorded the

statement of the responders. Almost half of them (50.7%, n: 110) expressed that they

cannot speak Turkish language at all, while the rest of them were still learning Turkish

from different sources. Of the responders, who could speak or were learning Turkish,
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37.4% (n: 40) and 30.8% (n: 33), learned the language at work and from social
relationships respectively. Internet was also one of the sources to learn Turkish among

study participants (Table 3.5).

Table 3.5. Distribution of the ability of the participants to speak in Turkish, learning
source of the Turkish language and ability of speaking other languages:

Frequency | Percent
n %
Knows 24 111
Knowing the Turkish language: (N= 217)* | Still learning 83 38.2
Doesn’t know 110 50.7
Total 217 100
At work 40 37.4
Free course 19 17.8
The place where they learned the Turkish Social relationships 33 308
language: (N=107) Internet 12 5.4
Native 1 0.9
Total 107 100
None 196 88.7
Other languages they know: (N= 221) French 1 0.5
English 24 10.9
Total 221 100

* 4 missing values

10,9% (n: 24) of the participants spoke English (Table 3.5). We checked for
the correlation between Turkish and English speaking participants. However, none of
the participants who spoke Turkish, spoke English Language as well. In addition, we
could not apply a statistical test to determine the significance of the differences in
knowing Turkish Language according to; other languages they know, having Turkish
friends and neighbors, current employment status and age due to the imbalance in the
distributions of the variables (Table 3.6).
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Knowing the Turkish language

Knows Learning Doesn’t know Total
N % N % N % N
second language | SPE2KS 0 0 20 | 80 5 20 25
except Turkish | Doesn’t 24 | 124 | 63 | 326 | 106 | 549 | 193
speak
Total 24 | 111 | 83 | 382 | 110 | 507 217
Having Turkish | Has 24 | 168 | 75 | 524 | 44 | 308 143
;gfgr?t?oirs]d Ea‘zzsn’t 0 0 8 | 108 | 66 | 89.2 74
Total 24 | 111 | 83 | 382 | 110 | 507 217
25 > 111229 | 99 | 417 | 17 | 354 48
Age 26-50 10 8 56 | 448 | 59 | 472 125
50 < 3 6.8 7 | 159 | 34 | 773 44
Total 24 | 111 | 83 | 382 | 110 | 507 217
Current Jobless 8 46 | 60 | 345 | 106 | 60.9 174
gtr:a\]tzls yment Working 16 | 372 | 23 | 535 | 4 9.3 43
Total 24 | 111 | 83 | 382 | 110 | 507 217

4.3. Information on Employment and Economic Status:

The majority of the participants (80.2%, n: 174) were jobless at the moment the

study took place. 12,9% (n: 28) of the participants had permanent job with a regular

monthly income. All of the working participants were handcrafter. The percentage of

unemployment was lower when the participants were in Syria; nevertheless 63.3% (n:

140) of them were jobless also before they fled from Syria (Table 3.7). However, we

could not apply a statistical test to determine the significance of the differences in the

employment status distribution according to gender due to the imbalance in the
distributions of the variables (Table 3.8).
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Frequency | Percent

N %
Jobless 174 80.2
Current employment status: Permanent job 28 12.9
(n=217)* Temporary job 15 6.9
Total 217 100
Jobless or didn’t declare his job 187 84.6

Carpenter 1.8

Painter 1.4

Type of employment: (n=221) Electrician 0.9
Cabinet Maker 12 5.4

Vendor 2 0.9

Tailor 11 5.0

Total 221 100
Jobless 140 63.3
Employment status in Syria: Permanent job 65 294
(n=221) Temporary job 12 5.4
Farmer 4 1.8

Total 221 100

* 4 missing values
Table 3.8. The employment status distribution according to gender.
Current employment status

Jobless Working Total

N % N % N

Male 57 57.6 42 42.4 99

Gender

Female 117 99.2 1 0.8 118

Total 174 80.2 43 19.8 217
Employment status in Syria Total

Jobless Working
Male 28 27.2 75 72.8 103
Gender

Female 112 94.9 6 5.1 118

Total 140 63.3 81 36.7 221

Half of the participants (50.7%, n: 112) assessed their economic status as

moderate, while 30.3% (n: 67) of them declared that their economic status is bad and

15.4% (n: 34) of them thought that they were in very bad conditions economically.
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Only 3.6% (n: 8) of them assessed their economic situation as good. However, most
of them (70.1%, n: 155) thought that they were in same economic level with other
Syrian refugees in their close environment. When the participants were asked to assess
their economic status before they migrated to Turkey (i.e. when they were in Syria)
more than 40% of them thought that they were living in good or excellent economic
conditions. Only 18.1% (n: 40) of them thought that their economic status was bad or
very bad (Table 3.9). We also found a significant association between self- assessed
economic status when they were in Syria and employment status in Syria, where
working participants had better economic status (Table 3.10).

Table 3.9. Economic information:

Frequency | Percent
N %
Good 8 3.6
Self-assessed current economic status: Moderate 112 507
(N=221) Bad 67 30.3
Very bad 34 15.4
Self-assessed current economic status Good 8 3.6
compared to other families in the Moderate 155 70.1
environment: (N=221) Bad 35 15.8
Very bad 23 10.4
Very Good 31 14.0
Self- assessed economic status when they Good 59 26.7
were in Syria : (N=221) Moderate 91 41.2
Bad 28 12.7
Very bad 12 5.4

Table 3.10. Self- assessed economic status when they were in Syria according to
Employment status in Syria.

Self- assessed economic status when they
were in Syria Total p
Good Moderate Bad Chi-
Square
N % N % N % N
50 | 35.7
Employment Jobless 58 | 514 | 32 | 229 140 0,026~
status in Syria Working 20 | 494 | 33 407 | 8 99 81 '
Total 9 | 407 | 91 |412| 40 | 181 221

**% 1 <0.001; ** p <0.01; * p <0.05
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4.4. Social and cultural relationships:

The majority of participants (64.7%, n: 143) said that they have at least one
Turkish friend or neighbor. Also, half of the participants (50.4%, n: 59) who have
Turkish friends or neighbors said that they have 4-6 Turkish friends or neighbors.
While the rest (35.3%, n: 78) said that they don’t have any Turkish friends or Turkish
neighbors. In addition, the majority of the participants who stated that they have
Turkish friends or Turkish neighbors (67.1%, n: 96), assessed their relationships with
them as negative and said that they have bad or very bad relationships with them (Table
3.11).

Table 3.11. Information on the social relationships of the participants:

Frequency Percent

N %

Have Turkish friends or neighbors: Doesn’t have 78 353
(n=221) Has 143 64.7
Total 221 100

1-3 24 20.5

Number of Turkish friends or neighbors: 4-6 59 50.4
(n=117) 7-10 18 15.4
11< 16 13.7

Total 117 100

Very Good 8 5.6

Good 4 2.8

Assessment of the relationship with their Moderate 35 245
Turkish friends or neighbors: (n=143) Bad 68 476
Very bad 28 19.6

Total 143 100

Having relatives, who speak Turkish Doesn’t have 108 48.9
language: (n=221) Has 113 51.1
Total 221 100

0 35 31.0

Number of first degree relatives, who 1-3 53 46.9
speak Turkish language: (n=113) 4-6 17 15.0
>7 8 7.1

Total 113 100
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Table 3.11. Information on the social relationships of the participants (Continue):

Frequency Percent
N %
0 48 42.5
Number of second degree relatives, who 1-3 31 274
speak Turkish language: (n=113) 4-6 19 16.8
>7 15 13.3
Total 113 100
How helpful were the Turkish friends or Always helpful 75 52.4
neighbors in case of need for language Sometimes helpful 16 11.2
problems: (n=143) Unhelpful 52 36.4
Total 143 100
Always helpful 78 55.7
How helpful were the relatives in case of Sometimes helpful 19 1.6
need for language problems: (n=140) Unhelpful 43 307
Total 140 100
Very different 50 23.0
A little different 44 20.3
Similarity of the Turkish culture Similar 108 198
comparing to Syrian culture: (n=217) Exactly the same 8 37
Doesn’t know 7 3.2
Total 217 100

Although, the majority of the participants who stated to have Turkish friends or
Turkish neighbors (67.1%, n: 96), assessed their relationships with them negatively,
more than half of them (52.4%, n: 75) stated that their Turkish friends and neighbors
help them anytime they need them. 36.4% (n: 52) of them stated that their Turkish
friends and neighbors were unhelpful when they were in need of their help.

Almost half of the participants (48.9%, n: 108) have got relatives who can
speak Turkish. In order to get more accurate data, we preferred to ask to degree of the
relatives speaking Turkish (i.e. first degree relatives and second degree relatives)
(Table 3.11).

While 52.4% (n: 75) of the participants, said that their Turkish friends and
neighbors help them anytime they need help regarding language problems, similarly
55.7% (n: 78) of them said that their relatives help them whenever they need (Table
3.11).
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4.5. Information on the health status of the participants:

Despite 66.5% (n: 147) of the respondents stated that they did not have any
mental or physical diseases, only 5.4% of them thought that they were in a very good

health condition. 72.3% (n: 157) of the respondents mentioned that they were in a

moderate or a bad health condition. Hypertension, diabetes and depression were the
largest stated health problems (5.4%, n: 12, 5.9%, n: 13 and 5.9%, n: 13 respectively)

among the participants (Table 3.12).

Table 3.12. Information on the self-assessed health status of the participants:

Frequency Percent
N %
Very Good 12 55
Good 48 22.1
Self-assessed health status: (n=217)* Moderate 76 350
Bad 81 37.3
Total 217 100
Existence of previously diagnosed Doesn’t have any 147 66.5
mental or physical disease : (n=221) Has 74 33.5
Total 221 100
Doesn’t have or didn’t
declare his disease 165 4.7
Asthma 3 1.4
Depression 13 5.9
Diabetes 13 5.9
Wounded 1 0.5
War wounded 1 0.5
Diseases history: (n=221) Eye disease 2 0.9
Graves’ disease 2 0.9
Hepatitis 3 1.4
Hypertension 12 5.4
Migraine 1 0.5
Paralyzed 4 1.8
Stomach Ulcer 1 0.5
Total 221 100

* 4 missing values

The majority (78.5%, n: 172) of the participants, were using state hospitals in

order to get healthcare services, while 17.8% of them visited family health centers.
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3.7% (n: 8) of the respondents mentioned that they did not visit any healthcare services

before. (Table 3.13).

Table 3.13. Accessing healthcare services:

Frequency Percent
N %
Ability to Access healthcare Able to access 209 94.6
services: (n=221) Didn’t need healthcare services 12 5.4
Type of the healthcare service, they | Family Health Centre 39 17.8
usually use : (n=219)* State hospital 172 78.5
Didn’t need healthcare services 8 3.7

* 2 missing values

4.5.1. Perceived barriers in accessing healthcare:

In order to find out the eventual factors associated with restricted access to

healthcare services among Syrian refugees, we asked about participants’ experiences

regarding problems in accessing healthcare services. Language barrier was the most

mentioned factor (40.3%, n: 89), followed by the expensiveness of the healthcare

service or transfer cost. (Table 3.14).

Table 3.14. Participants’ experiences regarding reasons of not accessing healthcare

services.
Affected Did not affect
Frequency | Percent | Frequency | Percent
Language problems (n=221) 89 40.3 132 59.7
Distance or transportation difficulties
12 5.4 209 94.6
(n=221)
Healthcare services and transfer to services
. 17 7.7 204 91.9
are expensive (n=221)
Anxiety and embarrassment (n=221) 5 2.3 216 97.7
Thinking that healthcare services are not
5 2.3 216 97.7
useful (n=221)
Inappropriate behaviour of health
12 5.4 209 94.6
personnel. (n=221)
Not knowing from where and how to
. i 7 3.2 214 96.8
receive healthcare services (n=221)
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4.5.2. Language Barrier:

Of the respondents, 51.4% (n: 110), thought that the language barrier plays an
extremely negative role in accessing healthcare services. Only 22.9% (n: 22.9) of them
said that the language barrier doesn’t have any adverse effect on them.

51.1% (n: 113) of the respondents, stated that they experienced not being able
to access healthcare services despite their need due to language barriers, and 14.2%
(n: 16) of these people said that they face this problem all the time. Also, 40.7% (n:
46) of them have faced the inaccessibility to healthcare services because of language
barriers at least few times, and 34.5% (n: 39) of them have faced this problem more
often (Table 3.15).

Table 3.15. Perceived effect of language barrier in accessing healthcare services

Frequency Percent

N %
Does not have any negative effect 49 22.9
Perceived effect of language Partly has a negative effect 55 25 7
barrier: (n=214)* Has an extremely negative effect 110 51.4
Total 214 100

Despite of need, experienced | Hasn’t experienced such a situation 84 38
not accessing healthcare Have experienced 113 51.1
services: (n=221) Didn’t remember 24 10.9
Total 221 100
Despite of need, how often At least once 12 10.6
they experienced not A Few times 46 40.7
accessing healthcare services: | Often 39 345
(n=113) Always 16 14.2
Total 113 100

* 7 missing values

4.5.3. Coping with the Language Barrier:

Almost half of the participants (48.5%, n: 99), used hospital interpreters when
they access healthcare services. While 20.6% (n: 42), 17.6% (n: 36) and 13.2% (n: 27)
of them tried to manage the situation by himself, used ad hoc interpreters such as
friends or family member and used a private interpreter respectively. Furthermore, the

percentages didn’t change too much when we asked about the method they had used
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during the previous visit to a healthcare service. While 64.9% (n: 131) of them thought
that the method they have used during the previous visit was effective, 11.9% (n: 24)
of them thought that it wasn’t effective at all and 23.3% (n: 47) of them believed that
it was partly effective.

The percentages of the responds did not change significantly when we asked
about the method which they perceive as most useful: 47.1% (n: 79) of them thought
that using the hospital interpreter is the most effective method (Table 3.16).

Table 3.16. Distribution of the methods the participants use to cope with language
problem

Frequency | Percent

N %

Hospital interpreter 99 48.5

Private interpreter 27 13.2

Coping method: (N=204)* Ad hoc interpreter (Friends or 36 176
family member)

Managed himself 42 20.6

Total 204 100

Hospital interpreter 97 47.1

Private interpreter 24 11.7

The method perceive as most Ad hoc interpreter (Friends or

. — *% 44 214
useful: (N=206) family member)

Managed himself 41 19.9

Total 206 100

Hospital interpreter 98 47.3
The method used during the Private interpreter 27 13.0
previous visit to a healthcare Ad hoc interpreter (Friends or ” 155
service: (N=207)*** family member)

Managed himself 50 24.2

Total 207 100
Was the method used during the Effective 131 64.9
previous visit to a healthcare Wasn’t effective 24 11.9
service effective? (N=202)**** Was partially effective 47 233

Total 202 100

* 17 missing values, ** 15 missing values, *** 14 missing values, **** 19 missing values
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4.6. Assessment of Eventual Associated Factors with
Experiencing Language Problems and Coping Methods Used

for Them:

There was no statistical difference between the two hospitals considering
perceived effect of language barrier in accessing healthcare services. Gender did not
show any statistical difference in this context as well. Marital status showed a
statistical difference in our study population, (P=0.004), married participants (civil and
religious marriage) perceived language problems more seriously than the single ones
in accessing healthcare services.

Unemployment worsens the language problem. The participants who are
currently jobless or were jobless when they were in Syria, perceived language
problems more seriously compared to the participants, who were working or had
worked in Syria, and the differences were statistically significant (P<0.001) (Table
3.17).

Table 3.17. The distribution of some variables according to perceived effect of
language barrier in accessing healthcare services:

Perceived effect of language barrier

Does not Has an
Partly has
have any ] extremely | Total P
] a negative .
negative negative
effect
effect effect
N % N|% | n | % n
Numune 13 | 17.3 | 40 | 53.3 75
Study setting 22 | 293 0.70
Ankara 27 | 194 | 42 |302| 70 |504 | 139
29 29 28 | 28 | 43 | 43 100
Gender Male 0.49
Female 20 | 175 | 27 | 237 | 67 |588 | 114
Current Jobless 40 | 235 | 32 | 188 | 98 |57.6 | 170 0.001>
employment status Working 9 225 19 | 475 | 12 30 40 falalel
Employment status Jobless 18 13.2 43 | 316 | 75 | 551 | 136 0.001>
1 1 **k%
in Syria Working 31 | 39.7 12 | 154 | 35 | 449| 78
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Table 3.17. The distribution of some variables according to perceived effect of
language barrier in accessing healthcare services (Continue):

Perceived effect of language barrier

Does not Has an
Partly has
have any ) extremely | Total =)
) a negative )
negative negative
effect
effect effect
N % N|% | n | % n
How helpful were Helpful
the Turkish friends 25 | 298 | 24 | 286 | 35 |41.7| 84
or neighbors in case 0.554
g Unhelpful
of need for 20 | 385 | 12 |231| 20 [385| 52
language problems
Having relatives ,
i Doesn’t 32 | 296 | 20 | 185 | 56 |51.9| 108
who speak Turkish have 0.013*
language Has 17 16 35 | 33 | 54 | 509 | 106
How much helpful Helpful
) 12 129 | 27 | 29 | 54 |58.1| 93
were the relatives 0.001>
in case of need for Unhelpful —
17 | 425 | 11 |(275]| 12 | 30 40
language problems
17 | 298 | 16 | 281 | 24 | 421 | 57
Self-assessed health | ©00d
Statls Moderate 16 | 222 | 20 | 278 | 36 | 50 72 0.207
Bad 16 | 198 | 15 | 185 | 50 |61.7| 81
Existence of ,
) Doesn’t 36 | 257 | 41 | 293 | 63 | 45 140
previously have any 0.036%
diagnosed mental or | |,
13 17.6 14 | 189 | 47 | 635 74
physical disease
Type of the Family 12 | 343 | 12 |343| 11 |314| 35
healthcare service, | Physician 0.039*
they usually use State 37 [ 219 | 39 |231| 93 | 55 | 169
hospital
. 33 19 43 | 247 | 98 | 56.3 | 174
Marital status Married 0.004**
Single 16 40 12 | 30 12 | 30 40
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Table 3.17. The distribution of some variables according to perceived effect of
language barrier in accessing healthcare services (Continue):

Perceived effect of language barrier

Does not Has an
Partly has
have any i extremely | Total =)
) a negative )
negative negative
effect
effect effect

N| % | N | % | n | % | n

Never made 21 36.8 8 14 28 | 49.1 57

it to school

Primary

school or 20 171 | 35 | 299 | 62 53 117

Education level 0.027*
Secondary

school

High school
or College/
University
Lessthan | 7 | 219 | 5 |156| 20 |625| 32
Duration of time in |_On€ year
Turkey 1-3 years

4 years 12 | 235 | 17 |333| 22 |431]| 51
and more

“*** p <0.001; ** p <0.01; * p <0.05”

29 23 29 23 68 54 126 0.366

Having helpful Turkish friends or neighbors does not attenuate the perceived
language barrier in healthcare services statistically, while, having relatives who can
speak Turkish attenuates the perceived effect of the language barrier (P=0.013).
However, this association depends if the relatives are helpful or not; in a case of
unhelpful relatives, this effect diminishes (P<0.001).

The self-assessed health status of the participants did not show a significant
association though, having a previous mental or physical disease worsens the
perceived effect of language problems in accessing healthcare services (P=0.036). The
facility where the participants access healthcare services was found to be significantly
associated with perceived effect of the language barrier (P=0.039) (Table 3.17).

Furthermore, participants tend to face more problems with language in state

hospitals compared to family physician clinics
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The Association Between the Methods Used for Coping the Language
Barrier and Other Factors:

The gender of the participants was associated with the method they use to
overcome the language barrier. While females tend to use ad hoc interpreters such as
friends, family members or manage the situation by themselves, males tended to use
the hospital interpreter more (P<0.001). In addition, participants who stated that their
economic situation was good in Syria, tend to use hospital interpreter more than the
ones whose economic situation was moderate or bad (P<0.001).

While having Turkish friends or neighbors did not show a significant
association in this aspect, having relatives who can speak Turkish showed a
statistically significant association. Participants who have Turkish speaking relatives
preferred to use friends or family member as interpreters more than the participants,
who did not have Turkish speaking relatives (P<0.001).

Participants with a previous mental or physical diseases tended to use hospital
interpreter more than the participants who did not mention of having diseases (P=0.01)
(Table 3.18)

Table 3.18. The distribution of some of the explanatory variables according to the
methods used for coping with language problem:

The method they use to cope with language

problem
Ad hoc
int ; Total P
; interpreter
Hospital Private ' Managed
. interpreter (Friends or _
interpreter himself
family
member)

N| % [N|% | n | % |n| %/ n

67 67 8 8 8 8 |17 | 17 | 100 | 0.001>

Gender Male

Female 32 | 308 |19 | 183 | 28 | 269 | 25| 24 | 104 | ***
Self- assessed | Good 51 | 60.7 | 8 | 95 | 11 [131 |14 | 167 | 84
economic

Moderate | 45 | 482 |11 |133| 20 |24.1 |12 | 145 | 83 | 0.001>

*kk

status when

they were in Bad
8 216 | 8 |216| 5 |135|16|43.2| 37

Syria
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Table 3.18. The distribution of some of the explanatory variables according to the

methods used for coping with language problem (Continue):

The method they use to cope with language

problem
Ad hoc
int ; Total P
: Interpreter
Hospital Private P Managed
. interpreter | (Friendsor _
interpreter himself
family
member)
N % IN| % | n | % [n| % | n
Have Turkish | Doesn’t
35 | 46.7 |12 | 16 8 107|200 (267 | 75
friends or have 0.103
neighbors Has 64 | 496 | 15| 116 | 28 | 217 |22 |17.1| 129
Havin )

g Doesn’t | 56 | 538 |12 |115| 8 | 7.7 | 28| 26.9 | 104
relatives who | pave 0.001>
speak Turkish *kk

P Has 43 | 43 15| 15 | 28 | 28 | 14| 14 | 100
language
Existence of Doesn’

) oesn't 57 | 429 |19 (143 | 21 | 158 |36 27.1 | 133
previously have any
diagnosed

Has 0.01 **

mental or

] 42 59.2 8 |113| 15 | 211 | 6 8.5 71
physical
disease

“*** p <0.001; ** p <0.01; * p <0.05”
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5. DISCUSSION

Within our study, there were 75 participants from Numune Hospital and 146
participants from Ankara Hospital. We think that the location of Ankara Hospital,
which is close to the neighborhood where the majority of Syrian refugees in Ankara
live, is the main cause of the difference in the number of participants. Additionally,
Ankara Hospital has two interpreters while Numune Hospital has only one interpreter,
this might also make Ankara Hospital more attractive among Syrian refugees.
Furthermore, all the foreigners (including the refugees) visiting Ankara Hospital has
to register at a certain place, before they are referred to the clinics they want to visit,
which made it easier for us to recruit them. As there was no such a process at the
Numune Hospital, it was more difficult to enroll the Syrian refugees to the study.

There were slight more female participants than male participants (53,4%,
46,6%), probably because we had more women interviewers (one male and two female
interviewers) and female patients preferred to be interviewed by a female interviewer.

The number of children below the age of 15 years constituted around 37.5 per
cent of the total Syrian population in 2009 (101). In addition, this percentage is near
to the percentage of Syrian children below the age of 15 years in Turkey (36.74%)
(16). However, in our study the total number was definitely higher than this
percentage, which may be a reflection of the socio-economic level of the participants
which might indicate the low awareness of family planning among the participants.

The education level of the participants was also very different than the general
education level in Syria before the war. As Syria had made a considerable effort to
provide free and public education and had issued a compulsory education law in 2002,
basic education was extended from primary education to the end of the intermediate
level. Therefore, the illiteracy rate for the age group 15 years and above was 16.8 per
cent in 2008. In this context, considerable disparities exist between males and females,
with an illiteracy rate of 9.9 per cent for males and 24 per cent for females in 2008
(101). In our study, 29 per cent of the participants have never made it to school.
However, the illiteracy rate was not very different between males and females (43.8%
and 56.3% respectively). Furthermore, there was an imbalance in the distribution of
type of the settlement in Syria, which also enable us to perform x? test.
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None of the participants came to Turkey before the Syrian crisis started on 15th
March 2011. Additionally, more than half of them (50.5%) came between 2013-2014
and 75% of came to Turkey after 2013, the same year when the battle in Aleppo city
(the largest city in Syria and the nearest to the Turkish border) started.

Only 11.1% of the sample had stayed in camps before, and the largest amount
of them (83.4%) had stayed more than 5 months. As 90% of Syrian refugees in Turkey
remain outside of camps (5), (32) our sample present parallel results in this respect.

The Turkish government made an effort to provide Syrian refugees with free
language courses through many of its foundations. However, only 17.8% of the
participants who, reported themselves as Turkish speaking or learning the Turkish
language, learned or were learning it from those courses (Table 3.5). In addition,
almost half of the participants (50.7%, n: 110) did not know the Turkish language at
all. This is a substantially higher percentage of refugees with language abilities in the
host-country language than has been found in other similar groups. For example, only
6.1% of Arabic, Somali, Dari or English-spoken migrants who have been enrolled in
a study in Sweden did not understand what was being told and 27.8% of them had low
quality of communication (61).

The use of the internet as a source to learn the language while free language
courses is provided, may point out further barriers in access for those courses. The
working environment was a popular option to learn Turkish among the participants.

None of the participants, who stated that they can speak Turkish can speak
English as well. Speaking English may affect the need to learn Turkish as the refugees
may use their English to communicate with others in Turkey. However, the sample
size wasn’t large enough to fully support this hypothesis.

The unemployment rate in Syria was 10.9 per cent in 2008, while the female
unemployment rate reached 24.2 per cent in that same year. Unemployment was
exacerbated by a weak demand for labor, low growth of major productive sectors and
ceilings imposed on public sector employment. This may have increased female
unemployment knowing that females tend to prefer the public sector and perceive the
private sector to be biased against them (101). However, in our study the unemployed
participants have the greatest share of the participants, considering both current

employment status and employment status in Syria. The current employment
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percentage in our study was 19.8% (n: 43) which is slightly lower than the employment
rate of the Turkish and Moroccan migrants in Amsterdam (25.5%) (56). However, the
migration in Amsterdam was voluntary unlike the Syrian refugees’ situation in Turkey.

Half of the participants (50.7%) assessed their economic status as moderate,
while 30% of them declared that their economic status is bad and 15.4% of them
thought that they are in very bad conditions economically. Only 3.6% of them assessed
their economic situation as good. Yet the economic status was self-evaluated, and this
assessment may be biased because some of them may think that they will get some
financial help after the study. Also it may be biased in the other direction, in which
people with Islamic culture may tend to say that their economic status is good even if
it is bad or moderate as a kind of show of gratefulness to God in all situations.

In a study among Syrian refugees in Germany, socialization and integration
problems due to the German Language (57) were shown, but most of the participants
in our study have Turkish friends or neighbors. However, it may not mean a smooth
socialization, because almost half of them (47.6%) stated that their relationships with
their neighbors were bad. In addition, knowing the Turkish language also seems to be
an important factor for social relations (Table 3.6), considering that everyone in the
sample who can speak Turkish tended to have at least one Turkish friend or neighbor.
Nevertheless, even if the relationships were expressed as bad, more than half of the
participants said that their Turkish friends or neighbors help them when they needed
help. This finding might suggest that speaking the local language is effective to
improve the relationships between the host and guest communities. In this aspect, we
can find similar results in previous studies (67), which support the fact that language
difficulties can worsen social isolation and act as a barrier to engagement and
adaptation in a new country and limit participation in social events (68).

In the study mentioned above 5.3% of the Turkish and Moroccan migrants in
Amsterdam self-reported that they were in a very good health condition (56). In our
study, 5.4% of the respondents thought that they were in a very good health condition.
Moreover, 55.4% of Turkish and Moroccan migrants mentioned that they were in a
moderate or a bad health condition, which was 72.3% in our study. However, the
general health profile of the participants was self-assessed, this might have affected

the results. Further, our survey was conducted in the external clinics in two hospitals
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so the general health profile may not reflect the Syrian refugees’ health conditions in
Ankara. The largest part of the participants declared that they don’t have a physical or
mental disease that has been diagnosed by physicians, which may also reflect that most
of them visit the clinics for acute diseases such as contagious diseases. Seving et el
(31) stated that achieving good health care improvements will yield cost-effective
results such as decreasing hospitalization durations and occurrences of infection,
which is supported by the evidence from our study.

Our study supports the previous literatures in accessing healthcare services
among the Syrian refugees in Turkey (36), (8) whereas all the participants were able
to access healthcare services at least once in Ankara. But, the study was conducted in
hospitals, and it is important that we mention the selection bias possible with regards
to this finding.

In the studies by Manson and Crane (51), (52), it was shown that even when
patients do have access to care they have poorer healthcare services because of
language barriers, which was in accordance with our findings. Our participants,
similarly, thought that language problems restrict their access to healthcare services.
Fassaert (56) also noted that language problems are one of the most important factors
affecting the foreign individuals seeking health care. This fact was underlined in our
study, by the language problem being the most mentioned factor that restricts access
to healthcare services.

Although public surveys in Turkey indicate that anti-Syrian sentiments are
common, with around 86% of the Turkish people wanting the government to stop the
intake of refugees and 30% supporting the view that refugees should be sent back to
their home country, only 5.4% of the participants reported to be mistreated by medical
staff. Unlike Zimbabweans in South Africa where they reported to be mistreated by
medical staff just because they speak different language (59, 60). This fact may be due
to professionalism among Turkish healthcare providers.

Turkey has hired Arabic-Speaking translators in almost all of the state hospitals
to overcome the language barrier, also it has been employing Syrian healthcare
personnel in migrant health centers (8, 99). Although, there are Syrian healthcare
personnel in migrant health centers, 78.5% of the participants in our study still visit

state hospitals for health problems. This result is obviously due to the study setting.
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When we examined the association between the perceived effect of the
language barrier and other factors, we found that the following factors were
statistically significant; marital status, education level, current employment status,
employment status in Syria, having relatives who speak Turkish language, level of
helpfulness of the relatives in interpretation, existence of previously diagnosed mental
or physical disease and type of the healthcare service, they usually use. We could not
perform X2 test to analyze the association between perceived effect of language barrier
and age, number of children, settlement type in Syria, speaking Turkish, self- assessed
economic status when they were in Syria, having Turkish friends or neighbors and
similarity of the Turkish culture compared to Syrian culture. However, some of these
factors might show associations with a proper sample size. For example the review of
Jacobs (47) indicates that after learning the native language of the healthcare
providers, patients become less likely to ask for an interpreter.

Age seem to be an important factor in perceiving the effect of language barrier.
However due to the restricted sample size we were not able to perform Chi-Square
test. When we look at the distribution of age considering perceived effect of language
barrier, of the participants, who were under 25 years old, 24.4 %, of the ones between
26-50 years old, 56.5 %, and of the ones above 50 years old 73.2 % perceived that the
language barrier has an extremely negative effect. Those results may show us that
language problem became worse by age. It may be because of communication
problems or the ability to learn a new language. It’s expected that learning Turkish
language is more difficult among the older participants than the younger ones (Table
3.6).

The results showed that married people were inclined to speak less Turkish.
However, this finding might be related to the age of the participants, since the age
distribution of the single people was younger than married people. Nevertheless, the
distribution was not appropriate for Chi-Square test.

Participants with more children reported to suffer more with the language
barrier compared to the participants with fewer or no children at all. The reason for
this difference may be the frequent need to visit healthcare services, possibly due to
unhealthy living conditions since children may be the most vulnerable group to get

sick.
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The type of the settlement in Syria seems to be one of the factors associated
with less negative perceptions of the effect of language barrier. While 26.3% of the
participants who lived in urban areas in Syria perceived that the language barrier has
no negative effect, none of the participants from rural areas in Syria reported no
negative effect. We didn’t find a significant difference in education level between
these two groups. However, the communication skills and the intellectual background
they gained by living in the city might have an important role in this difference.

The current employment status was important in learning Turkish language.
Working people were more inclined to learn Turkish than unemployed people. As
learning Turkish is vital for overcoming the language barrier, participants who were
employed at the time of the study had to struggle less with the language problem in
healthcare services.

Although the employment status in Syria doesn’t seem to affect the learning of
Turkish language, it seems to have an impact on perceiving the language as a barrier.
This statement may indicate an eventual association between the economic status and
the perception of the language as a barrier which might be related to the positive
correlation between better education and better economic status.

Having a previous mental or physical disease seems to increase the perception
of the degree of language barrier among the participants. This might be caused by the
increased number of visits they make due to their illnesses. Another reason for the
increased perception of the degree of the language barrier might be related to the study
setting. Various factors, such as the employment of Syrian health personnel in family
health centers (94, 99) decreases the degree of awareness of language barriers
compared to the state hospitals.

When we examined the association between the method they use to cope with
the language barrier and other factors, we found that following factors were
statistically significant; gender, economic status in Syria, having relatives who speak
Turkish language and existence of previously diagnosed mental or physical disease. In
addition, some of the following variables showed some differences, but imbalance in
the distribution of these variables did not enable us to apply the Chi-Square test. These
factors were age, marital status, number of children, educational level, residing place

in Syria, speaking Turkish, speaking a second language, self-assessed current
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economic status, employment status in Syria, similarity of the Turkish culture
compared to Syrian culture, duration of time in Turkey, how helpful the relatives were
in case of the need for overcoming language problems and type of the healthcare
service.

The gender of the participants was associated with the method they used to
cope with the language barrier. While females tended to use friends, family members
or cope with the situation themselves, males preferred to use the hospital interpreters
more. As most of the Syrian refugees have an Islamic culture, females may feel
uncomfortable to use a stranger to help them in communicating with healthcare
providers, especially if the interpreters are males. This finding might demonstrate that
some barriers are created by the strict religious modesty norms and associated gender
preference of their health care provider and religious understanding of illness (40, 42).

The self- assessed economic status when they were in Syria was associated
with the method that participants used to cope with the language barrier. One
explanation may be the level of education among the refugees who stated to have good
economic status in Syria. These groups might be more knowledgeable about how to
ask for a hospital interpreter than the participants who had a worse economic level in
Syria. However, our study did not examine this aspect among the Syrian refugees and
this hypothesis is far from being verified.

Refugees who have Turkish speaking relatives tend to use a family member as
an interpreter more to contact healthcare providers, while refugees who did not have
such relatives leaned on managing by themselves.

Syrian refugees with previous mental or physical diseases tend to use the
hospital interpreter more often than the refugees without chronic diseases. The higher
number of visits to the clinics due their diseases, allowed them to be aware of the
hospital interpreter and use this service more effectively.

This study provides a valuable insight into the language barriers in accessing
health care services among Syrian refugees in Ankara. It does, however, have some
limitations. Like in most cross-sectional designs it is not possible to infer causal
relationship. Additionally, due to the conditions, a representative sample size and a
probability sampling strategy could not be used. Despite the descriptive characteristic

of the study, it supplies fundamental information about the language barriers in
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accessing healthcare services among the Syrian refugees in Ankara, Turkey.
Additionally, the study setting (hospitals), might have caused some selection bias.
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6. CONCLUSION AND RECOMMENDATIONS

6.1. Conclusion:

Despite its’ descriptive characteristics, our study provides valuable information
on the language barriers that Syrian refugees face while accessing healthcare services.
Of the 221 participants, only 11.1% (n: 24) could speak Turkish language, while 50.7%
(n: 110) could not speak at all. 34.4% (n: 76) of the respondents stated that they
experienced not being able to access healthcare services despite their need because of
language barriers. Further, almost half of the participants (48.5%, n: 99) used hospital
interpreters to access healthcare services, while 20.6% (n: 42), 17.6% (n: 36) and
13.2% (n: 27) of them tried to manage the situation by himself, used ad hoc interpreters
such as friends or family member and used a private interpreter respectively.

Of all explanatory variables, marital status, education level, current
employment status, employment status in Syria, having relatives who speak Turkish
language, how much helpful these relatives were in need of interpretation, existence
of diagnosed mental or physical disease and type of the healthcare service used might
be the eventual predictors for experiencing language barriers among Syrian refugees
in accessing healthcare services.

In case of language barriers, the most common methods used to overcome
language barriers were the use of hospital interpreter, managing the situation by

themselves and Ad hoc interpreter respectively.

6.2. Recommendations:

Considering the findings of the study, our suggestions for further steps are
summarized below.
e Based on the findings of the study, further analytic studies should be conducted
to have a deeper and clearer understanding of the language problems that the
Syrian refugees face with in Turkey to access healthcare services.
e It seems that working environment provides suitable conditions to learn the
local language among adult population, hence providing appropriate job

opportunities to refugees, might help refugees to learn the language and
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correspondingly to integrate in the society and get a better access to healthcare
services.

Speaking Turkish seems to be an important factor to have Turkish friends, so
learning the language may facilitate the integration to the local society.

In a conservative society like Syrian society, gender is an essential issue. This
matter should be considered while providing solutions to overcome the
language problems in accessing healthcare services among Syrian refugees.
Interpreters seem to be one of the coping methods perceived as effective,
however considering the number of Syrian population in Turkey, providing
enough interpreters to each hospital might not be economically feasible.
Reference hospitals might be a solution in this aspect.

Considering the refugees with no literacy or low education level, only
providing the service may not be enough. Thus, informing about the service
and finding the effective way how to provide the refugees with information are

important.
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8. APPENDIX

Appendix-1: Confirmation Form (Turkish and Arabic)

Anket Formu

Sayin katilimci,

Suriyeli siginmacilarin saghk hizmetine erisirken yasadiklari dil sorunun boyutlarini ve bu siiregte
kullandiklar: bas etme yontemlerini incelemek icini bir ¢alisma yiirtitmekteyiz. Bu ¢alisma Hacettepe
Universitesi Halk Saghigi Anabilim dali tarafindan yiiriitiilmektedir.

Sizlerin saglk sistemlerinde dil sorunu ile ilgili fikirlerinizi ve deneyimlerinizi 6grenmek istiyoruz. Bu
nedenle sizlere bir anket uygulayacagiz. Anket uygulamas: icin Go¢ Idaresi Genel Miidiirliigii ve diger
kurumlardan izinler alinmistir. S6z konusu izinleri incelemek isterseniz goriismeciye bunu belirtmeniz
yeterlidir. Katiliminiz tamamen goniilliik esasina baglidir, katilip katilmamakta serbestsiniz. Kendinizi
rahat hissetmediginizde veya istediginiz zaman ¢alismadan ayrilabilirsiniz. Burada konugulan tiim
bilgiler anonim kalacaktwr. Sizin isminize veya adresinize ihtiyacimiz yok. Analiz sirasinda da sadece
anketinize verilecek bir numara kullanilacaktir. Calisma ile ilgili bilgi almak istediginizde Hacettepe
Universitesi Halk Saghg Enstitiisiinde gorevli Yard. Dog. Dr Sidika TEKELI YESIL’e 0 312 3053141

numaral telefondan veya sidika.tekeliyesil@hacettepe.edu.tr adresinden ulasabilirsiniz.

Katilhiminiz ve isbirliginiz icin tesekkiir ederiz.
Karari isaretleyin.

Katilmay1 Kabul ediyorum. Katilmay: Kabul etmiyorum.

Liitfen katilmama nedenini belirtiniz:

Tarih:

imza
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APPENDIX-2: Questionnaire (Turkish and Arabic)

1. cinsiyet: (1) Erkek (2) Kadin

S(2) Sh (1) il 1
2. Dogum tarihiniz (giin/ay/y1l) ......... [ovinnn. [ociiiane

......... A VORI D(le \ e\ ps) Bl 2 )l 2
3. Medeni durumunuz nedir? (1) Evli, resmi nikahli (2) Evli, sadece dini nikahli
(3) Bekar (4) Bosanmig/ayr1 yasiyor (5) Dul (6) Diger ................

el (3) ki dazsiie(2) eeodmzsie(l)  cdsaddila Al 3
Al e (6) el (5) ke (4)
4. Cocugunuz var m1? (1) Hayir (2) Evet (sayisin belirtiniz) ........

.............. fanaie oS aniy Aa¥l Jla b si(2) Y(1) SJukldadda 4

6. Cocuklariniz sizinle yastyor mu?

(1) Evet, kag kigi?............ (2) Hayir, kag kigi? ........oovenvnnnnn.
..................... T uaddas ¥ (2) e S 0220 S ani (1) felaa (g5 cllibal Ja 6
7. En son hangi okulu bitirdiniz (1) Okur- yazar degil, herhangi bir okul bitirmemis

(2) Okuryazar, herhangi bir okul bitirmemis (3) Ilkokul mezunu (4) Ortaokul mezunu
(5) Lise mezunu (6) Universite/Yiiksekokul mezunu
Al e aly SV BV (1) € leied Al 2 dls e Ja) A L 7
e Ylieudl (4) AW doadl (3) Al el o oS0 RS 5 56 _all Ca el (2)
e fndla (6) sl i (5)
8. Suriye’de yasadiginiz yerlesim yerini belirtiniz? (1) Koy (2) Kasaba (3) Ilge merkez
(4) 11 merkez (5) Diger (belirtiniz)..........cccvevevuiriinennnn.n.
Bl S e 8 (3)  4ali(2) A (1) 9 lhosw f 48 Jlad oS Al gSd) w8
.................... saa @) e (5)  Anaal S e A (4)
9. Tiirkiye’ye ne zaman geldiniz? ......... [eviiiinn. [oerinnn. (giin/ay/y1l)

......... AT W Sl /e am) TLS s 69
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10. Tiirkiye’de ya da gittiginiz baska iilkelerde hi¢ siginma kampinda kaldiniz m1?
(1) Hayir (2) Evet (siiresini belirtiniz) .................. ay
o= (2) V(1) ol Al (o LS5 (3 i e e sl e (3 0l b 10
DS eV sl aas axy Y Ja B
11. Evde en ¢ok hangi dil konusulur? (1) Arapg¢a (2) Kiirtge  (3) Tiirkge/Tiirkmence
(4) Diger (belirtiniz) .............ccoceeeinine... (5) Yanit vermek istemiyorum.
Ll AS N (3) A S (2)  Apuall (1) Sk (8 e gl Al A2l o L 1]
WYY (5) slasas el e (4)

12.Tiirkge biliyor veya dgreniyor musunuz? (1) Evet biliyorum  (2) Evet 6greniyorum

(3) hig bilmiyorum. (hi¢ bilmiyorsa 15. Soruyla devam ediniz )

Oe Sl ipm Y S da () Ia) cael ¥ (3) ol o (2) plSilpni (1) €38 ) alll olath ol oI35 Ja 12
(15 Jisd

13. Nerede Tiirkge 6grendiniz? (1) Isyerinde  (2)iicretsiz kursta  (3)6zel dershane
(4) sosyal iligkilerle (S)diger ....c.ooviiiiii
Lelaa¥l clidall (4)  Lalis)sn(3)  Aolaes,ysn(2)  Jeddl (1) $AS Al caddes o 13
........................... A e (5)

14. Ana diliniz disinda bildiginiz dilleri ve ne diizeyde bildiginizi belirtiniz (1: Hi¢ yok, 2: koti, 3:
orta, 4: iyi, 5: ¢ok iyi).

Diller

15. Halen gelir getiren bir iste ¢alistyor musunuz? (1) Hayir (18. sorudan devam ediniz)
(2) Evet, diizenli isim var (3) Evet, gecici islerde calistyorum
(18 i Jisead) ) Jail) Y (1) $a¥) e shaedidas A Lls Jeaida 15

A0 a5 & deel Ul 5 cani (3) dakiiie Ayl g 53l (a2 (2)
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16. Ne 1§ YaAPIYOISUNUZ? ..ovnrineerintenieneteneeneeeneieneaneenenns
............................................ ¢ Jeai e 16
17. Su anda ailenizin ekonomik durumunu nasil degerlendiriyorsunuz?
(1) Cok iyi (2) Iyi (3) Orta (4) Koti (5) Cok kot
¢ Ll hililal alaBY) g o)l 3 (A€ 17
ba i (5) (4 besie(3) () ma(D)

18. Su anda ailenizin ekonomik durumunu ¢evrenizdeki ailelerle karsilagtirttiginizda nasil
gorliyorsunuz?

(1) Cevremize gore ¢ok iyi (2) Cevremize gore iy (3) Cevremize gore normal
(4) Cevremize gore kotii  (5) Cevremize gore ¢ok kotii
S 3By clilile am s aii i elia dyy il el o 3 )l 18
W (5) @) =3 w2 laa as (1)
19. Suriye’de iken bir iste ¢alistyor muydunuz? (1) Hayir
(2) Diizenli isim vardi (belirtiniz ...... ) (3) Evet, gecici iglerde calisirdim
(4) Diizenli gelirim yoktu, ¢iftciydim
L5 (B i€ Ladie Joad i€ o 19
(cereeeeeeese e o SH) akiia Joe g2l IS (2) Y (1)
158 e olitie JS0 3 08 o) () KBm sy B e 3 (3)
20. Suriye’de bulundugunuz zaman ailenizin ekonomik durumu nasildi?
(1) Cok iyi (Q)iyi  (3) Orta (4) Kotii (5) Cok kotii
Sy s (8 S Ladie @l uY (galaiB¥) aua l (S CaS 20
lax (2 (5) Ca (4) L 5is (3) 2 (2) laa 2 (1)
21. Tiirkiye’de hi¢ Tiirk arkadaginiz veya komsunuz var m1?
(1) Yok (25. sorudan devam ediniz) (2) Var (kag kisi ...... )
LS5 A Sl sl Gava gl il s 21
- Uil o) da 5 023 (2) (.25 B, Jipaall I Jasi)) 22 2 Y (1)
22. Tiirk arkadaslariniz ve komsulariniz ile iligkileriniz nasil?

(1) Cok kétii (2)Kéti  (3)Orta (4) 1yi (5) Cok iyi
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Gl Y bl g SlilBaaly SEMe apis CaS 2D
laa 332 A8le (5)  3am ABle (4) A (3) A (2) s A (1)
23. Dil konusunda ihtiya¢ duydugunuzda Tiirk arkadaglariniz size yardim ediyor mu? (1) Evet
(2) Hayir  (3) Bazen
Llsl (3) Y (2) ari (1) f aealindladie azll) & s sa S Sl V) el daelay Ja 23
24. Tiirk kiiltiir ve geleneklerini sizinkine gore nasil degerlendiriyorsunuz? (1) Biraz farkli
(2) Cok farkli  (3) Benzer (4) Tamamen ayn1 (5) Fikrim yok
¢ e G A il AAE a aS 24
Y (5) L Rl (4) e (3) 2 it (2) U i (1)
25. Tiirkge konusabilen akrabalariniz var mi?
(1) Yok (29. sorudan devam ediniz) (2) Var
€ 4 ) A3 ¢ 5alSy o8 il Ja 25
a5 (2) (129 ) disadl I i) aa 0 Y (1)
26. Tiirk¢e konusabilen akrabalarinizdan, birinci derece akrabaniz olan kag kisi vardir? .............
Ikinci derece akrabaniz olan kag kisi vardir? ...
................................ SV Al ey 8 sa (add oS AS N ARl () gl ) ey ) 00 26
........................................ Al Aa )l e u B g8 padd S
27. Dil konusunda Ihtiya¢ duydugunuzda akrabalariniz size yardim ediyor mu? (1) Evet
(2) Hayir  (3) Bazen
Lal (3) Y (2) ai(1) ¢ € agalinglovie dalll ¢ gumga il 3l el b 27
28. Genel saglik durumunuz hakkinda agagidaki tanimlardan hangisi dogrudur?
(1) Cok iyi (2) lyi (3) Orta (fena degil) (4) Kotii
falall auall o g e mall o8 V) ciliy il 6 28

o (4) (oY) e (3) 2 (2) i 2a(1)

29. Doktorun teshis koydugu bedensel veya ruhsal bir hastaliginiz var mi?
(1) Hayir (2) Evet, Nedir?
?gﬁu\&u\ﬁ@sﬁﬁggﬂéﬁ}\gp&f@i&,zg

¢ ple pni(2) Y (1)
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30. Suriyeli miiltecilerin en 6nemli ii¢ saglik sorunu sizce nedir?
el plas (8 () sl Dl 4 55 dmae JSL 4530 aa) 8 e 30
31. Tiirkiye’de genel olarak saglik hizmetlerine erisebiliyor musunuz?
(1) Evet (33e geciniz) (2) Hizmet kullanmam gerekmedi (33 e ge¢iniz) (3) Hayir
€ Lo gae LS i b dumal) cilasdll ) Jpem )l Sy 31
Y(3) (33 L JIsad) adl) 555 pall ¢ 3561(2) (33 @b, Jisudl caadl ) ani (1)

31a. Asagidaki faktorlerin hangisi en fazla saglik hizmetlerine erisiminizi engelledi?

a. Dil problemleri
b. Ulagim problemleri
€. Saglik hizmetlerinin veya ulagimin pahali olmasi
d. Damgalama endisesi, utanma
e. Verilen saglik hizmetlerinin faydali olmayacag: diisiincesi
f.  Saglik personelinin uygun olmayan davranisi
g. Saglik hizmetini nasil ve nerede alacagi ile ilgili bilgisinin olmamasi
h.  Diger (belirtiniz).........oovirieiiiii e
§ S0 dpaall cileadll @l gua g cile | obal Jal sall (4 ) 131
Al JSUaa
Jpa sl JSLEa,
il sall 5 el 2aadll 23
Olpall ¢ IS
3aie (S5 ) Aadiall Ll Aandl) (o sliie)
Jsiall e awall LalS Jalas
Apmaal) Aot e pumal (IS R 3l e
(=s) s ile
32. Tiirkiye’de saglik hizmeti ihtiyaglariniz igin en sik hangi kuruluslara basvuruyorsunuz?
(2) Aile hekimi (2) Devlet hastaneleri (3) Ozel hastaneler
(4) Universite hastaneleri (5) Diger (belirtiniz .................

(6) Hizmet kullanmam gerekmedi
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¢ daiall daaall elalia) can LS 5 A TLIE Lo damntlly o 685 ) Clissssall oale 32
Ladedll 5 Ain) sl (4) Lalall cladidl (3) L sSall il (2) 8 mY) b (1)
ERESTSRNFERIT) (@=3) s A (5)

33. Saglik hizmetlerine erigimde dil konusu sizi nasil etkiliyor?
(Hig etkilemiyorsa soru 39’ya ge¢iniz). (1) Higbir olumsuz etkisi olmuyor
(2) Kismen etkiliyor (3) Cok olumsuz etkisi oluyor

(39 Jisadl candl o) sy ¥ Jla () fhauall lasall Jguagll (8 45l ¢ pua g aSile S5 S 33

S ol IS5 S (3) B yis (2) e G gl Y (1)

34. Dil konusuyla bas etmek i¢in ne tiir yontemler kullantyorsunuz?

(1) Hastanenin terciimant (2) Ozel Terciiman
(3) Telefon araciligi ile terciiman (4) Arkadaslarimiz  yardimi
(5) akrabalarin yardimi (6) diger (belirtiniz) ................cceneenen

Cilgdl J3A (e pasie (3)  Gald angie (2) il ansie (1) € ARl A1Se Ja dal e pdiasi 13 .34
................... (22) 531 (6) £l _3Y) saLse (5) cliaaYl sielae (4)

35 En ¢ok hangisinin etkili oldugunu diisiiniiyorsunuz?

(1) Hastanenin terclimani (2) Ozel Terciiman
(3) Telefon araciligi ile terciiman (4) Arkadaglarinizin  yardimi
(5) Akrabalarin yardimi (6) Diger (belirtiniz)................cooenenn.

oald aajie (2) il aa yia (1) 1,8l SV Ll it sas) 5 51 35
caaY) sacliua (4) gl A (e aa e (3)
................... (22) 531 (6) £L_#Y) s lse (5)

36. . En son saglik hizmeti aldiginizda yukarida belirtiginiz yonetimlerden hangisini
kullandiniz?

(1) Hastanenin terciimani (2) Ozel Terciiman
(3) Telefon araciligi ile terciiman  (4) Arkadaglariniz yardim
(5) Akrabalarin yardim (6) Diger (belirtiniz).............
§ eV Al Gkl e il Basl g ol Led Cuad 3 e HAl 336
BasViseles (4) el A Gopa e (3) palh paie (D) ikl e (1)

................... (22>) AT (6) sl s Lse (5)
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37. En son saglik hizmeti aldiginizda kullandiginiz yontem etkili oldu mu?
(1) Evet (2) Hayir (3) Kismen
¢ dniall A gall K15 55 JA) 8 s gleadin Al 44 Hhal) Allad il Ja 37
LE(3) ¥ (2) e (1)

38. Tiirkiye’de bulundugunuz siirece saglik hizmetine ihtiya¢c duymaniza ragmen dil sorunundan

dolay1 bir saglik kurulusuna bagvurmadiginiz bir durum oldu mu?

(1) Evet (2) Hayir (3) Hatirlamiyorum
56 U318 el Al Casns maal) cilandll I oSl e il e Bnaall il gal) 1 15835 25 o b 38
LS5 A oSaal 5
S5 Q) Y () w5 (1)

38.a Eger evetse ne siklikla boyle bir durum yasadiniz?
(1) En az bir defa (2) Bir kag defa (3) Sik sik  (4) Her zaman
€ Alall oda Cian b e oS axiy Ala¥) s 8138

Laila (4) Lle (3) Gl e pmi (2) Baal 55 e J8Y) e (1)



APPENDIX-3: Hacettepe University’s Ethical Committee’s Permission

T.C.

Say1 : 16969557 — "/;39

Konu :

Toplanti Tarihi : 4 NISAN 2017 SALI
Toplanti No :2017/09

Proje No

Karar No : GO 17/230- 03

HACETTEPE UNIVERSITESI
Girigsimsel Olmayan Klinik Aragtirmalar Etik Kurulu

ARASTIRMA PROJESI DEGERLENDIRME RAPORU

: GO 17/230 (Degerlendirme Tarihi: 14.03.2017)

Universitemiz Halk Sagligi Enstitiisi 6gretim tyelerinden Yrd. Dog. Dr. Sidika Tekeli
YESIL’ in sorumlu arastirmaci oldugu ve Ecz. Reshed ABOHALAKA™ min yiiksek lisans tezi
olan, GO 17/230 kayit numaral, “Ankara’da Yasayan Suriyeli Sigimmaciarin Saglk
Hizmetine Erigirken Yasadiklar: Dil Sorunu ve Bununla ligili Kullandiklar: Bas Etme
Yontemlerinin incelenmesi” bashkli proje énerisi aragtirmanin gerekge, amag, yaklagim ve
yontemleri dikkate alinarak incelgnmis olup, idari izinlerin tamamlanmas: kaydi ile etik

ag¢idan uygun bul.inmustur.

1.Prof. Dr. Nurten AKARSU Q

(Bagkan)
2. Prof. Dr. Sevda F. MUFTU@% (Uye)
3. Prof. Dr. M. Yildirhy\) (Uye)
4. Prof. Dr (Uye)
5. Prof. Dr Iye)
6. Prof. Dr. R. Kéksal 0ZGUL . ye)

- I ..

7. Prof. Dr. Ayse Lale DOGAN W (Uye)
[ZINLI

8. Prof. Dr. Elmas Ebru YALCIN (Uye)

9. Prof. Dr. Mintaze Kerem GUNE (Uye)

.\!-\

- N
10 Prof. Dr. Oya Nuran EMIROGLU y)N (Uye)
N

N
11 Yrd. Dog. Dr. Ozay GOKOZ b)’j (Uye)

14.Yrd. Dog. Dr. Can Ebru KURT
IZINLI g .
15. Yrd. Dog. Dr. H. Hiisrev TURNAGOL (Uye)
16. Ogr. Gor. Dr. Miige DEMIR

17. Ogr. Gor. Meltem SENGELEN | {

18. Av. Meltem ONURLU

Hacettepe Universitesi Girigimsel Olmayan Klinik Aragtirmalar Etik Kurulu

06100 Sihhiye-Ankara

Telefon: 0 (312) 305 1082 = Faks: 0 (312) 310 0580 « E-posta: goetik@hacetiepe.edu.tr

Aynntili Bilgi igin:




APPENDIX-4: Republic of Turkey Ministry of Interior Directorate General of
Migration Management’s Permission

T.C.
ICISLERI BAKANLIGI
Gig idaresi Genel Miidiirliigii
Gig Politika ve Projeleri Dairesi Baskanhg

Say1 : 62103649-000- 25763 02./96/2017
Konu : Anket Calismast Izni

HACETTEPE UNiVERSITESI
(Rektorliik)

.
L R
,’,f/" e 44

Digi  :22.05.2017 tarihli ve 35853172/150-1951 sayili yazimz.  —~ 722/

Tgide kayith yazimz ile Universiteniz yiiksek lisans 6grencilerinden Reshed Abohalaka
tarafindan yiiriitlilen “Ankara’da Yagayan Suriyeli Sigmmacilann Saglhik Hizmetine
Erigirken Yagadiklani Dil Sorunu ve Bununla lgili Kullandiklan Bag Etme Yoéntemlerinin
Incelenmesi” baslikh tez caligmasi kapsaminda anket yapilabilmesi igin iznimiz talep
edilmigtir.

Bilindigi tizere 6458 sayili Yabancilar ve Uluslararasi Koruma Kanununun 94 iincii
maddesi geregince uluslararas: koruma bagvuru/statii sahibi kigilerin ve 2014/6883 karar
sayth Gegici Koruma Yonetmeliginin 51 inci maddesinde belirtilen gegici koruma
kapsamindaki yabancilarin tiim bilgi ve belgelerinde gizlilik esastir. Bu nedenle bahsi gegen
kisilere ait kigisel verilerin veya diger bilgilerin kendisinin veya menge iilkede yasayan aile
iiyelerinin 6zgiirliigiinii ve giivenligini tehlikeye atabileceginden dolayr ne menge iilke
yetkilileri ne de iigiincii kigilerle paylagilmamasi; dahasi ¢aligmaya konu kisilerden ve/veya
aile liyelerinden adi-soyadi, ikamet adresi, imzasi ve benzeri kimlik bilgilerinin istenmemesi;
etnik koken, din/mezhep gibi hassas bilgilerin sorulmamas: ve goriigme esnasinda ses ya da
video kaydi alinmamasi gerekmektedir.

Bu kapsamda, yukanda belirtilen hususlara hassasiyet gosterilmesi sarti ile anket
galismasimn yapilmasinin uygun bulundugu hususunda,

Bilgi ve geregini rica ederim.

S‘B,zz
Gel CT81

N

Lalegiil Camlica Mahallesi 122. Sokak No:4 Yenimahalle / Ankara
Ayrmtl bilgi igin irtibat: Nilay Belat Karacaogh Telefon: (312)422 07 54 Faks: (312)422 09 00
e-posta: gocpolitikalari@goc.gov.tr Elektronik Ag: http://www.goc.gov.tr



APPENDIX-5: Ankara Provincial Health Directorate’s Permission

¥ ANKARA IL SAGLIK MUDURLUET - ANKARA IL SAGLIK.
MOUDURLOGU
¢ 12/1072017 11:40 - 75252626 - 604.01 02 - E 1509
G | AN
T.C. }
ANKARA VALILIGI 00054465939
TC Saglik Bakania: II Saglik Miidiirliagii
R ST——— Ankara 1. Bolge Genel Sekreterligi

Say1 1 75252626-604.01.02 )
Konu : Reshed ABOHALAKA- Arastirma
Izni

HACETTEPE UNIVERSITESI
(Saghk Bilimleri Enstitiisii Miidiirligiine)

Ilgi : Reshed ABOHALAKA'm 08/08/2017 tarihli ve 5190 sayih dilekgesi.

Enstitiiniiz Halk Saghg Ana Bilim Dal1 Afetlerde Saglik Y&netimi programinda yitksek
lisans Ggrencisi olan Reshed ABOHALAKA tarafindan yapilmasi planlanan "Ankara'da
Yasayan Suriyeli S1zinmacilarin Saglik Hizmetine Erigirken Yasadiklar1 Dil Sorunu ve Bununla
iigili Kullandiklar1 Bagetme Yontemlerinin  Incelenmesi” konulu tez calismasimn
Miidiirliigiimiize bagh Saglik Bilimleri Universitesi Tiirkiye Yiiksek Ihtisas Egitim ve
Aragtirma Hastanesi'nde ve Saghk Bilimleri Universitesi Ankara Numune Egitim ve Arastirma
Hastanesi'nde yapilmasina iligkin Hastane Yoneticiligi goriis yazis: ekte gonderilmistir.

Tez ¢alismasinin onay yazisiyla birlikte Saghk Bilimleri Universitesi Tiirkiye Yiiksek
Ihtisas Egitim ve Aragtirma Hastanesi ve Saglik Bilimleri Universitesi Ankara Numune Egitim
ve Arastirma Hastanesi' nin Ar-Ge Birimine bagvurarak baslatilmasi, ilgili saglik tesisinde
hizmeti aksatmayacak sekilde yiiriitiilmesi, aragtrmaya katthmin goniilliilik esasina gore
yapilmasi, aragtwmanin amaci, yontemni, kapsami, siiresi, araghrma metodu ve kavramsal
gergevesini agiklayan bilgiler gbz 6niinde bulundurularak yapilmasi, ¢aliymanin sonucunun
Midurligiimiiz  bilgisi disinda ilan edilmemesi, ¢alisma sonunda sonu¢ raporunun
Miidiirliigiimiize génderilmesi hususunda;

Bilgilerinizi ve geregini arz ederim.

Dr. Ali EDIZER
Genel Sekreter a.
Idari Hizmetler Bagkan

EK: 2 Sayfa

E:jnlrlala;:el:?]; ch;féaé:i;i;:&ii?flm Cad. Giilhane Egitim ve Aragtirma Hastane Bilgi igin: Tuba AKCA
Faks No:0312 311 63 64 Unvan:HEMSIRE
e-Posta:tuba.akca@saglik.gov.tr Int. Adresi: http://ankaralbolge.khb.saglik.gov.tr/ Telefon No:+90 312 306 37 20
Evrakin elektronik imzah suretine http://e-belge.saglik.gov.tr adresinden b899d100-d6bf-4845-bae7-2251ac902856 kodu ile erisebilirsiniz.
Bu belge 5070 sayih elektronik imza kanuna gére giivenli elektronik imza ile imzalanmustir.
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- i:muumzénmvs.\mmm
¥ HASTANESI - SBU ANKARA NUMUNE EGITIM VE

. . 1v1mol7m:§‘|{szmpm.ol.oz.smn
)) e WA
ANKARA VALILIGI 00054347024

IL SAGLIK MUDURLUGU

Tc ”
Sogukc Bokaokty SBU Ankara Numune Egitim Ve Aragtirma Hastanesi

Say1 1 20796219-604.01.02
Konu : aragtima izni

ANKARA iLI 1. BOLGE KAMU HASTANELERI BIiRLiGI GENEL SEKRETERLIGI
(GECICI BIRiM)

Ilgi : 09.08.2017 tarihli ve E.12458 sayili yaziniz

Hacettepe Universitesi Saglik Bilimleri Enstitiisii yilksek lisans ogrencisi Reshed
Abohalaka’nin “Ankara’da yasayan Suriyeli siginmacilarin saghk hizmetine erisirken
yasadiklar: dil sorunu ve bununla ilgili kullandiklar: bas etme yontemlerinin incelenmesi”
konulu tez ¢aligmasini hastanemizde uygulama talebiniz, Tuek Degerlendirme Komisyonu
tarafindan degerlendirilmis ve bilimsel agidan uygulanabilir olduguna oy birligi ile karar
verilmigtir.

Bilgilerinize arz ederizirsiniz.

Op.Dr.Ozlem C. BAYRAMOGLU
Hastane Yonetici a.

Baghekim Yrd.

Ankara Numune Egitim ve Arastirma Hastanesi Bilgi icin:Emine KADIOGLU

Faks No: Unvan: Veri Hazirlama ve Kontrol Islt.
e-Posta:emine kadioglu2(@saglik.gov.tr Int.Adresi: emine.kadioglu2@saglik.gov.tr Telefon No:0 312 508 51 58

Evrakin elektronik imzali suretine http://e-belge.saglik.gov.tr adresinden b899d100-d6bf-4845-bae7-2251ac902856 kodu ile erigebilirsiniz.
Bu belge 5070 say1l: elektronik imza kanuna gére giivenli elektronik imza ile imzalanmustir.



APPENDIX-7: Ankara Training and Research Hospital’s Permission

N snuammmrm vsmsmmmm:si
EGITIM VE ARASTIRMA

X

NG T

SAGLIK BAKANLIGI
Tiirkiye Kamu Hastaneleri Kurumu
stk i)
TG-S0k Bukan PAnkara 1. Bolge Kamu Hastaneleri Birligi Genel Sekreterligi
Saghik Bilimleri Universitesi Ankara Egitim Ve Aragtirma Hastanesi

546

Say1 : 93471371-805.99
Konu : Reshed ABOHALAKA - Aragtirma
Izni

ANKARA 1. BOLGE KAMU HASTANELERI BIRLIGI GENEL SEKRETERLIGINE

Tlgi : 09/08/2017 tarihli ve 51700877-604.01.02-12458 sayih yaziniz.

Hacettepe Universitesi Saglik Bilimleri Enstitiisii yitksek lisans Ggrencisi Reshed
ABOHALAKA' nin " Ankara' da Yagayan Suriyeli Siginmacilarin Saghik Hizmetine Erigirken
Yasadiklan Dil Sorunu ve Bununla iigili Kullandiklan Bas Etme Y&ntemlerinin incelenmesi”
konulu tez ¢aligmasi hakkinda, hastanemizde anket yapma talebi tarafimizca uygun
goriilmiigtiir.

Bilgilerinize arz ederim.

e-imzalidir.
Dog¢.Dr.Mevliit Recep PEKCICI
Hastane Yoneticisi V.

iﬁ,n;ar;f(:r_:[filﬁ ve Aragtirma Hastanesi Siikriye Mah. Ulucanlar Cd. No:89 Bilgi icin:Ahmet DEMIRLENDI
Faks No: Unvan: TIBBI SEKRETER
e-PumLahmet,demir]endi@_lsaglik,gov,h Int. Adresi: Telefon No+90 312 595 30 79
http://www.ankarahastanesi.gov.ir/
Evrakin elektronik imzali suretine http://e-belge.saglik.gov.tr adresinden b899d100-d6bf-4845-bae7-2251ac902856 kodu ile erisebilirsiniz.
Bu belge 5070 sayih elektronik imza kanuna gore givenli elektronik imza ile imzalanmisnr.
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9. CURRICULUM VITAE

Reshed Abohalaka, M.H.A

Ankara, Turkey Reshed.abohalaka@hacettepe.edu.tr
+90 (553) 1821090 Reshed.abohalaka@gmail.com
Education

University of Hacettepe Institute of Health Sciences  Sep 2015-May 2018
Master Degree in Health Management in Disasters

University of Hacettepe Institute of Health Sciences  Feb 2016-Aug 2018
Master Degree in Pharmacology

University of Aleppo, School of Pharmacy Sep 2009-Aug 2014
Bachelor of Pharmacy and Pharmaceutical Chemistry
Research

University of Hacettepe Department of Public Health Sep 2016-Apr 2018
Researcher, Language barrier among Syrian Refugees

University of Hacettepe Department of Pharmacology Sep 2016-Jul 2018
Researcher, Endocannabinoids and airways inflammation

University of Hacettepe Department of Public Health Sep 2016-Dec 2016
Research Assistant, PTSD among Syrian Refugees.

Posters and Presentations

University of Hacettepe Institute of Health Sciences
Pharmacology Department Presentation Session

* Trabzon, October 2017

Analytical Chemistry Department Poster Session

* Erzurum, October 2017

Scholarships and Internships

University of A Coruiia International Summer School (I1SS)
Refugee Crisis and Contemporary Challenges in Migration Management in Europe
Scholarship
* Jul 2018 — Sep 2018
World Health Organization
Refugees Program Mental Health and Psychological Support, Fellowship
» Apr 2018 — Jun 2018
World Health Organization
Preparing Educational Materials for Healthcare Provider Refugees, Fellowship
e Jan 2017 — Jun 2017




University of Hacettepe Institute of Health Sciences
European Union and Turkey Scholarships

» Awarded for the duration of master studies
Grand National Assembly of Turkey
Legislation Concepts, Internship

* Dec 2015 —Jan 2016

Languages
« Arabic: Native language
» Spanish:  Basic proficiency
* Turkish:  Good working proficiency

* English:

Good working proficiency
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