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ABSTRACT

Kavukcu N., The Perceptions of Healthcare Professionals Serving Migrant,
Refugee and Asylum Seekers in the Primary Healthcare Centers of Hatay,
Sanhurfa, Gaziantep and Izmir About Healthcare Provision, and Their Level of
Burnout, Hacettepe University Graduate School of Health Sciences, Public
Health Department, Master of Science Thesis, Ankara, 2021. Objective: The
purpose of this study is to investigate the level of burnout and perceptions of health
professionals serving in primary healthcare centers in four provinces in Turkey,
namely Gaziantep, Hatay, Izmir, Sanlurfa, Method: The study was conducted in
primary healthcare facilities in Gaziantep, Hatay, izmir and Sanlurfa. A survey with
85-items was used to collect data for demographic information, perceptions of
healthcare professionals regarding their services and burnout. Maslach Burnout
Inventory (MBI) was utilized to explore the level of burnout. A total of 236 healthcare
professionals completed the survey, out of which 224 responses were used in the
analyses. Results: The results showed that healthcare professionals serving migrant
groups mainly face challenges linked to linguistic barriers. Most of them consider
interpreter services to be essential and appreciate the importance of training. Among
the three burnout subscales of the Maslach Burnout Inventory (MBI), particularly
Emotional Exhaustion (EE) was found to have a relationship with a variety of factors
like age, current workplace, training, number of children, profession, year of
graduation, duration of work and knowledge of a common language, legal status and
culture. Depersonalization (DP) was associated with age and knowledge of a common
language, legal status and culture. Finally, Personal Achivement (PA) showed a
relationship with the duration of work, gender and knowledge about culture.
Conclusion: Evidence gathered in this study suggests that healthcare professionals
serving migrant groups, particularly the ones working in in Family Health Centers and
those with limited professional experience, need to be supported by interventions
targeting linguistic and cultural barriers. Capacity building opportunities and effective
human resource management in the health facilities need to be ensured for staff welfare
and improvement of healthcare services.

Keywords: asylum seeker; challenges; burnout; delivery of health care; health care

provider; Maslach Burnout Inventory; refugee
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OZET

Kavukcu N., Hatay, Sanhurfa, Gaziantep ve izmir’deki Birinci Basamak Saghk
Merkezlerinde Gocmen, Miilteci ve Siginmacilara Hizmet Veren Saghk
Calisanlarinin  Tiikenmislik Diizeyleri ve Saghk Hizmeti Sunumuna Iliskin
Algilar1, Hacettepe Universitesi Saghk Bilimleri Enstitiisii Halk Saghg1 Ana Bilim
Daly, Yiiksek Lisans Tezi, Ankara, 2021. Amag¢: Bu calismanin amaci, Tiirkiye'de
Gaziantep, Hatay, Izmir ve Sanlurfa illerinde birinci basamak saglik merkezlerinde
gorev yapan saglik calisanlarinin saglik hizmeti sunumuna iliskin tiikenmislik
diizeylerini ve algilarin1 incelemektir. Yontem: Arastirma, Tirkiye'de gd¢cmen
gruplarmin yogun oldugu Gaziantep, Hatay, Izmir ve Sanlrfa'daki birinci basamak
saglik kuruluslarinda gergeklestirilmistir. Demografik bilgiler, saglik calisanlarinin
hizmetlere iligkin algilari ile ilgili verileri toplamak amaciyla 85 maddelik bir anket
kullanilmistir.  Tiikenmislik diizeyini arastirmak i¢in Maslach Tiikenmislik
Olgegi’'nden (MTO) yararlanilmustir. Toplam 236 saglik calisani icinden 224'{iniin
anket yanitlar1 analizlerde kullanilmistir. Bulgular: Sonuglar, saglik calisanlarinin
cogunlukla dil ve iletisimle ilgili engellerle baglantili zorluklarla karsilastigini
gostermistir. Cogu katilimcei, terclimanlik hizmetlerinin gerekliligini ve egitimin saglik
calisanlari, terciimanlar ve hizmet kullanicilar i¢in 6nemli oldugunu vurgulamistir.
Maslach Tiikenmislik Olcegi'nin (MTO) ii¢ tiikenmislik alt dlgeginden &zellikle
Duygusal Tiikenmisligin (DT) yas, mevcut is yeri, egitim, ¢ocuk sayisi, meslek,
mezuniyet y1l1, ¢aligma siiresi, ortak bir dil bilme, yasal statii ve kiiltiir hakkinda bilgi
sahibi olma gibi ¢esitli faktorlerle iligkisi oldugu ortaya ¢ikmistir. Duyarsizlagsma (D),
yas ve ortak bir dil, yasal statii ve kiiltiir hakkinda bilgi sahibi olma ile iliskili
bulunmustur. Son olarak, Kisisel Basar1 (KB), caligma siiresi, cinsiyet ve kiiltiir
hakkinda bilgi sahibi olma ile iliski gostermistir. Sonu¢: Bu calisma, 6zellikle Aile
Sagligi Merkezlerinde calisanlar ve smirli mesleki deneyime sahip olan saglik
calisanlarinin dilsel ve kiiltiirel engellerin {istesinden gelmek icin hedefe yonelik
miidahalelerle desteklenmesi gerektigini gostermistir. Calisan refah1 ve saglik
hizmetlerinin iyilestirilmesi i¢in kapasite gelistirme olanaklar1 ve etkin insan
kaynaklar1 yonetimi saglanmalidir.

Anahtar Kelimeler: Maslach Tiikenmislik Olgegi; miilteci; saglik hizmeti sunumu;

saglik hizmeti saglayicisi; siginmaci; tiikkenmislik; zorluklar
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1. INTRODUCTION
1.1 Background of the Study

Migration is an ever-existing phenomenon affecting the lives of more than 244
million people in the world today, constituting over 3% of global population (1). It
involves the movement of people from their original settlement to a new location
temporarily or permanently for a variety of reasons that might be triggered by pull
factors such as job prospects or more education opportunities in a developed country,
to push factors like internal conflicts, natural disasters and complex emergencies.

International Office for Migration (IOM) defines migration as “the movement
of a person or a group of persons, either across an international border, or within a
State”. This definition encompasses any movement regardless of its duration and
causes, and therefore relates to “migration of refugees, displaced persons, economic
migrants, and persons moving for other purposes” (2). A more specific definition; the
definition of refugee, on the other hand, describes a refugee as “a person who, owing
to a well-founded fear of persecution for reasons of race, religion, nationality,
membership of a particular social group or political opinions, is outside the country of
his nationality and is unable or, owing to such fear, is unwilling to avail himself of the
protection of that country” (3). Within the overall migration figures, the number of
people forced to move from their homes as refugees, asylum seekers and internally
displaced persons reached an unprecedented level with 70.8 million people in 2018.
This number is comprised of 25.9 million refugees, 41.3 million internally displaced
people and 3.5 million asylum-seekers (4). The recent increase in numbers was mainly
due to the persecution, conflicts, violence and human rights violations in the Middle
East and North Africa, which has had unparalled forced movements to other countries
in the region and Europe. Over one thirds of all refugees in the world (67 %) are the
citizens of Syrian Arab Republic (6.7 million), Afghanistan (2.7 million), South Sudan
(2.3 million), Myanmar (1.1 million), and Somalia (0.9 million) (4). Syrian Civil War,
which started on March 15, 2011, has been one of the major contributors to the
displacement of massive refugee populations, increasing the global migration figures
extensively. The top recorded host countries in the world are respectively Turkey (3.5

million), Pakistan (1.4 million), Uganda (1.1 million), Sudan (1.07 million), and



Germany (1.06 million) (4). Turkey, the country hosting the largest number of refugees
in the world, has received refugees mostly from Syria and Afghanistan.

Migration is a multifaceted concept which requires attention to vulnerabilities
created or exacerbated during all phases of migration; pre-flight, flight, reception,
settlement and resettlement, especially in the context of forced migration (5). As in
many humanitarian crises, health of the uprooted is at the epicenter of all
vulnerabilities, and therefore, should be managed thoroughly at social, cultural and
policy levels.

The models which have been developed to specify the health effects of
migration point out to three ways in which migration can influence health. The first
one explains that migrants’ health status becomes compatible with the health status of
host communities, showing similarities in health indicators. The second states that the
stress migrants have to go through during the settlement of a new environment poses
great risk to their health. And finally, the third suggests that the health status of
migrants is determined by the interplay of the stressors that motivated or forced people
to migrate and the stressors that are caused by the settlement process in a host country
(6). Although health problems that migrants have do not differ much from those of the
rest of the population in the receiving country, the circumstances in the pre-, while-
and post-migration periods may worsen the health status of individuals. According to
World Health Organization (WHO), common health problems experienced during
migration are ‘“‘accidental injuries, hypothermia, burns, gastrointestinal illnesses,
cardiovascular diseases, pregnancy and delivery- related complications, diabetes and
hypertension” (7). In the European region, among many health risks which migrants
are exposed to during the process of migration, the most common are tuberculosis
(TB), Human Immunodeficiency Virus (HIV) infection and viral hepatitis, influenza
and other common respiratory infections, vector-borne diseases, water-borne and
food-borne diseases and noncommunicable diseases (7).

In terms of non-communicable diseases, forced migrants have difficulty in
accessing healthcare services and continuous treatment in the form of regular follow-
ups and proper medication. Degradation of living conditions and physical injuries also

contribute to the occurrence and worsening of non-communicable diseases (7).



Abuse, sexual assault and violence are also common in the context of forced
migration. Forced migrants are usually subject to sexual abuse, occupational illnesses,
psychosocial problems, poverty and isolation due to illegal acts such as smuggling and
human trafficking, which affects health to a great extent (8).

In most general terms, the obstacles which refugees encounter can be mainly
associated with limited access to healthcare both in the country of origin and
destination, torture and trauma during migration, and the impact of resettlement (9).
A well-founded health response to the uprooted in these health matters urges collective
efforts to encourage proper policy making, capacity building and resource
mobilization through a country’s own means and that of its partners. For many years,
receiving countries, most of which are developing countries especially in the context
of forced migration, have been developing systems to adjust their healthcare systems
to the needs of refugee populations. Many models have been utilized to improve the
health status of refugees in different contexts and these models involve a variety of
public health interventions ranging from capacity building through the training of
healthcare providers and employment of medical interpreters to the establishment of
refugee friendly health centers. In all these initiatives, many aspects involving the
perspective, view and attitudes of healthcare providers working with refugees seem to
have been overlooked or subject to little scrutiny. This study, therefore, focuses on the
perceptions and challenges of healthcare providers in the provision of healthcare
targeting refugee and migrant populations in order to contribute to the current

understanding of healthcare services for refugees.

1.2 The Purpose of the Study

The purpose of this study is to investigate the level of burnout and perceptions
of health professionals serving in primary healthcare centers in four provinces in
Turkey, namely Gaziantep, Hatay, Izmir, Sanliurfa, about healthcare provision. It also
aims to explore the challenges in service provision and perceived safety risks.

In the short term, the results of the study are expected to reveal some
demographic characteristics of the health care professionals serving migrants, refugees
and asylum seekers, identify the challenges they experience in service provision,

measure their perceived level of burnout, and explore the associations between these



variables, if any. In the long term, it is expected that the outcomes of the study will
contribute to the existing knowledge that would be potentially utilized to introduce
new regulations that respond to the needs of health professionals as a group receiving

little attention in the context of migration and health.



2. REVIEW OF RELATED LITERATURE AND STUDIES
2.1 Challenges of Healthcare Provision

Several articles focus on difficulties, particularly in-service provision when
explaining challenges identified with healthcare delivery for migrants and refugees.
These challenges can be discussed under the following headings: differences in culture
and expectations, language barrier, time constraints, lack of knowledge and skills, and

system-related obstacles.

2.1.1 Differences in Culture and Expectations

Cultural competence is central to proper healthcare provision in regular
settings, not just relating to refugee context. However, its significance becomes even
more obvious and compelling when healthcare is targeted at refugee populations in
which beneficiaries mostly share no cultural background and understanding with
service providers. Coupled with linguistic barriers, a lack of cultural competence may
lead to frustration on the side of provider and inability to access healthcare on the side
of user.

Literature reveals many examples of cases in which a lack of cultural
competence and humility impedes an appropriate way of communication between
providers and patients, resulting in challenges in everyday practice of healthcare
providers. In some settings where refugees come from patriarchal cultures, healthcare
providers report that they are unable to employ a holistic approach to addressing health
problems since any attempt to take detailed medical history could be considered
threatening and offensive in these cultures. This causes some undisclosed illnesses like
stress and mental disorders, and cases like sexual violence to remain undiagnosed by
health providers (10,11). In addition to the difficulties in taking proper medical history,
the diagnosis of mental health problems is particularly a challenge because of the
stigma about receiving treatment for mental health (12).

Differential understanding of healthcare due to cultural backgrounds is also a
major challenge encountered by healthcare providers serving culturally diverse
populations in day to-day practice. In a study conducted in Alaska with Hmong
refugees it was observed that cross-cultural empathy is a key to proper service

provision, and different beliefs of Hmong refugees towards healthcare should be



responded through empathy. To exemplify, one patient was reported not to allow CAT
scan during her pregnancy as in her culture, ‘spirit’ could not be contacted before
delivery, or another refugee patient felt uncomfortable with the medication prescribed
since it was not “natural” and was unlike what his ancestors used. Hmong refugees
also felt that a close relationship with the healthcare provider is vital and diagnosis
must involve “touching” rather than just asking questions and listening to a patient
(13).

Sexual and reproductive health (SRH) is, not surprisingly, one of the culturally
sensitive areas of care that requires attention in refugee and migrant health. There are
quite a few studies conducted in Australia that demonstrate the limited utilisation of
SRH services by migrant and refugee women due to reasons varying from the cultural
incompatibility and irrelevance of the services provided, to the inaccessibility of
healthcare due to lack of funding and sources (50, 51, 52, 55). Health professionals
reported that they lack the necessary understanding of culture as it relates to SRH
services. This leads to disinterest and a feeling of dissatisfaction with their profession,
which hinders proper access to services due to disengagement and limited allocation
of time for SRH during examinations. To overcome this problem, SRH specific
training programmes are reported to be needed (50). Furthermore, the cultural gap
between the provider and patient is shown to result from a variety of factors built
around the themes such as “being a migrant, gender roles and SRH decision making,
and women’s experience with the healthcare system” (51). Accordingly, the utilisation
of SRH services by refugee and migrant women is highly determined by these
women’s experiences of SRH services in their countries of origin, the perceptions of
gender roles, priorities during resettlement, and effectiveness and relevance of the
healthcare systems in receiving countries (51). Attempts to overcome language barrier
through interpreters also seems to be influenced by cultural challenges discussed so
far. In settings where interpreters are employed to overcome the linguistic barrier,
cultural differences remain to cause problems. To exemplify, some migrants and
refugees feel uncomfortable with expressing their health problems in the presence of
a male interpreter, or interpreters may not be competent and culturally sensitive
enough to facilitate communication between healthcare provider and patient, which

disrupts SRH services to a great extent. Hence, in addition to health professionals’



training, interventions focusing on the training and preparation of interpreters in SRH
before their employment are also important to eliminate the cultural challenges
healthcare providers face in delivering services (52).

It is observed that healthcare providers’ attitudes towards refugee populations
shape the way services are delivered and the extent to which access to healthcare is
interrupted. In their day-to-day encounters with refugee patients, health professionals
tend to be highly influenced by certain factors that determine their attitudes towards
patients. One study, conducted in five hospitals and two primary healthcare centers in
Montreal, Canada, suggests that healthcare professionals’ personality, age and
migration history have a great impact on the development of a positive attitude towards
refugees and their entitlements, which create favourable outcomes both for providers
and users of services. On the other hand, a lack of close contact with actual refugee
groups and an overall negative perception at institutional level result in unfavourable
provider attitudes which challenge not only the quality and accessibility of services,
but also staff well-being and job satisfaction (54).

Refugees’ differing expectations regarding healthcare is also reflected in their
prioritization of health and willingness to collaborate with providers. For most
refugees, prevention is an unfamiliar concept. Many refugees stated that they demand
health care only when they really need it under life-threatening circumstances, which
can be attributed to their considerable reliance on hospitals and other facilities
prioritizing acute diseases before, during and after migration. Therefore, patient
involvement can be a huge challenge for healthcare providers in the provision of
preventive healthcare and proper follow-ups for refugee populations (12,13,14).

A study on Somalian immigrant women and their experiences with American
doctors provides a good example of how expectations and different understandings
can impact health providers’ services to culturally diverse groups. To exemplify, the
immediacy of diagnosis and prescription in Somalian healthcare system defines what
healthcare should or should not be like for Somalian refugees and causes resistance
towards a more involving and prolonged service delivery model in the United States
(US) where a number of diagnostic tools are used before the onset of treatment.
Disappointed by not getting immediate results, a Somalian patient complains by

stating that “At¢ home [in Somalia] when I am sick, I go to the doctor, I get a shot and



I'm fine. Here they keep telling me, ‘Come back’ and they re not doing anything. I'm
getting worse!” (15). Similarly, medical practices change from culture to culture and
the roles expected from providers may not match the roles assigned to health providers
in the host country. In a context dominated by Western medical practice which depends
on collaboration between patient and provider, refugees feel frustrated by the non-
paternalistic approach of healthcare providers. They regard a healthcare provider as
someone with authority and expect to be told what to do. Thus, they develop a sense
of mistrust in a patient-centered system where this never happens (16).

Different understandings of healthcare could also stem from how the notions
of illness and health are conceptualized in various cultures, which is also associated
with the level of health literacy among refugees. And it can be said that refugees
usually have lower levels of health literacy and limited knowledge on various aspects
of healthcare (17).

Health seeking behavior is determined by culture, as well (18). In a study on
healthcare providers serving Southeast Asian American immigrant and refugee
parents, it was observed that children with mental health problems are taken to
families, friends, and spiritual leaders in their community, instead of healthcare
providers. Also, it was noted that parents have a tendency to use alternative traditional
remedies instead of medical prescriptions (12). In the same fashion, in another study,
physicians reported that refugees perceive depression as “sadness” which does not
necessarily require formal treatment (19).

Mistrust is another issue connected to culture which manifests itself from the
moment providers begin taking medical histories. Many refugee patients feel that they
are asked too many questions or have too many blood tests during screenings, even
worrying that their blood is being sold (14). Such an attitude certainly hinders
providers’ obtaining important clinical information and proceeding with the best
possible service for refugees.

Cultural norms associated with gender may also pose a challenge to healthcare
providers as they shape the health-seeking behavior and expectations of refugee
patients. In most Islamic cultures, female patients prefer to see female doctors or
nurses due to cultural and religious beliefs. A study with Iraqi, Afghan and Iranian

refugees and immigrants in Melbourne, Australia shows that women coming from



these countries feel more comfortable with female doctors, and their husbands also
express preference for them to see female providers (20). In emergency care in
Sweden, migrant women are reported to have their husbands speak to healthcare
providers on their behalf and not want male workers close to them when being
undressed (21). Center for Disease Control and Prevention (CDC) report on Syrian
Health Profile also addresses the same tendency in the form of a set of tips for
clinicians by mentioning the preference of Syrian patients for same-gender healthcare
providers and “long hospital gowns for modesty, particularly for female patients” (22).

Despite the high number of training programs available to equip healthcare
professionals with a culturally sensitive approach to service provision, they may not
fully address the issues and help providers in their practice to offer accessible and
appropriate services since culture is a vast phenomenon which cannot be defined in a
definite way. This puts the healthcare providers in a complex position where they must
manage to ‘understand’ health issues and empower patients to ask questions, make
comments, and express their culturally bound health-related fears, hopes and goals
(18). In this regard, cultural competence is certainly a life-long goal as it takes a lot of
time and experience with a particular cultural group. Nevertheless, cultural humility
and openness can be keys to the initiation of proper communication with culturally
diverse groups. Rapport building and active listening prove to be effective ways to
gain trust and ensure the appropriateness of services for refugees. Also, increasing the
ethnic diversity of healthcare providers whenever possible, providing services through
healthcare providers who share the same ethnic background as refugee groups appears

to help ensure cultural competence with less time and in a more efficient way (23,24).

2.1.2 Language Barrier

The most apparent and widely discussed challenge in serving refugee
populations is perhaps related to communication problems due to language barrier.
There is considerable amount of research showing the benefits and drawbacks of
relying on relatives or utilizing interpreting services. Using relatives for interpreting is
found to “improve patient comfort and facilitate communication”, whereas it may also

jeopardize the “accuracy of history taking and overall patient-provider interaction”
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(14). This view is also supported by the argument that having family members translate
for refugee patients does not comply with culturally competent care (25).

The importance of a professional interpreter, even when patients understand
the language of the receiving country, was considered by frontline healthcare providers
to be necessary in order for them to catch the nuances in the description of symptoms
and support patients who have limited language proficiency (23). Medical residents
serving Burmese refugees in Indianapolis mentioned the significance of easy
availability of professional interpreting services through phone, video or in-person by
commenting further on good use of these services with the help of techniques for how
to use body language and establish eye-contact with the patient, not the interpreter,
during communication (26). The challenges surrounding interpretation services vary
according to the modality of interpretation. In-person interpretation is found to
facilitate a detailed conversation with the involvement of nonverbal cues and the
possibility to support the completion of paperwork before examinations (18).
However, ensuring the quality of interpreting services through the employment of
trained professionals is certainly a key to avoiding extra burden on healthcare
providers (27). An example of poor quality can be observed in situations where
interpreters add their own point of view during examinations. As an alternative or
complementary to in-person interpreting, phone interpretation could be quite effective
due to instantaneous service provision for 24-hours and the protection of women’s
preservation of anonymity (17, 28). On the other hand, interpretation services through
phone are usually found to be “too impersonal” and carry a risk of cut-outs and other
technological failures (17). An interesting aspect of interpreting services for refugees
is that interpreters mostly find themselves acting in the roles beyond their medical
interpreting functions. This is usually because of the compelling needs that many
refugees have, which requires that interpreter relationships be based on longer-term
care models (29).

As is the case with many other aspects of healthcare provision, interpretation
services are not free from the influence of cultural norms. To elaborate, gender roles
should be taken into consideration in translation services, as well. In maternity care
services in Norway, for example, midwives and public health nurses do not prefer to

work with male interpreters since they feel that female interpreters can relate to their
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patients more easily. One nurse working in maternity care service expressed this
preference by stating “it is completely wrong to use men, they don’t have the words we
use in their vocabulary, I once had a male interpreter and it was a disaster” (28).

In addition, notions that are non-existent in refugees’ culture can be hard or
even impossible to explain for healthcare providers. A medical director serving
Somalian refugee women explained that it was a big challenge for him to tell the
patient that she was depressed as there was no equivalent of the word “depression” in
their language (23).

Despite the substantial benefits which professional interpreting services in
healthcare provision offer, it is emphasized that it does not guarantee high standards
of care (10). The reason for this is that usually interpreters only lift communication
burden to a certain extent by overcoming the linguistic barrier between patient and
provider. However, they may not be able to meet the needs of refugee populations,
which are specific to a certain group and go beyond “speaking the same language” (10,
30). Therefore, it is crucial that interpreters be trained in appropriate ways to serve a

certain refugee group in a culturally sensitive manner.

2.1.3 Time Constraints

Health visits and consultations create an extremely important opportunity for
providers to respond to the healthcare needs of refugees, especially in terms of mental
health. Since these vulnerable groups have additional disease burden compared to
regular patients, they require specific attention to “past experience of healthcare,
exposure to traumatic experiences, language and cultural differences” before and
during appointments (9). Adopting an approach in which some important steps are
incorporated into healthcare delivery necessitates more effort and time allotted to
appointments with refugee populations. As recommended by the Victorian Foundation
for Survivors of Torture, initial appointments must involve some crucial steps like the
following:

* grranging an interpreter
* familiarizing refugee patients with the appointment system

* calling refugee patients to remind her/him of the appointment
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* avoiding early morning appointments as sleeping problems are common among most
traumatized refugee patients

» promoting overall health assessment

* having reception staff inform refugee patients about any delayed appointments

* learning about refugee patients, their background and possible health problems
before the next appointment (9).

With the necessity to make so many arrangements, even for initial
appointments, it can easily be stated that healthcare providers require much more time
for proper service delivery to refugees. Adding the increased time with interpreting
services during appointments, it is inevitable that healthcare providers struggle to find
sufficient time to meet the specific needs of refugees in a system where their need for
more time is not appreciated.

In one study, this problem made patients report that they cannot share the
feelings of depression with their doctors as they are usually rushed, and therefore, their
emotional issues were not covered in the check-ups (31). According to another study
by Fang et al., a patient stated that the consultations did not last long enough for general
practitioners to carry out a thorough assessment, taking the cultural situations into
consideration properly (32).

There is plenty of research investigating consequences of not allotting extra
time from the perspectives of refugee health seekers as mentioned above; however,
working under time pressure certainly poses several challenges to healthcare
providers, as well. A study conducted by Jessen reveals a lack of time for providers to
“prepare for visits, educate patients or address mental health issues” (13). Time
limitation can get so extreme that providers usually cannot know whether a refugee or
non-refugee patient will show up for the next appointment (13).

Another major contributor to time restriction is the fact that healthcare
providers need to invest time in building trust with refugee population to be able to
cover all their health-related needs. Also, it is important for them to take time to
achieve cultural understanding and explain medical concepts and services made
available to refugees in a way that is culturally sensitive (27). To improve
communication during medical visits, providers must make sure that they employ

appropriate strategies to inform refugees clearly about various topics of health
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although they are certainly time-consuming. They must employ an effective approach
to communication through the use of methods like teach-back, to monitor and check
the understanding of patients or prefer open-ended questions during appointments to
encourage patients to give feedback. Although time-consuming, the use of open-ended
questions during appointments is extremely important, because it was observed that
refugees tend to answer “yes” when asked questions that could simply be answered
“yes” or “no” (14).

Many healthcare providers are aware that their day-to-day work does not only
require extended time and duration, but also increased occurrences of appointments
when patients are refugees. With the increased number of appointments which are
lengthy and complex, the providers have to carry the burden of the “time taken away
from other patient groups” (17). In one study by Pollock et al, refugee participants
reported that they had been rejected by receptionists because of doctors’ perception
that serving them is “too time-consuming, emotionally overwrought and exceptionally
demanding” (24). While analyzing comments like this, it is important to highlight that
it would be unfair to interpret such reported cases as acts against code of conduct unless
the underlying causes are explored and health care providers’ perceptions and attitudes
towards appointments with refugees are investigated.

Refugees’ past experiences, culture and health literacy levels may also have an
effect on increased time requirements because of the way they seek healthcare and
utilize health systems. It was reported that time allocation can become an issue with
refugees since they tend to miss appointments or arrive late and cause delays in
appointment schedules due to their “unfamiliarity with the system, a lack of economic
resources, shyness, inability to ask questions, transportation problems, memory issues,
anxiety and mistrust of healthcare providers” (9, 33, 34). A health promotion officer
in Australia expresses how these challenges can translate into obstacles in everyday
practice in health centers by explaining “...if @ woman misses her appointments a
couple of times, or comes extremely late for an appointment, sometimes that can be
quite frustrating for receptionists who have to re-book their appointments, yet they

don’t actually understand the reasons why that might be occurring” (35).



14

2.1.4 Lack of Knowledge and Skills

The importance of informing refugees about the healthcare system and their
right to health in the receiving country is reiterated in many sources since the exchange
of knowledge in these matters promotes positive encounters with refugees (36).
Nonetheless, there is relatively less emphasis on healthcare providers’ knowledge gap
in these issues and the cultural dimensions of service provision to refugees as
vulnerable groups. Furthermore, support through training and guidance for providers
is usually neglected as shown in many articles discussing the need for more training
for healthcare providers who are “ill-equipped to deal with difficulties in service
provision” (27).

The following areas can be found in different sources as requiring training
and/or support (14, 16, 17, 37, 38, 39):

* legal processes and entitlements underlying refugee status

* socio-political issues of refugees

* health systems for refugees

 awareness of available resources

* cultural sensitivity and competency

* understanding of ethnicity and culture and their impact on healthcare
* communicative competence

» working properly with interpreters

* social inclusion

» empathy and gender preferences

* trust and rapport building

* clinical knowledge and skills in diagnosis, referral and management of specific health
issues of refugees

 mental health care

A lack of knowledge and skills in the areas mentioned above challenges
healthcare providers in everyday practice. A report by Medact Manchester
demonstrates that there is a gap in the knowledge of doctors, nurses and nonclinical
staff working for refugees and asylum seekers in the North-West of England.
According to the report, only 21% of the 198 National Health System (NHS) workers

who participated in the study could confidently define the terms “asylum seeker”,
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“failed asylum seeker”, “economic migrant” and “refugee”. Only around 25% could
explain which groups are entitled to healthcare services free of charge and 32% were
unaware that failed asylum seekers were eligible for free emergency care. The majority
expressed a lack of confidence in taking histories of trauma and torture and requested
training on different aspects of refugee health and issues surrounding asylum seekers
and refugees (40). Another study on resident physicians’ perceptions shows that most
of the residents are fond of serving refugee and migrants; however, they feel concerned
about the quality of services. Besides, over half of the residents feel they are not
knowledgeable enough about immigrant and refugee health (41).

Regarding the health coverage of refugees, providers can be totally unaware of
the refugee entitlement of care in the reception country or they may be put in a difficult
position where they have to decide whether to provide care or not (42). A study
conducted in Canada to examine the health care providers’ knowledge of healthcare
coverage for refugees revealed that the overall level of awareness of refugees’
healthcare coverage is quite low among providers with around 2% of the study
population answering all the questions regarding entitlements correctly (43). Adding
the frequently changing nature of health and legal systems concerning ethnically
diverse populations in receiving countries, being and staying knowledgeable as
healthcare providers requires a significant amount of time and effort.

Again, in Canada, legal limitations on healthcare provision to uninsured
refugees are reported to raise concerns among most of the providers (44). Caught in
dilemma between the legislations and the scarcity of resources at one extreme and the
right to healthcare at the other, providers are confronted with ethical and practical
considerations surrounding their practice every day. In contexts where universal access
to healthcare is acknowledged and ensured through legislation, healthcare provision is
smoother, and providers are under less pressure. On the other hand, in receiving
countries where legislations do not allow free access to health care for undocumented
individuals, healthcare providers still provide services based on humanitarian motives
and moral obligations, overlooking legal obligations and risking their own careers
(10).

The complexity of refugee status and the extent of vulnerabilities also create

barriers for providers in healthcare provision when they are not made aware of these
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with the help of proper training programmes. To exemplify, in the cases of sexual
assault, coupled with patients’ reluctance to share stories of violence due to traumatic
and cultural experiences, healthcare providers are unable to execute proper follow-ups.
A study on the healthcare providers for Sub-Saharan migrants in Morocco
demonstrates that after confrontation with a victim, healthcare providers do not carry
out long-term follow-up due to reasons such as a “lack of time, difficulties in the
country and a lack of control” (11). Immunization is one of the essential services that
is hindered by a lack of follow-up during and after migration. The interruptions
increase the complexity of service provision by placing burden on health care
providers’ shoulders who mostly find themselves in a position where they are in charge
of making major decisions on immunization needs. In Denmark, some providers have
developed their own strategies to determine whether or not they should give
vaccination to asylum-seeking children based on responses to interpreters about
vaccination histories, WHO guidelines on immunization programmes, country
vaccination programmes, and parents’ background (56).

With limited time to prepare for medical encounters with culturally diverse
groups and inadequate training opportunities, healthcare providers usually lack enough
knowledge of refugee culture and good communication skills. As a consequence, they
worry that in their encounters they may be misunderstood and offend refugee patients
in certain ways that are unknown to them (33). This can even go as far as fearing
accusations of racism due to miscommunication and a lack of cultural understanding.

It is important that healthcare providers are made aware of the entitlements of
refugees especially at the initial phases of resettlement to eliminate possible obstacles
to health coverage, and activate a timely referral system from general practices to
various other services that may include secondary care or other wider services such as

social care and livelihood (53).
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2.1.5 System-Related Obstacles

Of all the issues discussed under the challenges that healthcare providers face
in health service delivery to refugees, the most influential one is perhaps the health
systems relating to refugee health care. This is because it is the health systems that
determine the ways in which internal and external factors such as language barrier, a
lack of knowledge or cultural incompetency can become strong enough to interfere
with proper service provision. When the systems fall short of responding to the
uniqueness of refugee needs, this is reflected in providers’ avoidance of these cases
and eventually leads to poor health outcomes (34).

One of the obstacles complicating healthcare providers’ practice is the limited
financial resources for refugee health support programmes, which hinders any attempts
to improve care. Another obstacle is related to limited flexibility despite the
heterogeneity of refugee groups. Unfortunately, it is impossible for healthcare
providers to deliver the complex care required by refugee circumstances in rigid
systems, and if the system does not allow for enough flexibility for innovative
approaches and more time, providers have to bear the extra emotional and professional
burden that the system creates. Finally, the difficulty of refugees in navigating the
health system results in “compromised care” and “increased costs” which affect both
health seekers and providers in an unfavorable way (45).

It is evident that standard clinical practices fall short in sustaining a system that
is conducive to an efficient and effective work environment for providers working with
refugees and migrants. Adjusting the healthcare delivery to the needs of the refugees
who have considerably higher needs seems to be significant. Some essential
adaptations may involve welcome sessions held outside normal consultation hours,
short explanations on how to make appointments and what general practices cover, or
sessions held by male or female practitioners based on culturally acceptable gender

roles (53).

2.2 Challenges Threatening Healthcare Providers’ Wellbeing

There is no doubt that the challenges discussed so far and beyond render
healthcare providers susceptible to burnout and safety risks. It is argued in many

studies that healthcare providers find it emotionally difficult to serve refugee patients
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and hear their trauma experiences. Providers also feel a sense of helplessness due to
their perceived lack of knowledge, skills and competency in responding to refugee
sensitive healthcare needs, and inability to make a difference in the lives of refugees
(17, 46).

A study conducted in the Midlands-based refugee center in the United
Kingdom (UK) demonstrates that working with refugee and asylum seekers increases
workload and causes stress as a consequence of time pressure and concerns regarding
compromised services. The providers feel that refugee patients can be too demanding
and expect too much from the staff as the system does not allow them to be empowered
and increases their dependency on providers (46).

In addition, moral and legal dilemmas contribute to provider distress to a great
extent. Since healthcare providers are among few people who come in contact with
refugee populations especially at the transition or resettlement periods of movement,
they may encounter individuals who have committed unlawful acts or who lack official
documents. Having to use own judgement and make legal and moral calculations put
healthcare providers under considerable pressure and lead to frustration and emotional
distress (46).

The majority of work that healthcare providers have to accomplish for proper
care is also quite invisible in migrant and refugee settings. They have to bear extra
burden of responsibility for tasks ranging from relatively simple paper work to more
complex efforts such as establishing a trust relationship with patients and adapting
services to their unique needs, which leads to increased levels of stress and frustration
over professional competence (53).

The emotional burden of caring for refugees can be put into perspective
through a list of common descriptions of emotions that healthcare providers reported
to express the impact that working with refugees has on them. These are the feelings
of “frustration, anger, annoyance, sadness, depression, and feeling down, flat, helpless,
and demoralized” (46).

Similarly, healthcare providers working with trauma survivors are also
reported to experience so called vicarious traumatisation, which explains “the signs
and symptoms of traumatization similar to those of the victim” (47). In one study, the

mental health providers and other caregivers working with Mexican and Central
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American refugees in the US were reported to experience “sleeplessness, nightmares,
crying, trouble concentrating, arousal, avoidance, numbing, intrusive thoughts, and
emotional distancing” (60).

Burnout, which is a state of “emotional exhaustion, increased
depersonalization and a diminished sense of personal accomplishment due to chronic
stress at work”, is known to be common among high-stress jobs, and healthcare is
certainly not an exception (57). Health professionals, particularly those working in
relatively more stressful areas like intensive care and anesthesiology have been
reported to experience burnout (58). In the same vein, it would not be unexpected that
healthcare professionals in refugee and migrant health settings are highly susceptible
to burnout. Evidence shows that health care providers working in the complex
conditions of the Middle East experience high levels of burnout (59). The physicians,
nurses and medical students in countries like Bahrain, Egypt, Iran, Israel, Lebanon,
Oman, Qatar, Saudi Arabia, Turkey, United Arab Emirates, and Yemen were reported
to be exposed to risk factors such as heavy workload, unstable and difficult working
environments, work and private life imbalance, and income insufficiency. Coupled
with these more common risk factors, their exposure to war, conflict, violence, terror
and secondary trauma in refugee health context could be considered to be the
worsening factors in burnout (59). Rescue workers, in Lesvos, Greece, consisting of
professional and volunteer rescuers who have served in European refugee crisis,
reported to suffer from self-assessed PTSD (Post-traumatic Stress disorder) associated
with lower levels of perceived well-being and higher levels of burnout (Maslach
Burnout Inventory- MBI) (61). In New South Wales, interviews with 5 refugee health
nurses reveal that the nurses have difficulty maintaining work-life balance as they have
to take on responsibilities that are nonclinical in nature on top of regular medical
services by facilitating refugees’ adaptation to Australian culture and providing social
assistance. This increases their risk of overwork, and eventually, burnout (62).

Safety may also become an issue of concern for healthcare providers working
with culturally diverse populations. Though not pertaining only to refugee healthcare
settings, the International Committee of the Red Cross (ICRC) report provides data
showing high incidences of violence against healthcare providers in the situations of

armed conflict and other emergencies between 2012 and 2014 (48). Despite limited
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data on the safety of healthcare in refugee contexts, it would not be totally irrelevant
to assume a similar tendency in reception countries, although may be on a smaller
scale. The staff members at Midlands-based refugee center in the UK reported that
patients could behave in a violent and aggressive manner, threatening staff, shouting
and throwing things at them (46). Also, in emergency care units serving immigrants in
Sweden, staff described situations as threatening when husbands react to the discharge
of their wives from hospitals or when patients are involved in drugs and violence.
Uniforms are usually regarded as symbols of power in such encounters and make some
refugees think that healthcare providers are actually police officers. In addition,
patients’ perceived hierarchy of healthcare staff leads to tensions between refugee
patients and nurses when the patients have a lack of trust in staff members other than
doctors. Nurses usually find such an attitude frustrating and irritating. Finally, refugee
patients interpret waiting times in the emergency care as a form of racism and unfair
treatment because of their ethnic background, which may again result in outrage and
violence (49).

Regardless of the pessimism dominating most of the articles, it is also true that
providers consider serving refugees “personally gratifying” and feel highly motivated
by the professional satisfaction they get, enjoy the learning experience of working with
multicultural groups, and establish fulfilling relationships with refugees (16, 33). A
provider serving refugees in the United States (US) stated “it is pretty awe-inspiring
to be a part of and become a trusted resource for them and to be able to provide
support and help along the way, it is really nice. It is very rewarding” (16). Another
mentioned the opportunity for developing professional skills by stating that it allowed
him to practice global health locally with a mixture of infectious diseases he had to
practice and also interaction with interesting cultural characteristics he got familiarized
with (16). Guhan and Liebling-Kalifani also emphasize the positive outcomes that
healthcare providers serving torture victims can achieve through positive changes in
their personality and personal growth (46). They are reported to be impressed by
patients’ stories of “strength”, “resilience” and “courage”, which feeds their
compassion satisfaction to a great extent (60). There are cases where vicarious
traumatisation lends itself to vicarious resilience of both service providers and users

through health professionals’ efforts to empower refugee patients during their



21

resettlement. Supporting refugees to meet their resettlement needs through awareness-
raising in demanding quality services and vital health information such as precautions
during pregnancy or side effects of medicine, and some innovative initiatives like art
projects and story-telling proves to improve patients’ coping skills, empowerment and
resilience, which, in return, contributes to the sense of achievement and satisfaction
(64). This is supported by another study in which doctors reported to develop resilience
when they serve disadvantaged populations due to the sense of meaning and

satisfaction derived from “doing the right thing” despite potential risks of burnout (63).

2.3 Overcoming Challenges and Promoting Good Practices

Based on the evidence generated to understand and analyse barriers to proper
health care provision in refugee and migrant health contexts, it is possible, if not
imperative, to counteract the factors that interfere with proper service provision on all
fronts to secure the right to health for all people.

To address the challenges stemming from cultural, linguistic, and systemic
barriers, receiving countries need to adopt an integrated approach to health care
through the adjustment of systems to the arising, specific needs of migrant and
refugees while mainstreaming these services in the existing mechanisms for
accountability and sustainability.

Cultural competence and linguistic support are two prominent areas that need
to be ensured to remove barriers in health care provision to individuals with a
migration background. When health care providers are able to establish
communication and develop an understanding of the underlying motives and reasons
behind certain preferences of migrant and refugee patients, their health-seeking
behaviour, perceptions and beliefs about health care and level of health literacy, they
can be more prepared to demand more flexibility to make systemic adaptations of
health care so that they can customize their services according to the needs of their
patients. Knowing what the needs are, health professionals can foresee any cultural
issue with the potential to interfere with proper service provision, no matter how
inevitable the cross-cultural misunderstandings can be (65). Such appreciation of

cultural differences also eliminates the risk of racial discrimination by promoting
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mutual understanding and care, and improves the ways interpreting services are
utilized in the best possible arrangement sensitive to cultural expectations.

The empowerment of health professionals serving migrant and refugee
populations is also vital in order to overcome everyday challenges such as lengthy
examinations, social care needs, and difficulties in maintaining effective
communication and establishing a trust relationship with service users. Their
empowerment through professional competence in refugee and migrant health field
makes it possible to adapt service provision and contributes to resilience since they
feel in control of their work, having the flexibility to arrange their working hours and

using the opportunity to receive supervision by more experienced colleagues (63).
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3. METHODOLOGY
3.1 Study Setting

The study was conducted in the health facilities providing primary health care
services to migrants, refugees and asylum seekers in Gaziantep, Hatay, izmir and
Sanlurfa, Turkey. The selection of the provinces was made mainly based on the high
density of Syrians under temporary protection (Gaziantep: 448,240, Hatay: 436,112,
[zmir: 148,034 and Sanlwrfa: 423,583) and the importance of the locations of these
provinces (74).

The Ministry of Health in Turkey has made remarkable efforts to expand its
services and ensure access to healthcare for all persons without Turkish citizenship
who have reached Turkey either through voluntary migration based on free will and
initiative, or forced displacement due to the fear of persecution, conflict, violence, and
human rights abuse.

All across Turkey, different types of health centers and institutions have been
strengthened and established for uninterrupted access to a wide range of health care
services, particularly at the primary health care level, with well-defined coverage
schemes adjusted to the level of vulnerability. In the provinces where this study was
conducted, primary health care services are predominantly made available to migrants,
refugees and asylum seekers through the following health facilities:

- Foreigner Clinics (FC)
- Migrant Health Centers (Migrant Health Training Centers/Strengthened

Migrant Health Centers) (MHC)

- Family Health Centers (FHC)
- Emergency Units (EU)

In each of these health facilities that function as primary health care centers,
there is at least one “health unit” which consists of one doctor and one nurse.

In the Migrant Health Centers established in 29 provinces with the high
population of Syrian refugees, some additional functions, such as psychosocial support
and interpreting services, are put in place to respond to the increased need and
vulnerability caused by conflict and migration. Besides, in these centers, along with

the health professionals with a Turkish citizenship, Syrian doctors and nurses are
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employed to provide services to their fellow citizens in a manner that helps to
overcome cultural and linguistic barriers.

In the provinces, where the study was conducted, over 700 health professionals
(doctors, nurses and midwives) were employed, mostly in the Migrant Health Centers
and Family Health Centers, to serve hundreds of thousands of Syrians, Afghanis,

Iraqis, Iranians, and people of other nations' (66).

3.1.1 izmir
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Figure 3.1. Location of Izmir on the map of Turkey (81)

Located in the west of Turkey, on the Aegean cost, [zmir is the third biggest
city in Turkey with a population of 4,367,251 citizens (71, 72). There are 14,671
migrants and 147,348 registered Syrian refugees under temporary protection residing
in Izmir (73, 74). The city has a geographical significance for most refugees and
asylum seekers as it is situated in one of the main sea routes for migration to Greece,
and ultimately to the rest of Europe.

There are several public and private health institutions for the provision of
primary, secondary and tertiary level healthcare in Izmir. All healthcare services are
accessible to migrants and refugees as they are to Turkish citizens based on varying
referral mechanisms.

Primary healthcare services can be utilized in several state-run facilities
available in different locations of izmir, all provided based on an inclusive coverage

scheme. These facilities include Emergency Healthcare Stations/Emergency Units,

 Interview with the official working in the Department of Migration Health of the Ministry of Health,
Turkey
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Mother and Child Health Clinics, Family Health Centers, Integrated District Hospitals,
Dermatological and Venereal Diseases Clinics, Migrant Health Centers, Healthy Life
Centers, Community Health Centers, Rabies Treatment Clinics, Cancer Screening and
Early Diagnosis Centers, Oral and Dental Health Clinics, Malaria Clinics, Smoking
Cessation Centers and Tuberculosis Clinics (75).

Among all the other health facilities, the so-called Migrant Health Centers,
which have been established to specifically serve migrants and refugees, receive the
highest number of applications by most non-Turkish citizens?. There are eight Migrant
Health Centers in izmir, located in districts called Bayrakli (#1), Bornova (#2), Buca
(#1), Karabaglar (#1), Konak (#2), and Torbal1 (#1). There is a total of 62 health
professionals serving in these centers with 1 obstetrician-gynecologist, 2 internal
medicine specialists, 1 pediatrician, 21 general practitioners, and 37 nurses/midwives>.
Although these health professionals are considered to be the main providers for
migrant, refugee and asylum-seeking populations, other health professionals working
in different health facilities than Migrant Health Centers certainly play a vital role in

the overall healthcare provision for migrants, refugees and asylum seekers.

3.1.2 Hatay

Hatay is located in the south of Turkey, on the Mediterranean coast, and is a
neighboring city to Idleb, Afrin and Latakia, Syria, which makes it one of the main
refugee hosting cities in Turkey. There are 1,628,894 Turkish citizens with the addition
of 7,307 migrants and 440,208 registered Syrian refugees under temporary protection
2,73,74). 1t is the third city that hosts the highest number of Syrian refugees in Turkey.

Iraq
Syria

Figure 3.2. Location of Hatay on the map of Turkey (82)
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Primary, secondary and tertiary level of healthcare services are available in
public and private institutions. Primary healthcare services, which are based on a
comprehensive coverage scheme, are delivered through health facilities such as Family
Health Centers, Migrant Health Centers, Community Health Centers, Healthy Life
Centers, Oral and Dental Health Clinics, Cancer Screening and Early Diagnosis
Centers, Mother and Child Health Clinics, Smoking Cessation Centers, and
Tuberculosis Clinics? (76). In Hatay, there are also three temporary shelter centers, i.e.
camps, which host 10,701 Syrians under temporary protection in three different
districts; namely Altindzii, Yayladagi and Apaydin (74). In each of these settlements,
there is a healthcare center for primary healthcare level services, and an emergency
unit which is supported by ambulances for the transfer of patients to secondary and
tertiary level health facilities.

Migrants, refugees and asylum seekers residing in Hatay are entitled to receive
primary healthcare services provided in all the healthcare facilities mentioned above.
However, they mainly seek health in the 27 Migrant Health Centers located in the
following districts: Altindzi (#2), Antakya (#7), Belen (#1), Dortyol (#1), Erzin (#1),
Hassa (#1), iskenderun (#1), Kirikhan (#3), Kumlu (#1), Payas (#1), Reyhanl1 (#6) and
Yayladag1 (#2). There are 258 healthcare providers working in these centers; 6
obstetrician-gynecologists, 6 internal medicine specialists, 6 pediatricians, 106 general

practitioners, and 134 nurses/midwives?

3.1.3 Sanhurfa
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Figure 3.3. Location of Sanliurfa on the map of Turkey (83)
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Located in the southeast of Turkey, Sanliurfa, a border town to Syria, has a
population of 2,073,614 people with Turkish citizenship. There are 4,675 migrants and
425,812 registered Syrian refugees under temporary protection living in Sanliurfa,
which makes it the fourth city with the highest number of Syrian refugees in Turkey
(72,73, 74).

Healthcare services are delivered at primary, secondary and tertiary levels in
both public and private health institutions. Primary healthcare services can be accessed
through Integrated Emergency Healthcare Stations/Emergency Units, Family Health
Centers, Migrant Health Centers, Community Health Centers, Healthy Life Centers,
Oral and Dental Health Clinics, Smoking Cessation Centers, Rabies Treatment Clinics
and Tuberculosis Clinics? (77).

Migrants, refugees and asylum seekers have access to healthcare services
provided in various state-run facilities where the majority of services are free of
charge. The healthcare facilities which most refugees, particularly Syrian refugees
under temporary protection, prefer to visit are 17 Migrant Health Centers located in
Akgakale (#1), Birecik (#1), Bozova (#1), Ceylanpiar (#1), Eyylibiye (#4), Haliliye
(#4), Harran (#1), Karakoprii (#1), Siverek (#1), Surug (#1), Viransehir (#1) districts?.
The total number of health professionals working in the Migrant Health Centers in
these districts is 196, consisting of 4 obstetrician-gynecologists, 3 internal medicine

specialists, 5 pediatricians, 67 general practitioners, and 117 nurses/midwives?.

3.1.4 Gaziantep
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Figure 3.4. Location of Gaziantep on the map of Turkey (84)
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Gaziantep is located in the southeast of Turkey, and is a neighboring city to
Aleppo, Syria. The population of the city is 2,069,364 citizens of Turkey, and 6,222
migrants and 453,499 registered Syrian refugees under temporary protection
Gaziantep is the second city after Istanbul (485,265) which has the highest distribution
of Syrian refugees in Turkey (72, 73, 74).

As in the other three provinces described above, migrants, refugees and asylum
seekers hold the right to benefit from a variety of healthcare services at different levels
of care available in private and non-private health institutions based on a quite
inclusive coverage scheme established by the Ministry of Health. In Gaziantep, state-
run primary healthcare centers consist of Integrated Emergency Healthcare
Stations/Emergency Units, Public Health Laboratories, Family Health Centers, Mother
and Child Health Clinics, Migrant Health Centers, Healthy Life Centers, Community
Health Centers, Cancer Screening and Early Diagnosis Centers, Oral and Dental
Health Clinics, Smoking Cessation Centers and Tuberculosis Clinics.

There are 10 Migrant Health Centers, which are mostly preferred by refugees
and asylum seekers, in districts called Nizip (#2), Sahinbey (#6), and Sehitsamil (#2).
A total of 180 health professionals - 5 obstetrician-gynecologists, 4 internal medicine
specialists, 8 pediatricians, 55 general practitioners, and 108 nurses/midwives - are

employed in these centers 2.

3.2 Population Frame

The population of this study consisted of health professionals, i.e. doctors,
nurses, midwives, and emergency medical technicians (paramedics) who serve
migrants, refugees and asylum seekers at primary health care level in the four
provinces of Turkey, namely Gaziantep, Hatay, Izmir and Sanliurfa. There was no
sampling of the population as it was aimed to reach all the health care professionals
working in family health centers, foreigner clinics, emergency services, and migrant
health centers.

Although the information about the total number of health professionals working
in migrant health centers and foreigner clinics could be accessed (a total of 704

providers), unfortunately it was impossible to get the same data for family health

2 Information shared by the official working in the Department of Migration Health of the Ministry of
Health, Turkey
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centers and emergency services due to the lack of access to information in medical
record systems, and urgent and irregular nature of emergency health care.

Information about the number of family physicians who have migrant or refugee
patients registered in their panel could not be retrieved as the medical record system
does not allow personal patient data to be shared with third parties.

The number of emergency health care workers serving refugees and migrants
was impossible to obtain since there is no official data showing emergency
consultations only for migrant populations.

For these reasons, it was the authorized officials in the Provincial Health
Directorates, not the researcher herself, who were in full control of channeling the
survey to a group of health care providers that were thought to qualify as participants

in this study according to the exclusion and inclusion criteria mentioned below.

The participants were included in the study based on the following set of
criteria:
e Minimum 1-month experience in serving migrants, refugees or asylum seekers
in a health care facility
e Working at primary health care level
e Agreeing to participate in the study

The respondents having the following characteristics were excluded from the

e Providing non-medical services in health facilities
e Having the same cultural background as the migrant, refugee and asylum
seeker patients
As a result of the distribution of the survey by the officials working in the
Provincial Health Directorates, a total of 236 health care professionals completed the

survey.

3.3. Study Variables
3.3.1 Independent Variables

e Socio-demographic profiles of health professionals

e Years of professional experience
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e Level of education in migration health

e  Work location

e Type of health facility

e Knowledge of migrant, refugee and asylum seeker patients’ language

e Level of understanding about the migrant, refugee and asylum seeker patients,

i.e. their legal status and culture.

3.3.2 Dependent Variables

e Level of burnout among health professionals according to Maslach Burnout
Inventory
e Perceptions of health professionals about health service provision to migrant,

refugee and asylum seeker patients

3.4 Definition of Terms

The definitions of the main terms used in this study are given below:

Asylum seeker: “An individual who is seeking international protection and
whose claim has not yet been finally decided on by the country where he or she
submitted it” (67).

Burnout: Burnout is a syndrome which occurs when a professional is exposed to
constant workplace stress that has not been effectively handled. It results in extreme
exhaustion, reduced work efficacy, and mental distance and isolation from one’s job.
It is included in the 11" Revision of the International Classification of Diseases as an
“occupational phenomenon”, not as a medical condition (69).

Maslach Burnout Inventory (MBI): Maslach Burnout Inventory is a scale that
is used to measure the three components of burnout syndrome, which are commonly
described as “emotional exhaustion”, “depersonalization” and “reduced personal
accomplishment” (70). In this paper, MBI for Human Services Survey for medical
professionals; i.e. MBI-HSS (MP), was utilized and referred as MBI. The inventory
was integrated into the survey as translated and validated in Turkish (79). The MBI
scale does not offer a cut-off point, and it is favorable to expect low scores for
Emotional Exhaustion and Depersonalization subscales, and high scores for Personal

Achievement subscale.
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Migrant: “A person who moves away from his or her place of usual residence,
whether within a country or across international border, temporarily or permanently,
and for a variety of reasons” (67). In this study, a slightly limited scope of the term
was used to refer to persons who have moved across international borders only.

Migration: “The movement of persons away from their place of usual residence,
either across an international border or within a State” (67).

Migration health: “A public health topic which refers to the theory and practice
of assessing and addressing migration associated factors that can potentially affect the
physical, social, mental well-being of migrants and the public health of host
communities” (67).

Migrant Health Center: Migrant Health Centers are health facilities providing
primary healthcare level services to all migrants, asylum seekers, and particularly
Syrian refugees all across Turkey. They were established in response to the refugee
crisis that occurred after the Syrian Civil War to ensure uninterrupted access to
services through migrant-sensitive healthcare, mainly targeting 4 million refugees in
Turkey. The services provided in these centers include maternal and childcare,
neonatal care, infant and child follow-up, immunization, outpatient, emergency,
outreach, and homecare services. The centers vary slightly in terms of the scope of
services and have additional functions such that in some centers called Migrant Health
Training Centers, health professionals receive regular training in addition to their day-
to-day jobs, and in some others called Strengthened Migrant Health Centers, more
comprehensive healthcare services, internal medicine, oral and dental care, and
psychosocial services are available. In this paper, the term Migrant Health Center will
be used to refer to all centers with or without training function and extended services.

Refugee: “Refugees are people who have fled war, violence, conflict or
persecution and have crossed an international border to find safety in another country”
(68). This study aligns the term “refugee” with the legal status of “temporary
protection” which was granted by the Republic of Turkey to all Syrians living in
Turkey. Hence, in this paper Syrians under temporary protection are referred as
refugees.

Temporary protection: “Arrangements developed by States to offer protection

of a temporary nature, without prior individual status determination, to persons
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arriving in the context of flight from situations of conflict, generalized violence,
disasters or other humanitarian crises” (67). All the Syrians who are displaced due to
the ongoing Syrian Civil War and fled to Turkey are entitled to temporary protection
status provided that they are officially registered through the Directorate General of

Migration Management of the Ministry of Interior.

3.5 Study Design and Implementation

The study began after the ethical committee and academic board approvals
were granted, and necessary institutional permissions were obtained from the Ministry
of Health and Ministry of Interior of Turkey. For data collection, a survey was used to
gather demographic information and explore the perceptions and level of burnout
among the health professionals serving migrants, refugees and asylum seekers in
Gaziantep, Hatay, Izmir, and Sanlwrfa. The survey consisted of three types of
questions: Multiple-choice, open-ended and Likert scale items to collect data on
demographic information and perceptions, and Maslach Burnout Inventory to explore
level of burnout (Annex 7).

The validity and reliability of the Maslach Burnout Inventory (MBI) were first
assessed by Iwanicki and Schwab in 1981 (78). On the other hand, the validity and
reliability in Turkish language, which is the version used in this survey, were tested by
Ergin in 1992 (79). MBI for health professionals consists of three regular subscales
and 22 items. The subscales are “emotional exhaustion (EE)” with 9 items,
“depersonalization (DP)” with 5 items, and “personal accomplishment (PA)” with 8
items. The items formed in Likert Scale were scored based on a four-point scale
ranging from O=never to 4= every day. No cut-off point was identified in the Turkish
version of the scale. Higher scores for EE and DP, and low scores for PA were
considered to reflect the presence of burnout.

There were 85 items in the survey, the first section of which included 24 items
collecting information on socio-demographic characteristics, work experience,
medical specialty, patient profile, and level of language competency.

The second section consisted of 35 items exploring the perceptions of health
professionals regarding the challenges and facilitators of their work with migrant,

refugee and asylum-seeking patients. The items in this section were developed based
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on the current knowledge, observations and experiences documented in the literature.
The third section of the survey had 22 MBI items, and the fourth one examined the
perceived need for training and recommendations with 4 items (Annex 7).

Before the survey was administered, it had been reviewed by two public health
professionals and one refugee health project officer who had no interest or partnership
in the study. It was also proofread by two Ministry of Health officials to check the
items’ relevance and validity in the field. Based on the reviews, required changes were
made to 9 items in Section 2 through omission or paraphrasing of statements. The
survey was also piloted in the Migrant Health Center in Ankara, the capital city of
Turkey, among the health professionals who have no connection to the actual study
population. No change in the survey items was found necessary after piloting.

After the institutional approval was granted by the Ministry of Health, the
survey was emailed to the authorized officials in the Provincial Health Directorates in
Gaziantep, Hatay, izmir and Sanliurfa as a Google Form web link. These officials who
are in charge of migration health services in the province, were requested to
disseminate the link to the health professionals who provide primary healthcare
services in the health facilities such as Foreigner Clinics (FC), Migrant Health Centers
(MHC), Family Health Centers (FHC), and Emergency Units (EU). Due to the rules
and regulations about data privacy and confidentiality in the Republic of Turkey,
health professionals’ personal information such as their names and surnames, emails
or phone numbers was not obtained. The link was distributed directly by the authorized
official to the participants in all provinces except for Sanliurfa where printed copies of
the survey were requested as the Health Directorate considered the completion of
survey through a web link on the Internet would be unfeasible in Sanliurfa context.

The majority of the items were designed in a way that allowed for merely one
response and were recorded as an excel sheet automatically. Anonymity was ensured
in the collection, recording and analysis of all the responses, and all the information
was protected from potential dissemination to third parties through encrypted input
recording of Google Forms. The opening page of the online survey, and the first page
of the printed version of it made a brief introduction to the survey with clear

explanation on the background and purpose of the study. The introduction was
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followed by an informed consent form for the health professionals to indicate their

decisions about participating in the study.

3.6 Ethics

The study was approved by Hacettepe University Non-interventional Clinical
Research Ethics Board (Reference 2020/01-01) before the commencement of the
study. A WHO guideline on how to manage stress was translated into Turkish to be
shared with the health professionals in four provinces that contributed to the study

(Annex 6).

3.7 Statistical Analysis

The data were analyzed through SPSS Statistics 23 programme. Discrete data
were represented as number, frequency and percentage analyses, and continuous data
were examined through descriptive statistics. The tests utilized to explore the
relationship between variables based on the assumptions for nonparametric tests were
listed as Wilcoxon Rank-Sum Test, Kruskal Wallis Test, Pairwise Wilcox Test,
Spearman’s Rank Order Correlation, Kendall Rank Correlation Coefficient and
Multilinear Regression Analysis.

For the Maslach Burnout Inventory, the frequency scale was used with labels
assigned to a point, ranging from the lowest score of “0” for “never” to the highest one
of “4” for “every day. In addition to the frequency of responses to each label (e.g.
never, every day, a few times a week, etc.) for every item, mean scores and standard
deviation for the overall study population and different provinces were measured. The
total subscale scores were evaluated separately with the score range of 0-36 for
emotional exhaustion, 0-20 for depersonalization, and 0-32 for personal

accomplishment.

3.8 Study Timeframe

With the support of the Migration Health Department of the Ministry of Health
of Turkey, the initial study was planned to target all the foreigner clinics across Turkey
and the necessary ethical approval (GO 19/211) was granted on 28 February 2019 with
the study title covering this target. However, due to an unexpected change in the

approach of the Ministry of Health, the scope of the study had to be revised in a way
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to include all the primary healthcare facilities serving migrants, refugees and asylum
seekers in only four provinces (Gaziantep, Hatay, Izmir and Sanlwrfa). To
accommodate this change, which was recommended for a smoother data collection
process, the application for ethical committee review was renewed and approval was
granted on 21 January 2020. Following the approvals of the Ministry of Health and the
Ministry of Interior (08 January 2020), the officials working in the Provincial Health
Directorates were contacted and briefed about the data collection method between 22-
24 January 2020. Data collection started on 27 January 2020 and lasted until the end
of March 2020. The data entry (only for the data coming from Sanliurfa) and cleaning
were completed on 30 April 2020. The analysis of the data took place in May 2020 and
the preliminary findings were shared with the thesis advisor as a draft report in July
2020. The revisions of the report were completed between August 2020 and August
2021 with the final report submitted on 26 August 2021.
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4. RESULTS

A total of 236 health professionals completed the survey; however, 224
respondents were included in data analysis since 12 were excluded due to the following
reasons:

- The possibility of misinterpreting survey questions prepared in Turkish due
to language barrier (6 participants gave answers to open-ended questions in
Arabic, not in Turkish)

- Non-medical staff members (2 patient guides and 1 technician responded to
the survey)

- Insufficient number of answers to survey items (3 participants responded to

only about 20 % of the items).
4.1 Personal and Professional Characteristics of Respondents
Table 4.1. Distribution of health professionals according to province and some

sociodemographic characteristics (Gaziantep, Hatay, izmir, Sanliurfa,
January-March 2020)

Gaziantep Hatay [zmir Sanlurfa Total
Characteristic n % n % n % n % n %
Gender
Male 16 61.5 35 603 36 60.0 37 46.2 124 554
Female 10 38.5 23 397 24 400 43 53.8 100 44.6
Total 26 11.6 58 259 60 26.8 80 357 224 100.0
Age
20-29 3 130 2 35 15 263 17 224 37 174
30-39 13 56.5 24 421 20 35.1 39 51.3 96 45.1
40-49 4 174 18 316 14 246 19 250 55 258
50-59 2 87 8 140 6 105 - - 16 7.5
60 < 1 44 5 88 2 35 1 1.3 9 4.2

Total 23 10.8 57 268 57 268 76 35.6s 213 100.0



37

Table 4.1. (continued)

Gaziantep Hatay [zmir Sanliurfa Total*
Characteristic n % n % n % n % n %
Civil Status
Married 24 923 55 948 38 633 58 725 175 78.1
Single 2 77 1 1.7 19 31.7 19 238 41 18.3
Divorced - -1 1.7 2 33 2 2.5 5 2.2
Spouse -1 17 1 171 12 313
deceased
Total 26 11.6 58 259 60 26.8 80 35.7 224 100.0
Children
0 7 269 1 1.7 22 367 29 36.2 59 26.3
1 6 23.1 7 121 12 200 16 20.0 41 18.3
2 10 385 12 20.7 10 16.7 27 338 59 26.3
3 2 77 10 172 4 6.7 6 7.5 22 9.8
4 < 1 38 28 483 12 200 2 2.5 43 19.3
Total** 26 11.6 58 259 60 26.8 80 35.7 224 100.0

*: Column percentage **: Row percentage

More than half of the respondents were men (55.4%, n=124) and 44.6% were
women (n=100). Although the number of male respondents was higher in Gaziantep
(61.5%, n=16), Hatay (60.3%, n=35), and Izmir (60%, n=36), it was slightly lower in
Sanlurfa (46.3%, n=37) (Table 4.1).

70.9% (n=151) of the respondents belonged to the age range of “30-39” (n=96)
and “40-49” (n=55). Only 11.7% (n=25) was over the age of 50 and 17.4% (n=37)
below 30 (Table 4.1).

In Gaziantep (56.5 %, n=13) and Sanlurfa (51.3%, n=39), more than half of
the participants were between 30 and 39 years of age. In Hatay and Izmir, there was
comparatively a wider distribution below age 49 although the 30-39 age range is still
the most frequent in these provinces, as well (42.1%, n=24 in Hatay and 35.1%, n=20
in Izmir). The mean age of the overall respondents was observed to be 38.13+9.426

(Table 4.1).

The majority of respondents were married (78.1%, n=175) with the highest
percentage of married respondents in Hatay (94.8%, n=55), which is followed by
Gaziantep (92.3%, n=24), Sanlurfa (72.5%, n=58), and Izmir (63.3%, n=38) (Table
4.1).
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In terms of the number of children the participants have, Hatay has the highest
mean with 3.36+1.63 children, and Sanlurfa has the lowest with 1.21£1.133 (Table

4.2).26.3% (n=59) of participants do not have any children. In Hatay, the respondents

without children represent the lowest percentage with 1.7% (n=1) of all the responses

obtained in Hatay, which is followed by Gaziantep (26.9%, n=7), Sanlurfa (36.2%,

n=29) and Izmir (36.7%, n=22).

Almost one fifth of all the respondents have 4 or more children (19.3%, n=43).

This group represents almost half of the respondents from Hatay with 48.3% (n=28)

(Table 4.1).

Table 4.2. Descriptive statistics showing some sociodemographic characteristics
across provinces (Gaziantep, Hatay, [zmir, Sanliurfa, January-March 2020)

Age*
Province Mean SD Minimum Maximum Median
Gaziantep 38 8.795 26 60 37
Hatay 41.91 10.24 26 67 41.5
[zmir 38.67 10.305 20 65 36
Sanliurfa 35.14 7.293 21 63 33
All 38.13 9.426 20 67 36
Children**
Province Mean SD Minimum Maximum Median
Gaziantep 1.38 1.098 0 4 1.5
Hatay 3.36 1.63 0 7 3
[zmir 1.65 1.755 0 6 1
Sanlurfa 1.21 1.133 0 5 1
All 1.91 1.69 0 7 2

*n=213, **n=224
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Table 4.3. Distribution of health professionals according to province and some
occupational characteristics (Gaziantep, Hatay, [zmir, Sanliurfa, January-

March 2020)
Gaziantep  Hatay [zmir Sanliurfa Total*

Characteristic n % n % n % n % n %
Health
professional
Doctor 25 962 23 397 23 383 45 56.2 116 51.8
Nurse - - 34 586 32 533 16 20.0 82 36.6
Midwife 1 38 1 1.7 4 6.7 16 20.0 22 9.8
Paramedic - - - - - - 3 38 3 1.3
Dentist - - - - 1 1.7 - - 1 0.5
Total 26 11,6 58 259 60 26.8 80 35.7 224 100.0
Year of
graduation
2011-2019 10 38.5 9 184 18 34.0 34 51.5 71 36.6
2001-2010 9 346 17 347 16 30.2 25 379 67 34.5
1991-2000 6 231 17 347 14 264 7 106 44 22.7
1981-1990 1 38 6 122 4 75 - - 11 5.7
1970-1980 - - - - 1 19 - - 1 0.5
Total 26 134 49 252 53 274 66 34 194 100.0
Specialty
General 13 520 14 609 17 739 36 80.0 80  69.0
practitioner
Family 12 480 1 43 2 87 9 200 24 207
physician
Emergency
medicine - - - - 3 130 - - 3 2.6
specialist
Forensic
medicine - - 2 8.7 - - - - 2 1.7
specialist
Internal
medicine - - 2 8.7 - - - - 2 1.7
specialist
Anesthesiologist - - 1 43 - - - - 1 0.9
General surgeon - - 1 43 - - - - 1 0.9
Ophthalmologist - - 1 43 - - - - 1 0.9
Orthopaedist - - 1 43 - - - - 1 0.9
Pediatrician - - - - 1 43 - - 1 0.9
Total** 25 215 23 199 23 199 45 38.7 116 100.0

*: Column percentage **. Row percentage



40

Of the total number of respondents, 51.8% (n=116) were doctors, 36.6 (n=82)
were nurses, 9.8% (n=22) were midwives, 1.3% (n=3) were paramedics, and 0.5%
(n=1) was dentist.

Disaggregated by province, the data shows that more than half of the
respondents were nurses in Hatay (58.6%, n=34) and Izmir (53.3%, n=32). In
Sanliurfa, 16 nurses participated in the study (20.0%) and no data could be collected
from nurses in Gaziantep (n=0).

Sanlurfa is the province with the highest number and percentage of midwife
respondents (20.0%, n=16) compared to 3.8% (n=1) in Gaziantep, 1.7% (n=1) in Hatay
and 6.7% (n=4) in Izmir.

All the paramedics who participated in the study were from Sanlurfa (1.3%.
n=3) and one dentist was from Izmir (0.5%, n=1) (Table 4.3).

The majority of respondents completed their vocational education after 2001
(71.1%, n=138). More than half of the respondents from Sanlwurfa (51.5%, n= 34)
graduated in or after 2011. Overall data collected for this item (194 responses out of
224 respondents in total) for all provinces suggest that almost all respondents received
their vocational education in the last 30 years between 1991-2011 (93.8%, n=182)
(Table 4.3).

General practitioners constituted the majority of doctors who participated in
the study (69%, n=80). The analysis of data by provinces also shows that the majority
of respondents in four provinces were general practitioners [52.0 % (n=13) in
Gaziantep, 60.9% (n=14) in Hatay, 73.9 % (n=17) in izmir and 80.0 % (n=36) in
Sanliurfa]. The second most frequent specialty was found to be family medicine across
all four provinces (20.7%, n=24). In addition to these two specialties. 3 emergency
medicine specialists and 1 pediatrician from Izmir and 4 other specialties from Hatay
(anesthesiologist, general surgeon, ophthalmologist and orthopedist) participated in

the study (Table 4.3).
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Table 4.4. Distribution of health professionals according to province and previous
work experience (Gaziantep, Hatay, [zmir, Sanliurfa, January-March 2020)

Gaziantep Hatay [zmir Sanliurfa Total*

n % n % n % n % n %

Institution of the
longest service
duration

Primary
healthcare
center/outpatient
institution (state)

State hospital 4 154 22 379 25 417 11 13.8 62 27.7

20 769 21 362 27 450 63 788 131 585

Private hospital - - 7 121 2 33 3 3.8 12 5.4
Private clinic - - 6 103 4 6.7 - - 10 4.5
povincialhealth 5 g7 L. 117 1 12 4 18
irectorate

University - - - - 1 1.7 1 1.2 2 0.9
Non-profit -2 035 - - - o209
organization

Emergency

healthcare ) ) o7 o7 1 12 1 0.4
Total 26 11.6 58 259 60 268 &80 357 224 100.0
Previous

workplace

Primary

healthcare

18 692 22 379 13 21.7 40 50.0 93 41.5

center/outpatient
institution (state)

State hospital 7 269 19 328 25 417 21 263 72 32.1

Private hospital - - 8§ 138 4 6.7 10 125 22 9.8

University - - 4 69 7 11.7 2 2.5 13 5.8

Private clinic - - 3 5.2 4 6.7 - - 7 3.1

Lealth 1 38 - - 11705 62 7 3.1
1rectorate

Non-profit ; 1 17 2 33 - - 313

organization

Emergency

healthcare } } -7 T 2 25 2 0.9

None - - 1 1.7 4 6.7 - - 5 2.2

Total** 26 11.6 58 259 60 268 80 357 224 100.0

*: Column percentage **: Row percentage
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More than half of the respondents served in primary healthcare centers, which
include family health centers and migrant health centers, for a longer period of time in
their careers (58.5 %, n=131). In Gaziantep (76.9 %, n=20) and Sanlurfa (78.8%,
n=63), the majority of respondents could be said to have had more years of experience
in primary healthcare. The percentage of respondents for the same variable was found
to be lower in Izmir (45%, n=27) and (Hatay 36.2%, n=21).

Overall, the second most frequent institution of longer period of service was
state hospitals (27.7%, n=62) followed by private hospitals (5.4%, n=12), private
clinics (4.5%, n=10), health directorates (1.8%, n=4), universities (0.9%, n=2), non-
profit organizations (0.9%, n=2), and emergency healthcare (0.4%, n=1).

In Hatay, half of the respondents (50.0%, n=29) had the longest work
experience at secondary level healthcare settings (i.e. in state or private hospitals),
which is close to the percentage in Izmir (45%, n=27). This is different from Gaziantep
(76.9%, n=20) and Sanliurfa (78.8%, n=63) where more respondents were experienced
predominantly in primary healthcare settings (Table 4.4).

41.5% (n=93) of all the respondents worked in primary healthcare before their
current job whereas 41.9% (n=94) used to serve in secondary healthcare (state or
private hospitals). Again, when analyzed according to province, it can be observed that
almost half of the respondents in Hatay (46.6%, n=27) and Izmir (48.4%, n=29)
worked in state or private hospitals whereas the percentage is 26.9% (n=7) in
Gaziantep and in 38.8% (n=31) Sanlurfa.

2.2% (n=5) of the respondents had no previous work experience before their
current job, and their current job was in Hatay and izmir.

There were 7 respondents whose previous job involved administrative duties
in provincial health directorates in Gaziantep (3.8%, n=1), Izmir (1.7%, n=1) and

Sanlurfa (6.2%, n=5) (Table 4.4).
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Table 4.5. Distribution of health professionals according to province and previous
experience in serving migrant, refugee and asylum seekers (Gaziantep,
Hatay, Izmir, Sanlurfa, January-March 2020)

Gaziantep _Hatay [zmir Sanlurfa  Total*
Experience n % n % n % n % n %
Previous
experience
No 13 50.0 17 293 47 783 40 526 117 532
Yes 13 50.0 41 70.7 13 21.7 36 474 103 46.8
Total 26 11.8 58 264 60 273 76 345 220 100.0
Duration of
work (Month)

1-10 3 231 3 10.0 3 23.1 12 333 21 22.8
11-20 2 154 12 400 1 7.7 2 5.6 17 18.5
21-30 2 154 5 16.7 2 154 2 5.6 11 12.0
31-40 2 154 3 10.0 4 30.8 6 16.7 15 16.3
41-50 3 231 2 67 2 154 4 11.1 11 12.0
>50 1 7.7 5 16.7 1 7.7 10 27.8 17 18.5
Total** 13 141 30 326 13 141 36 39.1 92 999

*: Column percentage **. Row percentage

**%: 11 participants did not respond to this item.

More than half of the respondents had no previous experience of working with
migrant, refugee and asylum seekers prior to their current job (53.2%, n=117). The
percentage of respondents with no past experience is the highest in Izmir (78.3%,
n=47) and the lowest in Hatay (29.3%, n=17). In Gaziantep (50.0%, n=13) and
Sanlurfa (52.6%, n=40), half of the respondents were not experienced in healthcare
provision to refugee, migrant and asylum seekers (Table 4.5).

A total of 92 responses could be collected for the question about the amount of
relevant experience. The responses show that the duration of experience varied from 1
month to over 50 months, and there is a relatively even distribution of respondents
across ranges of 9 months, with the highest frequency for 1-10 months of experience
(22.8%, n=21).

Table 4.6 represents some descriptive statistics related to previous professional
experience with migrant, refugee and asylum seekers. Duration of experience by
month does not seem to vary much among the provinces with the longest duration in

Sanlurfa (35,75+30,760 months) and the shortest in Hatay (29,37+20,883 months).
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Table 4.6. Descriptive statistics showing duration of previous experience (months)
with migrant, refugee and asylum seekers (Gaziantep, Hatay, [zmir,
Sanliurfa, January-March 2020)

Experience/ months*

Province Mean SD Min Max Median
[zmir 30.69 23.225 2 85 31.00
Hatay 29.37 20.883 3 84 21.00
Gaziantep 31.31 22.577 2 84 30.00
Sanliurfa 35.75 30.760 1 96 36.00
All 32.33 25.481 1 96 29.00
*n=92

Table 4.7. Distribution of health professionals according to province and previous
training characteristics relating to refugee health (Gaziantep, Hatay, {zmir,
Sanlurfa, January-March 2020)

Gaziantep Hatay [zmir Sanlurfa Total*
0 0 1) 0 0

Training characteristics /o n /o n /o n % n /o
Training relating to
refugee health
No 22 84.6 8 13.8 25 41.7 77 96.3 132 58.9
Yes 4 154 50 86.2 35 583 3 38 92 41.1
Total 26 11.6 58 259 60 26.8 80 35.7 224 100.0
Institution providing
the training
Ministry of Health 2 66.7 20 74.1 12 50.0 1 333 35 61.4
World Health - - - - 8 333 - - 8 14.0
Organization
Migrant Health Center 1  33.3 4 14.8 2 83 - -7 12.3
Public Health - - 2 74 1 42 2 66.7 5 8.8
Presidency
Provincial Health - - 1 3.7 - - - -1 1.8
Directorate
Other organizations - - - - 1 42 - -1 1.8
Total** 3 53 27 473 24 421 3 53 57 100.0

*: Column percentage **: Row percentage
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Table 4.7. (continued)

Gaziantep Hatay Izmir Sanliurfa Total*
Training characteristics n % n_ % n % n % n %
Duration of training (day)
1-20 2 100.0 15 38.5 19 704 2 100.0 38 543
21-40 - - - - 3 11.1 - - 3 4.3
41-60 - - 19 48.7 5 185 - - 24 343
>60 - - 5 128 - - - - 5 7.1
Total** 2 2.9 39 557 27 385 2 29 70  100.0
*: Column percentage **: Row percentage

More than half of the respondents haven’t received any training for health care
provision to refugee populations (58.9%, n=132). The number of healthcare workers
with relevant training is the highest in Hatay (86.2%, n=50), followed by Izmir (58.3,
n=35) and Gaziantep (15.4%, n=4). The lowest percentage of training was in Sanliurfa
(3.8%, n=3) (Table 4.7).

61.4% (n=35) of all those who completed a training programme did so through
Ministry of Health initiatives. (Table 4.7). Disaggregated by province, the percentage
of the respondents in Hatay who completed the trainings provided by the Ministry of
Health was the highest with 74.1% (n=20), followed by Gaziantep (66.7%, n=2), izmir
(50.0%, n=12) and Sanliurfa (33.3%, n=1).

More than half of the respondents (54.3%, n=38) indicated that the duration of
the trainings they received had taken from 1 to 20 days, and 34.3% (n=24) reported a
duration between 41-60 days, latter of which was not mentioned in Gaziantep and
Sanliurfa provinces.

The descriptive statistics show that mean duration of training programmes was
the highest in Hatay (36,10+£28,418 days) and lowest in Sanlurfa (2,33+0,577 days).
The overall response to this item from all four provinces shows that the majority took

training that lasted less than 60 days (88.6%, n=62), with median 10.00 (Table 4.8).
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Table 4.8. Descriptive statistics showing duration of previous training relating to
refugee health according to provinces (Gaziantep, Hatay, Izmir, Sanlurfa,
January- March 2020)

Training/day*

Province Mean SD Min Max Median
[zmir 16.39 16.921 1 50 7.00
Hatay 36.10 28.418 3 121 45.00
Gaziantep 3.00 0.000 3 3 3.00
Sanliurfa 2.33 0.577 2 3 2.00
All 26.51 26.104 1 121 10.00
*n=70

Table 4.9. Distribution of health professionals according to province and source of
information about migrant, refugee and asylum seekers (Gaziantep, Hatay,
[zmir, Sanlrfa, January-March 2020)

Source of Gaziantep Hatay Izmir Sanliurfa Total*
information n % n % n % n % n %
Internet 14 53.8 36 62.1 42 700 49 613 141 629
Television 14 538 19 328 23 383 58 725 114 509
Friends 7 269 29 500 28 46.7 33 413 97 433
Colleagues 15 577 21 36.2 15 250 33 413 84 37.5
Patients 13 500 14 24.1 17 283 35 438 79 353
Newspapers 7 26.9 4 6.9 11 183 30 375 52 232
Radio 6 23.1 3 52 5 83 21 263 35 156
Relatives 1 38 15 259 9 150 10 12,5 35 156
Training 3 11.5 10 17.2 16 26.7 - - 29 129
Books 1 3.8 6 10.3 5 8.3 5 6.3 17 7.6
Articles 3 11.5 3 52 5 8.3 6 7.5 17 7.6
Travel abroad - - - 1 1.7 1 1.3 2 0.9
Migrant health - - - - 1 1.7 - - 1 0.4
center

Ministry of - - 1 1.7 - - - - 1 04
Health

Observations - - - - - - 1 1.3 1 0.4
Health - - - - - - 1 1.3 1 0.4
Directorate

Nonprofit - - - - 1 1.7 - - 1 0.4
organizations

Total** 84 11.8 161 227 179 253 283 40 707 -

* The numbers and percentages in the total column represent the number of respondents out of 224
selecting each option.
**The numbers and percentages in the total row represent the number of responses to the multiple
selection item, not the number of respondents.

Internet was mentioned most frequently, by 62.9% (n=141) of all the 224

respondents, as a source used to access information related to migrant and refugee

populations. The second and third most frequently utilized ways to reach information



47

were television (50.9%, n=114) and friends (43.3%, n=97) followed by colleagues
(37.5%, n=84) and patients (35.3%, n=79) (Table 4.9).

Some sources such as newspapers (23.3%, n=52), radio (15.6%, n=35),
relatives (15.6%, n=35), books (7.6%, n=17) and articles (7.6%, n=17) were
mentioned less frequently than the top four sources indicated above, with trainings
mentioned by only 12.9% (n=29) of the respondents.

Public institutions such as the ministry, health directorates and migrant health

centers were indicated by few respondents (1.2%, n=3) (Table 4.9).

Table 4.10. Distribution of health professionals according to province and current
workplace (Gaziantep, Hatay, Izmir, Sanlurfa, January-March 2020)

Current Gaziantep _Hatay Izmir Sanlurfa Total*
Workplace n % n % n % n % n %
Family health 23 88.5 - - 4 6.7 80 100.0 107 47.8
center

Migrant health - - 57 983 45 750 - - 102 45.5
center

Emergency - - - - 10 16.7 - - 10 4.5
healthcare

Cancer screening 3 11.5 - - 1 1.7 - - 4 1.8
and early

diagnosis center

Temporary - - 1 .7 - - - - 1 0.4
shelter

Total** 26 11.6 58 259 60 268 80 35.7 224 100.0
*: Column percentage **: Row percentage

Almost half of the respondents worked in family health centers (47.8%, n=107)
and migrant health centers (45.5%, n=102).

In Sanlwurfa, the current workplace of all respondents (100.0%, n=80) was
family health centers while in Hatay there was no respondent from these centers at all.
A great number of respondents from Gaziantep also worked in family health centers
(88.5%, n=23). Only 4 respondents (6.7%) from Izmir province mentioned that they
work at family health centers.

Hatay had the highest percentage of respondents working in migrant health
centers (98.3%, n=57), which was followed by Izmir (75.0%, n=45). No respondent

from Gaziantep (and Sanliurfa) worked in a migrant health center.
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The only data available for respondents working in emergency healthcare
centers is from izmir (16.7%, n=10), and for temporary shelter from Hatay (1.7%,
n=1).

There were 4 respondents in total, working in cancer screening and early

diagnosis centers in Gaziantep (11.5%, n=3) and Izmir (1.7%, n=1) (Table 4.10).

Table 4.11. Distribution of health professionals according to province and duration of
work in current workplace (Gaziantep, Hatay, Izmir, Sanliurfa, January-

March 2020)
Gaziantep Hatay {zmir Sanliurfa  Total*

Duration

(months) n % n % n % n % n %
1-12 5 192 9 170 17 288 16 20.0 47 21.6
13-24 7 269 28 528 15 254 11 13.8 61 28.0
25-36 1 38 16 302 16 27.1 9 113 42 19.3
37-48 3 115 - - 1 1.7 10 125 14 6.4
>48 months 10 385 - - 10 16.9 34 425 54 24.8
Total** 26 119 53 243 59 27.1 80 36.7 218 100.0
*: Column percentage  **: Row percentage

It could be stated that the respondents’ months of experience in their current
workplace vary widely across ranges. Almost half of the participants had up to 2 years
(1-24 months) of experience (49.6%, n=108), and 24.8% (n=54) more than 4 years
(Table 4.11).

In Gaziantep and Sanliurfa, the number of respondents with more than 4 years
of experience (>48 months) is the highest (38.5%, n= 10 and 42.5%, n=34,
respectively). In Hatay, there are more respondents with the years of experience from
1 to 2 years (52.8%, n=28) and in izmir from 1 month to 1 year (28.8%, n=17) (Table
4.11).

Similarly, Table 4.12 shows a higher number of months for Gaziantep

(51,23+42,049; median=38.50) and Sanlurfa (49,44+37,358; median= 41.00).
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Table 4.12. Descriptive statistics showing duration of work in current workplace
(Gaziantep, Hatay, Izmir, Sanlurfa, January-March 2020)

Experience in current workplace/months*

Province Mean SD Min Max Median

Gaziantep 51.23 42.049 6 125 38.50

Hatay 20.17 8.557 2 32 20.00

[zmir 33.39 41.675 3 203 20.00

Sanlurfa 49.44 37.358 1 123 41.00

All 38.19 36.698 1 203 25.00
*n=218

Table 4.13. Distribution of health professionals according to province and ability to
speak a common language (Gaziantep, Hatay, Izmir, Sanliurfa, January-

March 2020)

Gaziantep Hatay Izmir Sanlurfa Total*

n % n % n % n % n %
Ability to speak a
common language
Yes 5 192 51 879 36 600 17 224 109 49.5
No 21 80.8 7 12.1 24 40.0 59 77.6 111 50.5
Total 26 11.8 58 264 60 273 76 345 220 100.0
Proficiency level
Advanced 1 333 49 96.1 30 96.8 - - 80 85.1
Intermediate 1 333 - - - - 1 1.1 2 2.1
Beginner 1 333 2 3.9 1 32 8 89 12 128
Total** 3 3.2 51 542 31 330 9 9.6 94 100.0

*: Column percentage **: Row percentage

50.5% of respondents (n=111) could not speak a common language with their

migrant, refugee or asylum-seeking patients. When analyzed according to provinces,

it can be observed that the majority of respondents in Gaziantep (80.8%, n=21) and

Sanlurfa (77.6, n=59) might have challenges in communication due to language

barrier as opposed to Hatay (87.9%, n=51) where there was a great number of

respondents who could communicate with patients through a common language, and

[zmir (60.0%, n=36) where the number of respondents with the knowledge of patients’
language (60.0%, n=36) is higher than those without (40.0%, n=24) (Table 4.13).
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Regarding the level of proficiency among those who can speak a common
language with migrant and refugee patients, the majority seems to have an advanced
mastery (85.1%, n=80), with 12.8% (n=12) respondents declaring low levels of

proficiency.

Table 4.14. Distribution of health professionals according to province, and number
of consultations and working hours (Gaziantep, Hatay, Izmir, Sanlurfa,
January-March 2020)

Working hours* Consultations*
Province Median Min Max Median Min Max
Gaziantep 8 1 8 60 1 140
Hatay 9 7 9 40 10 200
[zmir 8 0 24 50 0 90
Sanliurfa 1.5 0 12 30 0 200
*n=189

The median score for the working hours did not vary much among the three
provinces, namely Gaziantep, Hatay and Izmir with a higher median indicated by the
respondents in Hatay than the rest of the provinces. Sanlrfa reported the lowest
median value for the working hours (Table 4.14).

With regard to the average number of consultations per day, the analyses

showed a higher median score in Gaziantep compared to Hatay, Izmir and Sanliurfa.

Table 4.15. Distribution of health professionals according to province and ethnicity of
patients (Gaziantep, Hatay, Izmir, Sanlurfa, January-March 2020)

Gaziantep Hatay Izmir Sanliurfa Total*
Ethnicity n % n % n % N % n %
Very often 22 84.6 51 100.0 50 96,2 47 74.6 170 88.5

Syrian  Often 4 154 - - 2 38 16 254 22 115
Total** 26 135 51 26.6 52 27.1 63 328 192 100.0
Often - - - - 6 400 - - 6 40.0
Sometimes - - - - 8 533 - - 8 533
Afghan o rely - - -1 67 - - 1 67
Total** - - - - 15 100 - - 15 100.0
Often - - - - 11 846 7 636 18 750
Fraqi Sometimes - - - - 2 154 3 273 5 208
Rarely - - - - - - 1 91 1 4.2
Total** - - - - 13 542 11 458 24 100.0
Very often 4 667 - - 3 1000 21 955 28 903
Turkish  Often 2 333 - - - - 1 45 3 9.7
Total** 6 194 - -3 97 22 171.0 31 100.0

*: Column percentage **: Row percentage
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Most respondents indicated Syrian, Turkish, Afghan, and Iraqi patients as the
patients they saw very often, often or sometimes. A variety of other ethnicities were
also mentioned by few participants which were given in a more detailed table in Annex
3.

The majority of responses indicate very frequent (very often) consultations
with Syrian refugees (88.5%, n=170). This finding is consistent with province-
disaggregated data which shows high numbers of respondents for very frequent and
frequent consultations for Syrians in 4 provinces (n=192) (Table 4.15).

The number of responses for the same level of frequency (i.e. both very often
and often scale) for Afghan (n=6), Iraqi (n=18), Turkish (n=31), Bulgarian (n=2),
Libyan (n=3), Omani (n=1), Lebanese (n=1), and Iranian (n=1) consultations was
relatively low as shown in Annex 3-Table 4.15.

The data in Table 4.15 also show that some respondents provided occasional
(i.e. sometimes) primary healthcare services to Afghan (n=8), Iraqi (n=5), Libyan
(n=2), Uzbekistani (n=1), Dutch (n=1), Palestinian (n=2), African (n=2), and Russian
(n=1) patients (Annex 3-Table 4.15.).

Table 4.16. Distribution of health professionals according to province and patient
characteristics (Gaziantep, Hatay, izmir, Sanlurfa, January-March 2020)

Patient characteristics Gaziantep  Hatay [zmir Sanliurfa Total*

n % N % n % n % n %

The most prevalent patient group

Children 22 253 40 263 43 232 62 268 167 255
Women 21 241 37 243 49 265 59 255 166 253
Infants 21 241 30 19.7 38 20.5 66 28.6 155 23.7
Adults 10 11.5 24 158 27 146 23 100 84 128
Older persons 13 149 21 138 27 146 18 7.8 79 12.1
Pregnant women - - - - - - 3 13 3 05
Homecare patients - - - - 1 05 - - 1 02
Total** 87 133 152 232 185 282 231 353 655 100.0

* The numbers in the total column represent the number of respondents out of 224 selecting each patient
group. The percentages indicate the frequency of each response out of 655 total responses.

**The numbers and percentages in the total row represent the number of responses to the multiple
selection item, not the number of respondents.
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Table 4.16. (continued)

Patient characteristics Gaziantep Hatay {zmir Sanliurfa  Total*

n % n % n % n % n %
The most challenging group to serve
Infants 10 189 36 414 19 244 35 255 100 282
Women 14 264 20 230 13 16.7 27 19.7 74 20.8
Older persons 12 226 10 11.5 22 282 26 19.0 70 19.7
Children 6 113 14 161 10 12.8 21 153 51 144
Adults 9 170 3 34 10 12.8 28 204 50 14.1
Adolescents 1 19 2 23 2 26 - - 5 14
Homecare patients - - 1 1.1 1 13 - - 2 0.6
Patients with injury - - 1 1.1 1 13 - - 2 0.6
Other 1 1.9 - - - - - - 1 0.3
Total** 53 149 87 245 78 22.0 137 38.6 355 100.0
Challenges
Language barrier 19 704 3 12.0 15 41.7 40 57.1 77 487
Negative/nonadaptive behavior 2 74 4 160 4 11.1 8 114 18 114
Lack of communication due to
disability and old age - - 2 80 2 56 2 29 6 3.8
Vaccine noncompliance - - 1 40 1 28 4 57 6 3.8
Low level of education - - 1 40 2 56 2 20 5 32
Resistance to diagnosis and
treatment 1 3.7 2 80 2 56 - - 5 3.2
Difficulty of performing
venipuncture - - 1 40 2 56 2 29 5 3.2
Cultural differences 1 3.7 - - - - 4 57 5 32
Lack of drug compliance - - 1 40 2 56 1 14 4 2.5
Lack of specialty in infant healthcare 1 37 2 80 1 28 4 2.5
Unnecessary applications 2 74 - - - - 2 20 4 2.5
Insufficient number of personnel and
equipment - - 4 160 - 0.0 - - 4 2.5
Low level of health literacy - - - - 1 28 2 20 3 1.9
Registration and ID problems - - 1 40 1 28 - - 2 13
Timidity of female patients - - - - - - 2 290 2 1.3
Frequent pregnancies 1 3.7 1 40 - - - - 2 1.3
Mental problems - - 1 40 1 28 - - 2 1.3
No authority to prescribe medicine - - - - 1 28 - - 1 0.6
Increased time for consultations - - - - 1 28 - - 1 0.6
High number of NCDs*** - - - - - - 1 14 1 0.6
Difficulty of reaching patients - - 1 40 - - - - 1 0.6
Total** 27 171 25 158 36 228 70 443 158 100.0

***: Non-communicable diseases
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As shown in Table 4.16, children (25.5%, n=167), women (25.3%, n=166) and
infants (23.7%, n=155) constitute the most prevalent patient groups that the
respondents served. Infants were mentioned to be the most challenging group by
28.2% (n=100) of respondents, which is followed by women (20.8%, n=74) and older
people (19.7%, n=70). Analyzed according to province, Gaziantep is the only province
that placed women (26.4%, n=14) before infants (18.9%, n=10) in terms of difficulty
to serve.

48.7% (n=77) of the respondent indicated language barrier as a challenge in
healthcare provision to migrant, refugee and asylum seekers. The percentages of the
respondents mentioning this problem vary across provinces from higher numbers in
Gaziantep (70.4%, n=19) and Sanlurfa (57.1%, n=40) to Izmir (41.7%, n= 15) and
Hatay (12.0%, n=3) (Table 4.16).

Table 4.17. Distribution of health professionals according to province and their self-
reported knowledge of legal status and rights of migrant, refugee and
asylum seekers (Gaziantep, Hatay, Izmir, Sanliurfa, January-March 2020)

Sufficient level of knowledge

Yes No Total*

Province n % n % n %
Gaziantep 3 3.3 23 17.7 26 11.8
Hatay 45 49.5 13 10.0 58  26.2
[zmir 38 41.8 22 16.9 60 27.1
Sanliurfa 5 5.5 72 55.4 77 348
Total** 91 41.2 130 58.8 221 100.0
*: Column percentage **. Row percentage

As shown in Table 4.17, less than half of the participants (41.2%, n=91) stated
that they were knowledgeable about the legal entitlements and status of the refugee
populations they were serving. The percentages of participants with self-reported,
adequate knowledge were observed to be quite low particularly in Sanliurfa (5.5%,
n=5) and Gaziantep (3.3%, n=3) as opposed to Hatay (49.5%, n=45) and Izmir
(41.8%, n=38) (Table 4.17).
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Table 4.18. Distribution of health professionals according to province and the most
significant challenges to care (Gaziantep, Hatay, izmir, Sanlurfa,

January-March 2020)

Gaziantep Hatay [zmir Sanlrfa Total
Challenges n % n % n % n % n %
Most significant
challenge
Lack of
communication/ 17  68.0 - - 9 214 47 79.7 73 47.7
language barrier
Heavy workload - - 6 222 6 14.3 1 1.7 13 8.5
Negative/nonadapti 31,5 4 148 2 48 1 17 10 65
ve behavior
Registration and ID ) ) | 37 5 11.9 ) ) 6 39
problems
Poor hygiene 1 4.0 - - 2 4.8 2 3.4 5 33
Vaceme - - - - 2 48 3 515 33
noncompliance
Difficulty of 2 80 - - - -2 34 4 26
reaching patients
Insufficient number
of personnel and - - 2 74 2 4.8 - - 4 2.6
equipment
Adolescent ) 3.0 ) ) ) ) ) ) ) 13
pregnancy
Low salary - - 2 74 - - - - 2 1.3
Amblgulty of legal ) ) ) ) ) ) ) 34 ) 13
entitlements
Low level of e - - -1 07
education
Cultural differences - - - - 1 2.4 - - 1 0.7
No sense of
security (health - - - - 1 2.4 - - 1 0.7
workers)
Mental health
problems (patients) ) ) ) ) ! 24 ) ) ! 0.7
Low socio- . - -1 24 - -1 07
economic status
Lack of experience
and trust (patients) ) ) ) ) ) ! L7 ! 0.7
None - - 11 407 10 23.8 - - 21 13.7
Total 25 163 27 176 42 275 59 38.6 153 100.0

As shown in Table 4.18, almost half of the respondents stated that

communication problems resulting from language barrier were the most challenging

aspect of their work with refugee populations (47.7%, n=73). While the percentages

of respondents in this group are high in Sanlwrfa (79.7%, n=47) and Gaziantep
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(68.0%, n=17), 21.4% (n=9) of the respondents from Izmir and none from Hatay
mentioned language barrier as the most important issue.

13.7% (n=21) of the respondents mentioned that they had no major problems
in service provision. They all worked in Hatay (40.7%, n=11) and Izmir (n=23.8%,
n=10) (Table 4.18).

Heavy workload (8.5%, n=13) and negative/nonadaptive patient behaviour
(6.5%, n=10) were respectively the second and third most frequently mentioned
challenges after language barrier (Table 4.18).

In addition to the most significant challenges to care, the respondents were also
inquired about the frequency of their experience with a variety of challenges relating
to the healthcare delivery. Similar to the data available in Table 4.18, the extended
table in Annex 4 shows that a lack of communication due to language barrier was
mentioned by 97 respondents as a challenge faced “very often” and “often”. The other
issues reported with the same frequency (i.e. very often and often) were heavy
workload (n=16), negative/nonadaptive patient behaviour (e.g. missing appointments,
forcing prescription of certain drugs, disrespect) (n=13), difficulty in reaching patients
(63.2%, n=12), cultural differences (n=10), vaccine noncompliance (n=9),
Registration and ID card problems (n=8), poor hygiene (n=7), a lack of information
(n=7), unnecessary application to centers (n=6), insufficient number of personnel and
equipment (n=5), low level of education (n=4), mental health status of patients (n=3),
a lack trust (n=2), drug noncompliance (n=2), ambiguity of legal entitlements (n=1)
and low socio-economic status of patients (n=2). Among all these issues, linguistic
barrier seemed to be the most common and frequent one which respondents have to
deal with, especially in Sanlurfa (n=63) and Gaziantep (n=20) (Annex 4-Table
4.18/extended).

4.2 Perceptions of Respondents About Healthcare Provision to
Migrants, Refugees and Asylum Seekers

According to Table 4.19, 48.4% (n=108) of the respondents “strongly agreed”
or “agreed” with the statement “/ am pleased to offer health care to migrants, refugees
or asylum seekers” while 33.6% (n=75) “strongly disagreed” or “disagreed” with it,

with 17.9% (n=40) neutral response.
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More than half of the respondents “strongly agreed” or “agreed” with the
statement “Speaking different languages when providing health care to migrants,
refugees or asylum seekers makes my job difficult” (61.6%, n=138), whereas 26.3%
(n=59) “strongly disagreed” or “disagreed” with it. 12.1% (n=27) chose to provide a
neutral response (Table 4.19.1).

The majority of the respondents (74.0%, n=165) chose options “strongly agree”
or “agree” for the statement “Being able to speak the language of migrants, refugees
or asylum seekers improves the quality of the service provided”. On the other hand,
only 15.7% (n=35) responded “strongly disagree” or “disagree”, with 10.3% (n=23)
neutral response (Table 4.19.1).

65.2% (n=146) of the total respondents “strongly agreed” or “agreed” with the
statement “The fact that I speak different languages with migrant, refugee or asylum-
seeker patients often causes me to not fully understand their health status” while
19.6% (n=44) “strongly disagreed” or “disagreed” with it, with 15.2% (n=34)
respondents chose the option “neutral” (Table 4.19.1).

Several respondents “strongly agreed” or “agreed” with the statement “7he
support of interpreters is crucial in terms of providing appropriate services to
migrants, refugees or asylum seekers” (76.8%, n=172) while only 8.1% (n=18)
“strongly disagreed” or “disagreed”, with 15.2% (n=34) of neutral response (Table
4.19.1).

39.0% (n=85) of the respondents gave “strongly agree” or “agree” response to
the statement “Most of the interpreters [ work with have the competence required for
the service” and 28.5% (n=62) responded “‘strongly disagree” or “disagree”. The
percentage of respondents providing a neutral response was 32.6% (n=71) (Table

4.19.1).



Table 4.19.1. Distribution of health professionals according to their responses to statements about healthcare provision to migrant,

refugee and asylum seekers (Gaziantep, Hatay, Izmir, Sanlurfa, January-March 2020)
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Strongly

Statement disagree Disagree Neutral Agree Strongly agree Total
I am pleased to offer health care to n S0 25 40 S0 S8 223
migrants, refugees or asylum seekers. % 22.4 11.2 17.9 22.4 26.0 100.0
Speaking different languages when n 30 29 27 45 93 224
providing health care to migrants,
refugees or asylum seekers makes my % 134 12.9 12.1 20.1 41.5 100.0
job difficult.
Being able to speak the language of n 25 10 23 54 111 223
migrants, refugees or asylum seekers
improves the quality of the service % 11.2 4.5 10.3 242 49.8 100.0
provided.
The fact that I speak different n 22 22 34 58 88 224
languages with migrant, refugee or
asylum-seeker patients often causes
me to not fully understand their Yo 9.8 9.8 15.2 259 39.3 100.0
health status.
The support of interpreters is .cruc1a1 n 3 10 34 46 126 204
in terms of providing appropriate
services to migrants, refugees or % 36 4.5 15.2 205 56.2 100.0
asylum seekers.
Most of the interpreters I worked n 27 35 71 34 51 218
with have the competence required
for the service. % 12.4 16.1 32.6 15.6 23.4 100.0
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Strongly

Statement disagree Disagree Neutral Agree Strongly agree Total
Working with interpreters leads to a n 24 31 47 58 61 221
prolonged period of consultations and
examinations with the patient. Yo 10.9 14.0 21.3 26.2 27.6 100.0
The interpreters I work with greatly n 13 13 43 80 71 220
facilitate my communication with
patients, % 59 5.9 19.5 36.4 32.3 100.0
Interpreters need to be familiar with n 1 21 32 60 99 223
medical terminology in order to
provide a better service. % 4.9 9.4 14.3 26.9 44 .4 100.0
Interpreters need to have detailed n 13 9 37 75 89 223
knowledge of the culture of the
community they serve. % 5.8 4.0 16.6 33.6 39.9 100.0
My patient consultations with n 13 28 53 80 44 218
interpreters usually go smoothly. % 6.0 12.8 24.3 36.7 20.2 100.0
The presence of an interpreter in n 20 38 51 58 55 oy
service delivery has a negative effect
on patient privacy. % 9.0 17.1 23.0 26.1 24.8 100.0
Interpreters should receive training n 11 7 24 76 105 223
on issues relating to migrants,

% 4.9 3.1 10.8 34.1 47.1 100,0

refugees or asylum seekers.
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Table 4.19.2 shows that more than half of the respondents (53.8%, n=119)
“strongly agreed” or “agreed” with the statement “Working with interpreters leads to
a prolonged period of interviewing and examinations with the patient” whereas 24.9%
(n=55) “strongly disagreed” or “disagreed” with it. 21.3% (n=47) chose to respond
neutrally.

68.7% (n=151) of the respondents gave “strongly agree” or “agree” response
to the statement “The interpreters I work with greatly facilitate my communication
with patients” and only 11.8% (n=26) of the responses were “strongly disagree” or
“disagree”, with 19.5% (n=43) neutral response (Table 4.19.2).

Many respondents (71.3%, n=159) “strongly agreed” or “agreed” with the
statement “Interpreters need to be familiar with medical terminology in order to
provide a better service” . It was 14.3% (n=32) of the total respondents who “strongly
disagreed” or “disagreed” with it , and 14.3% (n=32) gave a neutral response (Table
4.19.2).

73.5% (n=164) of the respondents “strongly agreed” or “agreed” with the
statement “Interpreters need to have detailed knowledge of the culture of the
community they serve” whereas only 9.8% (n=22) “strongly disagreed” or “disagreed”
with it and 16.6% (n=37) had a neutral stance (Table 4.19.2).

More than half of the respondents provided “strongly agree” or “agree”
responses to the statement “My patient consultations with interpreters usually go
smoothly” (56.9%, n=124), 18.8% (n=41) chose to “strongly disagree” or “disagree”,
and 24.3% (n=53) had a neutral attitude (Table 4.19.2).

Half of the respondents (50.9%, n=113) either “strongly agreed” or “agreed”
with the statement “The presence of an interpreter in service delivery has a negative
effect on patient privacy. 26.1% (n=58) of the responses were “strongly disagree” or
“disagree”, 23.0% (n=51) were neutral (Table 4.19.2).

The majority of the respondents (81.2%, n=181) “strongly agreed” or “agreed”
with the statement “Interpreters should receive training on issues relating to migrants,
refugees or asylum seekers”. Only 8.0% (n=18) of the respondents chose options

“disagree” or “strongly disagree” (Table 4.19.2).
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Strongly

Statement disagree Disagree Neutral Agree Strongly agree Total
Health workers should be trained in the n 17 20 32 81 73 223
methods of working with interpreters
when communicating with migrant, % 7.6 9.0 14.3 36.3 32.7 100.0
refugee or asylum-seeking patients.
I have sufficient knowledge of the n 37 48 55 38 45 223
culture of migrants, refugees or asylum o, 16.6 215 247 17.0 20.2 100.0
seekers I serve.
The difference in culture between me n 23 42 49 58 51 223
and migrant, refugee or asylum seeker
patlent‘s is one of the 1mpo.rtant fact.ors o, 10.3 13.8 270 6.0 279 100.0
that raises my stress level in my daily
work life.
Migrant, refugee or asylum seeker n 25 38 46 67 45 221
patients talk about their illnesses
comfortably with health workers. Yo 11.3 17.2 208 30.3 204 100.0
I have sufﬁ.cient knowledge of the legal n 37 63 59 38 25 P
status of migrants, refugees or asylum
seekers. % 16.7 28.4 26.6 17.1 11.3 100.0
I have sufficient knowledge of the health n 33 63 44 >2 30 222
rights of migrants, refugees or asylum % 14.9 28.4 19.8 234 13.5 100.0

seekers.
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69% (n=154) of the respondents “strongly agreed” or “agreed” with the
statement “Health workers should be trained in the methods of working with
interpreters when communicating with migrant, refugee or asylum-seeking patients”
while 16.6% (n=37) “strongly disagreed” or “disagreed” with it. 14.3% (n=32) of the
respondents provided a “neutral” answer (Table 4.19.3).

The responses showing both agreement and disagreement with the statement ““/
have sufficient knowledge of the culture of migrants, refugees or asylum seekers I
provide services to” were distributed quite evenly with 37.2% (n=83) of all the
responses “strongly agreeing” and ‘“agreeing”, and 38.1% (n=85) “strongly
disagreeing” and “disagreeing” with the statement. The respondents who neither
agreed nor disagreed represented a quarter of the overall study population (24.7%,
n=55) (Table 4.19.3).

Almost half of the respondents (48.8%, n=109) “strongly agreed” or “agreed”
with the statement “The difference in culture between me and migrant, refugee or
asylum seeker patients is one of the important factors that raise my stress level in my
daily work life”, 29.1% (n=65) “strongly disagreed” or “disagreed”, and 22.0% (n=49)
provided a neutral response (Table 4.19.3).

Half of the respondents (50.7%, n=112) “strongly agree” or “agree” with the
statement “Migrant, refugee or asylum seeker patients talk about their illnesses
comfortably with health workers”, with 28.5% (n=63) “disagreeing” or “strongly
disagreeing”, and 20.8% (n=46) responding neutrally (Table 4.19.3).

Overall, there were more respondents who “disagreed” or “strongly disagreed”
with the statement “I have sufficient knowledge of the legal status of migrants, refugees
or asylum seekers” (45.1%, n=100) than those who “agreed” or “strongly agreed” with
it (28.4%, n=63), with 26.6% (n=59) respondents providing a neutral comment (Table
4.19.3).

Although the percentages are close, there were more respondents who
“strongly disagreed” or “disagreed” with the statement “/ have sufficient knowledge of
the health rights of migrants, refugees or asylum seekers” (43.3%, n=96) than those
who “agreed” or “strongly agreed” with it (36.9%, n=82) (Table 4.19.3).
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Strongly

Statement disagree Disagree Neutral Agree Strongly agree  Total
Migrant, refugee or asylum seeker n 24 33 60 60 a4 221
patients have insufficient level of
knowledge of health care in Turkey. % 10.9 14.9 271 271 19.9 100.0
The perception of illness of migrant, n 21 29 69 59 43 221
refugee or asylum-seeking patients is
quite different from that of Turkish % 9.5 13.1 31.2 26.7 19.5 100.0
citizen patients.
Health workers should be aware of the n 23 28 45 81 43 220
customs and traditions of the migrants,
refugees or asylum seekers they % 10.5 12.7 20.5 36.8 19.5 100.0
provide services to.

n 64 59 38 38 21 220
Providing health care to migrants,
refugees or asylum seekers is easy. % 29.1 26.8 17.3 17.3 9.5 100.0
Diagnosis of mental health problems in n 16 22 62 50 70 220
migrant, refugee or asylum seeker
patients is more difficult than in % 13 10.0 28.2 22.7 31.8 100.0
patients who are citizens of Turkey.
Conducting laboratory tests on migrant, n 34 59 55 37 35 220
fi lum-seeki tients i

e e P % 155 26.8 25.0 16.8 15.9 100.0

more difficult than that of Turkish
citizens.
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Table 4.19.4 shows that almost half of the respondents (47.0%, n=104) chose
to “agree” or “strongly agree” with the statement “Migrant, refugee or asylum seeker
patients have insufficient knowledge of health care in Turkey” whereas 25.8% (n=57)
disagreed or strongly disagreed with it.

Almost half of the respondents (46.2%, n=102) gave an “agreeing” or “strongly
agreeing” response to the statement “The perception of illness of migrant, refugee or
asylum-seeking patients is quite different from that of Turkish citizen patients” and
22.6% (n=50) chose to disagree or strongly disagree with it, with 31.2% (n=69) of the
respondents providing a neutral stance (Table 4.19.4).

Over half of the respondents (56.3%, n=124) “agreed” or “strongly agreed”
with the statement “Health workers should be aware of the customs and traditions of
the migrants, refugees or asylum seekers they provide services to”. 20.5% (n=45)
preferred to respond neutrally and 23.2% (n=51) “disagreed” or “strongly disagreed”
with the idea of becoming knowledgeable about the customs and traditions of the
migrants, refugees or asylum seekers they serve (Table 4.19.4).

More than half of the respondents chose to “disagree” or “strongly disagree”
with the statement “Providing health care to migrants, refugees or asylum seekers is
easy” (55.9%, n=123), with 26.8% (n=59) agreeing or strongly agreeing (Table
4.19.4).

Over half of the respondents (54.5%, n=120) “agreed” or “strongly agreed”
with the statement “Diagnosis of mental health problems in migrant, refugee or
asylum-seeking patients is more difficult than in patients who are citizens of Turkey”.
17.3% (n=38) chose to respond “disagree” or “strongly disagree” and 28.2% (n=62)
gave a neutral response (Table 4.19.4).

42.3% (n=93) of all the responses to the statement “Conducting laboratory
tests on migrant, refugee or asylum-seeking patients are more difficult than those of
Turkish citizens” was “disagree” or “strongly disagree”, and 32.7% (n=72) was
“agree” or “strongly agree”, which was followed by 25.0% (n=55) “neutral” responses

(Table 4.19.4).
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Strongly

Statement disagree Disagree Neutral Agree Strongly agree Total

o . n 21 46 57 50 47 221
Convincing migrants, refugees or asylum
seekers to a certain treatment method is
more difficult than for patients who are % 95 20.8 25.8 22.6 21.3 100.0
citizens of Turkey.
Migrant, refugee or asylum seeker patients n 48 42 50 50 31 221
act in accordance with the rules such as
application, appointment times, queue- % 21.7 19.0 22.6 22.6 14.0 100.0
taking.
Migrant, refugee or asylum seeker patients n 22 35 72 33 39 221
}Slg\g a high level of confidence in medical o 10.0 15.8 326 24.0 17.6 100.0
The number of staff in the working n 44 66 47 39 25 221
environment where I serve mlgrantg, % 19.9 299 213 17.6 113 100.0
refugees or asylum seekers is sufficient.
Reproductive health counseling materials n 30 42 67 51 31 221
are sufficient in the working environment o, 13.6 19.0 30.3 231 14.0 100.0

where I serve migrants, refugees or
asylum seekers.
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Table 4.19.5 shows that 43.9% (n=97) of the respondents “agreed” or “strongly
agreed” with the statement “Convincing migrants, refugees or asylum seekers to a
certain treatment method is more difficult than for patients who are citizens of Turkey”.
The percentage of respondents who “disagreed” or “strongly disagreed” with it was
30.3% (n=67). 25.8% (n=57) of the respondents chose to provide a neutral response to
the item.

40.7% (n=90) of the respondents chose to “disagree” or “strongly disagree”
with the statement “Migrant, refugee or asylum seeker patients act in accordance with
the rules such as application, appointment times, queue-taking” while 36.6% (n=81)
agreed” or “strongly agreed” with it. There were 50 respondents (22.6%) who
responded to this item neutrally (Table 4.19.5).

41.6% (n=92) of all the respondents either “agreed” or “strongly agreed” with
the statement “Migrant, refugee or asylum seeker patients have a high level of
confidence in their medical staff” whereas 32.6% (n=72) responded to it neutrally. The
percentage of the respondents who chose to “disagree” or “strongly disagree” with the
statement was 25.8% (n=57) (Table 4.19.5).

Almost half of the respondents (49.8%, n=110) expressed their “disagreement”
or “strong disagreement” with the statement “The number of staff in the working
environment where [ serve migrants, refugees or asylum seekers is sufficient”. On the
other hand, 28.9% (n=64) “agreed” or “strongly agreed” with it, and 21.3% (n=47)
responded neutrally (Table 4.19.5).

The responses to the statement “Reproductive health counseling material is
sufficient in the working environment where I serve migrants, refugees or asylum
seekers” were observed to be quite distributed across the scale, with the most frequent
single response being ‘“neutral” (30.3%, n=67). In total, 32.6% (n=72) of the
respondents chose to “strongly disagree” or “disagree” with the statement, and 37.1%

(n=82) “agreed” or “strongly agreed” with it (Table 4.19.5).
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Strongly

Statement disagree Disagree Neutral Agree Strongly agree Total
n 33 44 62 58 24 221
The physical conditions of the working
environment in which I serve migrants,
refugees or asylum seekers are sufficient. % 14.9 19.9 28.1 26.2 10.9 100.0
Providing services to migrants, refugees n 15 31 53 56 66 221
or asylum seekers is exhausting in terms
of the mental health of the service % 6.8 14.0 24.0 253 299 100.0
provider.
. . . n 39 58 48 52 24 221
When providing services to migrants,
refugees or asylum seekers, there are
times I feel under threat (e.g. threat of % 17.6 26.2 21.7 23.5 10.9 100.0
physical violence).
If I had other opportunities, I would still n 41 28 61 48 43 221
llelfkte‘;ssewe migrants, refugees or asylum o 18.6 12.7 27.6 21.7 19.5 100.0
I fee-l professionally satisfied when n 34 31 59 58 39 271
serving migrants, refugees and asylum
seekers. % 15.4 14.0 26.7 26.2 17.6 100.0
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According to Table 4.19.6, the responses to the statement “The physical
conditions of the working environment in which I serve migrants, refugees or asylum
seekers are sufficient” were distributed widely, with 34.8% (n=77) of the respondents
“disagreeing” or “strongly disagreeing” with the statement, 37.1% (n=82) “agreeing”
or “strongly agreeing”, and 28.1% (n=62) providing a neutral response.

More than half of the respondents (55.2%, n=122) chose to “agree” or “strongly
agree” with the statement “Providing services to migrants, refugees or asylum seekers
is exhausting in terms of the mental health of the service provider” while 20.8% (n=46)
“disagreed” or “strongly disagreed” with it and 24.0% (n=53) showed a neutral stance
(Table 4.19.6).

43.8% (n=97) of the respondents “disagreed” or “strongly disagreed” with the
statement “When providing services to migrants, refugees or asylum seekers, there are
times [ feel under threat (e.g. threat of physical violence)” whereas 34.4% (n=76)
“agreed” or “strongly agreed” with it (Table 4.19.6).

41.2% (n=91) of the respondents ‘“agreed” or “strongly agreed” with the
statement “If [ had other opportunities, I would still like to serve migrants, refugees or
asylum seekers”, and 31.3% (n=69) “disagreed” or “strongly disagreed” with it. There
were 61 respondents (27.6%) who did not indicate a preference by choosing the option
“neutral” (Table 4.19.6).

Overall, 43.8% (n=97) of the respondents gave “strongly agree” or “agree”
response to the statement “I feel professionally satisfied when serving migrants,
refugees and asylum seekers” while 29.4% (n=65) “disagreed” or “strongly disagreed”

with the statement with 26.7% (n=59) responding “neutrally” (Table 4.19.6).
4.3 Responses to the Maslach Burnout Inventory

Table 4.20 shows that overall, the distribution of responses to Emotional
Exhaustion (EE) subscale items across the frequency scale was observed to be quite
extended. The items that were reported to be most frequently experienced (i.e. “every
day” and “a few times a week”) by relatively more respondents were as follows:

“I feel used up at the end of the workday.” (every day: 28.4%, n=63, a few

times a week: 27.0%, n=60)

“I feel I'm working too hard on my job.” (every day: 31.2%, n=69)
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Items less frequently experienced (i.e. “a few times a month”) by

proportionately the highest number of respondents included the following:

“I feel emotionally drained from my work.” (32.0%, n=71)

“I feel fatigued when I get up in the morning and have to face another day on
the job.” (30.6%, n=68)

“Working with people all day is really a strain for me.” (27.9%, n=62)

“I feel burned out from my work.” (32.4%, n=72)

In terms of the least frequently experienced items, it was observed that the

items ““I feel frustrated by my job” and “I feel like I'm at the end of my rope.” were

“never” experienced by the highest percentage of respondents (29.9%, n=66; 38.7%,

n=86, respectively).

Table 4.20. Distribution of health professionals according to the frequency of their
experience of emotional exhaustion subscale* (Gaziantep, Hatay, Izmir,
Sanlurfa, January-March 2020)

A few A few A few Eve
Statement Never timesa timesa timesa very Total
day
year month  week

I feel emotionally n 51 38 71 33 29 222
drained from my
work. %  23.0 17.1 32.0 14.9 13.1  100.0
I feel used up at the n 17 27 55 60 63 222
endofthe workday. o, 77 135 248 270 284 100.0
I feel fatigued when I n 33 30 68 44 47 222
get up in the morning
andhavetoface o/ 49 135 306 198 212 1000
another day on the job.
Working with people n 47 44 62 35 34 222
all day is really a % 212 198 279 158 153  100.0
strain for me.
I feel burned out from n 48 28 72 31 43 222
my work. % 21.6 12.6 32.4 14.0 19.4  100.0

* Maslach Burnout Inventory
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Table 4.20 (continued)

A few A few A few
Every

Statement Never times timesa timesa Total
day
ayear month week
I feel frustrated by my n 66 46 >4 31 24 221
job. % 299 208 244 14.0 10.9  100.0
n 32 28 54 38 69 221
I feel I'm working too
hard on my job. % 14.5 12.7 244 17.2 31.2 100.0
Working with people n 47 59 55 27 34 222
directly puts too much
stress on me. % 212 266 248 122 153 1000
I feel like I’'m at the n 86 62 39 15 20 222
end of my rope. % 387 279 17.6 6.8 9.0  100.0

* Maslach Burnout Inventory

The responses to the depersonalization subscale (DP) of the Maslach Burnout
Inventory show that the highest percentage of respondents “never” experiencing the
feelings described in the items (Table 4.21).

More than half of the respondents reported that they “never” feel “they don’t
really care what happens to their patients” (56.1%, n=124). Similarly, 45.0% of the
respondents chose the option never for the item “I feel I treat some patients as if they
were impersonal objects” (45.0%, n=100).

Compared to the items above, relatively fewer respondents chose “never” as

the most frequent response to the other items as shown in Table 4.21.

Table 4.21. Distribution of health professionals according to the frequency of their
experience of depersonalization subscale* (Gaziantep, Hatay, [zmir,
Sanlurfa, January-March 2020)

Afew A few A few

Statement Never timesa timesa timesa Every Total
day
year month week
I feel I treat some n 100 37 54 21 10 222
patients as if they
were impersonal % 45.0 16.7 243 9.5 4.5 100.0
‘objects’.

* Maslach Burnout Inventory
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Table 4.21. (continued)

A few A few A few

Statement Never timesa timesa timesa Every Total
day

year month week
Ive become more n 67 39 52 33 30 221
ca110111$ t,owafldt . % 303 17.6 23.5 14.9 13.6  100.0
people since I too
this job.
I worry that this job n 66 53 59 24 20 222
is hardening me
emotionally. % 29.7 239 26.6 10.8 9.0 100.0
I don’t really care n 124 42 35 10 10 221
what halz.PeI;S to % 561  19.0 15.8 4.5 45  100.0
some patients.
I feel patients blame n 7 53 60 19 12 221
me forsome of their o/ 349 240 277 8.6 54 1000

problems.

* Maslach Burnout Inventory

Table 4.22. Distribution of health professionals according to the frequency of their
experience of personal accomplishment* (Gaziantep, Hatay, Izmir,
Sanlurfa, January-March 2020)

A few

A few times A few Eve
Statement Never timesa ! . times a (\lla;y Total
year month week
I can easily n 13 14 44 75 76 222
understand how my
patients feel about % 59 63 198 338 342  100.0
things.
I deal very effectively n 13 9 27 55 117 221
with the problems of
my patients. % 5.9 4.1 12.2 24.9 52.9 100.0
I feel I’'m positively n 15 15 41 56 95 222
influencing other
people’s lives through % 6.8 6.8 18.5 25.2 42.8 100.0
my work.
I foel i n 22 25 68 63 44 222
celveryenergetic. oy 99 11.3 306 284 198 100.0

I can easily create a n 11 17 62 46 83 219

relaxed atmosphere

with my patients. % 5.0 7.8 28.3 21.0 37.9  100.0
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Table 4.22. (continued)

A few

A few times A few Eve
Statement Never times a times da;y Total
year g @ week
n 20 18 56 66 62 222

I feel exhilarated

after working closely o/ g g 8.1 252 297 279 1000
with my patients.

I have accomplished n 6 27 54 57 77 221

many worthwhile

things in this job. % 2.7 12.2 24.4 25.8 348 100.0
n 22 25 62 56 55 220

In my work, I deal
with emotional

problems very % 100 114 282 255 250 1000
calmly.

* Maslach Burnout Inventory

The data for the subscale of Personal Accomplishment (PA) show that the most
frequent response was “every day” for 6 out of 8 items (Table 22.1). More than half of
the respondents (52.9%, n=117) reported that they feel “they deal very effectively with
the problems of their patients” ‘“every day”. Likewise, 42.8% (n=95) of the
respondents felt that they are positively influencing other people’s lives through their
work “every day” and 37.9% (n=83) felt they could easily create a relaxed environment
with the patients everyday (Table 4.22).

The two items with “a few times a month” and “a few times a week” as the
most frequent responses were ““I feel very energetic” (30.6%, n=68) and “In my work,
I deal with emotional problems very calmly” (28.2%, n=62) (Table 4.22).

According to Table 4.23, the mean scores of the MBI subscales were calculated
to be 17.18949.202 for emotional exhaustion, 6.2744+4.767 for depersonalization, and
21.783+6.431 for personal accomplishment (Table 4.23). Analyzed according to
province, the scores showed slight increase in emotional exhaustion subscale in

Gaziantep and Sanlurfa.
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Table 4.23. Means and standard deviations of Maslach Burnout Inventory scores
(Gaziantep, Hatay, Izmir, Sanlurfa, January-March 2020)

Emotional Depersonalization Personal
Province Exhaustion Accomplishment
Gaziantep Mean 23.153 8.038 21.654
(n=26) SD 7.893 3.638 4.638
Hatay Mean 13.017 6.552 20.483
(n=58) SD 7.624 4.787 7.890
Izmir Mean 12.983 4.783 22.517
(n=60) SD 8.292 4.723 7.167
Sanhurfa Mean 21.538 6.628 22.230
(n=70) SD 8.308 4.888 4.938
Total Mean 17.189 6.274 21.783
(n=214) SD 9.202 4.767 6.431

4.4 Perceptions of Respondents About Training Needs and
Recommendations for Better Service Delivery

Respondents were divided almost equally into two groups who want (49.3%,

n=105) and do not want (50.7%, n=108) to receive training in migration health matters

(Table 4.24).

It was observed that the percentages of respondents who are interested in

training were quite high in Izmir (62.1%, n=36) and Hatay (74.1%, n=40). On the other

hand, in Gaziantep and Sanlurfa, there were a few respondents who would like to

receive training (30.8%, n=8, 28.0%, n=21, respectively) as opposed to those who

wouldn’t like (69.2%, n=18; 72.0%, n=54).

Table 4.24. Distribution of health professionals according to province and their
interest in receiving training (Gaziantep, Hatay, [zmir, Sanlurfa, January-

March 2020)
Gaziantep Hatay [zmir Sanliurfa Total*
n % n % n % n % n %
Interest in
training
No 18  69.2 14 259 22 379 54 720 108 50.7
Yes 8 30.8 40 74.1 36 62.1 21 28.0 105 49.3
Total** 26 122 54 253 58 272 75 352 213 100.0

*: Column percentage

**: Row percentage
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Overall, the most frequently preferred training topics were language (12.2%,
n=9), mental health (10.8%, n=8), reproductive health/family planning (9.5%, n=7),
the culture of migrant, refugee and asylum seeking populations (9.5%, n=7),
noncommunicable diseases (NCD) (8.1%, n=6) and vaccination (8.1%, n=6) (Table
4.25).

Analyzed by province, the data show that in Hatay, the most frequently
mentioned training topics were NCD (20.0%, n=5), mental health (16.0%, n=4),
vaccination (12.0%, n=3) and reproductive health/family planning (8.0%, n=2). There
was no respondent in Hatay that indicated “language training” as a preference. In
Izmir, mostly preferred training topics were reproductive health/family planning
(18.2%, n=4), mental health (13.6%, n=3), and the culture of migrant, refugee and
asylum-seeking populations (13.6%, n=3).

Table 4.25. Distribution of health professionals according to province and their topic
of interest in receiving training (Gaziantep, Hatay, Izmir, Sanlurfa,
January-March 2020)

Gaziantep Hatay Izmir Sanliurfa Total
Pref;rred . n % n % n % n % n %
training topics
Language 2 66.7 - -1 45 6 250 9 12.2
Mental health i N £ Y I RS 8 108
Reproductive
health - - 2 80 4 182 1 4.2 7 9.5
Culture of . - - -3 136 4 167 7T 95
migrants
Nopcommumcabl i i 5 20. 1 45 i 6 2.1
e diseases 0
Vaccination - - 3 120' 1 45 2 8.3 6 8.1
Legal rights 1 333 - -2 9.1 2 8.3 5 6.8
Health system - - 1 40 3 13.6 - - 4 5.4
Infant follow-up - - 2 80 - -2 8.3 4 5.4
Emergency care - - - -1 45 1 4.2 2 2.7
Pregnancy follow- i 1 40 1 45 - i 5 27
up
Health center
administration ) ) 2 80 - T ) 2 27
Computer literacy - - 2 80 - - - - 2 2.7
Social issues - - - - - -2 8.3 2 2.7
Illnesses with high i i o _ 3.3 5 27

risk
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Gaziantep Hatay [zmir Sanliurfa Total
Prgfgrred . n % n % n % n % n %
training topics
USG - - - - 1 4.5 - - 1 1.4
Oral and dental
health - - - -1 4.5 - - 1 1.4
Gerontology - - 1 40 - - - - 1 1.4
Homecare - - 1 4.0 - - - - 1 1.4
Medical training - - 1 40 - - - - 1 1.4
C.ommunlcable i i i i i - 49 1 1.4
diseases
Family medicine - - - - - - - - - -
Total 3 41 25 338 22 297 24 324 74* 100.0

*The number represents respondents who expressed a need for training

In terms of the respondents’ preference over the method of potential training

programmes, conference and symposiums were mentioned by 37.6% (n=82) of the

respondents (Table 4.26). Two other frequently indicated methods of instruction were

theoretical (24.3%, n=53) and distance trainings (22.9%, n=50).

Table 4.26. Distribution of health professionals according to province and preferred
training method (Gaziantep, Hatay, Izmir, Sanliurfa, January-March

2020)
Gaziantep  Hatay Izmir  Sanliurfa Total*
n % n % n % N % n %
Method
Conference-Symposium 7 35.0 31 449 25 424 19 27.1 82 37.6
Theoretical 6 30.0 17 246 13 220 17 27.1 53 243
Distant 5 250 12 174 14 237 19 243 50 229
Training material 2 100 8 11.6 6 102 14 200 30 13.8
Other - -1 14 1 1.7 1 14 3 1.4
Total* 20 9.2 69 31.7 59 27.1 70 32.1 218 100.0

*: Column percentage

**: Row percentage

The overall data for the recommendations of respondents to improve healthcare

provision to migrant, refugee and asylum-seeking populations reveal that the

employment of more health personnel was mentioned most frequently, by 25.9%

(n=21) of respondents. It was followed by the employment of bilingual staff members
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(12.3%, n=10), establishment of more migrant health centers (11.1%, n=9), and
language courses for health workers (11.1%, n=9) (Table 4.27).

When analyzed according to province, it was observed that in Hatay, the

respondents mentioned the strengthening of system as often as the increased number

of personnel (26.7%, n=4). In Gaziantep, besides language courses for health workers,

enforcing the same rules as Turkish citizens for migrant, refugee and asylum-seeking

patients in access to healthcare was also the most frequent response (25.0%, n=2)

(Table 4.27).

Table 4.27. Distribution of health professionals according to province and
recommendation for the improvement of healthcare to migrant, refugee
and asylum seekers (Gaziantep, Hatay, [zmir, Sanlurfa, January-March

2020)
Gaziantep Hatay Izmir Sanlurfa Total*

Recommendation n % n % n % n % n %
More personnel I 125 4267 7 583 9 19.6 21 259
Bilingual staff - - - - - - 10 21.7 10 123
Health centers for migrants I 125 - -1 83 7 152 9 11.1
Language courses for healthcare 2 250 - o ~ 7152 9 111
workers
Strengthening of the system - - 4267 1 83 3 65 8 99
Balancing workload I 125 - - - - 3 65 4 49
Establishment of new hospitals - - 2133 1 83 1 22 4 49
Improved infrastructure - - 3200 - - - - 3 37
Salary increase I 125 - - - -1 22 2 25
Rest'rlctlons‘ on 2 250 - o o 2 25
services/entitlements
Training of patients - -1 67 - -1 22 2 25
Lgnguage courses for i o o 9 43 2 25
migrants/refugees
Awareness raising of i o _ 1 83 - 1 1o
migrants/refugees
Edpcatmn of refugee/migrant 1 67 - o 1 12
children
Oral and dental health i o 1 83 - 1 12
programmes
Ensuring security of health i o o 1 290 1 12
workers
Psychosocial services in mother o o 1 290 1 12
tongue
Total** 8 9.9 15 185 12 148 46 56.8 81 100.0

*: Column percentage

**: Row percentage
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Table 4.28 shows a variety of additional comments by the respondents to

advance the services provided to migrants, refugees and asylum seekers. There were a

total of 27 responses to this item, with the most frequent comments focusing on

strengthening migrant health centers (26.0%, n=7), training patients (19.0%, n=5), and

imposing restrictions on refugee population’s applications in the same way as Turkish

citizens (11.0%, n=3).

Table 4.28. Distribution of health professionals according to province and other
comments regarding healthcare provision to migrant, refugee and asylum
seekers (Gaziantep, Hatay, Izmir, Sanliurfa, January-March 2020)

Other comments/

. Gaziantep  Hatay [zmir Sanliurfa Total
recommendations
n n n n n
Migrant health units 1 i i 6 7
should be strengthened
Patients should be trained - 1 1 3 5
Applications should be
) 2 - - 1 3
restricted
Health workers should be
entitled to vouchers and - - 2 - 2
shuttle services
Trainings should be more
- 1 - 1 2
often
Workload should be
L. 1 - - 1 2
optimized
Sufficient equipment | |
should be provided ) ) )
Salaries should be
. - - 1 - 1
increased
Learning Turkish
language should be 1 - - - 1
mandatory
Access to services should i i i 1 1
be fast and simple
Interpreters should be
i - - - 1 1
hired
Syrians' low levels of
SES should be - - - 1 1
considered
Total 5 2 5 15 27
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4.5 Comparative Analysis of Responses with Maslach Burnout Inventory
Scores

The Shapiro-Wilk Test was utilized to examine whether the data are normally
distributed or not. Table 4.29 shows that the data for all the three MBI subscales
(Emotional Exhaustion, Depersonalization and Personal Achievement) deviate from
normal distribution with the p values below 0.01, verifying the null hypothesis that the
distribution of data is different from normal distribution (Annex 5, Figure 4.1). Hence,
the statistical significance of the relationships between variables were tested through

non-parametric tests.

Table 4.29. Shapiro-Wilk Normality Test for Maslach Burnout Inventory sub-scales
(Health personnel, Gaziantep, Hatay, izmir, Sanlrfa, January-March

2020)
Variable Statistic p value
Emotional exhaustion 0.9781256 0.0016079
Personal achievement 0.9452401 0.0000002
Depersonalization 0.9418478 0.0000001

Shapiro-Wilk Normality Test
4.5.1 Maslach Burnout Inventory Scores and Gender

The analyses of each sub-scale with Wilcoxon Rank-Sum Test showed that
there was no statistically significant difference in the emotional exhaustion (p=0.244)
(Table 4.30, Figure 4.2), personal achievement (p=0.545) (Table 4.31, Figure 4.3) and
depersonalization scores (p= 0.983) (Table 4.32, Figure 4.4) between female and male

respondents.
Emotional Exhaustion

Table 4.30. Emotional Exhaustion scores of Maslach Burnout Inventory Scale
according to gender (Health personnel, Gaziantep, Hatay, Izmir,
Sanlurfa, January-March 2020)

Gender n Mean Median IQR

Male 124 16.43902 17 13.5

Female 100 18.12121 17 16.0
p=0.244

Wilcoxon Rank-Sum Test
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Figure 4.2. Emotional Exhaustion and Gender, Maslach Burnout Inventory Scale
(Health personnel, Gaziantep, Hatay, Izmir, Sanlurfa, January-March

2020)
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Figure 4.3. Personal achievement and Gender, Maslach Burnout Inventory Scale

(Health personnel, Gaziantep, Hatay, Izmir, Sanlurfa, January-March
2020)
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Table 4.31. Personal Achievement scores of Maslach Burnout Inventory Scale
according to gender (Health personnel, Gaziantep, Hatay, [zmir,
Sanliurfa, January-March 2020)

Gender n Mean Median IQR
Male 124 21.38211 22 9
Female 100 22.28283 23 8
p=0.545
Depersonalization

Gender EJ Male Female

20

151

101

Depersonalization

Malle Felinale
Gender

Figure 4.4. Depersonalization and Gender, Maslach Burnout Inventory Scale (Health
personnel, Gaziantep, Hatay, Izmir, Sanliurfa, January-March 2020)

Table 4.32. Depersonalization scores of Maslach Burnout Inventory scale according
to gender (Health personnel, Gaziantep, Hatay, Izmir, Sanlurfa, January-

March 2020)
Gender n Mean Median IQR
Male 124 6.260163 6 7.5
Female 100 6.292929 6 8.0

p=0.983
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4.5.2 Maslach Burnout Inventory Scores and Age

According to the Shapiro-Wilk test for the age variable, it was observed that
the data were distributed differently than normal distribution (p<0.01) (Table 4.33).
Based on this finding, nonparametric correlation tests, Kendall’s tau-b and Spearman’s
rank correlation coefficient were utilized for the analysis of the association between

MBI subscores and age variables.

Table 4.33. Shapiro-Wilk Normality Test for Age (Health personnel, Gaziantep,
Hatay, Izmir, Sanlurfa, January-March 2020)

Variable Statistic p value

Age 0.9518372 0.0000008

Shapiro-Wilk Normality Test

The results of the Spearman’s rank correlation coefficient test showed a weak,
statistically significant negative correlation between the variables age and Emotional
Exhaustion scores (rs=-0.242, p=0.00), and no statistically significant correlation was
found between age and other MBI subscales, namely, depersonalization and personal
achievement (Table 4.34).

According to the Kendall’s tau-b test, it was observed that there was a weak
statistically significant negative correlation between age and Emotional Exhaustion
(Tp=-0.19, p=0.00), and between age and Depersonalization (Ty-=-0.148, p=0.005)
(Table 4.34).

Table 4.34. Correlation between age and Maslach Burnout Inventory scores (Health
personnel, Gaziantep, Hatay, Izmir, Sanliurfa, January-March 2020)

Variable Age

Spearman’s rho Kendall’s tau-b
Emotional Exhaustion -0.242* -0.19%*
Depersonalization -0.186 -0.148*
Personal Achievement 0.024 0.018

* weak association
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4.5.3 Maslach Burnout Inventory Scores and Number of Children

The analysis of the data using Kruskal-Wallis Test showed a statistically
significant difference only between the subscale of Emotional Exhaustion and the
categories of having one, two and three or more children, and none (p<0.01) (Table
4.35).

Table 4.35. The relationship between Maslach Burnout Inventory scores and number
of children (Health personnel, Gaziantep, Hatay, Izmir, Sanlurfa, January

-March 2020)
Variable Number of children
n statistic df p
Emotional Exhaustion 224 31.60208 3 0.0000006
Depersonalization 224 5.210736 3 0.157
Personal Achievement 224 2.695265 3 0.441

Pairwise Wilcox Test

Pairwise Wilcox Test was utilized to understand between which categories
there is a statistically significant difference. Accordingly, the difference in the
Emotional Exhaustion scores could be observed between the respondents with 1 child
and those with 3 and more, the respondents with 2 children and those with 3 and more,
and finally the respondents with no children and those having 3 and more (Table 4.36,

Figure 4.5).

Table 4.36. Pairwise Wilcox Test for Emotional Exhaustion scores of Maslach
Burnout Inventory according to number of children (Health personnel,
Gaziantep, Hatay, Izmir, Sanlurfa, January-March 2020)

Emotional Exhaustion

Group 1 Group2 nl n2 Statistic P p.adj p.adj.signif
Ichild  2children 41 59 11525 0.847 0.847 ns

1 child 3and more 41 65 1941.5  0.0000229  0.000114 oA

1 child none 41 59 1302.5 0.304 0.608 ns
2children 3 andmore 59 65 2912.5 0.000000600 0.00000380 sk

2 children  none 59 59 1984.5 0.136 0.408 ns
fn?)rrl;l none 65 59 11605 0.000240 0.000960 sk

Pairwise Wilcox Test
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Figure 4.5. Emotional Exhaustion scores of Maslach Burnout Inventory and number
of children (Health personnel, Gaziantep, Hatay, Izmir, Sanlurfa, January-
March 2020)

4.5.4 Maslach Burnout Inventory Score and Profession

There was a statistically significant difference between Emotional Exhaustion
and the respondents’ profession according to the Kruskal-Wallis Test (p<0.05) (Table
4.37). The subscales Depersonalization and Personal Achievement were not found to

be statistically different.

Table 4.37. The relationship between profession and Maslach Burnout Inventory
scores (Health personnel, Gaziantep, Hatay, Izmir, Sanlurfa, January-

March 2020)
Variable Profession
n statistic df p
Emotional Exhaustion 224 10.61845 2 0.00495
Depersonalization 224 0.8367138 2 0.658
Personal Achievement 224 0.8811739 2 0.644

Kruskal-Wallis Test
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In order to identify the pairs showing a statistically significant difference,

Pairwise Wilcox Test was run, and the results indicated that the difference stemmed

from the Emotional Exhaustion scores of doctors and nurses (Table 4.38, Figure 4.6).

Table 4.38. Pairwise Wilcox Test for Emotional Exhaustion scores of Maslach
Burnout Inventory according to profession (Health personnel, Gaziantep,

Hatay, Izmir, Sanlurfa, January-March 2020)

Emotional Exhaustion

Group 1 Group 2 nl n2 Statistic p p.adj  p.adj.signif
Other Doctor 26 116 1481.0 0.943 0.943 Ns
Other Nurse 26 82 1307.0 0.065 0.131 Ns
Doctor Nurse 116 82 5902.5 0.001 0.004 *x
Pairwise Wilcox Test
Profession E- Doctor Nurse - Other
30
k=
g
< 207
w
-
g
£
5 107
0 o
Doctor Nurse Other
Profession

Figure 4.6. Emotional Exhaustion scores of Maslach Burnout Inventory and
profession (Health personnel, Gaziantep, Hatay, [zmir, Sanlurfa,
January-March 2020)
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4.5.5 Maslach Burnout Inventory Score and Year of Graduation

According to the Kruskal-Wallis Test, there was a statistically significant
difference between Emotional Exhaustion and the respondents’ year of graduation
(p<0.05) (Table 4.39). The scores for the subscales Depersonalization and Personal

Achievement were not found to be statistically different.

Table 4.39. The relationship between year of graduation and Maslach Burnout
Inventory scores (Health personnel, Gaziantep, Hatay, Izmir, Sanlurfa,
January-March 2020)

Variable Profession

n statistic df p
Emotional Exhaustion 192 18.24021 2 0.000109
Depersonalization 192 3.708601 2 0.157
Personal Achievement 192 0.6346628 2 0.728

Kruskal-Wallis Test

In order to identify the pairs indicating a statistically significant difference,
Pairwise Wilcox Test was utilized, according to which the Emotional Exhaustion
scores of the participants who graduated before 2000 differed from the those who
graduated between 2001-2010, and those who graduated after 2011 (Table 4.40, Figure
4.7).

Table 4.40. Pairwise Wilcox Test for Emotional Exhaustion scores of Maslach
Burnout Inventory according to year of graduation (Health personnel,
Gaziantep, Hatay, izmir, Sanlurfa, January-March 2020)

Emotional Exhaustion

Group 1 Group 2 nl n2 Statistic p p.adj  p.adj.signif

2000and 20012010 56 67 12615 0.003000 0.005000
efore

2000 and 2011 and

56 71 1096.0  0.000022 0.000066 ok

before after
2001-2010 igirl and o6 71 20980 0357000 0357000  ns

Pairwise Wilcox Test
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Figure 4.7. Emotional Exhaustion scores of Maslach Burnout Inventory and year of
graduation (Health personnel, Gaziantep, Hatay, Izmir, Sanlurfa,
January-March 2020)

4.5.6 Maslach Burnout Inventory Score and Training on Migrant and
Refugee Health

The analyses of each sub-scale with Wilcoxon Rank-Sum Test showed that
there is a statistically significant difference in the Emotional Exhaustion scores of the
respondents who received training about migrant and refugee health (p=0.0000001).
Personal achievement (p=0.958) and depersonalization scores (p=0.188) were not
observed to be different based on whether the respondents received a training or not
(Table 4.41).

Table 4.41. Maslach Burnout Inventory Scale Scores according to respondents’

previous training in migrant and refugee health (Health personnel,
Gaziantep, Hatay, Izmir, Sanlurfa, January-March 2020)

Variable Grcl)up Grgup nl n2 statistic p value
Emotional Exhaustion Yes No 92 132 3484 0.0000001
Depersonalization Yes No 92 132 5360.5 0.188

Personal Achievement Yes No 92 132 5954.5 0.958

Wilcoxon Rank-Sum Test
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Figure 4.8. Emotional Exhaustion scores of Maslach Burnout Inventory and
previous training in migrant and refugee health (Health personnel,
Gaziantep, Hatay, Izmir, Sanlurfa, January-March 2020)
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Figure 4.9. Depersonalization scores of Maslach Burnout Inventory and previous
training in migrant and refugee health (Health personnel, Gaziantep,
Hatay, Izmir, Sanlurfa, January-March 2020)
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Figure 4.10. Personal Achievement scores of Maslach Burnout Inventory and

previous training in migrant and refugee health (Health personnel,
Gaziantep, Hatay, [zmir, Sanlurfa, January-March 2020)

4.5.7 Maslach Burnout Inventory Score and the Institution of the
Longest Service Duration

Kruskal-Wallis Test was utilized to understand the relationship between the
MBI scores and the institutions (i.e. hospital, primary healthcare facility, and other)
where the respondents served the longest period of time. According to the analysis,
there was no statistically significant difference in the scores based on the institutions

of the longest service duration (Table 4.42).

Table 4.42. The relationship between the institution of the longest service duration
and Maslach Burnout Inventory scores (Health personnel, Gaziantep,
Hatay, Izmir, Sanlurfa, January-March 2020)

Variable Institution of the longest service duration
n statistic df p
Emotional Exhaustion 222 3.593568 2 0.166
Depersonalization 222 0.0800271 2 0.961
Personal Achievement 222 3.290186 2 0.193

Kruskal-Wallis Test
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Figure 4.11. Emotional Exhaustion scores of Maslach Burnout Inventory and the
institution of the longest service duration (Health personnel, Gaziantep,
Hatay, Izmir, Sanlurfa, January-March 2020)
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Figure 4.12. Depersonalization scores of Maslach Burnout Inventory and the
institution of the longest service duration (Health personnel, Gaziantep,
Hatay, Izmir, Sanliurfa, January-March 2020)
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Figure 4.13. Personal Achievement scores of Maslach Burnout Inventory and the
institution of the longest service duration (Health personnel, Gaziantep,
Hatay, [zmir, Sanlurfa, January-March 2020)

4.5.8 Maslach Burnout Inventory Score and the Previous Experience in
Serving Migrant, Refugee and Asylum seekers

According to the Wilcoxon Rank-Sum Test there was no statistically

significant difference between the MBI scores of the respondents and their previous

experience in working with migrant, refugee and asylum seeker patients (Table 4.43).

Table 4.43. Maslach Burnout Inventory Scale Scores according to respondents’
previous experience in serving migrant, refugee and asylum seekers
(Health personnel, Gaziantep, Hatay, [zmir, Sanliurfa, January-March

2020)

Variable Grcl)up Grcz)up nl n2 statistic p value
Emotional Exhaustion  Yes No 103 117 6115.5 0.958
Depersonalization Yes No 103 117 6573 0.308
Personal Achievement  Yes No 103 117 5428 0.163

Wilcoxon Rank-Sum Test
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Figure 4.14. Emotional Exhaustion scores of Maslach Burnout Inventory and the
previous experience in serving migrant, refugee and asylum seekers
(Health personnel, Gaziantep, Hatay, Izmir, Sanliurfa, January-March
2020)
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Figure 4.15. Depersonalization scores of Maslach Burnout Inventory and the previous
experience in serving migrant, refugee and asylum seekers (Health
personnel, Gaziantep, Hatay, [zmir, Sanlwurfa, January-March 2020)
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Figure 4.16. Personal Achievement scores of Maslach Burnout Inventory and the
previous experience in serving migrant, refugee and asylum seekers
(Health personnel, Gaziantep, Hatay, Izmir, Sanliurfa, January-March
2020)

4.5.9 Maslach Burnout Inventory Score and the Duration of Work with
Migrant, Refugee and Asylum Seeker Patients

Kruskal-Wallis test was executed to analyse the relationship between the MBI
scores and the categories of duration of work with migrant, refugee and asylum seeker
patients, i.e. 20 months and less, 21-40 months and 41 months and more. The results
showed that there was a statistically significant difference in the MBI Personal

Achievement subscale scores of the respondents (p=0.0223) (Table 4.44).

Table 4.44. The relationship between the Duration of Work with Migrant, Refugee
and Asylum Seeker Patients and Maslach Burnout Inventory scores
(Health personnel, Gaziantep, Hatay, izmir, Sanlrfa, January-March

2020)
Variable Duration of Work With Migrant Groups
n statistic df p
Emotional Exhaustion 91 1.336522 2 0.513
Depersonalization 91 4.168121 2 0.124
Personal Achievement 91 7.604973 2 0.0223

Kruskal-Wallis Test
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To understand between which categories there was a statistically significant
difference, Pairwise-Wilcox Test was utilized. Accordingly, there was a difference
between the respondent groups that had been working for migrant, refugee and asylum

seekers for less than 20 months and more than 41 months (Table 4.45).

Table 4.45. Pairwise Wilcox Test for Personal Achievement scores of Maslach
Burnout Inventory according to Duration of Work with Migrant, Refugee
and Asylum Seeker Patients (Health personnel, Gaziantep, Hatay, Izmir,
Sanlurfa, January-March 2020)

Personal Achievement

Group 1 Group 2 nl n2 statistic p p.adj  p.adj.signif
20 months  21-40 38 26 364.0 0.076 0.152 ns

and less months

20 months 41 months 38 27 3085 0.006 0.020 *

and less and more

21-40 41 months 26 27 3295 0.708 0.708 ns
months and more

Pairwise Wilcox Test

Duration of work = 20 months and 21-40 months E341 months and more
less

301 ‘

20 ‘

Personal Achievement

101

04 °

20 morllths and less 21-40 rr'10nths 41 montlhs and more
Duration of work

Figure 4.17. Personal Achievement scores of Maslach Burnout Inventory and the
duration of work with Migrant, Refugee and Asylum Seeker Patients
(Health personnel, Gaziantep, Hatay, Izmir, Sanlurfa, January-March
2020)
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4.5.10 Maslach Burnout Inventory Score and the Current Workplace

According to the Kruskal-Wallis test, there was a statistically significant
difference between the Emotional Exhaustion scores and respondents’ current
workplace, which was categorized as “Family Health Center”, “Migrant Health
Center” and “other, i.e. Emergency Healthcare, Cancer Screening and Early Diagnosis

Center, and Temporary Shelter” (p=0.000) (Table 4.46).

Table 4.46. The relationship between the Current Workplace and Maslach Burnout
Inventory scores (Health personnel, Gaziantep, Hatay, Izmir, Sanlurfa,
January-March 2020)

Variable Current Workplace

n statistic df p
Emotional Exhaustion 222 55.0447 2 0.000
Depersonalization 222 4.946391 2 0.0843
Personal Achievement 222 0.3774225 2 0.828

Kruskal-Wallis Test

No statistically significant relationship was found between current workplace
and Depersonalization scores and Personal Achievement scores.

In order to understand between which groups the Emotional Exhaustion scores
differed, Pairwise-Wilcox test was used. According to the test, the Emotional
Exhaustion scores of the respondents working in Migrant Health Centers were
different from those working in Family Health Centers and other health facilities

(Table 4.47).

Table 4.47. Pairwise Wilcox Test for Emotional Exhaustion scores of Maslach
Burnout Inventory according to Current Workplace (Health personnel,
Gaziantep, Hatay, Izmir, Sanlurfa, January-March 2020)

Emotional Exhaustion

Group 1 Group 2 nl n2 statistic p p.adj  p.adj.signif

Iéamﬂy Health - Other 105 15  990.0 0.109 0.109 ns
enter

Family Health Migrant Health

oY . 105 102 8488.0 0.000 0.000 whkk

Other Migrant Health 15 10> 11195 0.004 0.008 ok

Center

Pairwise Wilcox Test
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Figure 4.18. Emotional Exhaustion scores of Maslach Burnout Inventory and the
current workplace (Health personnel, Gaziantep, Hatay, izmir, Sanlurfa,
January-March 2020)

4.5.11 Maslach Burnout Inventory Score and the Duration of Work in
Current Workplace

Kruskal Wallis Test showed that there was a statistically significant difference
between the respondents’ Emotional Exhaustion scores and their duration of work in

current workplace, i.e. 1-12 months, 13-24 months, 25-36 months and 37 months and
longer (p= 0.0000132) (Table 4.48).
Table 4.48. The relationship between the Duration of Work in Current Workplace and

Maslach Burnout Inventory scores (Health personnel, Gaziantep, Hatay,
[zmir, Sanlrfa, January-March 2020)

Variable Duration of Work in Current Workplace
n statistic df p
Emotional Exhaustion 216 25.3334 3 0.0000132
Depersonalization 216 2.073218 3 0.557
Personal Achievement 216 2.675128 3 0.444

Kruskal Wallis Test
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Pairwise-Wilcox test was utilized to explore between which groups the

Emotional Exhaustion scores showed difference. In line with the test results, scores of

the respondents were found to be different between the groups with the durations of

37 months and longer and 13-24 months, and between 37 months and longer and 25-

36 months (Table 4.49).

Table 4.49. Pairwise Wilcox Test for Emotional Exhaustion scores of Maslach
Burnout Inventory according to Duration of Work in Current Workplace
(Health personnel, Gaziantep, Hatay, [zmir, Sanliurfa, January-March

2020)

Emotional Exhaustion

Group 1 Group 2 nl n2 statistic p p-adj p.adj.signif
1-12 months  13-24 months 47 61 1721.5  0.0740000 0.2230000 ns
1-12 months  25-36 months 47 41 1130.5 0.1630000 0.3260000 ns
[-12months  37months 47741710 0,0200000 0.0810000 ns
and longer
13-24 months 25-36 months 61 41 1181.5  0.6400000 0.6400000 ns
13-24 months 37 months
61 67 1124.0  0.0000114 0.0000684 oAk
and longer
25-36months  37months 41679305 0,0000355 0.0001780 wows
and longer
Pairwise Wilcox Test
Duration of work in E 1=12 13-24 E 25-36 E 37 months

current workplace months

w
o

N
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Figure 4.19. Emotional Exhaustion scores of Maslach Burnout Inventory and the
duration of work in current workplace (Health personnel, Gaziantep,
Hatay, izmir, Sanlurfa, January-March 2020)
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The relationship between the variable “duration of work in current workplace”
and Maslach Burnout Inventory scores was also analyzed with Kendall’s tau-b and
Spearman’s rank correlation coefficient tests after Shapiro-Wilk Normality Test
showed the data for duration of work were not distributed normally (Shapiro-Wilk Test
statistic: 0.8006888, p=0.000).

The Spearman’s rank correlation coefficient test results showed a moderate-
weak, statistically significant positive correlation between the variables duration of
work in current workplace and Emotional Exhaustion scores (1s=-0.206, p=0.002), and
no statistically significant correlation was found between the duration of work and
other MBI subscales, namely, depersonalization and personal achievement (Table
4.49).

Similarly, according to the Kendall’s tau-b test, it was observed that there was
a moderate-weak statistically significant positive correlation between duration of work

in current workplace and Emotional Exhaustion (Tp=0.161, p=0.002) (Table 4.50).

Table 4.50. Correlation between duration of work in current workplace and Maslach
Burnout Inventory scores (Health personnel, Gaziantep, Hatay, Izmir,
Sanlurfa, January-March 2020)

Variable Duration of work in current workplace

Spearman’s rho Kendall’s tau-b
Emotional Exhaustion 0.206** 0.161**
Depersonalization -0.011 -0.005
Personal Achievement 0.109 0.077

**moderate-weak association

4.5.12 Maslach Burnout Inventory Score and the Ability to Speak a
Common Language

The analyses of each sub-scale with Wilcoxon Rank-Sum Test according to the
respondents’ ability to speak a common language with the migrant, refugee and asylum
seeker patients showed that there is a statistically significant difference in the
Emotional Exhaustion ((p= 0.0000007) and Depersonalization scores (p= 0.0372) of
the respondents. Personal achievement scores (p= 0.169) were not observed to be

different in relation to the ability to speak a common language (Table 4.51).
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Table 4.51. Maslach Burnout Inventory Scale Scores according to respondents’ ability
to speak a common language (Health personnel, Gaziantep, Hatay, [zmir,
Sanlurfa, January-March 2020)

Group Group al w0

1 ) statistic p value

Variable

Emotional Exhaustion Yes No 109 111 3637.5  0.0000007
Depersonalization Yes No 109 111 4973 0.0372

Personal Achievement Yes No 109 111 5301 0.169

Wilcoxon Rank-Sum Test

Ability to speak a common language E Yes No

30

201

Emotional Exhaustion

Yés N(')
Ability to speak a common language
Figure 4.20. Emotional Exhaustion scores of Maslach Burnout Inventory and ability

to speak a common language (Health personnel, Gaziantep, Hatay,
[zmir, Sanlurfa, January-March 2020)
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Figure 4.21. Depersonalization scores of Maslach Burnout Inventory and ability to
speak a common language (Health personnel, Gaziantep, Hatay, [zmir,
Sanlurfa, January-March 2020)
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Figure 4.22. Personal Achievement scores of Maslach Burnout Inventory and ability
to speak a common language (Health personnel, Gaziantep, Hatay, [zmir,
Sanlurfa, January-March 2020)



99

4.5.13 Maslach Burnout Inventory Score and Daily Working Hours

According to the Shapiro-Wilk test for the daily working hours variable, it was
observed that the data were distributed differently than normal distribution (p<0.01)
(Table 4.52). Based on this finding, nonparametric correlation tests, Kendall’s tau-b
and Spearman’s rank correlation coefficient were utilized for the analysis of the

association between MBI subscores and working hour variables.

Table 4.52. Shapiro-Wilk Normality Test for Daily Working hours (Health personnel,
Gaziantep, Hatay, Izmir, Sanlurfa, January-March 2020)

Variable Statistic p value

Working hours 0.7260561 0.0000
Shapiro-Wilk Normality Test

The results of the Spearman’s rank correlation coefficient test showed a
moderate statistically significant negative correlation between the variables daily
working hours and Emotional Exhaustion scores (rs= -0.393, p=0.00), and no
statistically significant correlation was found between working hours and other MBI
subscales, namely, depersonalization (rs=-0.071, p=0.331) and personal achievement
(rs=-0.106, p=0.147 ) (Table 4.53).

Similarly, the Kendall’s tau-b test revealed a moderate-strong statistically
significant negative correlation between daily working hours and Emotional
Exhaustion (Tv=--0.299, p=0.00), and no relationship between working hours and
Depersonalization (Tv--0.057, p=0.313) and Personal Achievement scores (Tv--0.068,
p=0.221) (Table 4.53).

Table 4.53. Correlation between daily working hours and Maslach Burnout Inventory
scores (Health personnel, Gaziantep, Hatay, Izmir, Sanlrfa, January-

March 2020)
Variable Daily Working Hours
Spearman’s rho Kendall’s tau-b
Emotional Exhaustion -(0.393 % -0.299%**
Depersonalization -0.071 -0.057
Personal Achievement -0.106 -0.068

*** moderate association
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4.5.14 Maslach Burnout Inventory Score and Daily Number of
Consultations

The Shapiro-Wilk test was utilized to test the normality of data representing
the daily number of consultations. The test results showed that the data were not
normally distributed (p<0.01) (Table 4.54). Based on this finding, nonparametric
correlation tests, Kendall’s tau-b and Spearman’s rank correlation coefficient were
used to understand the association between MBI subscores and daily number of
consultations.

Table 4.54. Shapiro-Wilk Normality Test for Daily Number of Consultations (Health
personnel, Gaziantep, Hatay, Izmir, Sanliurfa, January-March 2020)

Variable Statistic p value

Consultations 0.8400143 0.0000

Shapiro-Wilk Normality Test

According to both Spearman’s rank correlation coefficient test and Kendall’s
tau-b test, there was no statistically significant relationship between the MBI scores
and the number of consultations that the respondents had on a daily basis (p>0.05)

(Table 4.55).

Table 4.55. Correlation between daily number of consultations and Maslach Burnout
Inventory scores (Health personnel, Gaziantep, Hatay, Izmir, Sanlurfa,
January-March 2020)

Variable Daily Consultations

Spearman’s rho p value Kendall’s tau-b  p value
Emotional Exhaustion ~ 0.039 0.578 0.025 0.618
Depersonalization 0.040 0.566 0.029 0.567
Personal Achievement  0.087 0.216 0.057 0.254

4.5.15 Maslach Burnout Inventory Score and Respondents’ Self-reported
Knowledge About Legal Status

The analyses of each sub-scale with Wilcoxon Rank-Sum Test showed that
there was a statistically significant difference between the respondents’ self-reported
knowledge of legal status and Emotional Exhaustion (p=0.000) (Table 4.56, Figure
4.23). No statistically significant difference was observed in the Personal Achievement

(p=0.107) and Depersonalization (p=0.053) subscale scores.
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Table 4.56. Maslach Burnout Inventory Scale Scores according to respondents’ self-
reported knowledge of the legal status of migrant, refugee and asylum
seekers (Health personnel, Gaziantep, Hatay, Izmir, Sanlurfa, January-

March 2020)

Variable Gr(l)up Grgup nl n2 statistic p value
Emotional Exhaustion Yes No 91 128 7732 0.000
Depersonalization Yes No 91 128 9118.5 0.053
Personal Achievement Yes No 91 128 9267 0.107
Wilcoxon Rank-Sum Test
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Figure 4.23. Emotional Exhaustion scores of Maslach Burnout Inventory and self-
reported knowledge of legal status (Health personnel, Gaziantep, Hatay,
[zmir, Sanlurfa, January-March 2020)

4.5.16 Maslach Burnout Inventory Score and the Respondents’ Self-
Reported Knowledge About Culture of Migrant, Refugee and
Asylum Seeker Patients

Kruskal-Wallis test was executed to analyse the relationship between the MBI

scores and the responses about the knowledge of culture in Likert scales “Agree”,
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“Neutral” and “Disagree”. The results showed that there was a statistically significant
difference in the MBI Emotional Exhaustion (p=0.000) and Depersonalization
(p=0.016) subscale scores of the respondents based on their self-reported level of

knowledge about the culture of migrant, refugee and asylum seeker patients (Table

4.57).

Table 4.57. Maslach Burnout Inventory Scale Scores according to respondents’ self-
reported knowledge about the culture of migrant, refugee and asylum
seekers (Health personnel, Gaziantep, Hatay, Izmir, Sanlurfa, January-

March 2020)
Variable Self-reported knowledge about culture
n statistic df p
Emotional Exhaustion 183 30.069 2 0.000
Depersonalization 183 8.285 2 0.016
Personal Achievement 183 4.732 2 0.094

Kruskal-Wallis Test

For Emotional Exhaustion subscore, to understand between which categories
there was a statistically significant difference, Pairwise-Wilcox Test was utilized.
Accordingly, there was a difference between the respondent group who reported that
they were knowledgeable about the culture of migrant, refugee and asylum seekers,

and those who are not knowledgeable and who responded “neutrally” (Table 4.58).

Table 4.58. Pairwise Wilcox Test for Emotional Exhaustion scores of Maslach
Burnout Inventory according to self-reported knowledge about the culture
of migrants, refugees and asylum seekers (Health personnel, Gaziantep,
Hatay, Izmir, Sanlurfa, January-March 2020)

Emotional Exhaustion

Group 1 Group 2 nl n2 statistic p p.adj p.adj.signif
Not Neutral 48 53 -0.37932 0.995 2.985 ns
knowledgeable

NOt %
knowledgeable Knowledgeable 48 83 6.91893 0.000 0.000

Neutral Knowledgeable 53 83 7.29825 0.000 0.000 *

Pairwise Wilcox Test
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Figure 4.24. Emotional Exhaustion scores of Maslach Burnout Inventory and the self-
reported knowledge about the culture of Migrant, Refugee and Asylum
Seeker Patients (Health personnel, Gaziantep, Hatay, izmir, Sanlurfa,
January-March 2020)

Table 4.59. Pairwise Wilcox Test for Depersonalization scores of Maslach Burnout
Inventory according to self-reported knowledge about the culture of
migrants, refugees and asylum seekers (Health personnel, Gaziantep,
Hatay, Izmir, Sanlurfa, January-March 2020)

Depersonalization
Group 1 Group 2 nl n2 Statistic p p.adj p.adj.signif
Not Neutral 48 53 -1.87618  0.148 0.444 ns
knowledgeable
Not
knowledgeable Knowledgeable 48 83 6.91893 0.809 2.427 ns
Neutral Knowledgeable 53 83 7.29825 0.012 0.036 *

Pairwise Wilcox Test

For the Depersonalization subscore, the pairwise comparisons showed that

there was a difference between the respondent group who reported that they were
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knowledgeable about the culture of migrant, refugee and asylum seekers, and those

who responded “neutrally” (Table 4.59).

20
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Depersonalization
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Kot knowledgeable Meutral Knowledgeable

Self-reported knowledge about culture

Figure 4.25. Depersonalization scores of Maslach Burnout Inventory and the self-
reported knowledge about culture of Migrant, Refugee and Asylum
Seeker Patients (Health personnel, Gaziantep, Hatay, Izmir, Sanlurfa,
January-March 2020)

4.6 Regression Analyses of the Maslach Burnout Inventory Subscale
Scores

Multilinear Regression analyses were conducted to examine the relationships
between the three MBI subscales and some of the predictor variables used in the study.
These variables were selected based on three criteria: those which were found
statistically significant in this study (p<0.05), those which had a significance value of

0.20 and below, and those that were found statistically significant in the literature.



Table 4.60. Multilinear Regression Analysis for the three subscales of Maslach
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Burnout Inventory (Health personnel, Gaziantep, Hatay, Izmir, Sanlurfa,
January-March 2020)

Emotional Depersonalization  Personal
Model Exhaustion Achievement
B t B t B t

Gender! 0.806 0.537 0.217 0.248 2.536 2.008*
Age -0.203 -2.173% -0.057 -1.052 0.002 0.027
Number of children -0.087 -0.174 0.072 0.245 -0.194 -0.461
Duration of work in 0.034 1.490 -0.011 -0.800 0.022 1.134
current workplace
Daily working hours -0.303 -1.294 0.031 0.225 0.165 0.839
Profession?

Nurse -0.003 -0.002 1.237 1.230 -2.729 -1.883

Other 0.274 0.121 0.893 0.675 -2.636 -1.381
Training status® -3.928 -2.035% -1.964 -1.743 -1.975 -1.216
Institution of longest
service duration*

Primary Health Care -1.044 -0.740 -0.111 -0.135 -1.399 -1.178

Other 4.785 1.670 1.270 0.760 1.192 0.494
Previous experience with ~ -0.833 -0.638 -0.534 -0.700 -0.978 -0.890
migrant patients’
Current workplace®

Migrant Health Center -9.665  -3.567*** -4.370  -2.764** 0.432 0.189

Other -2.961 -0.916 -0.195 -0.103 -0.920 -0.338
Ability to speak a -1.250 -0.707 -1.101 -1.067 -1.538 -1.034
common language’
Knowledge about legal 0.484 0.261 0.296 0.273 -4.064 -2.601*
status®
Knowledge about culture’

Agree -0.776 -0.438 0.962 0.929 3.931 2.634%x*

Neutral 3.701 2.162% 3418  3.421%x* 0.446 0.309
Adj. R? 0.331 0.093 0.080
F value 6.152 2.063 1.904
Significance 0.000 0.011 0.021

*p<0.05, **p<0.01, ***p<0.001, dummy variable: "male as reference group, 2doctor as reference group, 3a

. .. 4 . . .
lack of prior training as reference group, “ hospital as reference group, > a lack of previous experience as

reference group, 6 family health center as reference group, 7 a lack of ability to speak a common language

as reference group, 8self-reported lack of knowledge about legal status as reference group, 9self—reported
lack of knowledge about culture as reference group

Based on the selection criteria, a total of 15 predictor variables were identified

and analyzed in SPSS. Due to the multicollinearity problem and unmet assumptions,

two predictor variables, namely the “duration of service to migrant, refugee and

asylum seekers” and the “year of graduation” were excluded from the analyses. One

analysis was conducted for each of the MBI subscales and the results were presented

in Table 4.60.
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The regression model for the Emotional Exhaustion subscale, F(17,
160)=6.152, p=0.000, explained 33.1% of the scores (RZ%udjusted =.331) in relation to
four predictors; age, training status, current workplace and knowledge about culture
which showed statistically significant relationships. Accordingly, the independent
variables age, training status and working in Migrant Health Center predict the level
of Emotional Exhaustion in a statistically significant and negative direction (Table
4.60). On the other hand, having a neutral stance on the knowledge about the culture
of migrant, refugee and asylum seekers predicts the level of Emotional Exhaustion in
a statistically significant and positive direction. This suggests that the respondents
indicated lower levels of Emotional Exhaustion score when they are older, if they have
received training on migration health before, and if they work in Migrant Health
Centers as opposed to Family Health Centers and other healthcare facilities (i.e.
Emergency Healthcare Centers, Cancer Screening and Early Diagnosis Centers and
Temporary Shelters). Their Emotional Exhaustion scores were indicated higher if they
provided a neutral response to the item “I have sufficient knowledge of the health rights of
migrants, refugees or asylum seekers” (Table 4.60).

The regression model for the Depersonalization subscale, F(17, 160)=2.063,
p=0.011, explained 9.3% of the scores (R%agjused =.093) in relation to two predictors;
current workplace and knowledge about culture which showed statistically significant
relationships. According to the model, the independent variable working in Migrant
Health Center contributes to the level of Depersonalization in a statistically significant
and negative direction (Table 4.60). However, having a neutral stance on the
knowledge about the culture of migrant, refugee and asylum seekers predicts the level
of Depersonalization in a statistically significant and positive direction, as it is the case
for Emotional Exhaustion. This means that the respondents indicated lower levels of
Depersonalization score when they work in Migrant Health Centers as opposed to
Family Health Centers and other healthcare facilities. Their Depersonalization scores
were higher if they responded neutrally to the statement “I have sufficient knowledge of
the health rights of migrants, refugees or asylum seekers” (Table 4.60).

Finally, the regression analysis of the Personal Achievement subscale, F(17,
160)=1.904, p=0.021, explained 8% of the scores (Ragjustea =.080) in relation to three

predictors; gender, knowledge about legal status and knowledge about culture which
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showed statistically significant relationships. The independent variables gender and
presence of self-reported knowledge about culture contribute to the level of Personal
Achievement in a statistically significant and positive direction (Table 4.60). On the
other hand, having knowledge about the legal status of migrant, refugee and asylum
seekers predicts the level of Personal Achievement score in a statistically significant
and negative direction. This suggests that the respondents reported higher levels of
Personal Achievement when they are female and feel that they have sufficient level of
knowledge of the culture of migrants, refugees or asylum seekers they serve. However, their

scores get lower when they are knowledgeable about the legal status of migrant, refugee and

asylum seekers (Table 4.60).
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5. DISCUSSION

There is a dearth of research on health professionals working with migrant
groups in literature even though the issue has been explored quite extensively from the
beneficiary perspective. This study investigated the presence of safety risks, burnout
and challenges that health professionals serving migrants, refugees and asylum seekers
might experience in four provinces of Turkey with high population of migrant groups,
particularly Syrians under temporary protection.

The data collected from each province unfortunately did not represent all the
health professionals working in the four different provinces as workplaces were
disproportionately clustered. To exemplify, all the responses were collected from
Family Health Centers in Sanliurfa and from Migrant Health Centers in Hatay, both of
which have essential differences in the organization of services and human resources.
Since the experiences of the healthcare professionals would vary extensively
depending on these factors, interpretation of data and drawing conclusions based on
province were impossible. Therefore, the frequency analysis by province showed only
how the data was distributed across the provinces, not to make province-related
interpretations.

As one of the recurring themes in the migration and health literature,
communication problems due to language barrier and the importance of health
interpreters were emphasized in this study (17, 23, 26, 52). The statements about the
importance of working with interpreters were stressed by most of the respondents.
There were some neutral responses to the statements about interpreters, which could
be attributed to the health professionals working in centers without interpreters such
as in Family Health Centers and Emergency Units. Their lack of experience in service
provision with the support of interpreters prevented them from responding to certain
statements exploring detailed aspects of translation in medical settings. Factors such
as interpreters’ professional competence and their knowledge about medical
terminology and culture were found to be important elements of service provision,
along with reservation about patient privacy and confidentiality in the presence of an
interpreter (27, 28, 29, 30). The need for training for the interpreters was highlighted

to ensure professional, linguistic and cultural competence. The training of healthcare
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professionals specifically on interpreter-facilitated healthcare was also found
necessary.

It was clear that most respondents appreciated the significance of training
targeting different groups like healthcare professionals, interpreters, and even patients.
However, half of them expressed their reluctance to receive training in migration and
health. This may be explained by the heavy workload as reported by some respondents
in the open-ended items in the survey and supported by the literature of migration
health, and dissatisfaction about previously attended training programmes (9, 13).

Service provision to migrant groups was found to be difficult and mentally
exhausting by over half of the respondents. This result is in line with previous research
findings about the challenges of diagnosis and noncollaborative patient behavior
(10,11,12,13,14). The most common challenges reported in the study were related to
the difficulty of diagnosing mental health problems, convincing patients for a certain
type of treatment method, language barrier and lack of communication, and patients’
noncollaborative behaviour like not following application routines, appointment times
and queue taking rules. In addition to the aspects of service provision that cause
difficulties, certain patient groups, namely infants, women and older persons, were
also considered more challenging to serve. Data for the reasons why these groups were
particularly more challenging was limited, and therefore, this topic needs to be further
investigated in a future study.

In terms of the challenges associated with the physical environment, the
responses were quite distributed, which makes it hard to reach a common conclusion.
Hence, the sufficiency of resources like reproductive health counseling materials and
overall physical conditions in the facilities require further and more in-depth inquiry.
On the other hand, the issue of inadequate human resources was reported to be a
challenge by almost half of the respondents. The rationale behind the requirement for
more human resources in healthcare for migrant groups may be justified by the
findings of previous studies in the literature that emphasize the additional time and
effort required for service provision to migrant groups due to linguistic and cultural
barriers and a lack of knowledge about the health system (9, 13, 14, 17, 24, 27).

The data was collected right before the beginning of the COVID-19 pandemic

when the service provision was not affected by the implications of the pandemic.
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However, it would not be unreasonable to assume that some of the challenges reported
in this study were exacerbated due to increased workload. It is, therefore,
recommended that new studies be conducted to explore the challenges faced by the
healthcare professionals working with migrant groups in the face of the pandemic.

Safety risks and threat of violence turned out to be a concern for one third of
the respondents. This result is in line with the similar concerns raised in the reports by
the International Committee of the Red Cross (ICRC) and cases reported by different
healthcare facilities in different countries the UK and Sweden (46, 48). There are some
crucial implications of this finding for the overall healthcare system in Turkey where
violence against health workforce is becoming a serious issue these days.

In regard to the respondents’ level of burnout, the results suggest that there is
definitely room for the improvement of conditions for healthcare professionals to
prevent burnout (MBI Emotional Exhaustion (EE): 17.189+9.202, Depersonalization
(DP): 6.274+4.767, and Personal Achievement (PA): 21.783+6.431). Since the MBI
does not offer any cut-off points, it was not possible to suggest a single descriptive
finding regarding the status of burnout, however, factors that might be affecting the
scores were analyzed separately.

Accordingly, factors such as age, workplace and training status were found
important predictors for EE. It was observed that an increase in age suggested a
decrease in the EE scores, which is consistent with the previous research on the
burnout among primary and secondary healthcare service providers in non-migrant
settings (85, 86, 87). However, unlike these studies where age was also a predictor for
DP and PA scores, this study did not find a significant relationship between age and
the MBI scores other than EE.

The difference in the EE scores was evident between the healthcare
professionals working in Family Health Centers and Migrant Health Centers. The
respondents working in Migrant Health Centers had significantly lower levels of EE
and DP than those working in Family Health Centers. This finding could be attributed
to the clear distinctions between these two types of facilities. In Migrant Health
Centers, services and human resources are designed in a way that caters for the specific
needs of migrant populations, through the employment of interpreters, social workers

and psychologists who have received training in migration health. On the other hand,
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Family Health Centers across the country operate based on a system which is
predominantly shaped by the healthcare needs of the host community without the
additional human resources for translation, cultural mediation and social work. It is,
therefore, not surprising to see that the professionals working in these settings are more
vulnerable to burnout due to a lack of institutional and structural support. Considering
that approximately 970,000 Syrian refugees are already registered to family physicians
in 29 provinces®, it is of utmost importance that necessary interventions are put into
action to strengthen the Family Health Centers in providing healthcare services to
migrant populations through additional human resources and capacity building
programmes.

Another finding of the study is that training is an important predictor for EE.
Having received a training in migration and health seemed to lower the level of EE for
the health professionals in the study. Although not entirely specific to the migration
health settings, the importance of training has been also emphasized extensively in the
literature with findings supporting the positive impact of it on the prevention of
burnout (59, 88, 89, 90, 91).

Other factors such as gender, profession and number of children showed some
relationship with the MBI subscores. Although gender was found to be a predictor for
EE and DP in some studies in the literature, no profound impact was observed in this
study (92, 93, 94, 95). It just slightly explained some increase in the PA scores of the
female respondents. In addition to gender, profession and number of children showed
some relationship with EE. The findings suggest that doctors have higher EE scores
than nurses, and those with three or more children have lower levels of EE compared
to those with 2 or fewer. In the literature, the types of MBI subscales and the direction
of relationship with these factors vary and the differences might be explained by
contextual diversities related to both parenthood and professions (89, 96, 97, 98, 99,
101). Besides, the data collected for these variables in the study is lacking depth and
detailed inquiry. That’s why it is difficult to analyse the reasons for these findings and

draw solid conclusions.

3 Information shared by the head of the Department of Migration Health of the Ministry of Health,
Turkey
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Knowledge about culture was found to be a predictor for EE, DP and PA. The
respondents with sufficient level of knowledge about culture had higher PA scores. On
the other hand, those who reported that they neither have nor don’t have sufficient
knowledge about the culture of their patients (i.e. those who responded to the item
neutrally) scored higher in DP and EE in the multivariate analysis. Interestingly, the
scores of those who reported that they were not knowledgeable were lower than this
group. This could be attributed to the wording of the option for a neutral response to
this Likert item in Turkish, which could be translated as “no idea” (in Turkish: Fikrim
yok). Some respondents might have misinterpreted it as they have no idea about the
culture of their patients, and hence, selected this option. Although it would be
misleading to make strong conclusions about this factor in the presence of current data,
the bivariate analysis of the responses suggested that having knowledge about culture
could be consistent with lower levels of EE and DP. In terms of knowledge about the
legal status of patients, the results were not conclusive. It could still be suggested that
knowing about legal status may decrease EE, but also interestingly, PA. Therefore,
more data is needed to further analyse the relationship of it to burnout.

Speaking a common language with patients seemed to diminish EE and DP.
Due to the limited number of studies conducted specifically on burnout among the
healthcare professionals serving in refugee and migrant settings, it is not possible to
compare the effect of the knowledge of language and culture found in this study to
other research findings. However, there is, indeed, great emphasis in the literature on
how much linguistic and cultural barriers hinder services and how important it is to
plan and implement interventions to overcome these problems in healthcare services,
and eventually, ease the burden of healthcare professionals (10, 11, 12, 13, 14, 15, 16,
23, 28, 30).

In general, the duration of work with migrant populations seemed to be
associated with PA since PA scores were higher in the group that served migrants,
refugees and asylum seekers for more than 41 months than those that served them for
less than 20 months. This may suggest that the more experienced healthcare
professionals are in providing healthcare to migrant and refugee patients, the greater

their sense of achievement becomes. On the other hand, duration of work in their
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position seemed to have a relationship with EE scores increasing in time, meaning EE
was higher in groups who served for 37 months and longer. This could be explained
by the additional effort that serving migrant populations usually requires, which may
be associated with high levels of exhaustion. The relationship between burnout and the
duration of work has also been investigated widely in previous studies which found
inconsistent results with both significant and insignificant relationships (59, 87, 89,
97,100, 101, 102).

Finally, the findings about the relationship between burnout and daily working
hours surprisingly showed a negative correlation for EE. That is, increased working
hours was associated with decreased EE scores. This could be attributed to some
unreported problems that the respondents might have experienced during data
collection. As some of them responded to the survey electronically, instead of pen and
paper format, they might have miscoded the number of hours on the interface.
Therefore, the impact of daily working hours requires to be explored again in a future
study.

Overall, the study has certain limitations to be considered for better
interpretation of findings. First of all, this study involved participation of public
officials whose personal data, i.e. contact details, are protected by the Ministry of
Health. Therefore, data collection was only possible through the responsible officers
at Provincial Health Directorates who distributed the survey to the healthcare
professionals based on the selection criteria communicated to them both in writing and
verbally. This caused the data collection procedures to be selective based on the
judgment of the officers, with certain health facilities overly represented in some
provinces, as in Hatay and Sanlwrfa. It might also have resulted in bias and less
objectivity in the responses to the items due to power differentials. Some participants
may have felt insecure while responding to certain items and avoided showing a
critical attitude, using bold statements or expressing discontent in a form which was
sent by their superior officers. Besides, the mixed approach that had to be used in data
collection might have affected the reliability of data in an adverse way. Not all
healthcare professionals are good at using technology and the interface used for the
survey might not have been found user-friendly and simple. This may explain some of

the inconsistencies observed in certain findings.
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Secondly, the study only included quantitative research methods whereas the
hypotheses would be better tested in combination of qualitative and quantitative
approaches. Unfortunately, employing both types of methods was not possible due to
time constraints and heavy workload of the healthcare professionals.

Finally, due to the lack of previous research on the interplay between burnout
and different aspects of healthcare services provided specifically in migration contexts,
it was impossible to interpret findings in relation to previous studies. This may have

led to limited depth in the analysis and interpretation of the outcomes of the study.
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6. CONCLUSION

The aim of this study was to examine the challenges, burnout and potential of
safety risks experienced by the healthcare professionals who provide health services
to migrants, refugees and asylum seekers in four provinces of Turkey, namely
Gaziantep, Hatay, Sanlurfa and Izmir, where the migrant population is high. The study
is one of the very few attempts globally and nationally to generate scientific knowledge
about migration and health topic from a provider perspective. It is geographically
relevant to the context of migration in that it was conducted in a country with the
highest number of refugees in the world. In this regard, the findings of this study could
contribute to future research and knowledge generation in the area greatly.

The results of the study suggest that there are some factors that may not only
represent challenges to healthcare providers’ professional practices but also put them
at risk of burnout and violence. These factors should be further explored in future
studies, and effective measures need to be taken in order to overcome the difficulties
hindering both staff welfare, and accessibility, acceptability and quality of healthcare
services for migrant populations.

Based on the findings of this study, it could be recommended that there should
be a holistic approach to staff safety and security, involving the healthcare systems
both for migrant and host communities to protect the safety of health workforce in the
country. The human resources and capacities of the staff, particularly working in the
Family Health Centers, should be strengthened through the employment of
multilingual healthcare professionals and/or interpreters, and training programmes
covering a variety of topics from effective communication, social inclusion, legal
entitlements and cultural sensitivity and competency, to the clinical management of
mental and reproductive health of refugees, infant and pregnancy follow up, and health
systems. Besides, the linguistic competence of interpreters must be ensured through
competitive recruitment, and their professional competence should be supported
through in-service training that focuses on the principles of intercultural
communication.

All healthcare professionals and interpreters should follow a common protocol
that defines the standard operating procedures for translation that takes place in clinics

to increase cultural acceptance, monitor the accuracy of translation, and protect patient
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confidentiality and privacy. Finally, the human resource plans for the facilities where
migrant populations regularly receive services should prioritize the recruitment of
more experienced healthcare professionals, preferably with professional or personal
background in vulnerable groups. The appointment of novice healthcare professionals

to these centers should be avoided.
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Table 4.15. Distribution of health professionals according to province and ethnicity of
patients (Gaziantep, Hatay, Izmir, Sanliurfa, January-March 2020)

Gaziantep Hatay {zmir Sanliurfa Total*

Ethnicity n % n % n % n % n %
Syrian Very often 22 84.6 51 100.0 50 96,2 47 746 170 88.5
Often 4 154 - - 2 38 16 254 22 115

Total** 26 135 51 26.6 52 27.1 63 328 192 100.0

Often - - - - 6 400 - - 6 40.0
Sometimes - - - - 8 533 - - 8 533

Afghan o rely ; - -1 67 - S
Total** - - - - 15 100 - - 15 100.0

Often - - - - 11 846 7 636 18 750

Iraqi Sometimes - - - - 2 154 3 273 5 208
Rarely - - - - - -1 9.1 1 42

Total** - - - - 13 542 11 458 24 100.0

Turkish ~ Very often 4 66.7 - - 3 100.0 21 955 28 903
Often 2 333 - - - -1 4.5 3 9.7

Total** 6 194 - - 3 97 22 71.0 31 100.0

Bulgarian  Very often - - - -1 500 - - 1 50.0
Often - - - - 1 500 - - 1 50.0

Total** - - - - 2 1000 - - 2 100.0

Libyan Very often - - - - - - 2 500 2 333
Often - - - -1 500 - - 1 16.7
Sometimes - - - - - 2 500 2 333

Rarely - - - -1 500 - - 1 16.7

Total** - - - - 2 333 4 667 6 100.0
Uzbekistani Sometimes 1 100.0 - - - - - 1 100.0
Total** 1 1000 - - - - - - 1 100.0

Omani Often - - - - 1 1000 - - 1 100.0
Total** - - - - 1 1000 - - 1 100.0

Dutch Sometimes - - - - - - 1 100.0 1 100.0
Total** - - - - - - 1 100.0 1 100.0
Palestinian Sometimes - - - - 2 1000 - - 2 100.0
Total** - - - - 2 1000 - - 2 100.0

Lebanese  Often - - - - 1 1000 - - 1 100.0
Total** - - - - 1 1000 - - 1 100.0

African Sometimes - - - - 2 1000 - - 2 100.0
Total** - - - - 2 1000 - - 2 100.0

Russian Sometimes - - - - 1 1000 - - 1 100.0
Total** - - - - 1 1000 - - 1 100.0

Iranian Often - - - - 1 1000 - - 1 100.0
Total** - - - - 1 1000 - - 1 100.0

Yemeni  Rarely - - - - 1 100.0 - - 1 100.0
Total** - - - - 1 1000 - - 1 100.0




ANNEX-4

129

Table 4.18. Distribution of health professionals according to province and the most
frequent and significant challenges to care (Gaziantep, Hatay, Izmir,
Sanlurfa, January-March 2020)

Gaziantep Hatay {zmir Sanliurfa Total
Challenges n % n % n % n % n %

] Very often 3 50.0 1 333 3 75.0 - - 7 50.0
Ij:f;;‘giv Often 3 50.0 2 667 1 250 - - 6 42.9
e behavior Sometimes - - - - - - 1 100.0 1 7.1

Total 6 429 3 214 4 28.6 1 7.1 4 100.0

Lack of Very often 19 90.5 1 1000 11 78.6 62 984 93 93.9

communica Often 1 4.8 - - 2 14.3 1 1.6 4 4.0

tion/ Sometimes 1 4.8 - - - - - - 1 1.0

language  Rarely - - - - 171 - - 1 1.0

barrier Total 21 21.2 1 1.0 14 14.1 63 63.6 99  100.0

. Often 1 33.3 - - - - 10 62.5 11 57.9

Difficulty g/ otimes 2 667 - - - - 5 312 7 368
in reaching

patients Very often - - - - - - 1 6.3 1 53

Total 3 15.8 - - - - 16 842 19 100.0

Very often 3 429 - - - - - - 3 42.9

Unnecessar fep 3 42.9 - - - - -3 4.9

Y . Sometimes I 143 . ; - ; S 14.3
application

Total 7 100.0 - - - - - - 7 100.0

Often 1 33.3 - - 1 250 3 100.0 5 50.0

Very often - - - - 2 500 - - 2 20.0

Poor Sometimes 1 333 - - - - - 1 10.0

hygiene Rarely 1 33.3 - - - - - - 1 10.0

Very rarely - - - - 1 250 - - 1 10.0

Total 3 30.0 - - 4 400 3 300 10 100.0

Very often - - 6 100.0 9 100.0 - - 15 78.9

Heavy Sometimes - - - - - 3 75.0 3 15.8

workload often - - - - - 1 25.0 1 53

Total - - 6 316 9 474 4 21.0 19 100.0

Very often - - - - 2 50.0 - - 2 333

Lowlevel e - - - - 1 250 1 500 2 33.3

g(flucaﬁon Sometimes - - - - 1 250 1 500 2 33.3

Total - - - - 4 66.7 2 33.3 6 100.0

Often 3 100.0 - - 3 75.0 3 100 9 90.0

dci‘;?e‘gce Very often - ; ; ; 1250 - - I 10.0

Total 3 30.0 - - 4 40.0 3 30.0 10  100.0
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Gaziantep Hatay [zmir Sanliurfa Total
Shallenge n % n % n % n % n %
Registrati Very often - - 3 100.0 2 66.7 - - 5 62.5
onand ID Often - - - - 1 33.3 2 100,0 3 37.5
problems ¢, ; ; 3375 3375 2 250 8 100.0
Very often - - - - - - 1 50.0 1 33.3
Lack of Often - - - - 1 100.0 - - 1 333
trust Sometimes - - - - - - 1 50.0 1 33.3
Total - - - - 1 33.3 2 66.7 3 100.0
Very often - - 1 50.0 2 100.0 1 333 4 50.0
Lack of Often 1 108 - - - - 2 66.7 3 37.5
informati . '
on Sometimes - - 1 50.0 - - - - 1 12.5
Total 1 152' 2 250 2 25.0 3 37.5 8 100.0
Vaccine Often - - - - - - 7 77.8 7 77.8
noncompl Very often - - - - - - 2 22.2 2 22.2
lance Total - - - - - - 9 100.0 9 100.0
Ambiguit  Very often - - - - - - 1 100.0 1 100.0
y of legal
entitleme  Total - - - - - - 1 100.0 1 100.0
nts
Insufficie  Very often - - 2 100.0 2 66.7 - - 4 80.0
gtfn“mber Often S ; ; 1333 - - 1 200
personnel
and. Total - - 2 40.0 3 60.0 - - 5 100.0
equipmen
t
Mental Very often - - 1 50.0 1 100 - - 2 66.7
health 4., S I 500 - ; A 1333
problems
(patients) Total - - 2 66.7 1 333 - - 3 100.0
Low Very often - - 1 100 - - - - 1 50.0
socio- Often - - - - 1 100.0 - - 1 50.0
economic
status Total - - 1 50.0 1 50.0 - - 2 100.0
Lack of  Very often - - 1 100.0 - - - - 1 50.0
drug — fien . ; ; ; ; 11000 1 500
complianc
Total - - 1 50.0 - - 1 50.0 2 100.0

S
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Table 4.18. (continued)

Gaziantep Hatay [zmir Sanliurfa Total
Challenges n % n % n % n % n %

Most significant
challenge

Lack of
communication/ 17 68.0 - - 9 21.4 47 79.7 73 47.7
language barrier

Heavy

workload ) - 6 222 6 143 1 1,7 13 8.5

Negative/nonad

; . 3 12.0 4 14.8 2 4.8 1 1.7 10 6.5
aptive behavior

Registration
and ID - - 1 3.7 5 11.9 - - 6 3.9
problems

Poor hygiene 1 4.0 - - 2 48 2 34 5 33

Vaccine
noncompliance

Difficulty of
reaching 2 8.0 - - - - 2 34 4 2.6
patients

Insufficient
number of
personnel and
equipment

Adolescent
pregnancy

Low salary - - 2 7.4 - - - - 2 1.3

Ambiguity of
legal - - - - - -2 34 2 1.3
entitlements

Low level of
education

Cultural
differences

No sense of
security (health - - - - 1 2.4 - - 1 0.7
workers)

Mental health
problems - - - - 1 24 - - 1 0.7
(patients)

Low socio-
economic status

Lack of
experience and - - - - - - 1 17 1 0.7
trust (patient)

None - - 11 40.7 10 23.8 - - 21 13.7

Total 25 163 27 176 42 275 59 38.6 153 100.0
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Figure 4.1. Normality Tests for MBI scores
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ANNEX-6

Download at https://apps.who.int/iris/handle/10665/333917.

Diinya Saglik Orgiitii Avrupa Bolge Ofisi. (2020). Stresli anlarda ne yapmali?: resimli rehber. Diinya
Saglik Orgiitii Avrupa Bolge Ofisi. https://apps.who.int/iris/handle/10665/333917. License: CC BY-
NC-SA 3.0 IGO
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ANNEX-7

ANKET ARASTIRMASI iGiN AYDINLATILMIS ONAM FORMU

Hatay, Sanlurfa, Gaziantep ve {zmir illerinde gd¢men, miilteci ve
sigimmacilara birinci basamak saglik hizmeti sunan saglik ¢alisanlarinin hizmet

sunumuna yonelik goriisleri ve tlikenmisglik durumlarinin degerlendirilmesi

basamak saglik hizmeti sunan saglik calisanlarinin hizmet sunumuna yonelik gorusleri ve
tiikenmislik durumlarinin degerlendirilmesi” baslikli bu arastirma, Hacettepe Universitesi Halk
Saghgi Anabilim Dali Halk Saghg Yiksek Lisans Programi o0grencisi tarafindan yapilmaktadir.
Yanitlarinizdan elde edilecek sonuglarla ¢ok arastirilmamis bir grup olarak go¢gmen, siginmaci ve
miltecilere saglk hizmeti sunan saglik ¢alisanlarinin mesleki kosullarindan dogan ihtiyaclarina
yonelik potansiyel diizenlemeler ve egitimlerine altyapi olusturulmasi beklenmektedir. Bu
nedenle sorularin timine ve ictenlikle cevap vermeniz bliylik nem tasimaktadir.

gizli kalacaktir ve sadece arastirma amaciyla kullanilacaktir. Calismaya katilmamayi tercih
edebilirsiniz veya sorulari yanitlarken son verebilirsiniz.

Sayin katilimci,

“Hatay, Sanliurfa, Gaziantep ve izmir illerinde gé¢men, miilteci ve siginmacilara birinci

Arastirmaya katilmaniz gonilltlik esasina dayalidir. Bu form araciligi ile elde edilecek bilgiler

SIra NO: .uevveeenneneee.

Arastirmaya katilma konusundaki kararinizi asagida uygun kutucugu isaretleyerek belirtiniz.

Arastirmaya katilmayi kabul ediyorum. |:|
Arastirmaya katilmayi kabul etmiyorum. I:I
Katim ve katkilariniz igin tesekkdir ederiz.
Arastirmacilar:
Prof. Dr. Kerim Hakan Altintas*

Nurta¢ Kavukcu?
'Hacettepe Universitesi Tip Fakiiltesi Halk Saghg Anabilim Dali

iletisim Bilgileri.
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BOLUM 1

1. Cinsiyetiniz nedir? 1. Erkek2. Kadin

2. Dogum tarihiniz nedir? ..........cccoeeeunnennen. (Y1l olarak belirtiniz)

3. Su andaki medeni durumunuz nedir?
1) Evli 2) Bekar 3) Esinden ayriimis
belirtiniz.......cccceevnens

4. Kag cocugunuz var?

0) Cocugum yok

................. cocugum var.

5. Mesleginiz ve mesleki egitiminizi belirtiniz:

4) Esi 6lmis 5) Diger,

Mesleginiz

Mesleki egitiminizi tamamladiginiz

mezuniyet yilinizi yaziniz

a. | Doktor, uzmanlik alani:

b. | Hemsire

c. | Ebe

6. En uzun siire calistiginiz saglik kurulusunu belirtiniz.

1) Birinci Basamak Saglik Kurulusu /ayaktan tedavi kurulusu (devlet)

2) Hastane — yatakli tedavi kurulusu (devlet)

3) Ozel hastane
4) Ozel Muayenehane

5) Universite

6) Diger, belirtiniz ......ccccceeeeiieeeeciiee e,

7. Su anki hizmet yerinizden 6nce en son nerede calisiyordunuz?

1) Birinci Basamak Saglk Kurulusu /ayaktan tedavi kurulusu (devlet)

2) Hastane — yatakli tedavi kurulusu (devlet)

3) Ozel hastane
4) Ozel Muayenehane

5) Universite

6) Diger, belirtiniz ......ccccceeeeiveeeeciiee e,
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8. Su anki gorevinizden daha 6nce go¢men, miilteci veya siginmacilara hizmet verdiniz mi?
1) Evet (9. soruya geginiz)  2) Hayir (10. soruya atlayiniz)

9. Gé¢cmen, milteci veya siginmacilara ne kadar suire/slredir hizmet verdiniz/veriyorsunuz?

10. Gogmen, miilteci veya siginmacilara saglik hizmeti verme konusunda herhangi bir egitim
aldiniz mi?

1) Evet 2) Hayir
Cevabiniz evet ise egitimi veren kurulusun adini ve egitim siresini belirtiniz:

Kurulus adii....coeeereeeeeennee.

11. Gogmen, miilteci veya siginmacilarla ilgili bilgiye nereden ulastiniz? (Birden fazla
secenek isaretleyebilirsiniz)

1) Radyo

2) Televizyon

3) Gazete

4) Internet

5) Arkadaslar

6) Akrabalar

7) Kitaplar

8) Makaleler

9) Hastalar

10) is arkadaslari

11) Egitimler

12) Yurtdisi seyahatleri

13) Diger, Belirtiniz.......oce e
12. Su an hangi ilde ¢alistyorsunuz?
13. Su anki calisma yeriniz neresidir?

1) Gegici barinma merkezi

2) Yabanci uyruklular poliklinigi

3) Gogmen sagligi merkezi

4) Aile saghg merkezi

5) Diger, belirtiniz.......ccooeveeveeveeveve e
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14. Su anki hizmet yerinizde calistiginiz toplam sireyi belirtiniz: ........ yil ........ ay
15. Calistiginiz yerde hizmet verdiginiz go¢gmen, miilteci veya siginmacilarla ortak bir dil
konusuyor musunuz/konusuyor muydunuz?
1) Evet (16. soruya geginiz) 2) Hayir (17. soruya atlayiniz)
16. Calistiginiz yerde go¢men, miilteci veya siginmacilarla iletisim kurdugunuz yabanci

dili/dilleri ve seviyesini/seviyelerini belirtiniz.

DiL SEVIYE (yuvarlak igine aliniz)
1- ILERI ORTA DUSUK
2- iLERI ORTA DUSUK
3- ILERI ORTA DUSUK
4- ILERI ORTA DUSUK

17. Calistiginiz yerde gécmen, miilteci veya siginmacilara giinde ortalama kag saat hizmet
veriyorsunuz/veriyordunuz? ............... saat

18. Calistiginiz yerde glinliik baktiginiz ortalama hasta/basvuran sayiniz nedir/neydi? Tek bir
rakam yaziniz: ............hasta/basvuran

19. Cahstiginiz yerde agirlikh olarak hangi tilkelerden hastalara bakiyorsunuz

/bakiyordunuz? En sik bagvurandan baslayarak en aza dogru asagidaki bosluga yaziniz.

20. Calistiginiz yerde baktiginiz hastalar/basvuranlar agirlikli olarak hangi gruplardan/
gruplardandi? Birden cok isaretleyebilirsiniz.

1) Bebek

2) Cocuk

3) Kadin

4) Yetiskin

5) Yash

6) Diger, belirtiniz. ....ccccccoeecieeeeiiee e,
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21.Calistiginiz yerde hangi gruba hizmet sunarken en fazla
zorlaniyorsunuz/zorlaniyordunuz?

1) Bebek

2) Cocuk

3) Kadin

4) Yetiskin

5) Yash

6) Diger, belirtiniz. .....ccccceeeeieeeeiiee e,
Litfen, nedenini agiklayiniz:

22. Kendinizi hizmet verdiginiz go¢men, milteci veya siginmacilarin hukuki stattleri ve
haklari ile ilgili yeterli bilgiye sahip hissediyor musunuz/muydunuz?

1) Evet 2) Hayir

23. Calistiginiz yerde gé¢men, miilteci veya siginmacilara saglik hizmeti sunarken en sik

yasadiginiz sorunlari, en sik yasadiklarinizdan baslayarak en aza dogru yazar misiniz?

24. Cahistiginiz yerde gocmen, miilteci veya siginmacilara saglik hizmeti sunarken yasadiginiz

en 6nemli sorun nedir/neydi?
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BOLUM 2

Asagidaki her bir ifadeyi okuduktan sonra buna ne derece katildiginizi ya da

katilmadiginizi igsaretleyiniz. (1. Kesinlikle katilmiyorum 2. Katilmiyorum 3. Fikrim yok 4.

Katiliyorum 5. Kesinlikle katiliyorum)

ifade

Kesinlikle

katilmiyorum

Katilmiyorum

Fikrim

Yok

Katiliyorum

Kesinlikle
katiliyorum

25. Gogmen, miilteci veya
siginmacilara saglik hizmeti
sunmaktan
memnunum/memnundum.

1

5

26. Go¢cmen, milteci veya

siginmacilara saglik hizmeti verirken
farkli dilleri konusuyor olmak isimi

zorlastirir/zorlastirirdi.

27. Gogmen, milteci veya

siginmacilarin dilini konusuyor olmak
sunulan hizmetin kalitesini artirir.

28. Gégmen, milteci veya siginmaci 1

hastalarla farkl dili konusuyor olmam
stk sik saglk durumlarini tam olarak
anlayamama neden olur/olurdu.

29. Gégmen, miilteci veya

siginmacilara uygun hizmet sunmak

icin terciimanlarin destegi cok
onemlidir.

30. Birlikte galistigim terciimanlarin 1

cogu hizmet icin gereken yetkinlige

sahiptir/sahipti.

31. Tercimanlarla ¢alismak hasta ile 1

goriisme ve muayenelerin uzun

sirmesine sebep olur/olurdu.

ifade

Kesinlikle
katilmiyorum

Katilmiyorum

Fikrim
Yok

Katiliyorum

Kesinlikle
katihyorum

32. Birlikte galistigim
tercimanlar hastalar ile
iletisimimi bliytk 6lctde
kolaylastirir/kolaylastirirdi.

1

3

4

5

33. Daha iyi bir hizmet sunumu
icin tercimanlarin tip
terminolojisine hakim olmasi
gerekmektedir.

34. Tercimanlarin hizmet
sunulan toplulugun kiltlri ile




140

ilgili detayh bilgiye sahip
olmasi gerekir.

35. Terciimanlarla yaptigim
hasta gortiismelerim genellikle
sorunsuz geger/gecerdi.

36. Hizmet sunumunda
tercimanin varligi hasta
mahremiyeti acisindan
olumsuz bir etki yaratir.

37. Tercimanlar go¢men,
milteci veya siginmacilarla
ilgili konularda egitim
almalidir.

38. Saglik calisanlari go¢men,
milteci veya siginmaci
hastalarla iletisimde tercliman
ile calisma yontemleri
konusunda egitim almalidir.

39. Hizmet sundugum goé¢cmen,
milteci veya siginmacilarin
kiltliri hakkinda yeterli bilgiye
sahibim/sahiptim.

40. Go¢cmen, miilteci veya
siginmaci hastalarla aramdaki
kiltar farki glinlik calisma
hayatimda stres diizeyimi
ylkselten 6nemli
faktorlerdendir/faktorlerdendi.
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ifade

Kesinlikle
katilmiyorum

Katilmiyorum

Fikrim
Yok

Katiliyorum

Kesinlikle
katiliyorum

41. Go¢cmen, miilteci veya
siginmaci hastalar
hastaliklarini saglik ¢calisanlari
ile rahatca
konusurlar/konusurlardi.

1

3

5

42. Go¢cmen, miilteci veya
siginmacilarin hukuki
durumlari hakkinda yeterli
bilgiye sahibim.

43. Go¢cmen, miilteci veya
siginmacilarin saglik haklari ile
ilgili yeterli bilgiye sahibim.

44. Go¢cmen, miilteci veya
siginmaci hastalar Tarkiye'deki
saglk hizmetleri konusunda
yetersiz bilgiye sahiptir.

45. Gégmen, milteci veya
siginmaci hastalarin hastalik
algisi Turkiye vatandasi
hastalardan oldukca farkhdir.

46. Saglk calisanlari hizmet
sunduklari go¢gmen, milteci
veya siginmacilarin gelenek ve
gorenekleri ile ilgili bilgi sahibi
olmalidir.

47. Gégmen, milteci veya
siginmacilara saglk hizmeti
sunmak kolaydir.

48. Gégmen, milteci veya
siginmaci hastalarda ruh saghgi
problemlerinin teshisi Tlirkiye
vatandas! hastalara gore daha
zordur.

49. Go¢cmen, miilteci veya
siginmaci hastalarda
laboratuvar tetkikleri yapmak
Turkiye vatandas! hastalara
gore daha zordur.
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ifade

Kesinlikle
katilmiyorum

Katilmiyorum

Fikrim
Yok

Katiliyorum

Kesinlikle
katillyorum

50. Gégmen, miilteci veya
siginmacilari belli bir tedavi
yontemine ikna etmek Tiirkiye
vatandasi hastalara gore daha
zordur.

1

3

5

51. Go¢men, milteci veya
siginmaci hastalar basvuru,
randevu saatleri, sira alma gibi
kurallara uygun hareket ederler.

52. Go¢men, milteci veya
siginmaci hastalarin saghk
personeline olan gliveni oldukga
ylksektir.

53. Go¢men, milteci veya
siginmacilara hizmet verdigim
calisma ortaminda personel sayisi
yeterlidir/yeterliydi.

54. Go¢men, milteci veya
siginmacilara hizmet verdigim
calisma ortaminda lGireme saglhgi
danismanhgl malzemesi
yeterlidir/yeterliydi.

55. Gégmen, miilteci veya
siginmacilara hizmet verdigim
¢alisma ortaminin fiziki sartlar
yeterlidir/yeterliydi.

56. Gogmen, miilteci veya
siginmacilara hizmet sunmak
hizmet sunanin ruh saghgi
acgisindan yipraticidir.

57. Gégmen, miilteci veya
siginmacilara hizmet sunarken
kendimi tehdit (6rnegin fiziksel
siddet tehdidi) altinda hissettigim
olur/olmustur.

58. Elimde baska imkan olsa da
yine de go¢cmen, milteci veya
siginmacilara hizmet vermek
isterim.

59. Go¢men, miilteci veya
siginmacilara hizmet sunarken
mesleki tatmin
hissediyorum/hissediyordum.
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BOLUM 3

Asagida, kisilerin ruh durumlarini ifade ederken kullandiklari bazi ciimleler verilmistir. Litfen her bir
ciimleyi dikkatle okuyarak hangi siklikla hissettiginizi size uyan segenege isaret koyarak belirtiniz.

ifade Higbir Yilda Ayda birkag Haftada Hergin
zaman birkag kez kez birkag kez

60. Kendimi isimden duygusal olarak uzaklasmis 1 2 3 4 5

hissediyorum.

61. isgliniiniin sonunda kendimi bitkin hissediyorum. 1 2 3 4 5

62. Sabah kalkip yeni bir isglinii ile karsilasmak 1 2 3 4 5

zorunda kaldigimda kendimi yorgun hissediyorum.

63. Hastalarimin pek ¢ok sey hakkinda neler 1 2 3 4 5

hissettiklerini anlayabilirim.

64. Bazi hastalarima onlar sanki kisilikten yoksun bir 1 2 3 4 5

objeymis gibi davrandigimi hissediyorum.

65. Blitlin glin insanlarla ¢alismak benim igin 1 2 3 4 5

gercekten bir gerginliktir.

66. Hastalarimin sorunlarini etkili bir sekilde 1 2 3 4 5

hallederim.

67. isimin beni tiikettigini hissediyorum. 1 2 3 4 5

68. isimle diger insanlarin yasamlarini olumlu yénde 1 2 3 4 5

etkiledigimi hissediyorum.

69. Bu meslege basladigimdan beri insanlara karsi 1 2 3 4 5

katilastigimi hissediyorum.

70. Bu is beni duygusal olarak katilastirdigi icin sikinti 1 2 3 4 5

duyuyorum.
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ifade Hicbir Yilda Ayda Haftada Hergiin
zaman | birkag kez | birkag kez birkag kez

71. Kendimi ¢ok enerjik hissediyorum. 1 2 3 4 5

72. isimin beni hayalkirikligina ugrattigini 1 2 3 4 5

duslinlyorum.

73. isimde giicimiin Ustiinde calistigimi 1 2 3 4 5

hissediyorum.

74. Bazi hastalarin basina gelenler 1 2 3 4 5

gercekten umrumda degil.

75. Dogrudan insanlarla calismak bende 1 2 3 4 5

cok fazla strese neden oluyor.

76. Hastalarima rahat bir atmosferi 1 2 3 4 5

kolayca saglayabilirim.

77. Hastalarimla yakin iliski icinde 1 2 3 4 5

cahistiktan sonra kendimi ferahlamis

hissediyorum.

78. Bu meslekte pek ¢ok degerli isler 1 2 3 4 5

basardim.

79. Kendimi ¢ok garesiz hissediyorum. 1 2 3 4 5

80. isimde duygusal sorunlari bir hayli 1 2 3 4 5

sogukkanlilikla hallederim.

81. Hastalarin bazi problemleri icin beni 1 2 3 4 5

sugladiklarini hissediyorum.
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| BOLUM 4

82. Su anda, gocmen, miilteci ve siginmacilara saglik hizmeti sunumu ile ilgili egitim almak
istiyor musunuz?
1) Evet 2) Hayir

Yanitiniz Evet ise, litfen egitim konularini agiklayiniz.
) RSSO

83. Egitimin nasil verilmesini dnerirsiniz? Birden ¢ok isaretleyebilirsiniz.

1) Pratik/uygulamali egitim (isbasinda)

2) Teorik egitim

3) Uzaktan egitim

4) Konferans, sempozyum

5) Basili ve/veya elektronik ortamda egitim materyalleri destegi saglanmasi
6) Diger, 1Utfen Belirtiniz. ..o eeeeeeeeteeee e et

84. Go¢cmen, miilteci, sifinmacilara saglik hizmetini daha iyi sunabilmek 6nerilerinizi yaziniz.

85. Gogmen, miilteci, siginmacilara saglik hizmeti sunumu ile ilgili olarak belirtmek
istediginiz diger gorus / 6neri vb varsa yaziniz:

Calismamiza katkiniz icin tesekkiir ederiz.
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INFORMED CONSENT FORM ON SURVEY RESEARCH

The evaluation of perceptions of health workers providing primary care services to
migrants, refugees and asylum seekers in Hatay, Sanliurfa, Gaziantep and Izmir provinces and
their level of burnout

Dear Participant,

This research, entitled “The evaluation of perceptions of health workers providing primary care services to
migrants, refugees and asylum seekers in Hatay, Sanliurfa, Gaziantep and Izmir provinces and their level of
burnout” is carried out by a student of Hacettepe University Public Health Department Public Health
Master's Program. With the results of your answers, it is expected that, as a highly under-researched group,
health workers providing health care services to migrants, asylum seckers and refugees will be given an
infrastructure for potential arrangements and training for their needs arising from their professional
conditions. It is therefore of great importance that you answer all questions with sincerity.

Your participation in the research is on a volunteer basis. The information obtained through this form will
remain confidential and will only be used for research purposes. You may choose not to participate in the
study, or you may end up the survey while answering questions.

In this survey, which contains eighty-five questions and will take 20 minutes of your time, indicate your
answers by selecting the appropriate one from the options below the questions or by typing in the space left
under the question in open-ended questions. For questions where you can mark more than one option, mark
all options that you find suitable. If the option “other” is present among the answers to the question and your
answer is not included in the options given, then write your answer in the space in the option “other”.

Do not write your first and last name on the survey form.

Rowno: ..........

Please indicate your decision whether to participate in the research by checking the appropriate
box below. |:|

I agree to participate in the research

[ ]

I do not agree to participate in the research

We thank you for your participation and contributions.
Researchers:

Prof. Dr. Kerim Hakan Altintas'
Nurta¢ Kavukeu?
"Hacettepe University Faculty of Medicine Department of Public Health
*Hacettepe University Institute of Health Sciences
Contact details: o )
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| Section 1
1. What’s your gender? 1. Male 2. Female
What’s your date of birth? ...................... (Specify in years)

3. What’s your current marital status?

1) married 2) single 3) separated 4) widowed 5) other, please
specify.....ccen.... ?
4. How many children do you have?
0) Ihave no children
[ have ........ children.
5. State your profession and vocational training:
Your profession Write down your graduation year when you have

completed your vocational training

a. | Doctor, area of expertise:

D. | NUISE s

C. | MIAWIfe

6. Specify the health care provider where you have worked for the longest period

of time.
1) Primary care institution/outpatient institution (State)
2) Hospital - inpatient facility (State)
3) Private hospital
4) Private clinic
5) University
6) Other, please specify .........ocvvvviiviiiiiiinnnn.

7. Where did you last work before your current place of service?

1) Primary care institution/outpatient institution (State)

2) Hospital - inpatient facility (State)

3) Private hospital

4) Private clinic

5) University

6) Other, please specify ..........coevviviiiiiiiininnn.n.

8. Have you served migrants, refugees or asylum seekers before your current
assignment?

1) Yes (Proceed to 9™ question) 2) No (Skip to 10" question)

9. How long have you/have been serving/providing for migrants, refugees or asylum

seekers?

....... months ...... years
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10. Have you received any training in providing health care to migrants, refugees or

asylum seekers?

1) Yes2)No

If yes, please state the name of the institution providing the training and the duration

of the training:
Name of the institution ...............

Duration of the training ......... days

11. Where did you get information about migrants, refugees or asylum seekers?

(You can mark multiple options)

1) Radio

2) Television
3) Newspaper
4) Internet

5) Friends

6) Relatives

7) Books

8) Articles

9) Patients

10) Co-workers
11) Trainings
12) Overseas travels

13) Oher, please SPeCILY ...vvviini it

12. What province do you work currently?

13. Where is your current place of work?

1) Temporary refuge center
2) Polyclinic for foreign nationals
3) Migrant health center

4) Family health Center

5) Other, please specify.......cccevvvervievverrennnnns

14. Specify the total time you have worked at your current service location:

.... years ...months

15. Did you/do you speak a common language with the migrants, refugees or asylum

seekers you serve where you work?

1) Yes (Proceed to 16™ Question)

2 No (Skip to 17" Question)
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16. Specify the foreign language (s) and level (s) in which you communicate with
migrants, refugees or asylum seekers where you work.

LANGUAGE LEVEL (Please circle accordingly)
5- ADVANCED | INTERMEDIATE | BEGINNER
6- ADVANCED | INTERMEDIATE | BEGINNER
7- ADVANCED | INTERMEDIATE | BEGINNER
8- ADVANCED | INTERMEDIATE | BEGINNER

17. How many hours per day did you/do you serve migrants, refugees or asylum
seekers in your place of work? ........ hours

18. What is the average number of patients/applicants you care for daily at your
workplace? Write a single number: ............. Patients/applicants

19. From which countries did you/do you mostly look after patients at your
workplace?

Write in the space below, starting with the most frequent applicant to the less
frequent.

20. Which group/groups did the patients/applicants you looked mainly belong to at
your workplace? You can mark multiple

1) Baby
2) Child
3) Woman
4) Adult
5) Elderly

6) Other, please SPecify. .....cccovevvrviereeiieieieieeeeiens

21. Which group did you have the most difficulty when you provided/provide
services at your workplace?

1) Baby
2) Child
3) Woman

4) Adult
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5) Elderly
6) Other, please SPeCify. ....ccccvvviiviieviieiiceciereeie e,
Please, specify why:

22. Did you/do you feel to have sufficient knowledge of the legal status and rights of
the migrants, refugees or asylum seekers you serve?
1) Yes2)No

23. Please write down the problems you experience most often when providing
health care to migrants, refugees or asylum seekers where you work, starting with
what you experience most often?

24. What was/is the most important problem you faced when providing health care to
migrants, refugees or asylum seekers where you worked?
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| Section 2

After reading each statement below, mark the degree to what extent you agree or

disagree. (1. Strongly disagree, 2. Disagree, 3. Undecided, 4. Agree, 5. Strongly

Agree)

Statement

Strongly
Disagree

Disagree

Undecided

Agree

Strongly
Agree

25. I was/am pleased to offer health care
to migrants, refugees or asylum seekers.

1

5

26. Speaking different languages when
providing health care to migrants,
refugees or asylum seekers made/makes
make my job difficult.

27. Being able to speak the language of
migrants, refugees or asylum seekers
improves the quality of the service
provided.

28. The fact that I speak different
languages with migrant, refugee or
asylum-seeker patients often
caused/causes me to not fully understand
their health status.

29. The support of interpreters is crucial
in terms of providing appropriate
services to migrants, refugees or asylum
seekers.

30. Most of the interpreters I worked
with had/has the competence required for
the service.

31. Working with interpreters led/leads
to a prolonged period of interviewing
and examinations with the patient.

Statement

Strongly
Disagree

Disagree

Undecided

Agree

Strongly
Agree

32. The interpreters I worked with
greatly facilitated/facilitate my
communication with patients.

1

5

33. Interpreters need to be familiar with
medical terminology in order to provide
a better service.
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34. Interpreters need to have detailed
knowledge of the culture of the
community they serve.

35. My patient interviews with
interpreters usually went/go smoothly.

36. The presence of an interpreter in
service delivery has a negative effect on
patient privacy.

37. Interpreters should receive training
on issues relating to migrants, refugees
or asylum seekers.

38. Health workers should be trained in
the methods of working with interpreters
when communicating with migrant,
refugee or asylum-seeking patients.

39. I had/have sufficient knowledge of
the culture of migrants, refugees or
asylum seekers with whom I provided
services.

40. The difference in culture between me
and migrant, refugee or asylum seeker
patients was/is one of the important
factors that raised my stress level in my
daily work life.

Statement

Strongly
Disagree

Disagree

Undecided

Agree

Strongly
Agree

41. Migrant, refugee or asylum seeker
patients talked/talk their illnesses
comfortably with health workers.

1

5

42. I have sufficient knowledge of the
legal status of migrants, refugees or
asylum seckers.

43. I have sufficient knowledge of the
health rights of migrants, refugees or
asylum seekers.

44. Migrant, refugee or asylum seeker
patients have insufficient knowledge of
health care in Turkey.
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45. The perception of illness of migrant,
refugee or asylum-seeking patients is
quite different from that of Turkish
citizen patients.

46. Health workers should be aware of
the customs and traditions of the
migrants, refugees or asylum seekers
they provide services to.

47. Providing health care to migrants,
refugees or asylum seekers is easy.

48. Diagnosis of mental health problems
in migrant, refugee or asylum seeker
patients is more difficult than in patients
who are citizens of Turkey.

49. Conducting laboratory tests on
migrant, refugee or asylum-seeking
patients are more difficult than those of
Turkish citizens.

Statement

Strongly
Disagree

Disagree

Undeci
ded

Agree

Strongly
Agree

50. Convincing migrants, refugees or
asylum seekers to a certain treatment
method is more difficult than for patients
who are citizens of Turkey.

1

3

51. Migrant, refugee or asylum seeker
patients act in accordance with the rules
such as application, appointment times,
queue-taking.

52. Migrant, refugee or asylum seeker
patients have a high level of confidence
in their medical staff.

53. The number of staff in the working
environment where I served migrants,
refugees or asylum seckers was/is
sufficient.

54. Reproductive health counseling
material was/is sufficient in the working
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environment where I served migrants,
refugees or asylum seekers

55. The physical conditions of the
working environment in which I served
migrants, refugees or asylum seekers
were/are sufficient.

56. Providing services to migrants,
refugees or asylum seekers is exhausting
in terms of the mental health of the
service provider.

57. When providing services to migrants,
refugees or asylum seekers, there
were/are times I felt/feel under threat
(e.g. threat of physical violence).

58. If I had other opportunities, I would
still like to serve migrants, refugees or
asylum seekers.

59. I feel professionally satisfied when
serving migrants, refugees and asylum
seekers.

SECTION 3

Statement

Never

A few A few A few
timesa timesa timesa
year month week

Every
day

I feel emotionally
drained from my work.

I feel used up at the end
of the workday.

I feel fatigued when |
get up in the morning
and have to face another
day on the job.

Working with people all
day is really a strain for
me.
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I feel burned out from

0 1 2 3 4
my work.
I feel frustrated by my
job. 0 1 2 3 4
I feel I’'m working too
hard on my job. 0 1 ) 3 4
Working with people
directly puts too much
stress on me. 0 1 2 3 4
I feel like I’'m at the end
of my rope.

0 1 2 3 4
Chapter 4

82. Right now, would you like to receive training on health care provision for migrants,
refugees and asylum seekers?

1) Yes 2) No

If yes, please explain the training topics.

83. How would you recommend the method of training? You can mark multiple options.
1) Practical/applied training (at work)

2) Theoretical education
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3) Distance Education
4) Conference, symposium
5) Providing support for educational materials in printed and/or electronic media

6) Other, please SPECIfY. ....iii it

84. Write down your suggestions for better health care for migrants, refugees and asylum
seekers.

85. If you have any other opinions/suggestions, etc. that you would like to express regarding
the provision of health care to migrants, refugees, asylum seekers, please specify.

We thank you very much for your contribution to our study.



157

9 RESUME
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