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Editorden

Is Ahlaki Dergisi, bu sayisini saglig1 ahlak baglaminda ele alan aligmalara ayiriyor.

Saglik ve ahlak kavramlar: arasinda akla gelebilecek ilk iliski, sagligin ahlak, ahla-
kin saglik iizerindeki etkileridir. Ancak 6zel sayimiz bu iligkiyi ele almiyor.

Saglik ve ahlak kavramlarinin en 6nemli bulusma noktas: meslek adabidir. Saghk
calisanlarinin mesleklerini icra ederken izledikleri tutumlar ahlaki agidan derinle-
mesine analizi hak ediyor. Yakin gelecekte saglik alaninda yeni uzmanliklarin ortaya
cikacagini da dikkate alarak, degerler egitimine, okul programlari ve gorev tanim-
larinin yenilenmesine kadar gidebilecek bir degerlendirmeye cesaret etmek gerekir.

Saglik ve ahlak kavramlarinin igige gectigi ikinci nokta, bazi tibbi girisimlerin ah-
lakiligi. Bir kismini modern tibbin miimkiin kildig1 bu girisimler, bakis agisina
gore kabul edilebilir veya edilemez goriiniiyor. Oliimliiliige kars yiiriittiigii caba
dolayisiyla itibar sahibi olan tip, her bagarisiyla iktidarini genisletirken 6ntimiize
yeni sorular, zor kararlar koyuyor. Tibb1 ne kadar sinirlamak gerektigi herhalde hep
tartisma konusu olacaktir.

Saglik ve ahlak kavramlarini biraraya getiren {iglincii nokta, yerlesmis tip uygula-
malarinin sthhati. Faydasina dair kesin bilgimiz olmayan veya metodolojik agidan
glivenilmez arastirma ve denemeler sonucunda tip pratiginde yerini almis bir¢ok
girisim var. Makul siiphenin ortadan kalkmasi ve mesleki korliik, bilgi tiretiminin
hangi ¢ikar catismalari altinda gerceklestigini gormemizi engelliyor. Bilginin ahla-
kini sorgulamaliy1z.

x>

Saglik hizmetlerine ulasilabilirligin artmasi ile saglik kurumlar1 ve ¢aliganlar haya-
timizda giderek daha fazla yer tutuyor. Ozel sayimizin ilk makalesi saglik ¢alisanla-
rinin hastalara karsi tutumunu ele aliyor. Ahmet Cogkun tarafindan yazilan “Saglik
Hizmetleri Sektdriinde Ahlaki Bir Sorun Olarak Insandisilagtirma” baglikli maka-
lede s6z konusu tutumun nedenleri ve sonuglari irdeleniyor, 6neriler sunuluyor.

Dogum oncesi teshis imkanlarinin genislemesi 6jeni ve kiirtaj konusundaki eski
tartigmalar1 yeni bir sathaya tagidi. “Elemeci Kiirtaj: Ojenizmin Yeni Yiizi” adli
makalesinde Havva Caha, gen teknolojisindeki gelismelerin malformasyonlu fe-
tiislerin kaderini nasil etkileyecegini ele alryor ve gelecekte bizi daha mesgul edecek
bir sorunun cevabini artyor: Insanoglunu “dogustan hatasiz” bir tiir haline getir-
menin bedeli nedir?



Tirkiyenin de giindeminde olan yeni organ nakli uygulamalar: konuya ilgiyi art-
tird1. Hakan Ertin, “Organ Bagis1 ve Transplantasyon Tibbi: Etik Cerceve ve Coziim
Tartismalar1” adli makalesinde organ naklinin yarattig1 etik tartismalari ele aliyor
ve ardindan diinyada uygulanan bagis modellerini inceliyor. Makale Tiirkiyenin
izleyebilecegi farkli yollar i¢in bir diisiinme ¢agrisi olarak da degerlendirilebilir.

Tibbin hayatimizda oynadig: rol artarken, saghk hizmeti sunan kurumlarin kil-
tir ve politikalar1 giderek daha 6nemli hale geliyor. Mehves Tarim, Halil Zaim ve
Yasemin Torun, “Is Ahlaki Uygulamalarinin Hastane Performansina Etkisi: Kamu
Hastaneleri Uzerine Bir Saha Caligmas1” ile, kamu hastanelerinde uyguladiklari bir
Olgek tizerinden sosyal ve etik performansin kurum performansini nasil etkiledi-
gini ortaya koyuyor.

*%

Kitap degerlendirmeleri béliimiinde Adem Baspinar, gozaltindakilerin gii¢ kulla-
nilarak sorgulanmasinda saglik ve hukuk profesyonellerinin yerini inceleyen, Paul
Lauritzer’in “Professional Ethics, Responsibility, and Interrogation” adl1 eserini ele
aliyor.

Ingilterede yayinlanan “Practical Guidance for the Management of Palliative Care
on Neonatal Units” adli kilavuzu 6zetleyen Tutku Ozdogan, Tiirkiyede eksikligi
hissedilen palyatif bakim konusunda basvurulabilecek bir kaynak ortaya koyuyor.

Tip etiginde cesur sorulari ve cevaplari ile bilinen John Harris'in “Enhancing Evo-
lution: The Ethical Case for Making Better People” adl1 eserini Rainer Brémer kri-
tik ediyor ve yazarin katkilarini ve eksiklerini dile getiriyor.

Sevtap Metin’in tip ve hukuk alaninda ¢alisanlar kadar meslekten olmayanlarin da
faydalanacag: bicimde kaleme aldig1 “Biyo-Tip Etigi ve Hukuk” adli eser E. Elif
Vatanoglu-Lutz tarafindan degerlendiriliyor.

*%

Saglik ve Ahlak 6zel sayisinin faydali olmasini, sahsi ve mesleki hayatiniz i¢in katk:
saglamasini imit ederiz.

Dr. Murat Dinger Cekin
Marmara Universitesi

Ozel Say1 Editorii



Editorial

The Turkish Journal of Business Ethics has devoted its current special issue to those
studies discussing health through the lens of ethics.

The first relation that springs to mind when health and ethics are discussed under
the same roof is how health impacts ethics and how ethics impacts health. With this
being the reality however, our special issue does not focus on this mutual relation.

The most important point of convergence in health and ethics finds itself in
professional codes. The attitudes held and practices followed by health practitioners
deserve a critical analysis from an ethical standpoint. Considering that new fields
of expertise are increasingly on the rise in the health section, it is of the utmost
importance to assess the various aspects of this area, including its reflections on
values education, school programs, and the rewriting of job descriptions.

A second meeting point of health and ethics lies in the ethicalness of specific medical
initiatives. These initiatives, some of which are a direct result of modern medicine, may
be considered acceptable or unacceptable according to one’s personal point of view.
Despite having gained an increasingly positive reputation as a result of its struggle
against mortality, medicine has brought new questions requiring difficult decisions to
be made. It seems that the question as to what borders should be placed on medicine
will remain a heated debate in the future.

Health and ethics’ third point of intersection is the integrity of common medical
practices. Justaswehave notattained definitive information regarding the advantages
of many of these practices, so has it been found that some of their purporting
studies are not entirely methodologically reliable. Both the disappearance of
reasonable doubt and professional blindness have prevented us from being able to
see the conflicts of interest under which the information is disseminated. It is for
this very reason that we should question the ethics of information.

%%

Due to health services” ever-increasing availability, both health facilities and those
who work in the health sector have found themselves taking a more central place
in our lives. The first article of this special issue handles health care professionals’
attitudes toward patients. Ahmet Coskun, in his article entitled “Dehumanization
as an Ethical Issue in the Health Services Sector,” scrutinizes the reasons behind
and implications of such attitudes, offering suggestions to overcome this issue.

The expansion of opportunities for pre-natal diagnosis has carried discussions
on eugenics and abortion to an entirely new platform. In her article entitled
“Selective Abortion: The New Face of Eugenics,” Havva Caha discusses the ways
that developments in gene technology have affected the fate of malformed fetuses,



searching for the answer to a question that will only continue become more
prevalent as techniques develop: What is the cost of turning human beings into a
species that must be “innately without fault?”

New organ transplantation methods currently being discussed and practiced in
Turkey have increased interest in the issue. In his article entitled “Organ Donation
and Transplantation Medicine: Ethical Framework and Solutions,” Hakan Ertin
examines the ethical discussions emerging from organ transplantation, analyzing
the donation models applied around the world. This article can be considered a
call to researchers and practitioners to find different methods and techniques to be
implemented in Turkey.

While the role played by medicine increases in our lives, the culture and policies
of corporations offering health services also increased in importance. In “The
Effects of Work Ethics Practices on Hospital Performance: A Field Study on Public
Hospitals,” Mehves Tarim, Halil Zaim, and Yasemin Torun state in what ways an
institution’s social and ethical performance affect the overall performance of that
institution via a scale applied in public hospitals.

x>

In the book evaluation section, Adem Bagpinar handles Paul Lauritzen’s work
entitled “Professional Ethics, Responsibility, and Interrogation” which analyzes the
place of health and law experts in interrogating detainees by force.

Summarizing the guide published in UK. entitled “Practical Guidance for the
Management of Palliative Care on Neonatal Units,” Tutku Ozdogan provides a resource
that can be used in palliative care, an area in which is currently lacking in Turkey.

Rainer Bromer offers a critical analysis of John Harris’s work, who is known for his bold
questions and answers in the field of medical ethics, entitled “Enhancing Evolution,
Transcending Human Nature” In the analysis, both the contributions made by the
writer and the areas requiring further discussion are specified.

E. Elif Vatanoglu-Lutz assesses Sevtap Metin’s work entitled “Bio —Medicine Ethics
and Law;” which provides information not only to workers within the field of
medicine and law, but also to those without.

%%

It is our hope that you not only find it a pleasure to read this issue of Health and
Ethics, but that you also find it to be helpful in your personal and professional lives.

Murat Dinger Cekin, MD
Marmara University

Special Issue Editor
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Saglik Hizmetleri Sektoriinde Ahlaki Bir Sorun

Olarak Insandisilagtirma
Ahmet Cogkun®

Erciyes Universitesi

0z

Temel misyonu insana hizmet olan ve ahlakla cok kadim ve glcli bir irtibati olan saglik
hizmetleri sektérinde ¢alisanlarin zaman zaman hastalara yénelik gayri ahlaki davranislar
sergilemesinin veya Oyle olmasa bile bu davranislarin hasta tarafindan gayri ahlaki olarak
algilanmasinin temel nedeni nedir? Hastanin insani 6zelliklerini yadsiyan bir paradigma-
nin saglik sektorine hakim olmasi, sagladigi faydalar yaninda, gayri ahlaki davranislari da
kolaylastirmakta midir? Eger oyleyse ¢ozim icin neler yapilabilir? Bu sorularin cevabinin
arandigi calismada saglik hizmetleri sektérinde is ahlaki baglaminda son yillarda giinde-
me gelen insandisilastirma (dehumanization) kavrami, literatiirden istifade edilerek cesitli
acilardan incelenmistir. Calismada, insandisilastirma olgusunun kavramsal cercevesi, tu-
tum ve algi yonleriyle nasil ele alindigi, is ahlaki baglaminda hangi arastirma yontemleriyle
irdelendigi, animalistik - mekanistik tirleri ve dikey - yatay boyutlari, sektérel, drgitsel ve
iliskisel sebepleri, olumlu ve olumsuz sonuglari ve olumsuz sonuclarini ortadan kaldirmaya
yonelik ¢6zim Gnerileri tartisitmistir.

Anahtar Kelimeler
is Ahlak, Is Etigi, Tip Ahlaki, Tip Etigi, Saglik Hizmetleri, insandisilastirma

a  Ars. Gor. Ahmet Coskun, Erciyes Universitesi, iktisadi ve Idari Bilimler Fakiiltesi, i§letme Boliimii, Yonetim ve Organizasyon
Anabilim Daly, Kayseri
Calisma alanlart: Is ahlak, giiven
Elektronik posta: ahmetcoskun@erciyes.edu.tr



is Ahlaki Dergisi

Insandisilagtirmanin Kavramsal Cercevesi

Tiirkge literatiirde canavarlastirma, insan gibi gormeme, insansizlastirma, in-
sanliktan uzaklagtirma, insandigilagtirma gibi terimlerle karsilanan “dehuma-
nization” kavrami tilkemizde oldukg¢a az sayida bilimsel yayma konu olmustur.
Basta hekim ve hemsireler olmak {izere saglik hizmetleri sektoriinde galisan-
larin hastalarla iligkilerinde ortaya ¢ikan bir olgu olarak insandisilagtirma ko-
nusunda ise Tiirk¢e bilimsel bir ¢aligmaya rastlamadik. Bu ¢aliymanin amaci
s6z konusu kavrami saglik hizmetleri sektoriinde is ahlaki baglaminda incele-
mek, bir sektorii veya meslegi toptanci bir yaklasimla su¢glamadan, bu olgunun
neden ortaya ¢iktig1 tizerinde durmak, olumlu ve olumsuz sonuglarina isaret
etmek ve olumsuz taraflarini ortadan kaldirmaya yonelik ¢6ziim o6nerileri su-

narak konunun tartisilmasina katkida bulunmaktir.

Insandigilagtirma olgusunun insandisilastiran ve insandigilastirilan seklinde iki
tarafl, insandisilastirma tutumu ve insandisilastirilma algis: seklinde iki yoni
vardir. Saglik hizmetleri sektorii agisindan bakildiginda insandigilastirma tutu-
mu saglik personelinin -kendisi farkinda olsun veya olmasin- hastaya yonelik
sahip oldugu tutumu, insandigilagtirilma algisi ise hastanin -gergekte bdyle bir
tutum olsun veya olmasin- saglik personeli tarafindan kendisine kars1 boyle bir

tutum oldugunu hissetmesini ifade etmektedir.

Bir tutum olarak insandisilastirma, kisinin, muhatab: olan kisi veya grubun
sahip oldugu insani 6zellikleri kismen veya tamamen inkar1 anlamina gelir
(Oliver, 2011). Insandigilagtirma kavramu literatiirde 6nce, kigiler veya gruplar
arasinda ortaya cikan siddet eylemlerinin mesrulastirilmasini saglayan bir et-
ken olarak incelenmistir (Haslam ve Loughnan, 2014). Kisi veya gruba yonelik
siddet eylemine bagvuranlar, kurbanlarinin kendilerinden farkliliklar: iizerine
bina ettikleri, muhatabi insandigilagtirma tutumlariyla bu kisilerin insani kim-
liklerini yadsimakta, onlara dair merhamet duyma kapasitelerini azaltmis ol-

makta ve siddet eylemlerini kendileri i¢in kolaylagtirmaktadir.

Insandigilagtirma tutumu muhatabin insaniyetini, haysiyetini, hislerinin oldu-
gunu ve merhamete layik oldugunu inkar etme yoluyla ortaya gikar (Opotow,

1990). Ahlaki dislamaya maruz kalan muhatap, adalete iliskin degerler, kural-
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lar ve degerlendirmelerin uzaginda tutulur. Insandigilagtirmanin sebep oldugu
dislama sonucunda insanlarin, muhataplarina yonelik eylemlerinin ahlaki bo-
yutuyla baglantisini koparabildikleri (Bandura, 1999), eylemin ahlaki icerigine
dair nétrlestirme yaptiklar: (Sykes ve Matza, 1957) ve boylelikle siradan insan-
larin dahi ahlaki olmayan eylemleri kendilerince hakli gostererek rahatsizlik
duymadan gergeklestirdikleri ifade edilmistir.'

Insandisilastirma kavrami 2000’li yillara kadar daha ziyade siddet ve savas sug-
lar1 gibi ahlaki yogunlugu yiiksek eylemleri agiklamak igin kullanilirken, son
yillarda is hayatindaki iliskiler agisindan da ele alinmakta, is ahlaki alaninda
¢alisan bilim adamlari i¢in konunun 6nemine dikkat ¢ekilmekte ve arastirma
¢agrilar1 yapilmaktadir (6rn. Trevino, Weaver ve Reynolds, 2006). Kavramu is
ahlakinin hayati 6nem arz ettigi saglik hizmetleri sektoriinde ele alan galigmalar

artmaktadir (gelismelerin degerlendirilmesi i¢in bkz. Haque ve Waytz, 2012).

Biitiin ahlaki konular gibi, insandigilastirmay1 da 6l¢gmek zordur. Degisken, tu-
tum ve algi oldugu i¢in gozlem yapma imkani neredeyse yoktur. Siklikla kulla-
nilan 6z-bildirime dayal1 anket tarzi nicel 6l¢iim araglarinin sosyal istenirlik gibi
yanhliklarin etkisinde kalma ihtimali yiiksektir. Bu sebeplerle son zamanlarda
aragtirmacilar daha ziyade senaryoya dayali karar verme (6rn. Lammers ve Sta-
pel, 2010), deney yapma (6rn. Gwinn, Judd ve Park, 2013; Twenge, Baumeister,
Tice ve Stucke, 2001; Waytz ve Epley, 2012), ileri beyin goriintiileme (functional
magnetic resonance imaging-fMRI) (6rn. Harris ve Fiske, 2006; Jack, Dawson
ve Norr, 2013) veya ortiik ¢agrisim testi (implicit association test-IAT) gibi yeni
yontemleri (6rn. Capozza, Andrighetto, Di Bernardo ve Falvo; 2012; Martinez,
Rodriguez-Bailon ve Moya, 2012) deneme egilimindedir. Aragtirma konusunun
is ahlaki alanina uyarlanmasi yeni oldugu i¢in, bu alandaki teorik zemininin sag-
lamlagtirilmasina ve farkli sektérlerde arastirilmak iizere yeni modeller gelistiril-

mesine yonelik nitel calismalara da ihtiyag oldugu fark edilmistir.

1 Bu doniisiimiin nasil gergeklestigine dair garpici 6rnek, Philip Zimbardonun yiiriitiiciisii oldugu, psikoloji tarihinin en ¢ok ses
getiren ¢aligmalarindan biri olan Stanford Hapishane Deneyidir. Universite dgrencilerine fakiilte binasinin altinda yerlestirildik-
leri yapay hapishanede mahkum ve gardiyan rolleri ile gorev tanimlar1 dagitilmugtir. Baglangigta normal seyreden deney kisa siire
sonra gardiyan roliindeki deneklerin mahkum roliindeki deneklere uyguladigi kotii muamele sonucu kontrolden gikmug ve altinct
giiniin sonunda bitirilmek zorunda kalinmistir. Zimbardonun yillar sonra kaleme aldig1 kitabr, Incilde gegen ve Latincede «giin
yildiz1» anlamina gelen en iistiin melek Lucifer’in nasil Iblise déniistiigiinden hareketle, siradan, hatta iyi insanlarin kendilerinde
vehmettikleri rollere ve bulunduklari ortamdaki sosyal normlara bagli olarak nasil seytanca davraniglar sergileyebildigini gozler
oniine sermektedir (bkz. Zimbardo, 2008).
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Insandisilagtirmanin Tiirleri ve Boyutlar

Insandigilagtirma tutumu iki tiirlii ortaya gikabilir (Haslam, 2006): Animalistik
insandigilagtirma, insani hayvanlardan ayiran yiiksek biligsel kapasite, nezaket
ve ahlaki hassasiyet gibi 6zelliklerin inkarini; mekanistik insandisilastirma, in-
san1 robot gibi cansiz varliklardan ayiran hayatiyet ve duygusallik gibi 6zellik-

lerin inkarini ifade eder.

Cesitli aragtirmalarla (6rn. Haslam, Kashima, Loughnan, Shi ve Suitner, 2008;
Jack ve ark., 2013; Martinez ve ark., 2012) desteklenen bu ikili modele gore,
toplu siddet eylemlerinde muhataplar1 hayvan gibi gormek animalistik insan-
disilastirma ile, teknoloji ve tip gibi alanlarda muhataplar1 soguk, pasif, makine
gibi gormek ve aralarinda niteliksel fark gozetmemek mekanistik insandigilas-

tirma ile agiklanabilir (Haslam, 2006; Haslam ve Loughnan, 2014).

Bunun yaninda aragtirmacilar insandigilagtirmanin iki boyutu oldugunu be-
lirtmektedir. Dikey boyutta muhatap, tutum sahibi kisiye duygusal yakinlig
(sicaklik) ve maddi gostergelerdeki basarisi (yetkinlik) agisindan “diisiik” veya
“yiiksek” seklinde bir derecelendirmeye tabi tutulmaktadir.? Harris ve Fiske'nin
(2006) fMRI yontemini kullandiklar1 aragtirmada kisilerin sicaklik ve yetkin-
likten olusan bu dikey skalada en altta (diisiik-diisiik) yer alan muhataplarini
grup dis1 addettikleri ve insandisilastirdiklar: tespit edilmistir. Yatay boyutta ise
mubhatabin tutum sahibi kisiye olan uzaklig1 ve onunla iliskisinin bulunmayis1
etkili olmaktadir. Bu tiir insandisilastirma 6zellikle saglik hizmetleri sektoriin-
de sz konusudur (Haslam ve Loughnan, 2014). Saglik personeli muhatabin
cektigi aciyla arasina duygusal mesafe koymakta ve onun hayatiyet, duygusallik

gibi insani 6zelliklerini yadsimaktadir (Leyens, 2014).

Insandisilagtirmanin Nedenleri

Saglik hizmetleri sektoriinde insandisilastirmanin ortaya ¢ikmasina neden olan

unsurlar sektorel, orgiitsel ve iliskisel olmak tizere {i¢ kategoride incelenebilir.

2 Buna gore mesela uluslararas: bagar1 saglamig milli sporcular hem sicaklik, hem yetkinlik agisindan (yiiksek-yiiksek) dikey skala-
nin en istiinde yeralirken, evsiz uyusturucu bagimlilar1 hem sicaklik, hem yetkinlik agisindan (diisiik-diisiik) dikey skalanin en
altinda yeralmaktadir (Harris ve Fiske, 2006).
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Sektorel Nedenler

Saglik personelinin hastalar1 insandisilastirmas: bilingli bir tercih olabilecegi
gibi, sektordeki ¢alisma sartlarinin ve is ortamindaki yaygin uygulamalarin
sonucu gayriihtiyari bir sekilde de ortaya ¢ikabilir (Haque ve Waytz, 2012).
Pawlikowski (2002) insandisilagtirmanin saglik hizmetleri sektoriine has igsel

nedenleri oldugunu iddia etmektedir.

Tip Bilimine Hakim Olan Yaklasim: Geleneksel tip okullar1 insan1 hem bir
biitiiniin pargasi hem de kendi iginde bir biitiin olarak degerlendirmistir. Bu
biitiinciil yaklasim modern dénemde yerini yalitmaci ve indirgemeci bir yakla-
sima birakmistir (Canton, 1980). Modern paradigma, sagladig: faydalar yanin-
da, hekimin hastay1 psikososyal diinyasindan yalitarak ve hastalikli bir organa
veya bozuk bir gene indirgeyerek insandisilagtirmasina zemin hazirlamaktadir
(Pawlikowski, 2002). Son déonemde bu yaklasima yonelik elestiriler ve gelenek-
sel / tamamlayic1 / alternatif tip yontemlerinin ilgi cekmesiyle canlanan biyop-
sikososyal nitelikli hasta merkezli tip yaklasimi, hastanin duygu, diisiince, de-
ger ve ihtiyaclariyla biitiin bir insan olarak dikkate alinmasina 6ncelik verirken;
hélen tip egitiminde ve klinik uygulamalarda hakim paradigma olan biyomedi-
kal nitelikli kanit temelli tip yaklasimi hastanin insan olarak biricikligine vurgu
yapmadan, pozitivist ve ekonomik bir bakisla, dogru tedavi kararinin verilebil-
mesi i¢in en uygun kanitin sunulmasina 6ncelik verir (Bensing, 2000; White III
ve Chanoft, 2011). Bu yaklagim, saglik uygulamalarindaki insandisilagtirmanin
asil sebeplerindendir (Haque ve Waytz, 2012; Haslam, 2006). Hasta merkezli ve
kanit temelli tip seklinde idealize edilebilecek ve iki yaklasimin dstiinliiklerini

sentezleyecek bir model, ahlak - fayda dengesi i¢in imkan olabilir.

Yogun Teknoloji Kullanimi: Daha 1700’lii yillarda hastanin kalbini ve gogsii-
nii kulakla degil de stetoskopla dinlemenin veya 1900’lerin baginda tansiyon
aleti kullanmanin hekimle hasta arasina mesafe koyarak insandisilastirmaya
sebep olup olmadig: tartisilmistir (Bailey, 2011). Teknoloji kullanimi arttik¢a
bu tiir tartismalar da artmis, olumlu ve olumsuz goriis belirtenler olmustur.
Olumsuz elestirilere cevap mahiyetindeki bir goriise gore, teknoloji kullanimi
isleri hizlandirarak hekime hastayla ilgilenmesi i¢in zaman kazandiracak, hasta

bilgilerine erismeyi kolaylagtiracak ve daha insani bir hekim-hasta iligkisine
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imkan taniyacaktir (Shortliffe, 1993). Bu iyimser tahminler kismen gergekles-
mis olsa da, ozellikle radyoloji, patoloji gibi alanlarda teknoloji kullanim yii-
ziinden hastalar, icinde bulunduklari sosyal ve duygusal baglamdan kopuk, so-

guk, cansiz nesneler gibi algilanir hale gelmistir (Haslam, 2006; Opotow, 1990).

fleri Diizeyde Isbéliimii ve Uzmanlagma: MO 4. yiizyilda Eflatun’un bir ge-
reklilik olarak ifade ettigi isboliimil ve uzmanlagmayi, 18. ylizyilda sanayi dev-
rimi tartismalarina bagh olarak Adam Smith verimlilik kavrami iizerinden
savunmus, 19. ylizyilda Karl Marx ise yabancilagma kavrami iizerinden elestir-
mistir. Glintimiizde 6zellikle saglik hizmetleri sektériinde uzmanlar, Gandhi'ye
atfedilen bir s6zde vurgulandig: gibi “daha az sey hakkinda gitgide daha ¢ok
sey bilen, sonunda da hi¢ hakkinda herseyi bilen” kisiler haline gelmistir. Bu
gidisi elestirenler, asir1 uzmanlasmanin hastalarin -bir tek hastalik i¢in dahi-
bakimini pargalara ayirdigini ve siireklilige mani oldugunu, farkli alanlarda-
ki uzmanlar arasinda iletisim kalitesini diisiirdiigiinii ve 6zellikle birden ¢ok
kronik rahatsizlig1 olan yasli hastalarda bir rahatsizlig1 iyilestirmeye calisirken
baska olumsuz sonuglar iirettigini belirtmektedir (Detsky, Gauthier ve Fuchs,
2012). Isboliimii ve uzmanlasma performans iizerinde olumlu etkiler gosterir-
ken, hastaya biitiinciil bakisi engelleyerek insandisilastirmaya yol agmaktadir
(Pawlikowski, 2002).

Altyapi Sorunlari: OECD'nin (2013) yayinladigi rapora gére Tiirkiye, 2000 y1-
lindan beri saglik alaninda en ¢ok iyilesme yasanan iilkelerden birisi olmasina
ragmen, hekim, hemsire ve yatak sayisi acisindan hala durumu en kot tilkeler
arasinda yer almaktadir. Bu durum saglik personelinin is yogunlugunun art-
masina, hastalarin uzun siire beklemelerine ve buna ragmen daha kisa siireli
ve diisiik nitelikli saglik hizmeti almalarina neden olmaktadir. Hastalarin ni-
teligi diistik hizmet almalar1 insandigilagtirildiklar: algisina hizmet ettigi gibi,
saglik personeli de is yogunluguna bagh ortaya ¢ikan yiiksek stres diizeyinin
stireklilik arz etmesi ve kalic1 hale gelmesi sonucunda hastalarina kars1 insandi-
silastiric1 tutuma sahip olabilmektedir. Yorgun hekimler hastalarini insan ola-
rak gormek yerine bedenlerden ibaret gorebilmektedir (Haslam ve Loughnan,
2014). Bir aragtirmada, isyerinde stirekli yiiksek stres ortaminda calistiklarini

belirten kadin hastaliklar1 ve dogum uzmanlarinin %15’i insanlarin sorunla-

14



Coskun / Saglik Hizmetleri Sektsriinde Ahlaki Bir Sorun Olarak insandisilastirma

rina kars1 duyarsiz hale geldigini, %251 islerinde daha ¢ok “teknik personel”,
daha az “insan” oldugunu, %33’ isyerinde biraz ¢alistiktan sonra daha “sert”
hale geldigini ve bu durumu hemen her giin yasadiklarini ifade etmislerdir.
[lging bir bulgu da hekimlerin %25’inin islerini kaybetmemek i¢in bu sekilde
“sertlesmeleri” gerektigini hissetmeleridir (Bortoletti ve ark., 2012).

Orgiitsel Nedenler

Insandigilagtirmanin nedenlerinden bir boliimii, hastanenin bir érgiit olarak
sahip oldugu ozelliklere baglanabilir. Bu 6zelliklerden ilki hastanenin 6rgiit
kiiltiiriidir. Orgiit kiiltiirti, orgiit {iyelerinin sahip oldugu ve onlar1 yonlen-
diren ortak degerler, inanglar ve eylemler biitiinii olarak tanimlanmaktadir
(Schermerhorn, Hunt, Osborn ve Uhl-Bien, 2010, s. 366). Orgiit kiiltiiriiniin
etkileri -bir piramit gibi- yukaridan asagiya li¢ katmanda ortaya ¢ikar (Schein,
2010): (i). Ritiieller, kullanilan dil, fiziksel 6geler, gézlemlenen davranislar gibi
goriinen unsurlar; (ii). Dogru/yanlis ve iyi/koti ile iliskili paylasilan degerler
ve hedefler; (iii). Bilin¢disini insa eden, paylasilan temel varsayim ve inanglar.
Hastanedeki orgiit kiiltiiriiniin {i¢ katmani da hastalarin insandisilastirilmasina

etki yapabilir.

Kullanilan Dil: Isyerindeki konugmalarda tercih edilen kelimeler, kavramlar,
deyimler ve iislup kisilerin ahlaki degerlendirmelere iliskin duygusal siirecleri
tizerinde etkide bulunarak muhataplarin: insandisilastirmalarini miimkin ki-
lar. Orgiitlerde kullanilan dilin yaygin bigcimde ¢alisanlarin karar ve davranis-
larinin ahlaki yoniinii 6rttiigline, ahlaki agidan kor noktalar olugturduguna ve
sonugcta kotii ahlaki kararlara sebep olduguna isaret edilmektedir (Bazerman
ve Tenbrunsel, 2011). Bir ¢alismada® deneklerin bazilarina anadillerinde, ba-
zilarina da iyi bildikleri bir yabanci dilde yazilmis, insanlarin hayatlarina dair
olimciil sonuglar: olan bir ahlaki ikilem 6rnegi okutulup karar vermeleri is-
tenmis; yabanci dili kullananlardan ¢ogunun, anadilini kullananlardan farkli
olarak, duygusal siire¢ yasamadan, salt rasyonel/faydaci ahlaki kararlar ver-

dikleri goriilmiistiir (Costa ve ark., 2014). Hastanede yabanci kelime agirlikly

3 Bu¢aligma, ahlaki karar alma konusunda olduk¢a meshur olan “tramvay problemi’nin bir versiyonudur. Problemin ahlaki agidan
yapilan bir tartigmasi igin bkz. Thomson, 1985.
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mesleki bir dil kullanilmasi ve hastalarin kisisel olmayan tabir ve kisaltmalarla,
yatak numarasiyla, hastalik adiyla veya bedenin hastalikli kismiyla anilmasi,
saglik personeli arasinda hastalarin insani yonlerini fark etmelerine yarayacak
duygusal siiregleri devreden ¢ikaran ve alinan kararlarin ahlakiligini orterek
hastalar1 insandisilastiran, hastalarda da insandisilastirilma algisi olusturan bir
kiiltiir Giretmektedir* (Haque ve Waytz, 2012; Leyens, 2014). Muhatabin insani
ozelliklerine vurgu yapmayan dil, hem tutum, hem alg1 yoniiyle insandisilastir-

maya neden olmaktadir (Haslam, 2006).

Fiziksel Ogeler: Ozellikle kamu hastanelerinin dig ve i¢ mimarileri, yerlegsim
planlari, kullanilan dl¢iiler, tercih edilen (ve edilmeyen) esya, dekorasyon tar-
z1, renk segimleri, bina i¢indeki yazi, isaret ve semboller, saglik personeline ait
tiniforma ve hastalara giydirilen (6rn. viicudun bir kismini agikta birakan) ki-
yafetler hem hastalar hem personel iizerinde insandisilastirici etki olusturmak-
tadir (Haque ve Waytz, 2012).

Gozlemlenen Davranislar: Bandura (1977) sosyal 6grenme kuraminda, birey-
lerin kompleks davranislar gelistirmek icin gozleme dayali modelleme yoluyla
ogrenme yaptiklarini ifade eder. Orgiitlerde liderlerin/ydneticilerin ve grup-igi
caligma arkadaslarinin gozlemlenen davranislari, 6zellikle kuvvetli bir ahlaki
kimlige sahip olmayan ¢alisanlarin ahlaki karar ve davranislar1 tizerinde do-
niistiiriicti etki yapar (Trevino, den Nieuwenboer ve Kish-Gephart, 2014). Us-
ta-cirak iliskisinin olduk¢a 6nemli oldugu saglik hizmetleri sektoriinde 6gren-
cilik yillarindan itibaren hocalarinin ve hastane yoneticilerinin hastalara kars1
insandisilastirici tutumlarina sahitlik eden saglik personeli ayni tutumu gelisti-
rebilir. Caligma arkadaslarinin hastalara kars: insandisilastirict davranislar: da
olumsuz nitelikte bir alt kiiltiir olusturarak benzer bir etki yapabilir. Saglik hiz-
metleri sektoriinde yapilan bir aragtirmada ¢aligma arkadaglar1 ve yoneticilerin
ahlaki davranislarinin saglik personelinin ahlaki davranislari iizerinde anlamh

etkisinin oldugu tespit edilmistir (Deshpande, Joseph ve Prasad, 2006).

Paylasilan Degerler ve Hedefler: Bir¢ok orgiit, bu unsuru misyon, vizyon, de-

gerler ve -son zamanlarda- etik kod seklinde yazili olarak ¢alisanlar: ve kamu-

4 Vefat eden bir hasta i¢in kullanilabilecek “6ldii” tabiri ile “ex oldu” tabiri, ok farkli anlam diinyalarina referans vermektedir ve anlam
diinyamizdan beslenen ahlaki tercihlerimizi etkilemektedir. Bir hekim vefat eden yakini i¢in gézyas1 dokerken “ex oldu” diyemiyorsa,
hastalariyla ilgili kullandig1 dilin hem kendine hem de hasta ve hasta yakinlarina etkileri konusunda diisiinmesi gerekir.
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oyuyla paylagsmaktadir. Fakat aslolan bunlarin ¢alisanlarla paylasilmas: degil,
calisanlarin bu deger ve hedefleri paylasmasidir. Ulkemizde saglik kurulusla-
rinin hemen higbiri miistakil bir etik koda sahip degildir. Bunun muhtemel
nedeni saglik hizmetleri meslek gruplarinin, islerinin dogasindaki ahlaki has-
sasiyet itibariyla zaten kendilerini baglayan meslek etigi kodlarina sahip olma-
sidir. Ancak bu kodlarin saglik kuruluglarinin 6rgiit kiiltiriinde ne kadar yeri
oldugu onemlidir. Bir arastirmada, kendi kuruluslari i¢in etik kod hazirlayan
saglik personelinin dahi bu etik kodu benimsemedikleri ortaya ¢ikmustir. Kati-
limcilardan biri etik kodu “sahip oldugunuz fakat giin i¢inde kullanmadiginiz

seylerden bir tanesi” olarak tanimlamistir (Montaya ve Richard, 1994).

Temel Varsayim ve Inanglar: Bu unsur ¢ogunlukla kurucu veya liderin sahip
oldugu felsefe tarafindan sekillendirilir ve érgiite daha sonra katilanlar tarafin-
dan sosyallesme siirecinde benimsenir (Schein, 2010). Orgiit kiiltiirii piramidi-
nin en altinda yer alan bu katman, gériinmemekle birlikte en ¢ok hissedilen ve
insandisilastirma iizerinde en fazla etkili olan o6rgiitsel unsurdur. Giiniimiizde
saglik sektoriiniin hemen hemen tamaminda hakim olan ve insan1 degil has-
talig1, hatta Bensing’in (2000) ifadesiyle hekimi merkeze alan felsefi yaklagim
terk edilerek, hasta merkezli yaklasima yakinlasilmadik¢a hastalarin insandisi-

lagtirilmaktan kurtulmasi miimkiin gézitkmemektedir.

Performans Yonetimi: Belirli niceliksel hedeflerden ibaret performans sistem-
lerinin oldugu ortamlarda, kisilerin hedeflerini ger¢eklestirmek i¢in muhatap-
larinin insani 6zelliklerini yadsiyarak onlar1 aragsallastirdig: ve sahip olduklar:
gili¢ arttikca buna daha ¢ok bagvurduklar: tespit edilmistir (Gruenfeld, Inesi,
Magee ve Galinsky, 2008). Ulkemizde bu tiir niceliksel hedefler iizerinden olu-
san performans baskisi 6nceleri daha ziyade 6zel saglik kuruluslarinda hisse-
dilirken, 2004 yilinda yiiriirliige giren “performansa dayali ek 6deme sistemi”
nedeniyle artik kamu saglik kuruluslarinda da hissedilmektedir. Tiirk Tabipleri
Birligimin (TTB-UDEK Etik Caligma Grubu, 2011) konuyla ilgili yaptig: ¢a-
listayin raporunda belirtildigi gibi, performans sisteminin esas itibariyla islem
puanina dayali, “nitelige degil nicelige 6nem veren yapisi” saglik personeli-
nin “insan yasamina, sagligina ve esenligine 6zen gosterme sorumlulugunu”

zorlamakta, “hekimlik uygulamalarinda ve tip egitiminde biitiinciil yaklagim
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korunamamakta” ve sistem bu haliyle “hekim-hasta iliskisinin insancil yonii
ve hekimlik moral ve insani degerleri ile ortiismemekte’dir. Saglikta Dontisiim
Programi ¢ercevesinde hastalarin mevcut sosyal giivenceleri ile 6zel saglik ku-
ruluglarindan da hizmet alabilmesini firsat bilen saglik kurulusu yéneticileri,
devletin karsiladig1 tibbi islemleri -gerekli olup olmadigina bakmaksizin- uygu-
lamalar1 konusunda saglik personeline baski yapacak kadar hastalar1 insandi-
silagtirmaktadir.’ Ulkemizde yapilan bir aragtirmada katilimcilarin %42,5’inin
“hekimler kendi kazanglarini 6nemsedikleri kadar hastalarini 6nemsemiyor”
diye sikayet etmesi, hastalarin maddi kazan¢ ugruna insandisilastirildiklar: yo-

niindeki algilarini ortaya koymaktadir (Carkoglu ve Kalaycioglu, 2012).

iliskisel Nedenler

Gii¢ Mesafesi: Hekim ile hasta arasinda, hekimin uzmanlhginin getirdigi bilgi
asimetrisi ve hasta bedeni iizerindeki tasarrufunun getirdigi hiyerarsik iistiinliik
ile ortaya ¢ikar (Haque ve Waytz, 2012). Tipki Zimbardonun (2008) hapishane
deneyinde gardiyan roliindeki deneklerle mahkum roliindeki denekler arasinda
kurgulanan gii¢ mesafesinin insandigilastirmaya sebep olmasi gibi, is ortaminda
kendilerinde yiiksek gii¢ oldugu algisina sahip kisilerin, diisiik giice sahip oldu-
gunu diisiindiikleri kisilere yonelik insandisilastirma yaptiklar: tespit edilmistir
(Gwinn ve ark., 2013). Bir arastirmada, daha ytiksek gii¢ algisina sahip saglik per-
sonelinin (hemsireye gore hekimin, asistana gore uzmanin) hastalar insandisi-
lastirmaya daha ¢ok bagvurdugu bulunmustur (Lammers ve Stapel, 2010). Aras-
tirmacilar, daha ytiiksek gtice sahip saglik personelinin, verdigi nispeten daha zor

nitelikteki kararlar1 gerek¢elendirebilmek icin boyle davrandigini diistinmiistiir.

Yiiksek Statii: Farkl: statii gruplarinin iiyeleri farkli ahlaki tavirlar gosterebil-
mektedir. Ornegin, diigiik sosyo-ekonomik statii grubundaki kisilerin, bekle-
nenin aksine, yiiksek statii grubundaki kisilere nazaran (comertlik, hayirsever-
lik, giivenme, yardim etme gibi davranislar agisindan) daha fazla pro-sosyal
yonelimde oldugu bulunmustur (Piff, Kraus, Cote, Cheng ve Keltner, 2010). Bir

arastirmada, katilimcilarin, kendileriyle ayni sosyo-ekonomik statiiddeki muha-

5 Ornegin iilkemizde yapilan MR gekimlerinin sayist 2008 yilindan 2011’ gelinceye kadar iki katina ¢ikmus ve diinyada iigiincii
siraya yiikselmistir (OECD, 2013).
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taplarina kendilerinden farkli sosyo-ekonomik statiide bulunan muhataplarina
nazaran daha az insandigilagtirma tutumu gelistirdikleri ortaya ¢ikmistir (Le-
yens ve ark., 2001). Bir bagka arastirmada, ytiksek statii grubundaki kisilerin
diisiik statiideki muhataplarina yonelik insandigilastirma tutumuna sahip ol-
dugu, fakat diisiik statii grubundaki kisilerin yiiksek statiideki muhataplarina
yonelik boyle bir tutumu olmadig: tespit edilmistir (Capozza ve ark., 2012).
Hekimlerin yiiksek sosyo-ekonomik statiileri 6zellikle diisiik sosyo-ekonomik

statiideki hastalar1 insandisilasgtirmalarina neden olabilir.

Cinsiyet, Etnisite, Dini Inang ve Kiiltiirel Farklibiklar:: Ftik kodlara ragmen
farkliliklar yiiztinden hastaya ayrimcilik yapilabilir veya hasta tarafindan boyle al-
gilanabilir. ABDde yapilan bir arastirmada, Afro-Amerikanlar, Hispanikler ve As-
yallar, beyazlara gore daha kotii saglik hizmeti aldiklarini ve saglik personeli tara-
findan ayrimciliga maruz kaldiklarini ifade etmislerdir (Lee, Ayers ve Kronenfeld,
2009). Ulkemizde yapilan bir ¢caligmada hekimlerin hemen hemen tamami hastalar
arasinda ayrimcilik yapilamayacagini ifade etmisse de ($ahinoglu-Pelin ve Arda,
1998), bu tiir vakalarin yasandig1 gergektir® ve bir arastirmanin konusu olmalidur.
Insandisilastirma ¢ogunlukla acik degil zimni bir sekilde ve bilingdiginin bir {iriinii
olarak ortaya gikmakta ve tutum sahibi kisi farkinda olmasa da muhatabi bu tutu-
mu hissetmektedir. Cogunlugu tiniversite 6grencisi olan bir grupla (bilingaltinda
sahip olunan Onyargilar1 ortaya ¢ikaran) ortiik cagrisim testi kullanilarak yapilan
calismada, katilimcilarin beyaz ve siyah tenli insanlar arasinda fark etmedikleri bir
ayrimcilik egilimine sahip oldugu, siyah tenlileri maymunlarla eslestirerek insandi-
silastirdig, beyaz tenlilere gore sugla daha ¢ok iliskilendirdigi ve beyaz tenliler icin
hakli gormedigi (6liim cezas1 dahil) siddeti siyah tenli siiphelilere kars1 hakl gor-
digi tespit edilmistir (Goff, Eberhardt, Williams ve Jackson, 2008). Saglik perso-
nelinin hastalara dair sahip oldugu -cogunlukla 6rtiik- ayrimci tutumlari da onlar1
insandisilagtirmalarina neden olabilmekte ve bunun algilanmas: saglik personeli

- hasta iligkisine zarar vermektedir (Hausmann ve ark., 2011).

Grup-igi Iligkiler: Grup-igi iliskilerin giiglii olmasi, ters bir etki olarak grup-

dis1 addedilen kisilere yonelik insandisilastirmaya neden olmaktadir. Bir aras-

6  Bagortiilii oldugu igin, sarhog oldugu veya uyusturucu kullandig1 igin, erkek veya kadin oldugu igin, Tiirk¢e bilmedigi i¢in, kiya-
fetleri kotii koktugu igin, transcinsiyet sahibi oldugu igin saglik personelinden saglik hizmeti alamayan veya kotii saglik hizmeti
alan kisilerin varlig: bilinmektedir.
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tirmada, kisilerin grup i¢inde sahip olduklar1 yakin iligkilerden tatmin olma-
lar1 halinde, grup-dis1 gordiikleri kisilere yonelik insandisilastirmaya daha gok
bagvurduklar: tespit edilmistir (Waytz ve Epley, 2012). Grup-igi sosyal ilis-
kilerinden tatmin olan saglik personeli de, yine saglik personeli veya yakini
olan (grup-i¢i) hastaya kars: gelistirmedigi insandisilastirma tutumunu saglik
personeli yakini olmayan (grup-dis1) hastaya kars1 gelistirebilir. Hastanelerde
islem, muayene veya tedavi i¢in sira bekleyen (grup-disi) hasta ve yakinlari,
(grup-igi) hastanin sira beklemeksizin saglik personelinin hizmet ve sicak ilgi-

sine mazhar olmasiyla kendilerinin insandisilastirildigini hissedebilir.

Tletisim Tarzi: Hasta hastaligiyla damgalandigi hissine kapilirsa, kendisini has-
talig1 olan bir insan gibi degil, hastaligin kendisi olarak gérmeye baslamakta;
hekim hastanin bedensel noksanligini (hastaligini), teshis ve tedavi siireglerin-
de etkin rol alan katilimci birey olmasini engelleyecek daha biiyiik bir noksan-
liga hamlederse hasta pasifize olmakta ve her iki durumda da insandisilagtigini
diistinmektedir (Haque ve Waytz, 2012).

Ahlaki Sikint1: Kisinin ahlaki olarak yapmasi gerektigine inandig1 dogru hareketi,
gesitli nedenlerle yap/a/mamas1 durumunda ortaya ¢ikan tutarsizlik ahlaki sikin-
trya neden olur (Raines, 2000, s. 30dan akt., Kalvemark, Hoglund, Hansson, Wes-
terholm ve Arnetz, 2004). Ornegin normal yolla dogumun sezaryen doguma gére
daha saglikli oldugunu bilen hekim, normal yolla dogum yapmak isteyen anneyi
tibbi bir gerek¢e olmadan, performans sistemi nedeniyle sezaryen doguma ikna
ederse, bilgisi ve davranis1 arasindaki tutarsizligi nedeniyle ahlaki bir sikint1 yasar.”
Festinger (1957), bilissel tutarsizlik dedigi bu tiir durumlarin ortaya ¢ikardig: si-
kintiy1 insanlarin siirekli tagtyamayacaklarini, bundan kurtulmak isteyeceklerini,
bunun i¢in de gesitli yontemlere bagvurabileceklerini ifade etmektedir. Yontemler-
den biri, ger¢eklesen davranisla uyusmayan tutuma iliskin degisiklik yapmaktir.
Ahlaki olarak uygunsuz tibbi uygulamalarda bulunan saglik personeli, hastayz in-
sandisilastirirsa davranisinin ahlaki niteligini gérmeyecegi i¢in tutarsizligin sebep
olacag1 ahlaki sikintidan kurtulacaktir (Haque ve Waytz, 2012).

7 OECD (2013) raporuna gore iilkemiz sezaryen dogum orani en yiiksek iilkeler arasindadir. Oranin bu derece yiiksek olmasimnin
bir nedeni, birgok vakada annenin ve bebegin insandisilastirilmas: ve gereksiz ameliyatla saghklarinin olumsuz etkileneceginin
ihmal edilmesi olabilir.

20



Coskun / Saglik Hizmetleri Sektsriinde Ahlaki Bir Sorun Olarak insandisilastirma

Empati Diisiikliigii: Muhataba dair duygusal zenginlikten yoksun s1g bir algry1
ifade eden empati seviyesi diistikliigii, insani iligkilerde hayati bir eksikliktir.
Cok kotii ahlaki karar ve davranislara sahip olan psikopatlarin ortak 6zellikleri,
islerinde oldukga basarili profil ¢izen zeki insanlar olabilmelerine ve ahlaki ola-
rak neyin dogru, neyin yanlis oldugunu bilebilmelerine ragmen kurbanlarina
yonelik empati yapma kabiliyetlerinin olmamasidir. Boylelikle zarar verdikleri
kisilerin duygularini yadsiyarak, yani onlar1 insandisilastirarak akil almaz ey-
lemler gerceklestirdikleri bilinmektedir (Lerner, 2009). Bir fMRI ¢aligmasinda
katilimcilara ahlaki nitelikte olan ve olmayan senaryolar okutulup, ti¢lincii ki-
silere dair karar vermeleri istenmistir. Ahlaki nitelikte olan senaryolar: oku-
yup karar verenlerin beyinlerinin empati duygusu ile ilgili kisimlarinda, ahlaki
niteligi olmayan senaryolar1 okuyup karar verenlere nazaran, anlamli derece-
de daha fazla aktivasyon oldugu yani empati duygusunun ahlaki kararlarda
onemli oldugu gozlemlenmistir (Reniers ve ark., 2012). Empati duygusu saglik
hizmetlerinde 6nemli bir etkiye sahiptir. Empati seviyesi yiiksek olan tip 6gren-
cilerinin hasta 6ykiisii almada, standart fiziksel muayenede ve klinik beceriler-
de diger 6grencilerden daha yetkin oldugu, empati seviyesi yiiksek hekimlerin
hasta memnuniyetinin daha yiiksek oldugu, hastalarin bu tiir hekimlerin teda-
vi Onerilerine daha sadik kaldig: (Haslam, 2007) ve daha yiiksek oranda iyiles-
me kaydettikleri bulunmustur (Hojat, ve ark., 2011). Fakat hekimlerin empati
seviyesinin tip egitimleri ve meslek hayati boyunca diistiigi saptanmustir (Neu-
mann ve ark., 2011). Neticede ortaya ¢ikan empati eksikligi de hastaya yonelik

mekanistik insandisilagtirmaya sebebiyet vermektedir (Haslam, 2006).

Insandigilastirmanin Sonuglari

Saglik hizmetleri sektoriinde insandigilagtirmanin ¢ok sayida ve 6nemli olum-
suz sonuglari yaninda bazi olumlu sonuglar1 da bulunmaktadir. Insandigilag-
tirma (askerlik gibi) baska mesleklerde de goriilmekle beraber, ahlaki olarak
olumlu sonuglarindan bahsedilebilecek yegane alan saglik sektoriidiir. Fakat

gorebildigimiz kadarryla olumlu sonuglar yalniz tutum yoniiyle ilgilidir.
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Zor Kararlar1 Kolaylastirma

Haque ve Waytz'in (2012) belirttigine gore, empati yaparak hastanin duygula-
rin1 anlamaya ¢alismak ve hastaligin ¢oziimiine dair biligsel bir problemle ug-
ragmak beyinde ayni sinir bolgelerinin kullanilmasini gerektirmekte ve birinin
kullanimindaki artis digerine ragmen gerceklesmektedir. Dolayisiyla hastanin
insandigilastirilarak empati ylikiiniin hafifletilmesi, hasta i¢in kritik olan karar-
larda kullanilacak biligsel kaynak kapasitesini arttiracaktir. Saglik personelinin
ozellikle hastaya ac1 verebilecek ama sonuglari itibariyla faydal olabilecek uy-
gulamalara karar verebilmesi i¢in insandisilastirma tutumu gelistirmesi islev-
seldir (Haslam, 2006).

Mesleki Tiikenmislikten Koruma

Hastalarla uygun durumlarda ve yeteri kadar, yani kontrollii empati yapan
saglik personelinin mesleki performansinin ve merhamete bagl is tatmininin
arttig1 tespit edilmistir (Conrad ve Kellar-Guenther, 2006). Ote yandan &zel-
likle acil servis, yogun bakim, onkoloji, psikiyatri gibi dallarda hizmet veren
saglik personelinin {iziicti dykiilere sahip hastalarla siirekli empati yapmalari
durumunda bir siire sonra merhamet bitkinligine ve buna bagli titkenmislik
sendromuna yakalandiklar1 bulunmustur (Hooper, Craig, Janvrin, Wetsel ve
Reimels, 2010). Baz1 durumlarda yeteri kadar insandisilagtirma tutumu bu du-
rumu engelleyerek saglik personelinin performansini arttirmaktadir (Vaes ve
Muratore, 2013).

Insandigilastirmanin olumsuz sonuglari ise hem tutum hem algi yoniinde

goriilebilir.

Ahlaki Sikint

Insandigilagtirma tutumuna bagvurmanin nedenlerinden biri olan ahlaki si-
kint1 bazi durumlarda bu tutumun sonucu da olabilir. Ornegin hemsirelerin

yagsam destek {initesine bagli hastalara fayda saglayacagina inanmadiklar hal-

22



Coskun / Saglik Hizmetleri Sektsriinde Ahlaki Bir Sorun Olarak insandisilastirma

de bakim hizmeti vermeye devam etmeleri onlar1 insandisilastirdiklar: ve gek-
tikleri acilar1 uzattiklar: diisiincesiyle ahlaki sikintiya yol agmaktadir (Russell,
2012). Performans hedefini gerceklestirmek i¢in hastalarina gereksiz islemler
uygulayan saglik personeli de onlar1 kendi ¢ikarlar: i¢in aragsallagtirdiklarini

ve insandisilastirdiklarini diisiiniip ahlaki sikintiya kapilabilir.

Saldirgan Davranislar

Hastalar saglik kuruluslarinda varliklarinin dislandigini, hasta yakinlar: de-
gerli addettikleri bir insana kayitsiz kalindigini diisiindiiklerinde insandisi-
lagtirildiklar: hissine kapilmakta (Bastian ve Haslam, 2010), kendilerine in-
sani Ozellikleri olmayan bir obje gibi davranildigin: diisiindiiklerinde biiyiik
rahatsizlik duymakta ve sinirlenmektedir (Bastian ve Haslam, 2011; Haque ve
Waytz, 2012). Insandisilastirildigini diisiinen kigilerin bu tutumun sahibini ce-
zalandirma isteginde ve saldirgan davranislarinda artis oldugu tespit edilmistir
(Moor ve ark., 2012; Twenge ve ark., 2001).

Diinyada ve iilkemizde isyerinde siddet vakasi en ¢ok saglik hizmetleri sek-
toriinde yaganmakta ve saglik caliganlar1 bagka meslek gruplarina gore 16 kat
daha fazla siddete maruz kalmaktadir (Bityiikbayram ve Okgay, 2013). Ilhan ve
arkadaslarinin (2013) hastalarla yaptiklar: bir arastirmada, saglik personeline
yonelik siddetin nedeni olarak katilimcilarin %63’ muayene sirasinda fazla
beklemis olmayi, %43’ti tedaviden memnun kalmamis olmayi, %42’si kotii ha-
ber almis olmayi, yine %42’si iletisim sorunlarini gostermistir. Katilimcilarin
%23t saglik personeline siddetin bazi durumlarda gerekli oldugunu, %20’si
de saglik personelinin siddeti hak ettigini belirtmistir. Bunun nedeni olarak
da -coktan aza dogru- yetersiz ilgilenilmesini, bilgi verilmemesini, kotii dav-
ranilmasini, yiiksek sesle tepki gosterilmesini ve muayene i¢in bekletilmeyi
gostermislerdir.® Insandigilagtirilma algist saldirganligs tetiklerken, siddet go-

ren saglik personelinin, kizginliklarini biitiin hasta ve yakinlarina kars: oteki-

8 “Toplum Goziiyle Saglik Calisanlarina Siddet” baghgiyla yayinlanan bu makalede, saglik ¢alisanlari agisindan 6zelestiri imkani
sunan ok 6nemli bulgular olmakla birlikte, tartijma kisminda yazarlar bu bulgulardan istifade etmeyi adeta reddederek, bagka-
larini suglamaya varan savunmalar yapmiglardir. $iddete maruz kalan saglik ¢alisanlart ile yapilan bagka bir ¢aligmada (bkz. Sucu,
Cebeci ve Karazeybek, 2007) siddet sonras: yasadiklar1 soruldugunda “Neden ben?” seklinde sorgulama yaptigini sdyleyen saghk
galisanlarinin oraninin %8 diizeyinde kalmasi, sorunun ¢oziimii igin @imit kiricidir.
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lestirici bir dislamaya doniistiirerek insandisilastirma tutumunu arttirmasi, bir

insandigilagtirma - siddet kisir dongiisiine sebebiyet verebilir.

Memnuniyet Diizeyinin, Saglik Personeline Giivenin, Tedavi Basarisinin

Diismesi

Insandigilagtirma saglik personelinden alinan hizmete dair memnuniyeti ve
saglik personeline giiveni azalttig1 gibi, hastanin teshis ve tedavi siirecine aktif
katilimini ve tedaviye uyumunu da azaltmaktadir (Haque ve Waytz, 2012). Ay-
rimciliga dayali olarak insandigilastirildigini ve daha kotii saglik hizmeti aldig1-
n1 digiinen hastalar, hastaneye gitmeyi istememekte ve ertelemektedir (Lee ve
ark., 2009). Bu durum hastaliklarin agirlasmasina ve saglik sistemi tizerindeki

yiikiin bityimesine neden olabilir.

Oneriler

Saglik hizmetleri sektoriinde insandisilastirmanin olumlu sonuglarini ortadan
kaldirmadan olumsuz sonuglarini azaltmak igin bireysel, orgiitsel ve merkezi

diizeyde yapilabilecekler vardir.

Bireysel diizeyde yapilabileceklerden ilki saglik personelinin empati ve biligsel
kabiliyetlerini dengeli bir sekilde kullanmaya ¢alismasidir (Haque ve Waytz,
2012). Ornegin bir cerrah ameliyat yaparken iyi bir performans icin gerekti-
ginde empatisini bastirabilmeli, fakat muayene sirasinda hasta ve yakinlarina
kars1 iist diizey empati gosterebilmeli; bir psikiyatrist terapilerinde hastasina
empatik yaklasimda bulunurken, akut kriz durumlarinda empati yapmaktan

kaginabilmelidir.

Empatinin arttirilip insandisilagtirmanin azaltilmasinin iiretecegi faydalar bazi
aragtirmalarla ortaya konmustur. Onbes radyologla yapilan bir arastirmada,
radyologlarin hastalarin filmlerini 6nce hasta fotograflarini gorerek, ii¢ ay son-
ra ayni filmleri bu kez hasta fotograflarini gérmeden degerlendirmesi isten-

mis, hasta fotograflar1 gosterildiginde hekimlerin empati seviyelerinin arttig,
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filmleri daha hassas okuduklar1 ve bes kat daha fazla bulguya rastladiklar: tes-
pit edilmistir (Turner ve Hadas-Halpern, 2008). Bir bagka arastirmada, yogun
bakim hastalarinin yataklarinin yanibagina onlara ait fotograflar konmus, bu
durumun hekim ve hemsirelerin hastalar: birey olarak algilamalarina, hasta-
larla iletigimlerinin artmasina ve zihinlerinde hasta bakimina dair hedeflerini
berrak tutmalarina yardim ettigi gézlenmistir (Andersson, Hall-Lord, Wilde-

Larsson ve Persenius, 2013).

Bireysel diizeyde yapilacak iyilestirmelerden birisi de hastayla kurulan iletisi-
min nicelik ve nitelik yoniinden zenginlestirilmesi olabilir. Hasta bakiminda,
vizitlerde veya hastaya miidahale 6ncesinde saglik personeli, hastay1 hastalig
tizerinden damgalamadan, hastaligina dair verdigi bilgiler yaninda kisisel bil-
gilerine de vurgu yapabilir (Haque ve Waytz, 2012). Hastaya aynu tiir rahatsiz-
liklar1 olan bir hasta grubunun birbirinin aynisi iiyelerinden biri olarak degil,
benzerlikleri olsa da hi¢ kimsenin aynis1 olmayan biri olarak davranildiginda,
hasta kendisine bir kisilik olarak kayitsiz kalinmadigini hissedecektir. Ozellikle
seker, kalp hastalig1, romatizma, MS gibi kronik rahatsizliklar1 olan hastalara
saglik problemlerine saplanip kalmamalar1 ve kendilerini daha biiytik bir ya-
sam diinyas! icerisinde anlamlandirmalar i¢in destek olmak, yalniz hastaligry-
la ilgili bir hayat kesiti yerine, ge¢misini ve gelecegini igeren, siireklilik arz eden
bir hayat hikayesine sahip oldugunu hatirlatmak insandisilastirilma algilarini
ortadan kaldirabilir (Todres, Galvin ve Holloway, 2009).

Hastaliga dair hekimin ve teknolojinin bulgular: kadar bizzat tecriibe eden
hastaya da itibar etmek, onu objelestirmemek, saghigina dair inisiyatif almada
bir aktor olarak siirece katilimini saglamak insandisilagtirmay1 azaltmak igin
faydali olabilir. Hastaliklarin teshis ve tedavisinde asir1 indirgemeci nedensellik
anlayis1 yerine, geleneksel / tamamlayici / alternatif tip yontemlerini de igeren
biitiinciil bir yaklagima sahip olmak mevcut sistemin mekanistik insandisilas-

tiriciligini azaltici etkilerde bulunabilir (Todres ve ark., 2009).

Saglik personeli farkinda olmadan gergeklestirdigi insandisilastirmanin 6niine
gecebilmek icin bazi farkindalik egzersizleri yaparak hastalara yonelik bilingal-
tindaki ayrimci tutumlar1 ayiklayabilir. Bir Afro-Amerikan olarak -saglik hiz-

metleri sektorii dahil- insandigilagtirmalara maruz kalan ve hastalara yonelik
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insandigilagtirmalar1 gozlemleyen Harvard Universitesi tip hocast White I1I ve
ChanofP’ (2011), saglik personeline, hastalarin kiiltiirel ve bireysel farklilikla-
rina kars1 hassasiyet gostermelerini, onlar1 basmakalip, tek tip degil, miistakil
fertler olarak gormelerini, hatta onlara aile fertlerinden veya arkadaslarindan
birisi gibi yaklagmalarini, buna engel olan (performans baskisi, yogun ¢alisma
temposu gibi) cevresel stres unsurlarinin ve bilingaltinin iirettigi yanliliklarin

farkina varmaya ¢aligmalarini tavsiye etmektedir.

Insandigilagtirmanin olumsuz sonuglarini engellemek igin alinabilecek érgiit-
sel onlemlerin ilki, saglik personeli heniiz mesleki hayatina baslamadan, egitim
alinan okulda gerceklestirilecek yapisal degisikliklerdir. Ornegin Pawlikowski
(2002) saglik personelinin hastalara kars1 farkindaliklarinin gelismesi i¢in mev-
cut tip egitiminin ahlak, felsefe, tarih, sosyoloji hatta edebiyat gibi sosyal bilim-
lerle daha insanilestirilmesi gerektigini savunmaktadir. Ancak tip egitiminin
hekim adaylari iizerindeki etkisi resmi/yazili miifredatla sinirli olmadigindan
bu yeterli degildir. Hafferty ve Franks'in (1994) vurguladiklar: gibi, tip okulla-
rinda 6grenciyi sosyallestiren, okuldaki kiiltiiriin meydana getirdigi ortitk bir
miifredat da bulunmaktadir ve bunun davranislar tizerindeki etkisi daha fazla-
dir. O yiizden bu okullarda -anatomi, fizyoloji, biyokimya gibi yazili miifredat
tizerinden- “ne?” oldugumuz sorusuna verilen 6nem kadar -ahlaki kimligimizi
insa eden- “kim?” oldugumuz sorusuna da 6nem verilmelidir. MEB, YOK ve
okul yonetiminden baslamak iizere 6gretim elemanlar1 ve 6grenciler dahil bii-
tiin taraflarin bu degisim konusunda farkindalik, sahiplenme, katilim, sabir ve

gayretleri gerekir.

Mezuniyet sonrasi ¢alisilan saglik kuruluslarinda, saglik hizmetinin niteligine
dair inang ve varsayimlardan baslayarak, temel hedefler ve degerler ile gorii-
nen unsurlar dahil olmak iizere 6rgiit kiiltiiriiniin biitiin katmanlarinin insan-
disilagtirmay1 azaltacak sekilde yapilandirilmas: sarttir. Bunun igin, 6ncelikle
saglik hizmetinin merkezinde insanin yer aldig1 konusunda yoneticiler basta
olmak {izere biitiin personelde ortak bir anlayis olmalidir. Bu anlayis etrafin-

da insa edilen ve ¢alisanlar tarafindan paylasilan degerler sistemi ile buradan

9  ABDde Afro-Amerikan’larin sivil haklar miicadelesine tanik olmus siyahi bir hekim olan White III'in, ocuklugundan Harvardda
profesor oluncaya kadar yasadiklarini anlattigi kitabi, saglik hizmetleri sektoriindeki uygulayicilar i¢in olduk¢a 6nemli ahlaki
tespitler igermektedir.
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beslenen bir amag ve hedefler birligi bulunmaly, siiregler, uygulamalar ve fiziki
unsurlar buna gore tasarlanmalidir. Ornegin hastanede hastanin tecrit hissine
kapilmasini engelleyecek, sosyal aidiyet duymasini temin edecek bir bakim or-
tami1 olusturulmali ve hem ayaktan hem yatan hastalara saglik hizmeti verilen
ortam, kisiye mekandan kopukluk hissi yerine asinalik ve siik{inet hissi verecek
sekilde bina edilmelidir (Todres ve ark., 2009).

Kanadadaki bir iiniversite hastanesinin kadin dogum servisinde yapilan aras-
tirmada, personelin genel olarak insan merkezli bir degerler sistemini sahip-
lendigi, yoneticilerin daha insani bir dogum hizmeti vermek konusunda istekli
oldugu, hastalarin memnuniyet, giivenlik ve rahathigin1 hedefledikleri, farkl
kiiltirden hastalarin inang ve ihtiyaglarina saygili olmay: énemsedikleri, ba-
kim hizmetine aile {iyelerinin de dahil edildigi, esnek ziyaret ve refakatgilik uy-
gulamalar1 bulundugu ve hastane fiziksel olarak bir otel gibi tasarlandig1 i¢in
hasta ve hasta yakinlarinda kendilerine ve ihtiyaglarina deger verildigi hissinin
olustugu, biitiin bu ozelliklerin saglik hizmetinin alinmasinda kolaylastirici
unsurlar olarak algilanarak takdir edildigi saptanmuistir (Behruzi, Hatem, Gou-
let, Fraser ve Misago, 2013).

Bagka bir aragtirmada Benin Cumhuriyetindeki bir kadin dogum ve ¢ocuk
hastanesinde, hastane yonetiminin inisiyatifiyle orgiit kiiltiirintin insandisi-
lagtiric1 yoniinii asmak i¢in baslatilan proje incelenmistir. Projede mevcut is
ortam1 daha insani hale getirilmis, ¢alisanlara konuyla ilgili diizenli egitimler
verilmistir. Calisanlarin bir kismi baglangicta bu degisime kaygili yaklasmus,
bir kismi kayitsiz kalmigsa da yonetimin destegiyle projeyi sahiplenmisler ve
proje sonunda hastalarla iletisimin iyilesmesi, ¢aligan ve hasta memnuniyeti-
nin artmasi, ¢alisanlarin 6zgiiven ve 6zsaygilarinda yiikselme, kendilerinin ve
digerlerinin davraniglar1 tizerindeki farkindaliklarinin artmasi, ahlaki tatmin
ve i3 motivasyonunun yiikselmesi gibi niteliksel gelismelerin yaninda komp-
likasyonlarda ve ilagla tedavi ihtiyaclarinda azalma gibi niceliksel performans

ogelerinde de iyilesme oldugu belirtilmistir (Fujita ve ark., 2011).

Bu ornekten goriildiigii gibi kurumdaki performans yonetim sisteminin in-
sandisilagtirma konusunda personele baski olusturmayacak sekilde tasarlanma

imkan1 bulunmaktadir. Ozel hastanelerde de, performans sisteminin mevzuat
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tarafindan belirlendigi kamu hastanelerinde de bu tiirlii bir iyilestirme yaparak
insandigilagtirmaya yol agan mevcut yapidan kurtulmak mimkiindiir. Saglik
Bakanliginin saglik hizmetleri sektoriindeki performans sistemine dair yayin-
ladig kitapta (Saghik Bakanligi, 2006) saglik sisteminin ¢iktis1 “dogrudan in-
san mutlulugu” olarak tanimlanir ve “performansi ddiillendirme ol¢iitlerinin
belirlenmesinde hasta memnuniyeti mutlaka dikkate alinmalidir” (s. 31) de-
nirken, performans degerlendirmesinde hasta memnuniyetinin bir 6lgiit ola-
rak neredeyse hi¢ 6neminin bulunmamasi anlagilir degildir." Saglik hizmeti
performansinin yapilan islem tizerinden degerlendirilmesi, saglik personelinin
nitelik yerine niceligi 6ncelikli amag edinmesi gibi istenmeyen bir sonucu do-
gurabilir. Insandigilagtirma tutumu iireten performans yonetim sisteminin ek-
siklikleri giderilmeli ve hastalara verilen saglik hizmetinin kalitesini arttirmaya

onem veren bir performans yonetimi politikasi tercih edilmelidir.

Saglik Bakanlig1 nezdinde gelistirilecek politikalar ve buna bagli uygulamalar
da hastalara yonelik insandisilastirmay1 azaltabilir. Bunlarin ilki, hastalarin
sorunlarini yakindan takip eden, onlara rehberlik eden ve 6zel bir uygulama
gerektiginde uzman hekimlerin koordinasyonunu yapabilecek aile hekimligi
uygulamasini daha etkin hale getirmek olabilir (Pawlikowski, 2002). Saglik ku-
ruluglarinin insan giicii ve teknik kosullar1 iyilestirilmeli, personel tizerindeki
is yitkii hafifletilmelidir. Ozellikle insandisilagtirmanin en ¢ok algilandig1 bo-
liimlerden biri olan acil servislerde mesai-ndbet-mesai uygulamasina son veril-
meli, hastalara kaliteli hizmet sunum kapasitesi arttirilmalidir. Engelli ve yash

hastalarin evde saglik hizmetlerine erisimi kolaylastirilmalidir.

10 Yukaridaki ciimlenin “Ancak sadece hastanin algisina dayanan bir 6lgiim, bilgi asimetrisinin ¢ok fazla oldugu saglik alaninda
ve Ozellikle egitim diizeyinin diisiik oldugu toplumlarda yeterli olamaz” (s. 31) seklinde devam etmesi, insanimizin algilarina ve
duygularina verilen diisiik degerin, yani Bakanlik vasitasiyla yapilan insandigilagtirmanin tiziicti bir gostergesidir.
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Conceptual Framework of Dehumanization

The term “dehumanization,” which is equivalent to “bestializing, not holding
in esteem, social exclusion, and ostracism” in the Turkish scientific literature,
has not received much attention in scientific publications in Turkey. We
were unable to find Turkish scientific studies on dehumanization as a
phenomenon that emerges in the relationships between health services sector
staff, especially doctors and nurses, and patients. The aim of this study is to
examine dehumanization within the context of business ethics in the health
services sector; it intends to emphasize why it has emerged, without accusing
a sector or vocation. A deductive approach is adopted to identify positive
and negative effects and contribute to the discussion of this issue by offering

recommendations to eliminate negative actions.

There are two aspects of dehumanization, namely the “dehumanizer” and
“dehumanized” There are also two aspects, namely “dehumanization attitude”
and “dehumanization perception.” From a health services sector perspective,
dehumanization attitude refers to the conscious or unconscious attitude of
healthcare personnel toward a patient. Dehumanization perception refers
to patients’ feelings that such attitude is directed toward them, regardless of

whether the attitude has occurred.

The term “dehumanization” as an attitude refers to a person’s partial or total denial
of the humanistic features of a correspondent person or group (Oliver, 2011). The
concept of dehumanization was investigated as a factor that legitimates acts of
violence emerging between individuals or groups (Haslam & Loughnan, 2014).
Through their dehumanizing attitudes, those who direct acts of violence toward
others deny the humanitarian identities of such people. These attitudes are based
on perceived differences between them and their victims, and acts of violence are

conducted through a decreased feeling of pity on victims.

The attitude of dehumanization emerges by denying the humanity and dignity
of correspondents, their feelings, and compassion for them (Opotow, 1990).
Correspondents subjected to moral exclusion are isolated from values, rules,

and evaluations pertaining to justice. Consequent to exclusion through
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dehumanization, people may disengage the moral dimension of their acts
against correspondents (Bandura, 1999), may neutralize the moral content of
these acts (Sykes & Matza, 1957), and even “ordinary” people may act without

conscience by legitimizing the unethical action.'

Until the 2000s, the term “dehumanization” was used to explain morally intense
actions such as violence and war crimes. More recently, it is used to investigate
relationships in business life, and has become a key focus area for business
ethics researchers. In addition, calls for scientific research have increased (e.g.
Trevino, Weaver, & Reynolds, 2006). An increasing number of studies are now
conducted within the health services sector, wherein business ethics is vital (see
Haque & Waytz, 2012 for a review).

Like all ethical issues, it is difficult to measure dehumanization, and almost
impossible to observe the variable as it is attitude or perception. Furthermore, it
is likely that quantitative measurement tools such as self-report questionnaires
will be affected by bias such as social desirability. Therefore, researchers tend
to try different methods like scenario-based decision making (e.g. Lammers
& Stapel, 2010), social experiments (e.g. Gwinn, Judd, & Park, 2013; Twenge,
Baumeister, Tice, & Stucke, 2001; Waytz & Epley, 2012), functional magnetic
resonance imaging (fMRI) (e.g. Harris & Fiske, 2006; Jack, Dawson, & Norr,
2013) and some novel tools such as implicit association test (IAT) (e.g. Capozza,
Andrighetto, Di Bernardo, & Falvo, 2012; Martinez, Rodriguez-Bailon, &
Moya, 2012). Dehumanization recently adopted a business ethics perspective,
and as such, qualitative studies aimed at developing new models are needed to

strengthen the theoretical base and conduct research in various sectors.

1 A striking example of this transformation is the Stanford Prison Experiment conducted by Philip Zimbardo, which impacted
the field of psychology. University students were divided into prisoner or prison guard roles in an artificial prison located in the
basement of a faculty building. The experiment, which first ran according to plan, became uncontrollable over time as guards
began mistreating prisoners. The experiment was ended on the sixth day. Zimbardo’s consequent book shows that ordinary, even
good people may demonstrate demonic behaviors depending on their roles and social norms in the environment, as is the case in
the transformation of Lucifer, mentioned in the Bible as the most privileged angel, into a devil (see Zimbardo, 2008).
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Types and Dimensions of Dehumanization

The attitude of dehumanization can be viewed in two ways (Haslam, 2006). The
first is animalistic dehumanization, the attitude of denying the features that
distinguish people from animals such as high cognitive capacity, niceness, and
ethical sensitivity. The second is mechanistic dehumanization, the attitude of
denying the features that distinguish people from non-living things, such as

robots. These features include vital agency and emotions.

Aligned to this dual model, which numerous studies support (e.g. Haslam,
Kashima, Loughnan, Shi, & Suitner, 2008; Jack et al., 2013; Martinez et al.,
2012), the act of viewing correspondents as animals in mass violence actions
can be described as animalistic dehumanization. Furthermore, the act of
viewing correspondents in the field of technology and medicine as cold,
passive, and mechanical, and seeing no qualitative difference between them,
can be described as mechanistic dehumanization (Haslam, 2006; Haslam &
Loughnan, 2014).

In addition, researchers note two dimensions of dehumanization. In the vertical
dimension, the correspondent is rated as “low” or “high” in terms of emotional
intimacy (warmth) for the actor and achievement regarding material indicators
(competence).” Using the fMRI method, Harris and Fiske (2006) found that
people exclude and dehumanize correspondents ranked at the lowest end of
this vertical scale, which is based on warmth and competence. In the horizontal
dimension, the distance between correspondent and actor and the absence of
any relations between them are effective. This type of dehumanization is evident
in the health services sector (Haslam & Loughnan, 2014). Health personnel
emotionally distance themselves from patients’/correspondents’ pain and in
so doing, deny their humanitarian features such as vital agency or emotions
(Leyens, 2014).

2 Accordingly, for example internationally successful national sportsmen are ranked highest on the vertical scale in term of both
warmth and competency (high - high), while homeless drug abusers are at the bottom of the vertical scale in terms of both
warmth and competency (low - low) (Harris & Fiske, 2006).
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Reasons for Dehumanization

Elements causing dehumanization in the health services sector can be discussed

in three categories: sectoral, organizational, and relational.

Sectoral Reasons

The act of dehumanizing patients by health personnel may be a conscious
choice or an involuntary result of work conditions in the sector and widespread
applications in the work environment (Haque & Waytz, 2012). Pawlikowski
(2002) asserts there are characteristic reasons for dehumanization specific to

the health services sector.

Dominant Approaches in Medical Science: Traditional medical schools
deemed the human as a part of the whole and as a whole in himself. This
integrated approach’s place was taken by a reductionist and isolationist approach
in the modern period (Canton, 1980). In addition to its benefits, the modern
paradigm paved the way for dehumanization by ensuring a situation in which
doctors isolate patients from their psycho-social world and reduce them into
a diseased organ or an impaired gene (Pawlikowski, 2002). Addressing more
recent criticism against this approach, the bio-psycho-social patient-centered
medical approach focuses on traditional or supplementary alternative medical
methods, prioritizing a holistic evaluation of patients including their feelings,
ideas, values, and needs. Yet, the bio-medical evidence-based medical approach,
the dominant paradigm in medical training and clinical practices, prioritizes
the best evidence to guide decisions regarding appropriate treatment. As such,
the uniqueness of patients as humans is neglected, and the approach focuses
instead on positivist and economic viewpoints (Bensing, 2000; White IIT &
Chanoft, 2011). This approach is a major reason for dehumanization in health
practices (Haque & Waytz, 2012; Haslam, 2006). An ideal model for patient-
centered and evidence-based medicine that can synthesize the advantages of

these approaches is an opportunity for ethics in terms of balancing benefits.
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Intensive Technology Use: The act of listening to a patient’s heart or chest using
a stethoscope and not the ears in the 1700s and the act of using a blood pressure
monitor in the early 1900s has been discussed in terms of dehumanizing
patients by distancing them from doctors (Bailey, 2011). The number of these
discussions—both positive and negative—is increasing alongside growing
technology use. Positive arguments focus on the timesaving features of
technology in terms of expediting patient examinations, facilitating access to
patient data, and ensuring a humanitarian doctor-patient relationship (Shortliffe,
1993). However, this optimism is often only partially evident, and especially in
some medical fields like radiology and pathology, due to the heavy technology
use, patients are sometimes perceived as cold, lifeless beings disconnected from

their social and emotional contexts (Haslam, 2006; Opotow, 1990).

Advanced Level of Division of Labor and Specialization: The terms “division of
labor” and “specialization,” defined by Plato in the 4™ century B.C. as a necessity,
was defended by Adam Smith through his “productivity” in alignment with
discussion on the industrial revolution in the 18" century, and criticized by Karl
Marx in the 19" century through his concept of “alienation”” Today, especially in
the health services sector, experts have become individuals “who know more and
more about less and less until he knows everything about nothing,” according
to Ghandi. Those criticizing this statement contend that over-specialization
subdivides treatment into pieces —even for a single disease-, thus preventing
continuity, decreasing the quality of communication between experts from
various fields, and negatively impacts patients, especially those with more
than one chronic disease (Detsky, Gauthier, & Fuchs, 2012). While division
of labor and specialization can positively impact performance, it can cause

dehumanization by preventing a holistic patient outlook (Pawlikowski, 2002).

Infrastructure Problems: According to a report published by the OECD
(2013), despite numerous improvements in the health sector since 2000,
Turkey still has bad conditions regarding doctors, nurses, and the number of
beds. This increases the workload of health personnel, and thus, the waiting
period for patients. On the other hand, the time and quality of health services
are decreasing. Low-quality services to patients generate the perception of
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being dehumanized. Furthermore, health personnel may exhibit dehumanizing
behaviors toward patients, because of constant high levels of stress emerging
from overly workload. Tired doctors view their patients as bodies, not as humans
(Haslam & Loughnan, 2014). In one study on obstetricians and gynecologists
working in a high-stress environment, 15% reported having “hardened” against
people’s problems; 25% reported being more a “technical personnel” and less a
“person” in the workplace, and 33% reported becoming more violent—almost
daily—after working for a while. Further results indicate that 25% of doctors
teel they should be rough so as not to lose their jobs (Bortoletti et al., 2012).

Organizational Reasons

Part of dehumanization can be attributed to the features of a hospital as
an organization. The first feature is the hospital’s organizational culture.
Organizational culture is defined as the body of common values, beliefs, and
actions held by organization members that lead their conduct (Schermerhorn,
Hunt, Osborn, & Uhl-Bien, 2010, p. 366). Like a pyramid, the impacts of
organizational culture emerge in three layers from top to bottom (Schein,
2010): (i) Visible elements such as rituals, language, physical elements,
observed behaviors; (ii) Espoused values and targets related to right/wrong
and good/bad; and (ii7) Underlying assumptions and beliefs that constitute
the unconscious. In a hospital, these three layers of organizational culture can

impact the dehumanization of patients.

Language: The preferred words, concepts, idioms, and styles regarding speech
in the workplace may make it possible to dehumanize correspondents by
affecting emotional processes related to the ethical evaluations of people. The
language used in organizations commonly veils the ethical content of decisions
and behaviors, creates ethical blind spots, and causes inappropriate moral
decisions (Bazerman & Tenbrunsel, 2011). In a study’, some participants were
read a sample of an ethical dilemma with fatal results in their mother tongue,

while others were read the ethical dilemma in a well-known foreign language.

3 This study is a version of the well-known “trolley problem” in making ethical decisions. See Thomson (1985) for a discussion of
the problem.
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They were then asked to make a decision. In contrast to the “mother tongue”
group, results indicate that most of the “foreign language” group made only
rational or pragmatic moral decisions (Costa et al., 2014). Using an occupational
language full of foreign words and referring to patients using impersonal terms
and abbreviations, bed numbers, the names of diseases, or the name of the
diseased organ, creates a culture in hospitals that removes emotional processes
that may help health personnel notice the humanitarian aspects of patients,
dehumanizes patients by veiling the morality of decisions, and generates
dehumanization perception* (Haque & Waytz, 2012; Leyens, 2014). Language
that does not emphasize correspondents’ humanitarian features dehumanizes

them in terms of both attitude and perception (Haslam, 2006).

Physical Elements: Patients and personnel can be dehumanized through
hospitals’ interior and exterior architectural design, layout, measurements,
preferred (or non-preferred) furniture, decor, color selection, inscriptions,
signs and symbols in the building, health personnel’s uniforms, and patients’
clothing (e.g. clothes revealing any part of the body) (Haque & Waytz, 2012).

Observed Behaviors: According to social learning theory, people learn
through modeling observed behaviors of others to generate complex behaviors
(Bandura, 1977). In organizations, the observed behaviors of leaders/managers
and in-group colleagues modify ethical decisions and the behaviors of employees
who do not have a strong ethical identity (Trevino, den Nieuwenboer, & Kish-
Gephart, 2014). In the health services sector, wherein the master-apprentice
relationship is very important, student health personnel who witnessed
professors and hospital managers enacting dehumanizing behaviors toward
patients may develop the same attitude. Likewise, colleagues’ dehumanizing
behaviors toward patients create a similar impact by generating a negative
subculture. A study conducted in the health services sector determined that
colleagues and managers’ ethical behaviors significantly impact the ethical
behaviors of health personnel (Deshpande, Joseph, & Prasad, 2006).

4 The terms “the patient died” and “the patient has passed” used to refer to a dead patient have quite different meanings (in Turkish)
and affect our ethical choices. If it is not easy for a doctor to say “my mother has passed” while mourning, he/she should consider
the impact of language used both on the patient and the patient’s relatives.
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Espoused Values and Targets: Many organizations embody this element as the
mission, vision, values, and the more recent ethical code in documents shared
with workers and the public. However, what matters is not the act of sharing
these with workers, but that workers share these values and targets. In Turkey,
almost none of the health institutions have a private ethical code. Possibly, this
is because, due to very ethical nature of their job, health services occupational
groups have binding professional ethical codes. However, it is important that
how much these codes have place in organizational culture. One study found that
even the health personnel who prepare an ethical code for their own institutions
do not adopt it. One participant defined the ethical code as “one of the things
that we have, but we do not use in daily life” (Montaya & Richard, 1994).

Underlying Assumptions and Beliefs: This element is generally shaped by
the founder or leader and adopted by those participating in the organization
during the socialization period (Schein, 2010). This element, at the bottom of
the organizational culture pyramid, is not seen, but felt. In addition, it has the
greatest impact on dehumanization. Today, unless the dominant philosophical
approach in most segments of the health sector that focuses on disease or
even doctors (Bensing, 2000) is abandoned and the patient-centered approach

adopted, it does not seem possible for patients to be free from dehumanization.

Performance Management: In environments where performance systems
comprise only quantitative targets, people instrumentalize correspondents by
ignoring their humanitarian features to achieve their targets. As the power they
have increases, this action is increasingly practiced (Gruenfeld, Inesi, Magee,
& Galinsky, 2008). Quantitative targets create the performance pressure, and
this is especially felt in private health institutions in Turkey. It is also felt in
public health institutions because of the “performance-based supplementary
payment system” enforced in 2004. A report on the workshop conducted by the
Turkish Medical Association (TTB-UDEK Ethical Study Group, 2011) states
that the structure of the performance system, mainly based on a transaction
score, emphasizes quantity and not quality, and “strains the responsibility
of health personnel to be attentive to life, health and peace of person’, and

“the integrated approach can not be protected both in medical training and
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practice.” Thus, this system does not correspond to the “humanitarian aspect of
doctor-patient relationships and to doctors’ morality and humanitarian values.”
Health institution managers, who take advantage of those patients whose social
insurance pay for the treatment at private health institutions within the “Health
Transformation Program” framework, dehumanize patients by forcing health
personnel to perform medical transactions whether they are necessary or not.?
A Turkish study found that 42.5% of participants complained that “doctors do
not pay as much attention to patients, as they pay to their own gains” This
indicates patients’ perceptions of dehumanization in the process of monetary
gain (Carkoglu & Kalaycioglu, 2012).

Relational Reasons

Power Distance: This emerges between the doctor and patient, because of the
information asymmetry stemming from the doctor’s expertise and hierarchical
superiority arising from the doctor’s entitlement regarding the patient’s
body (Haque & Waytz, 2012). It was confirmed that, very like prison guards
in Zimbardo's (2008) prison experiment, people who have a perception of
possessing high power in the workplace dehumanize those deemed to have
less power (Gwinn et al., 2013). One study determined that health personnel
perceived as having higher power (doctor versus nurse, specialist versus
assistant) tend to dehumanize patients more than others (Lammers & Stapel,
2010). Researchers thought that health personnel with higher power act this

way to justify more difficult decisions.

High Status: Members of different status groups may demonstrate different
ethical attitudes. For example, it was found that people from a low socio-
economic status group have more pro-social inclinations (e.g. generosity, charity,
reliability, helpfulness) than higher status groups (Piff, Kraus, Cote, Cheng, &
Keltner, 2010). Research determined that participants have less dehumanization
attitude toward correspondents from the same socio-economic status than they
have toward those from different statuses (Leyens et al., 2001). Another study

5  For example, the number of MR imaging in Turkey doubled in the period from 2008 to 2011, leading to our ranking as number 3
in the world (OECD, 2013).
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revealed that those from higher status groups have dehumanizing attitudes
toward those from lower status; however, those from lower status groups do
not share this attitude toward those from higher status groups (Capozza et
al., 2012). Doctors’ socio-economic statuses may cause them to dehumanize

patients, especially those from lower socio-economic statuses.

Gender, Ethnicity, Religious Beliefs, and Cultural Differences: Despite
ethical codes, patients may be discriminated against based on their differences,
or at least the patient may feel this way. In a US study, African-Americans,
Hispanics, and Asians reported receiving lower-quality health services than
white people, noting that health personnel discriminate against them (Lee,
Ayers, & Kronenfeld, 2009). In a study conducted in Turkey, most doctors stated
that there was no discrimination against patients (Sahinoglu-Pelin & Arda,
1998). However, in reality, cases of discrimination are experienced®, and this
should be the topic of further study. Dehumanization is usually not obvious,
but implicit as an unconscious product. However, correspondents perceive this
attitude even when the one who exhibits this attitude is unaware of it. A study
using the implicit association test on a group comprising mostly university
students determined an unconscious discriminative inclination of them against
black people. They dehumanized black people by equating them with monkeys,
linked them to more crimes than they linked the white people, and considered
using violence (including the death penalty) against black people as just, while
they did not consider so against white people (Goff, Eberhardt, Williams, &
Jackson, 2008). The mostly implicit discriminative attitudes of health personnel
toward patients may dehumanize them, and when perceived, this may damage

the health personnel-patient relationship (Hausmann et al., 2011).

In-group Relationships: Strong in-group relationships may have a reverse
effect as dehumanizing those considered “outsiders” One study found that
people dehumanize those viewed as outsiders if they are satisfied with close in-
group relationships (Waytz & Epley, 2012). Health personnel, satisfied with in-
group social relationships, may demonstrate dehumanizing behaviors toward

patients who are “outsiders” to the group, while they do not show the same

6  Itis known that some people receive bad service or no health services from health personnel just because they are wearing a head scarf,
being drunk or using drugs, having a special gender, not being able to speak Turkish, not smelling good, or being transsexual.
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toward other health personnel or in-group patients. Patients and their relatives
waiting for a transaction, examination, or treatment at the hospital may feel
dehumanized after witnessing in-group patients being examined and cared for

without waiting.

Communication Type: If patients perceive they are being stigmatized based
on their disease, they may start viewing themselves as not patients, but as
the disease. As such, the patient may be passive toward the doctor’s actions,
which hinders the patient’s role as a participant in diagnosis and treatment.
Consequently, patients may begin perceiving themselves as being dehumanized
(Haque & Waytz, 2012).

Moral Distress: The dissonance emerging when people know the morally right
thing to do but somehow do not/can not demonstrate that behavior for various
reasons, may cause moral distress (Raines, 2000, p. 30 as cited in Kalvemark,
Hoglund, Hansson, Westerholm, & Arnetz, 2004). For example, if a doctor
knows that vaginal delivery is healthier than caesarian delivery, yet performs
a caesarian without medical reason—but for the performance system—for
the mother who also wanted vaginal delivery, that doctor has a moral distress
because of the dissonance between knowledge and behavior.” Festinger (1957)
contends that people are not able to continuously carry the stress caused by this
cognitive dissonance, and they may choose to relieve it in various ways. One
method is to change attitudes that are not consistent with behavior. If health
personnel, who conduct unethical medical practices, dehumanize patients,
they can escape moral distress which emerges as a result of dissonance, because
they cannot see the ethical side of that behavior (Haque & Waytz, 2012).

Low Empathy: Low empathy, which refers to shallow perceptions and a lack of
emotional richness toward correspondents, implies restricted human relations.
The common features of psychopaths, who do not demonstrate sound ethical
decisions and behaviors, include intelligence, success in their careers, and yet a
lack of empathy for their victims, despite their knowledge about ethically right
or wrong behaviors. They perform cruel acts by ignoring the feelings of those

7 Inaccordance with the OECD (2013) report, Turkey is among those countries with a high caesarian delivery rate. One reason
is the dehumanization of mother and baby in many incidents, and their health conditions are ignored as evident in unnecessary
surgery.
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they harm, in other words, by dehumanizing them (Lerner, 2009). In an fMRI
study, participants were asked to read moral and amoral scenarios, and then
to make decisions regarding third persons. Substantially more activation was
observed in the empathy related parts of the brains of participants who read the
moral scenarios and made decisions, compared to those who made decisions
after reading the amoral scenarios. In other words, a sense of empathy is
important in ethical decisions (Reniers et al., 2012). Furthermore, empathy has
an important impact on health services. It was found that medical students
with higher empathy levels are more competent in learning patient history,
performing standard physical examinations, and clinical abilities, compared to
other students. In addition, doctors with more empathy ensure better patient
satisfaction, their patients tend to be more accepting of recommendations for
treatment (Haslam, 2007), and they have a higher rate of recovery from disease
(Hojat et al., 2011). However, it was determined that the empathy levels of
doctors decrease during medical training and over the course of their careers
(Neumann et al., 2011). The resultant lack of empathy causes mechanical

dehumanization toward the patient (Haslam, 2006).

Effects of Dehumanization

In addition to several and important negative effects of dehumanization in the
health services sector, there are also positive effects. Dehumanization is evident
in other occupations (e.g. the military); however, the only field in which positive
ethical effects are evident is the health sector. That said, positive effects are only

related to attitudes.

Facilitating Difficult Decisions

Haque and Waytz (2012) state that the acts of understanding patients’ feelings
through empathy and solving a cognitive problem related to the solution of
the disease use the same nerve fields in the brain. Thus, lessening the empathy

load by dehumanizing the patient increases the cognitive source capacity of the
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health personnel used in critical decisions. In order health personnel to make
decisions about practices which are helpful for patient, while being painful,

dehumanization attitude has a functional role (Haslam, 2006).

Protection from Burnout

The job performance and compassion satisfaction of health personnel increases
as they adequately empathize with patients in appropriate situations (Conrad &
Kellar-Guenther, 2006). However, it was also confirmed that health personnel,
especially in emergency services, intensive care units, oncology, and psychiatry
departments may experience compassion fatigue and burnout syndrome,
because they continuously empathize with patients who have emotional
stories (Hooper, Craig, Janvrin, Wetsel, & Reimels, 2010). In such cases,
dehumanization attitude may prevent this and increase the performance of
health personnel (Vaes & Muratore, 2013).

The negative effects of dehumanization manifest in attitudes and perceptions.

Moral Distress

Moral distress, a reason for referring to dehumanization attitudes, may be the
result of this attitude in some cases, as well. For example, the acts of nurses
continuing to provide care services to patients connected to life support
units, despite not believing in any benefit, may cause moral distress, as they
may think they dehumanize the patients and maintain their pain (Russell,
2012). Health personnel who implement redundant transactions on patients
to achieve performance goals may experience moral distress, because they

instrumentalize and dehumanize them for their own gains.
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Aggressive Behaviors

Patients perceive dehumanization when their existence is excluded. Patients’
relatives feel the same when they think that someone they deem important is
ignored (Bastian and Haslam, 2010). Furthermore, they are disturbed and become
angry when they consider themselves treated like an object without human features
(Bastian & Haslam, 2011; Haque & Waytz, 2012). People who perceive themselves
as dehumanized want to punish those who demonstrate this attitude; consequently,

they act aggressively (Moor et al., 2012; Twenge et al., 2001).

Worldwide and in Turkey, cases of violence are reported mostly in the health
services sector. As such, health personnel are 16 times more subject to violence
than other occupational groups (Biiyiikbayram & Okgay, 2013). In a study
conducted by Ilhan et al. (2013), 63% of patients said they attribute the aggressive
behaviors toward health personnel to long waiting periods for examinations, 43%
mentioned not being satisfied with treatment, 42% mentioned receiving a bad
prognosis, and 42% mentioned communication problems. Furthermore, 23% of
participants considered violence against health personnel as appropriate in some
situations, and 20% thought that health personnel deserved violent treatment.
Reasons given included insufficient attention, having information withheld,
bad attitudes, yelling at patients, and having to wait to be examined.®* While the
perception of dehumanization triggers aggression, the increasing dehumanizing
attitudes of health personnel subject to violence toward all patients and patients’

relatives may also cause dehumanization and result in a vicious cycle.

Decreasein Satisfaction, Trust in Health Personnel and Successful Treatment

Dehumanization decreases satisfaction with and trust in health personnel,
patients’ active participation in diagnosis and treatment, and adaptation to
treatment (Haque & Waytz, 2012). Patients who perceive dehumanization due

to discrimination and receiving low-quality health services do not want to go

8  This article, “Violence towards Health Personnel from the Eye of Society,” highlights important findings regarding self-criticism
in terms of health services. But the authors deny using such findings, and defend themselves by accusing others. In another study
on health personnel subjected to violence (see Sucu, Cebeci, & Karazeybek, 2007), it is also disappointing that only 8% of health
personnel ask themselves after experiencing violence, “Why me?”
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to hospital and tend to delay this need (Lee et al., 2009). This may increase the
severity of the disease and the load on the health system.

Recommendations

Measures can be taken on an individual, organizational, and governmental
level to remove negative impacts without removing the positive impacts of

dehumanization in the health services sector.

First, on an individual level, health personnel should use empathy and cognitive
abilities in a balanced way (Haque & Waytz, 2012). For example, doctors
should suppress empathy to ensure a successful surgery; however, they should
demonstrate high levels of empathy toward patients and patients’ relatives
during examinations. Similarly, a psychiatrist should avoid empathy in acute

crises, while demonstrating empathy to patients during therapy.

Researchers outline the benefits of increased empathy and decreased
dehumanization. In one study 15 radiologists were asked to evaluate radiographs
by viewing photos of patients taken. After three months they were asked to
evaluate the same films without seeing the photos. The study determined that
while seeing the photos, doctors’ empathy levels increased and they read the
films more sensitively, finding five times more symptoms than the other time
(Turner & Hadas-Halpern, 2008). In another study, intensive care unit patients’
photos were placed next to their beds. It was found that doctors and nurses were
more likely to perceive the patient as an individual, increase communication
with the patient, and clarify patient care targets (Andersson, Hall-Lord, Wilde-

Larsson, & Persenius, 2013).

In addition, on the individual level, the quality and quantity of communication
with patient can be enhanced. During patient care, visits, or before an
intervention, health personnel should emphasize obtaining personal
information in addition to information on the disease without stigmatization
(Haque & Waytz, 2012). When patients are cared for as unique people, and not

just one in a similar patient group, they feel cared for as an individual identity.
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Dehumanization perceptions can be removed by supporting patients, especially
those with chronic diseases such as diabetes, heart disease, rheumatism, and MS.
As such, health problems should not be emphasized, but their importance in a
larger life world highlighted, and patients should be encouraged to remember
they have a continuous life story that includes the past and future, not merely a
life based only on the disease (Todres, Galvin, & Holloway, 2009).

On the other hand, the act of dehumanization can be decreased by giving credit
to the patient experiencing the disease, as much to the doctor’s findings and
technology related to the disease, not objectifying them, and gaining their
participation in taking health initiatives. An integrative approach that includes
traditional, supplementary, and alternative medical methods, rather than over-
reductive causality in the diagnosis and treatment of disease, may decrease the

mechanistic dehumanization of the current system (Todres et al., 2009).

To stop acts of unconscious dehumanization, health personnel can eliminate
subconscious discriminative attitudes toward patients through awareness
practices. Harvard University medical professor White III who as African-
American witnessed dehumanization toward patients in the health services
sector, proposed that health personnel be sensitive toward patients’ cultural and
individual differences, evaluate them as unique individuals and not stereotypes,
approach them as family members or friends, and notice environmental stress
elements (e.g. performance pressure, workload, etc.) and the partiality produced
by the subconscious, which hinders implementing this approach (White III &
Chanoff, 2011).°

The first organizational precaution to take to prevent the negative effects
of dehumanization is structural amendments at the schools where health
personnel are trained before entering the workplace. For example, Pawlikowski
(2002) asserts that current medical education should be more humanized, and
draw from the social sciences such as ethics, philosophy, history, sociology,
and even literature to improve health personnel’s awareness toward patients.

However, this is not enough, as the impact of medical training on doctors is

9 White III’s book includes important ethical findings for practitioners in the health services sector. In the book, White I, a doctor
who bore witness to the fight for the civil rights of African-Americans in the US, narrated his experiences from his childhood to
when he became a professor at Harvard.
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not limited to formal, written syllabus. Hafferty and Franks (1994) emphasize
an implicit syllabus of the school culture, which socializes students at medical
schools. The behavioral effect of this syllabus is more important. Thus, in
these schools, we should highlight “who we are,” which builds our ethical
identity as much as “what we are” above the written syllabi for anatomy,
physiology, and biochemistry. By starting at the Ministry of National Education
(MoNE), Council of Higher Education, and school administration, all parties
including instructors and students should demonstrate awareness, ownership,

participation, patience, and efforts toward this change.

To decrease dehumanization in the health institutions in which graduates work,
all layers of organizational culture—i.e. beliefs and assumptions regarding the
quality of health services, espoused values and targets, and visible elements-
must be reconfigured. To this end, all personnel, especially managers, should
share the common understanding that people are at the core of health services.
A value system should be built around this understanding and shared by
workers. In addition, there should be an aims-targets unity emerging from
this system around which all processes, practices, and physical elements are
designed. For example, a caring environment in hospitals should be provided to
ensure patients sense belonging, not separation. Furthermore, this environment
should be constructed for the patients making them feel familiarity and peace,

rather than feeling like strangers (Todres et al., 2009).

A study on the gynecology unit of a university hospital in Canada found that
personnel exhibited an anthropocentric values system; managers were willing
to provide humanitarian childbirth services. Patients’ satisfaction as well as
their safety and comfort were key focus areas, the beliefs and needs of patients
from different cultures were respected, family members were included in care
services, visiting and companionship practices were flexible, and patients and
their relatives felt valued. Here the hospital was designed like a hotel, and all
these features were appreciated and perceived as facilitating elements in the
health services (Behruzi, Hatem, Goulet, Fraser, & Misago, 2013).

In the Benin Republic, a project was initiated by the hospital administration

of a Maternity and Children’s Hospital to overcome the dehumanizing effects
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of organizational culture. In the project, the current work environment was
transformed into a more humanitarian one, and workers received regular
training on this topic. Some workers found the change difficult, and while
others remained unresponsive at first, they later embraced the outcomes of
the project with administration’s support. When the project concluded, they
reported improved quantitative performance regarding complications and
the need for drug treatment, and qualitative improvements such as enhanced
communication with patients, increased satisfaction of patients and workers,
workers’ increased self-reliance and self-respect, increased self-awareness of
their and others” behaviors, increased moral satisfaction, and improved work

motivation (Fuyjita et al., 2011).

As evident in this example, a performance management system in the institution
can be designed so as not to put pressure on personnel. It is possible to transform
the current dehumanizing structure by improving both private and public
hospitals. In the Ministry of Health’s publication on the performance system
in the health services sector (Ministry of Health, 2006), the outcome of the
health system is defined as the “direct happiness of people” Also it is mentioned
that “patient satisfaction should be considered when determining performance
award scales” (p. 31), but it is not clear why performance evaluation scales attach
almost no importance to patient satisfaction.'” Evaluating the performance
of health services through the number of implemented practices could yield
undesired results such as prioritizing quantity over quality. The deficiencies
of the performance management system that cause dehumanization behavior
should be removed, and a performance management policy giving importance

to enhancing the quality of the health sector should be offered to patients.

The policies that the Ministry of Health may develop and consequent practices
may decrease acts of dehumanization toward patients. The first is activating
a family physician practice that can follow patients’ problems closely. They
can lead patients and coordinate other physicians when specialized practice

is required (Pawlikowski, 2002). The health institution’s manpower and

10  The sentence continues as “A measurement which only depends on the perception of patient cant be enough in health sector
where there is a high information asymmetry and in societies where the education level is low” (p. 31) and this is an upsetting
indicator of low value given to senses and emotions of people; in other words, it is an indicator of dehumanization which is made
via Ministry.
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technical conditions should be improved, and personnel’s workload should
be diminished. Work-duty-work practices should be eliminated, especially in
emergency services, wherein dehumanization is most evident, and the capacity
to offer high-quality services should be increased. Finally, accesses to home
care services for patients who are disabled or old should be facilitated.
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Gen teknolojisindeki ilerlemeler suni déllenme yoluyla hatasiz insan tretme hayaline ulas-
mayi vaat etmekte, gelisen dogum Gncesi tarama testleri sakat ve hastalikli bebeklerin anne
karninda tespit edilerek yok edilmesini mumkin kilmaktadir. Hukuki dizenlemeler bu uy-
gulamalarin 6nlint acmaktadir. Turkiye dahil dinyanin pekcok Ulkesinde istege bagli kiirtaj
belli bir haftaya kadar yasal olmasina ragmen fetisiin sakat olmasi durumunda yasalar es-
netilerek daha ileri haftalarda da kirtaja izin verilmektedir. Modern tibbin objektif oldugu ve
en dogru karari hekimlerin verecegi diislincesi, dogum oncesi tarama testlerinin kadinlara
6zgirlik getirdigi fikri ve kamuoyunda mevcut estetik ve beden anlayisi hep birlikte kadinlari
sakat bebeklerden kurtulmaya itmekte, 6jeniye destek vermektedir. Ahlaki ve dini kaygilar
ile 6jenik kirtaja karsi olanlarin seslerini ylkseltmesi, ilerleyen yillarda 6jenik uygulamala-
rin artarak devam etmesine engel olamayacak gibi gorinmektedir.
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Ojeni Politikalarinin Tarihgesi

Evrim kuramcis1 Charles Darwin’in “iyi hayvan 1rki elde etmek i¢in uygulanan
yontemlerin insan 1rkini gelistirmek amaciyla da uygulanabilecegi” diisiincesin-
den etkilenen kuzeni Francis Galton, 1869da yayinladig1 ve Ingiliz tarihindeki
dahi nitelikli kisileri barindiran 300 ailenin seceresini inceledigi “Kalitsal Deha”
isimli kitabinda, bu ailelerin sergiledikleri 6zelliklerin -¢evre veya yetisme kosul-
larindan bagimsiz olarak- kalitimla nesilden nesile gectigini ve geliserek siirmesi
i¢in ailelerin kendi aralarinda evlenmesi, daha diisiik nitelikler tasiyan ailelerle
evlenmesinin engellenmesi gerektigini 6ne siirmiistiir. Galton 1883’te s6z konusu
aileleri tanimlamak icin Yunancada “dogustan iyi” ve “soydan asil” anlamlarina
gelen “Gjeni” kelimesini kullanmis ve 6jeni diisiincesinden hareketle {istiin bir
Ingiliz irki yaratmayi hedefleyenlerin 1907'de kurdugu Ojenik Egitim Dernegine
baskan secilmistir' (Hall, 2002). Ojenistler evrim siirecinde meydana gelen bir
aksakligin sakatliga yolagtigini, sakatlarin iistiin 1rk yaratmanin 6niinde en bii-
yiik engel oldugunu, genetik olarak {iistiin nitelikler tasiyan kadin ve erkeklerin
evlenmeye ve ¢ok ¢ocuk dogurmaya tesvik edilmesinin yeterli olmadigini, kéti
ozelliklere sahip kisilerin diinyaya gelmesinin de engellenmesi gerektigini 6ne
stirmektedir. Ojenistlere gére, bu iki uygulama es zamanl yiiriitiiliirse toplumda
tstiin niteliklere sahip “fit” kisiler artacak, istenmeyen “unfit” kisiler zamanla or-

tadan kalkacak ve daha iyi bir insan 1rki elde edilecektir.”

Ojeni hareketinin bagindan itibaren birgok bilim adamu, siyasetci, isadami ve
sanatg1 tarafindan desteklenmesi, 6jeni uygulamalarinin bazi tilkelerde devlet
politikas1 haline gelmesinin yolunu agmistir. ABDde 6jenik uygulamalar -ya-
sal dayanagi bulunmamasina ragmen- 1899da Indiana eyaletinde geri zeka-
Iilarin zorunlu kisirlagtirilmasiyla (sterilizasyon) baslamis, 1907de ¢ikarilan
yasa ile megrulastirilmig, 1912’ye kadar 236 geri zekal erkek kisirlastiriimistir.
1920de Kansas eyaletinde negatif 6jenik unsurlar tastyan kisileri tespit etmek

i¢in aileler hakkinda bilgi toplanmaya baglanmistir (Kevles, 1999 s. 436). Do-

1 Adi1926da (British) Eugenics Society, 1989'da Galton Institute olan kurulug, 1909-1968 arasinda “The Eugenics Review” dergisi-
ni gikarmugtir.

2 John Langdon Down 1866da bugiin adiyla anilan sendromu Mogollarin beyaz irka karismasina baglayarak “mongolizm” olarak
adlandirmugtir. Sakatlar1 ve beyaz olmayan irklar1 evrim siirecinin alt basamaklarina yerlestiren evrim teorisi, sakathik ve asag1
ik kavramini 6zdeslestirmistir. 19. yiizyilin sonlarindaki ucube gosterilerinde sakatlar ve farkli irktan kisilerin, insan ile hayvan
arasinda bir yaratik olarak tanimlandiklar1 dikkati gekmektedir (Baynton, 2013, s. 23).
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gum kontrolii hareketinin 6nemli bir temsilcisi olan Margaret Sanger, Anglo-
sakson Amerikali kadinlarin ¢ocuk dogurmasinin tegvik edilmesinin yani sira
beyaz olmayan go¢menler ile sakatlarin cogalmalarinin engellenmesi i¢in aktif
dogum kontroli politikalarinin uygulanmasini 6nermistir. 1919da Amerikan
Dogum Kontrolii Hareketi ile Amerikan Ojenik Dernegi arasinda bir igbirligi
anlagmasi imzalanarak lobi faaliyetlerine baslanmus, geri zekalilar ve epilepsi
hastalar1 basta olmak tizere sakatlarin kisirlagtirilmas: konusunda politikalar
gelistirilmis ve desteklenmistir. Dogum kontroliiniin yayginlastirilmas: ama-
ctyla hazirlanan propaganda afiglerinde sakat kadinlar kullanilmistir. Bu faa-
liyetlerin ilk meyvesi 1924’te ¢ikarilan go¢menlik yasasidir. Yasa kapsaminda
Dogu ve Giiney Avrupadan gelen gogmenlerin onii kesilmis, Kuzey Avrupali ve
Ingilizlerin iilkeye gelmesi tegvik edilmistir (Wellman, 2011, s. 218). Ulkeye go¢
edenlere zorunlu IQ testi uygulanmis, Dogu ve Gliney Avrupadan go¢ eden,
Ingilizce bilmeyen, okuryazar olmayan yoksul gégmenler IQ testlerinde diisitk
puan aldiklar1 i¢in zorunlu kisirlastirma islemine tabi tutulmuslardir (Kevles,
1999, s. 436). 1927 tarihli “Buck’a Kars1 Bell” davasinda® Yiiksek Mahkemenin
sakatlar1 kisirlagtirmanin anayasaya aykiri olmadig kararini vermesi ile bir¢ok
eyalette kisirlagtirma yasasi uygulamaya konmustur. Once yalniz geri zekalilar
kapsayan yasa, kapsami genisletilerek alkolikler, uyusturucu miiptelalar, farkls
cinsiyet egilimlerine sahip kisileri de i¢ine almistir. ABD'de 1930-1970 arasinda
yasa dolayisiyla yaklasik 200 bin kadinin zorunlu kisirlastirmaya tabi tutuldugu
tahmin edilmektedir (Kaelber, 2012).

Ojeni aragtirmalarina devlet destegi veren Iskandinav iilkelerinden Isveg’te
ojenistler “dogal aristokrasi” hareketi altinda toplanarak insan irkinin gelisti-
rilmesi i¢cin Mendel kanunlarinin uygulanmasini istemistir. Isve¢’te 6jeni dii-
stincesi 0zellikle sag muhafazakarlar arasinda hizla yayilmis ve 1930’larda bin-
lerce kisi zorla kisirlagtirmaya tabi tutulmustur (Bjorgman ve Widmalm, 2010,
s. 379-381). Hareket cevre iilkeleri de etkisi altina almis, 6zellikle Almanyada
antropologlar, hekimler ve bilim adamlar1 6jeni diigiincesini benimsemistir. Bu
6jenik altyapi, 1933’te Nazilerin iktidara gelmesinden hemen sonra ¢ikarilan

6jenik kisirlagtirma yasasinin itiraz edilmeden uygulanmasina (Bjorgman ve

3 John Hendren Bell'in, geri zekali oldugu gerekgesiyle Carrie Buck'in kisirlastirilmasini istedigi dava bu adla meshur olmustur.

4 Yasa Kaliforniyada 1980’lerde kaldirilmasina kargilik 20 eyalette hala yiiriirlitktedir.
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Widmalm, 2010, s. 380), 6jenizm ve hijyen doktrinlerinin tip fakiilteleri ders
miifredatina girmesine yol agmistir. “Genetik Yolla Gegen Hastaliklarin On-
lenmesi” baglikli yasada, akil hastalari, geri zekalilar, sagirlar, dogustan korler
ve ailesinde kalitsal hastalik bulunanlar Alman irkinin safligini1 bozan kisiler
olarak kabul edilmis, Alman kadinlarin 6jenik nedenler disinda kiirtaj olma-
lar1 yasaklanmistir. Yasa kapsaminda 3 yasa kadar sakat cocuklar hakkinda
otenazi karar1 verilmis, ailelerinden alinarak kliniklerde gaz veya zehirli igne
ile oldiiriilmislerdir. Hekimlerin bir kismi igne ve zehir ile 6ldiirmenin ah-
laki olmadig1 gerekgesiyle sakat ¢ocuklar: ag¢ ve tedaviden yoksun birakarak
olimlerini hazirlamigtir. Ailelerin 6len ¢ocuklar: hakkinda soru sormasini ve
itiraz etmesini engellemek i¢in ¢ocuklarin bulasic1 hastalik nedeniyle 6ldiikle-
ri ve salgin hastaliklarin yayilmasini engellemek icin yakildiklar: agiklanmas,
soylentiler tizerine Alman Kilisesi 6len ¢ocuklar konusunu giindeme getirmis
ve hastaneleri protesto etmistir. 1933-1939 arasinda 300 ile 400 bin Almanin
yasa ger¢evesinde zorunlu kisirlastirmaya maruz kaldig1 tahmin edilmektedir.
1939da yasaya baska psikiyatrik hastalar da dahil edilmis ve 1941de psikiyatri
kliniklerinde yaklasik 70 bin hastanin dlimii ger¢eklesmistir. O yil 3 yasindan

biiyiik sakat cocuklar da 6tenazi kapsamina alinmistir.

Naziler 6jenik uygulamalari ekonomik nedenlerle de gereke¢elendirmistir.
1935-36 ogretim yilinda liselerde okutulan matematik dersinde, kurumlarda
yasayan geri zekalilarin barinma maliyetlerini hesaplamaya yonelik sorular yer
almaktadir (Hubbard, 1988, s. 80-81). Bu sorularla ¢ocuklara ve genglere, sa-
katlarin ve akil hastalarinin yagamalarina izin verilmeye degmeyecek kadar de-
gersiz ve ayni zamanda topluma ekonomik yiik olduklari fikri asilanmaya cali-
silmustir. 1912'de Nobel Fizyoloji / Tip Odiilinii kazanan Alexis Carrel 1939'da
yayinlanan kitabinda iistiin 1irk yaratmanin gerekli oldugunu belirterek 6tenazi
uygulamasini insani ve ekonomik bir davranis olarak yorumlamistir. 1933’te
“Ojenizmin Hayati Onemi” bashigiyla yayinlanan makalesinde Julian Huxley,
hayatini yardim almadan idame ettiremeyen aptal ve geri zekalilarin zorunlu
kisirlastirilmalarini 6nermis, daha da ileri giderek, bir¢ok akil hastaliginin ka-
litimsal oldugunu, normal gériinmekle birlikte bu hastalig1 tasiyan kisilerin de
tespit edilerek kisirlagtirilmalar: gerektigini belirtmis, mevcut sosyo-ekonomik

sartlardan dolay1 boyle bir uygulamanin yiiriirlige konulamamasindan esefle
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bahsetmistir. 1942de psikiyatrist Foster Kennedy, 5 yas ve {izeri geri zekal1 ¢o-
cuklarn aileye ve topluma yiik oldugunu, bu nedenle 6ldiiriilmeleri gerektigini
ileri stirmistiir (Hubbard, 1988, s. 80). Donemin 6nemli bilimsel yayinlarindan
Nature dergisinin editorii, Nazilerin kalitimsal hastaliklarin 6nlenmesi ama-
ctyla engelli kisileri kisirlastirmaya tabi tutmasini insan 1rkinin korunmasi ve
gelistirilmesine yonelik olumlu bir adim olarak ele almistir (Davis, 2013, s. 7).
Ojenistler yalniz sakatlar1 degil, yoksullar1 da devlete yiik olduklar1 gerekeesiyle
zorunlu kisirlagtirmaya dahil etmek istemistir (Rogers ve de Bousingen, 1995).

1946-47 yillarinda miittefikler tarafindan Nuremberg mahkemelerinde “insan-
liga kars1 islenen suglar” ad1 altinda agilan davalarda yargilanan Nazilere, sakat-
lara yonelik zorunlu kisirlagtirma ve 6ldiirme suglar1 yoneltilmemistir. Bunun
nedeni o yillarda zaten bir¢ok iilkede sakatlara yonelik zorunlu kisirlastirmanin
var olmasi ve bu uygulamalarin bilim ¢evreleri tarafindan desteklenmesidir. 13
Kasim 1945 tarihli Frankfurter Rundschau gazetesinde yayinlanan bir yazida,
miittefiklerin Alman sakatlar1 yagamaya deger gormedikleri i¢in insanliga kars1
islenen suglar kapsamina dahil etmedikleri ve bu sugu isleyen kisilerin kurum-
larda ¢aligmaya devam ettigi belirtilmektedir (Poore, 2007, s. 184).°

Ojenist uygulamalar 1970’li yillarin sonuna kadar bir¢ok iilkede devam etmis-
tir. 1980’li yillarin ortalarinda ABDde goriilen Baby Doe davasi sakat ¢cocuklara
yonelik 6jenist tavrin bigim degistirerek devam ettigini gostermistir. Bu ve ben-
zer davalarda, sakat bebeklerin ailesi veya hekim tarafindan tedavi imkanlarin-

dan mahrum birakilarak 6liime terk edilmesi ele alinmigtr.

5 Nuremberg davalarinda Alman sakatlara yonelik Gtenazi davalari agilmamakla birlikte Alman mahkemelerinde bu konunun
glindeme geldigi goriilmektedir. Miittefiklerin Almanyada kaldig siire iginde Alman mahkemelerince agilan bu davalarda iste-
nen cezalar daha katidir. 1946da goriilen bir davada zihinsel engelli Almanlar1 6ldiiren bir hekim ve bir hemsire idam edilmistir.
1949'da Federal Almanyanin kurulmasindan sonra Alman sakatlara yonelik 6tenazi davalari gittike azalmus, daha 6nce verilen
cezalar ya ertelenmis ya da iptal edilmistir. Ornegin 1947de Frankfurt'taki bir davada 6liim cezasina ¢arptirilan iki hekimin
cezas1 6nce ertelenmis, 1950’1i yillarin ortalarinda da serbest birakilmalar saglanmigtir (Poore, 2007, s. 188). Kurumlarda kalan
Alman sakatlarin savas sonrasinda da kétii muameleye maruz kaldiklar1 goriilmektedir. Kaynaklarin etkin dagilimi gerekgesiyle
kurumlarda kalan sakatlara gida dagitimi yapilmadig1 1945-1949 arasinda yaklagik 20 bin sakatin yetersiz beslenme ve agliktan
dolay1 6ldugii tahmin edilmektedir (Poore, 2007, s. 184).
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Dogum Oncesi Tarama, Elemeci Kiirtaj ve Yeni Ojenizm

Insan DNAsin1 anlamaya yonelik ¢aligmalarin artmasi ile birlikte cinsiyetin,
goz, ten gibi fiziksel ozelliklerin ve zeka ile yeteneklerin 6nceden laboratuar
ortaminda belirlenmesi, suni déllenme yoluyla gebeligin gerceklesmesi ve sa-
kat bebeklerin tespit edilerek diinyaya gelmelerinin 6nlenmesi imkan1 ortaya
¢ikmistir. Gen teknolojisi ¢alisan bazi bilim adamlar1 6jenik elemeyi bir sans
gibi gormektedir. Suni déllenmeyi ilk gergeklestirenlerden Robert Edwards,
tip ve genetikteki ilerlemenin ¢ocuklarin kalitesinin dnceden belirlenecegi bir
diinya tasavvurunu miimkiin kildigini belirterek bu gelismeler 15181nda sakat
¢ocuk diinyaya getirmenin ailelerin en biiyiik giinahi olacagini iddia etmekte-
dir (Neumayer, 2005). Yiizyilin en 6nemli arastirmasi olarak tanimlanan insan
genomu projesinin yiiriitiiciisit 1962 Nobel Fizyoloji / Tip Odiilii sahibi James
Watson bu arastirma ile birlikte DNAdaki aptallik geninin tespit edilecegini
ve gelecekte toplumun bu gene sahip kisilerden kurtulacagini ifade etmektedir
(Mendelsohn, 2000). Biyoetikgiler ise ebeveynin ¢ocuklar1 i¢in en iyisini isteme
hakkina sahip oldugunu 6ne siirerek, gelismis tilkelerde ortalama hayat siiresi
70 yasin tzerinde iken, 40 yasindan 6nce olecegi belli olan kistik fibrozis tes-
hisli bir fetiisii diinyaya getirmenin zalimce ve bencilce bir davranis oldugunu

One sirmektedir (Terzo, 2013).°

Giintimiizde 6jenik uygulamalarin en yaygini, dogum 6ncesi tarama teknikleri-
ne dayanilarak gerceklestirilen kiirtajlardir. 1980’li yillarin sonundan itibaren,
rutin gebe takiplerinde 11.-14. haftalarda ultrasonla bebegin ense boyu hesap-
lanarak sonuca gore once ikili test, onun sonucuna gore de 16.-20. haftalarda
ise tiglii ve dortli testlere bagvurulmaktadir. Elde edilen bilgiler sakat dogum
ihtimalinin yiiksek oldugunu gosterirse bebegin kromozom tahlili i¢in amni-
yosentez yapilmaktadir.” Bu islem 200 ila 400'de bir oraninda diisiige, erken
donemde yapilirsa bebekte kalici hasara yol agma ihtimali olmasina ragmen

1980’1i yillarin baginda 40 yas iizeri ve riskli gebelere 6nerilen amniyosentez

6  Nobel Kimya ve Barig Odiilleri sahibi Linus Pauling, diinyaya gelen ¢ocuklarin alinlarina kazilacak bir sembol ile gen 6zellikleri-
nin belirtilmesini teklif etmistir (Mendelsohn, 2010).

7 Giivenilirlik oran1 %80-90 olan ikili test Tiirkiyede en sik gergeklestirilen test olup noral tiip defekti hakkinda herhangi bir bilgi
vermemektedir. Noral tiip defektinin tespit edilebildigi tiglii testlerin Down sendromlu bebekleri tespit etme orani %60-65'tir.
Dortlii testin tahmin etme oran1 %80dir. Ayrintili bilgi i¢in bkz http://www.bursakadindogum.org/index.php?sayfa=tarama-
testleri

58



Caha / Elemeci Kurtaj: Ojenizmin Yeni Yuzu

gliniimiizde 30’lu yaslardaki gebe kadinlara rutin test olarak uygulanmaktadir.®
Bu gibi uygulamalar neticesinde Down sendromu 1972'de her bin bebekten bi-

rinde goriliirken, giiniimiizde oldukga azalmistir (Star, 2008).

Dogum Oncesi tarama testleri ile tespit edilen sakat fetiislerin diinyaya gelip
gelmemesine yonelik karar alinmasinda hekimin etkisi gittikge artmakta, anne
ile ailenin etkisi azalmaktadir. Hekimin tarafsiz oldugu varsayilmakta ve 6neri-
leri sorgulanmamaktadir. Baz1 hekimler zeka geriligi olan bebeklerin diinyaya
gelmesine de kars1 ¢ikmaktadir (Faden ve ark., 1987). Sakat bebek tasidigini
6grenen kadinlarin biiyiik bir kisminin ilk ii¢ giin i¢inde kiirtaj olmasinin en
6nemli nedeni, hekimin gebelik déneminde gegen her giiniin riski arttirdigin
one siirerek anneyi ¢ok hizli karar vermeye yonlendirmesidir (Masden, 1992).°
Bir aragtirma, Ingilterede ailelerin en ¢ok Down sendromlu, en az Klinefelter
sendromlu gebelikleri sonlandirmay: tercih ettigini gostermistir (Alberman,
Mutton ve Ide, 1998, s. 809-810). Ingilterede 1989-1997 arasinda Down send-
romu teshisi konmus 10 651 gebelikten %92si kiirtaj, %1,9’u diisiik, %1,5’i 6lii
dogum, %5’i dogumla sonlanmigtir. 23 haftaliktan biiyiik gebeliklerde teshis
konmus vakalarin dortte biri kiirtajla, %23’ diisiik, 6li dogum veya dog-
duktan sonra 6liimle sonlanmistir. Spina bifida teshisi konmus 10 gebelikten
9’unda kiirtaj yapilmaktadir.'” Down Sendromu Birligi yetkilileri, dogum 6nce-
si tarama testlerinin kiirtaja yolagtigini belirterek kiirtaj karar1 alinmadan 6nce
hekimlerin ailelere tarafsiz bilgi vermesini istemektedir (Star, 2008). Yalniz dini
hassasiyetleri giiclii kadinlarin dogum 6ncesi teshis tekniklerini reddettikleri
veya test yaptirmalar:1 durumunda kiirtaj olmamayu tercih ettikleri belirtilmek-
tedir (Will, 2005).

Son yillarda gebeligin ilk {i¢ ay1 i¢cinde anneden alinacak kan ile bebeklerin sa-
kat olup olmadiklarinin belirlenmesi tizerinde ¢aligilmaktadir.!’ Bu testlerden

en yaygin olani, gebe kadinin 11.-13. hafta arasinda alinan kanindan Down

8  Amerikan Jinekologlar Dernegi yasa bakilmaksizin biitiin gebelerin Down sendromu tetkiklerinden ge¢meleri gerektigini 6ne
siirmektedir

9  Bazi feministler gebelik ve dogumla ilgili kararlarin kadinin elinden alinarak tamamen tip profesyonellerinin eline gegtigini 6ne
stirmektedir. Ayrintili bilgi i¢in bkz (Masden, 1992).

10 Almanyada anne karninda spina bifida teshisi konmus ii¢ bebek ameliyat edilmistir. Bu tip uygulamalar bebeklerin yagam kalite-
sini arttirmaktadir (BBC, 2003).

11 Bu testlerin bir kism1 bebegin cinsiyet bilgilerini de vermektedir.
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sendromunu tespit etmeye yonelik MaterniT21 testidir.'> 2013’te yalniz ABDde
150-200 bin gebe kadinin bu testi kullandig1 tahmin edilmektedir.”® Kan test-
lerindeki hata pay1 %5 oldugundan, hekimlerin bir kismi1 anneleri 15. hafta
sonrasinda yapilan amniyosentezin sonucuna goére karar vermeleri konusunda
yonlendirmektedir (Bindley, 2013). Ilerleyen yillarda sakat fetiislerin daha er-
ken donemde tespit edilmesiyle erken donemde gergeklestirilecek kiirtajlarda

artis beklenmektedir.

Kiirtaj 1960’larda sadece zorunlu durumlarda gergeklestirilen bir tibbi islem
iken, 1970’lerde bir dogum kontrol yontemi, 1990’larda ise dogum Oncesi ta-
rama testlerinin gelismesi ve yayilmasiyla sakat bebeklerden kurtulma yolu
olarak kullanilmistir (Sharp ve Earle, 2002, s. 140). Diinyada 56 tilkede istege
bagli kiirtaja genellikle gebeligin ilk 12 haftasina kadar izin verilmekle birlikte,
bu siire anne saglig1 ve fetiisteki sakatlik-hastalik gerekgesiyle gebeligin ikinci
yarisina kadar uzamaktadir (Corbacioglu ve Yiiksel, 2012, s. 88)."* Kiirtajin en
rahat uygulandig1 iilkelerden biri Ingilteredir; 1967'de ¢ikarilan yasaya gore 24
haftaya kadar olan gebeliklerin sonlandirilmasinda herhangi bir gerekge aran-
mamaktadir. 24 haftadan sonra kiirtaja agir fiziksel veya zihinsel sakatlik olma-
st durumunda izin verilmekte ve fetiisiin kalbi igne ile durdurularak annenin
suni sanciyla 6li dogum yapmasi saglanmaktadir.”® 2003’te sakatlik gerekge-
li kiirtajlarin istatistiklerini yayinlamama karar1 alan Ingiltere, kiirtaj karsiti
gruplarin agtig1 kiirtaj bilgilerine erisim davasinin kabul edilmesiyle birlikte
2011den itibaren kiirtaj istatistiklerini yayinlamaktadir. Bu istatistiklere gore
2002-2010 arasinda sakatlik nedeniyle yapilan yaklasik 18 bin kiirtajin 1189’u
24 haftadan sonra, 2011'de sakatlik nedeniyle yapilan 2307 kiirtajin 1447t 24
hafta, 19’u 32 haftadan sonra gergeklestirilmistir (UK Parliament, 2013, s. 8).
Ingilterede “agir engellilik” kavraminin net olmamasi uygulamada suistimalle-
re yol agmaktadir (Will, 2005). Ornegin, 2001'de ayrik dudak ve damak prob-

12 Sakathg: tespit etmek iin kullanilan baz testlerde bu siire 9 haftaya kadar diigmektedir.

13 Son yillarda 6zellikle gelismis tilkelerde otistik gocuk sayisinda artig goriilmektedir. Otizmin goriilme siklig1 88 veya 50 kiside birdir.
Su anda otizmi tespit etmeye yonelik dogum 6ncesi tarama testi bulunmamaktadir. Bu konuda yapilan aragtirmalarin hizh ilerledi-
gini ve 6niimiizdeki yillarda otizmin teghis edilmesiyle birlikte otistik gocuklarin da kiirtaja maruz kalabilecegini syleyebiliriz.

14 Fetiisiin sakat veya hasta oldugu gerekgesiyle kiirtaja izin veren iilkeler arasinda Iran ve Suudi Arabistan da bulunmaktadir. franda
1997de yalniz talasami majorlii oldugu saptanan gebeliklerin sonlandirilmasina izin verilirken, 2003den itibaren 20.haftanin altinda
bagka konjenital kusurlara sahip fetiislerin de kiirtajina izin verilmektedir. Ayrintihi bilgi igin bkz (Corbacioglu ve Yiiksel, 2012, s. 90)

15 Ingiliz engelli haklar1 aktivistleri yasadaki bu maddeye, saglam bireyler ile engelli bireylerin esit olarak ele alinmadig ve engelli-
lere yonelik negatif algi olusturdugu nedeniyle kars1 ¢gtkmaktadir (BBC, 2003).
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lemi olan 28 haftalik bir fetiisiin kiirtaj edilmesi 6jeni diigiincesinin vardigi
noktay1 gostermektedir. Yagayabilecek olsa da her tiir “ciirtik” ve “defolu” bebek

belirlenerek topluma karigmasinin 6nii kesilmektedir.

Kiz bebeklerin veya farkli etnik gruplara dahil bebeklerin kiirtaja maruz kal-
masina karst son yillarda ciddi sesler yiikselmesine ragmen sakat fetiislerin
kiirtaji konusunda gosterilen tepkiler yetersizdir.'® Feministlerin de iginde yer
aldig1 tireme hakki hareketindeki kadinlar kiirtajin her sartta yasallagmasi i¢in
miicadele etmektedir. Feministler fetiisii kadin viicudunun bir iiriinii olarak
ele almakta ve kadinin saglam veya giiriik fettisten kiirtaj yoluyla kurtulabilme
hakki oldugunu 6ne siirmektedir.'” Feministlerin biiyiik bir kism1 dogum 6nce-
si tarama testlerini, kadinlara kot kaderlerini degistirme imkani sagladig: ge-
rekgesiyle desteklemektedir (Saxton, 2000)."* Engelli haklar1 savunuculari ise,
kadinlarin sakat bebeklerini baskilar yiiziinden aldirmak zorunda kalmama-
lar1 i¢in miicadele etmektedir (Hubbard, 2013, s. 83)." Bununla birlikte kiirtaj
karsitlarinin bityiik kismi sakat bebeklerin kiirtajina olumlu yaklagmaktadir.®
Taniyan tanimayan herkesin gebelere dogum 6ncesi tarama testlerini yaptirip
yaptirmadigini sormasi, toplumun bilingaltina isleyen 6jenik kaygilar1 goster-
mektedir (Kaplan, 1993). Kiirtaj tartigmalarinin son derece hararetli yasandig1
ABDde 6jenik kiirtaja en ¢ok dindarlar karsi ¢ikmaktadir (Luker, 1984). Diger
tilkelerde de sakat gocuklarin kiirtajina genelde kendilerini dindar olarak ta-

nimlayan kisiler kars1 ¢cikmaktadir.

16 Son yillarda ozellikle feminist biyoetikgiler cinsiyet elemeli kiirtajin sakat bebeklerin kiirtajindan ayri ele alinmas gerektigini
soylemektedir. Onlara gore sakat bebekler kadinlarin ac1 gekmesine yolagmakta ve sakat gocuklara ayrilan zaman, para ve kay-
naklar israf edilmektedir. Feminist biyoetikgilerin bu konudaki goriisleri iin bkz (Petchesky 1984; Scully, ve Baldwin-Ragaven ve
Fitzpatrick, 2010).

17 Kadinlarin bir kismi feministlerin bu argiimanina, dogum 6ncesi tarama tekniklerinin kadina segim yapma imkani saglamakla
birlikte baz1 segeneklerin 6niinii kapadig: gerekgesiyle kars1 gikmakta, siirecin kalite kontrol islemi haline getirildigini ve ¢iiriik -
defolu gebeliklerden kurtulma baskisina yolagtigini 6ne siirmektedir (Saxton, 2000).

18 Bazi yazarlar feministleri, dogum 6ncesi tarama testlerinin genis yas araliginda rutin olarak uygulanmalarina yolagtiklar: gerek-
gesiyle elestirmektedir. Bkz (Saxton, 2000).

19 Engelli aktivistleri, kiirtaj kargitlarini, sakat fetiislerin kiirtajina karg: ¢tkmalarina ragmen sakatlarin yagama kogullarinin iyilestiril-
mesine ve toplumsal diglanmalarinin 6nlenmesine yonelik herhangi bir politika 6nermedikleri i¢in ikiyiizlii olmakla suglamaktadir.

20 Paul A. Lombardo “Bucka Kars1 Bell” davasindan hareketle 6jenistlerin Amerikan hukuk sistemini nasil etkiledigini ve sakatlarin
kisirlagtirilmasinin nasil yasalagtigini anlatmaktadir. Bir yanda tireme 6zgiirligii ve sakat fettislerin kiirtajinin tamamen kadinin
alacag: karara birakilmasi, diger yanda devletin iireme iizerinde kontrol hakk: ve kisilerin yerine karar almas: s6z konusudur.
Ama tireme 6zgiirliigiinii kabul etmek, devletin dahi gergeklestiremeyecegi kiirtajlar1 onaylamak anlamina gelir. Lombardo bu
durumu “bityiik bir ikilem” olarak ele almakta ve her iki durumda da engellilerin zararh ¢iktigim belirtmektedir. Ayrintili bilgi
i¢in bkz (Lombardo, 2008).
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Elemeci kiirtajin nedenlerinden biri diinyaya gelecek sakat ¢ocugun hayati
boyunca gekecegi ¢ileyi sonlandirmak iddiasidir. Gebe kadinlarin bir kismi1
bebeklerinin aci ¢ekmesine dayanamayacaklar: i¢in kiirtaj olduklarini one
siirmektedir. Ornegin, 2013 yilinda New York Times gazetesinde yayinlanan
haberde, 23 haftalik (erkek ve kiz) ikiz gebeligi olan bir kadin, erkek bebegin
diyafragma hastalig1 tasidigini, diinyaya gelmesi durumunda 6miir boyu ne-
fes alma sorunlar1 yasayacagini, bebeginin ac1 gekmesini istemedigini, sicak ve
gtivenli anne karninda sevildigini bilerek mutlu bir sekilde 6lmesinin bebe-
gi icin daha iyi oldugunu diistinerek kiirtaj karar1 aldigini ve bu kararindan
memnuniyet duydugunu belirtmistir (Stark, 2013). Saglik alaninda galigan ve
benzer bicimde diisiinen profesyoneller de hasta ve sakat insanlarin en kotii za-
manlarini bildikleri ve diger zamanlarina gahit olmadiklari i¢in hayattan zevk
almadiklarini zannetmektedir. Engelli aktivistleri bu durumun 6nlenmesi i¢in
saglik calisanlari, biyolog ve genetikgilerin sakatlar: dogal ortamlarda gérmele-
ri ve onlarla etkilesim icinde olmalari gerektigini, ancak bundan sonra nispeten
tarafsiz bir goriise sahip olabileceklerini belirtmektedir (Society for the Protec-
tion of Unborn Children, 2014).

Giiniimiizde 6jenik kiirtaji savunanlarin bir kismi, gegmiste jenistlerin kul-
landiklar1 fayda - maliyet analizini sik sik dile getirmektedir. Bu goriise gore
sakat insanlar toplumda bir fonksiyona sahip olmadiklari i¢in sakatlik 6nlen-
melidir (Hubbard, 1988); sakat bebeklerin diinyaya getirilmesi zaten kit olan
aile, tilke ve diinya kaynaklarinin verimsiz kullanimi anlamina gelmektedir
(Hubbard, 2013).

Batida elemeci kiirtaji uygulayan kadinlarin biiytik bir kisminin beyaz, yiiksek
egitimli ve ytliksek gelirli olmasi oncelikle bu kadinlarin dogum 6ncesi tarama
testlerinden haberdar olmalar1 ve bu testleri yaptirmalarindandir. Bu durum
saglik masraflarinin devlet tarafindan kargilandig: iilkelerde daha belirgindir.
Fransada 1997den itibaren Down sendromu testi yaga bakilmaksizin biitiin
kadinlara, amniyosentez ise 38 yas iistii kadinlara uygulanmaktadir. Devletin
izledigi niifus politikalar1 kapsaminda gebe kadinin tetkik maliyetleri Saglik
Bakanlig1 biitgesinden karsilanmasina ragmen bu testleri genellikle egitimli ve

gelir seviyesi ytliksek kadinlarin yaptirdigi, sosyo-ekonomik diizeyi diisiik olan
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kadinlarin testlerden haberdar bile olmadiklar1 goriilmektedir (Khoshnood,
2004, s. 484-488). Tetkik maliyetlerinin kamu biitgesi tarafindan karsilanma-
dig1 tilkelerde pahali testlere ancak yiiksek gelir grubundaki kadinlar ulasabil-
mektedir. Ornegin ABDde bu testlerin maliyeti sigortali kadin i¢in 200 dolar,
sigortasiz kadin i¢in 2800 dolar oldugundan yoksul kadinlar testleri yaptira-
mamaktadir.?! ABDde birgok yazar, yoksul Afro-Amerikan ve Hispanik kadin-
larin 6nlenebilir nedenlere bagl olarak sakat ¢ocuk dogurmalarini bir trajedi
olarak ele almaktadir. Bu yazarlar, dogum oncesi tarama testleri ile sakat fetiis
kiirtajinin kamu biitgesine maliyetinin, sakat ¢ocugun diinyaya gelmesi ve ya-
samas1 durumunda kamu biitgesinden yapilacak harcamadan daha az olacagini
gerekee gostererek bu tiir tetkiklerin devlet tarafindan karsilanmasini; aradaki
farkin yoksullugu ve savasit onlemeye yonelik politikalara aktarilarak toplum
refahina katki saglanmasini istemektedir (Heuman, 1990). Sakat fetiislere ya-
sama hakki taninmasinin getirecegi maliyetin konusulmasi, beraberinde yaslh
ve sonradan sakat olanlarin tedavi ve bakim masraflar1 konusunu giindeme
getirmektedir. “Toplumda {tiretkenligi kalmayan yaslilarin ve sonradan sakat
olanlarin yok edilmesi iktisadi agidan kabul edilebilir mi?” sorusu ise fetiisiin
heniiz insan olmadig, dolayisiyla farkli bir durumda bulundugu gerekgesiyle
reddedilmektedir.

Sakatlara yonelik negatif 6jenik tutum ve davranislar dogum sonrasinda da de-
vam etmektedir. Diinyaya gelen bebekle ilgili olarak hekime sorulan “normal
mi?” sorusu daha ¢ok bebegin sakat olup olmadigini 6grenmeye yoneliktir.>* Bir
calismaya gore, yeni dogan bebegini goren annenin ilk tepkisi mutluluk, seving
ve gurur iken, bebegindeki spina bifidanin gosterilmesi ile birlikte tavri ve tep-
kisi bir anda degismekte, kriz gegirerek bebegin ucube oldugunu ve kendisinden
olmadigini séylemektedir (Furedi, 2001). Kamuoyunda sakatlarin hayattan zevk
almadiklari, kaliteli bir hayat stirdiirmedikleri, sakat ¢ocuga sahip olmanin bir
ailenin bagina gelecek en biiyiik trajedi oldugu, bu durumun aile igi sorunlara,

bosanmalara, ekonomik ve ruhsal ¢okiise yolagtig1 seklinde yaygin bir kanaat

21 Dogum oncesi anormallikleri tespit etmeye yonelik testler genetik alaninda en hizh biiyiiyen alan olarak dikkat ¢ekmektedir.
2010da 1,28 milyar dolar olan bu piyasanin 2017'de 1,6 milyar dolara ulagacag tahmin edilmektedir.

22 Tstatistiksel bir kavram olan normallik varsayimini “saglikl’, “hasta’} “sakat” gibi tibbi terimlere uygulamak istedigimizde bazi
sorunlar ¢cikmaktadir (Asch, 1999, s. 1650). Ornegin bir iilkede ortalama boy ve alt-iist normal boy sinirlar1 yeni nesilde insanla-
rin uzamasiyla degisecek; eskiden normal degerler iginde kalan ve saglikli kabul edilen kisiler yeni hesaplamalarda ortalamanin
altinda kalacak ve sakat olarak ele alinmaya baglayacaktir.
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bulunmakta, sakat fetiis tastyan gebe kadinin kiirtaj olmasi sagduyulu bir dav-
ranis olarak kabul edilmektedir (Saxton, 1997). Son yillarda sakat bebek sahibi
olan ailelerin, dogumu gergeklestiren hekimlere kars1 agtiklar1 “yanls dogum”
davalar1 artmaktadir. Amerikan Engelliler Birligi yanlis dogum davalarina, sa-
katlara kars1 negatif sterotiplerin yayilmasini kolaylastirdig: ve bunun Amerikan
Engelliler Yasasina uygun olmadig: gerekeesiyle karsi ¢itkmaktadir. Kiirtaj karsiti
gruplar ve Amerikan Engelliler Birligimin ytriittiikleri kampanya sonucunda
2013’te Dakota eyaletinde, mevcut veya potansiyel genetik bir anormallik teshi-
si gerekge gosterilerek kiirtaj yapilmasi yasaklanmistir. Bu yasa, engelli haklar
aktivistleri tarafindan, engellilere yonelik daha gebelikte baslayan ayrimciligin
ortadan kaldirilmasi i¢in 6nemli bir adim olarak ele alinmaktadir (Chew, 2013).
Kiirtaj taraftar1 orgiitlerin catist olarak kabul edilebilecek Amerikan Sivil Oz-
girlikler Birligi, yanlis dogum davalarinin agilmasinin yasaklanmasina, kiir-
taj karsit1 hekimlerin gebelere dogum 6ncesi testlerin sonuglar1 hakkinda yalan

soyleyebilecekleri gerekgesiyle kars: ¢ikmaktadir.

Biyoetik literatiirii 1980’li yillarda sakat bebeklerin tedavisi, 1990’11 yillarda ise
dogum oncesi tetkikler konusuna yogunlagmistir. Tartigmaya katilan biyoe-
tikcilerin biiyiik bir kisminin “saglikli olma” kavramina vurgu yaptigi, sakat-
lig1 diizeltilmesi gereken bir kusur olarak ele aldig, sakathigin yasam kalitesi-
ni azalttig1 varsayimindan hareketle “sakat bebekler yasamali m1?” sorusuna
olumsuz cevap verdigi, ailelerin tizerindeki baskiy1 azaltmak i¢in bu kararin
onlara birakilmamasi gerektigini 6ne stirdiigti goriilmektedir (Petersen, 2011,
s. 16). Dogum oncesi tarama testlerine ve sakat bebeklerin kiirtajina kars ¢1-
kan feminist biyoetik¢i Adrian Ash bu durumu genetikgi ve biyoetikgilerin sa-
katlarla sosyal iliskilerinin olmamasina baglamaktadir (Asch, 2001).”* 2000’li
yillarda biyoetikgiler ile genetikgilerin sakatligin ortadan kaldirilmas: yoniinde
daha radikal bir tutum iginde olduklar1 gériilmektedir (Scully, 2008, s. 797). Or-
negin aktif bir hayvan haklar1 savunucusu olan biyoetikg¢i Peter Singer, Down
sendromlu, spina bifidali ve diisiik kilolu bebeklere yonelik bakim hizmetlerine
kars1 ¢tkmakta, bu bebeklere gereginden fazla 6zen gosterildigini ve 6lmele-
rine izin verilmedigini sdylemektedir. Singere gore ac1 geken sakat bir bebe-

gin oliimiine izin vermek, sakat bir fetiisiin hayatini kiirtajla sonlandirmaktan

23 Gorme engelli olan Adrian Asch 2013’te 67 yaginda vefat etmistir.
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farkl degildir (Hari, 2004). Biyoetik¢i Allen Buchanan ise son yillarda gelisen
biyoteknolojinin daha iistiin ve gelismis bir insan 1rki ortaya ¢ikartacagini ve
gelismis insan 1rki ile normal insan 1rki arasinda gesitli sorunlar olacagini be-
lirterek sakat fetiislerin diinyaya gelmesine karsi ¢gikmaktadir (Buchanan, 2009,
s. 377). Gelismis iilkelerde, dogum 6ncesi testlerin gelismesi ve maliyetlerinin
diismesiyle oniimiizdeki yillarda elemeci kiirtaj sayisinin artacagi 6ngoriilebilir
(Munsterhjelm, 2011, s. 179). Dolayisiyla 6niimiizdeki yillarda diinyaya gelecek
sakat bebeklerin sayisinin daha da azalacagini bekleyebiliriz.

Tiirkiye'de Ojenizm ve Elemeci Kiirtaj

Tiirkiye Cumhuriyetinin kurucu kadrosu, son doneminde “hasta adam” olarak
tanimlanan Osmanli Devleti yerine geng, giilii ve dinamik bir devlet kurmak
istemis, bu yeni devletin Tiirk kimligi vurgulanarak milli bir biling olusturul-
maya ¢alisilmis ve Tiirk irkinin 6zelliklerini belirlemeye yonelik cesitli aras-
tirmalar gergeklestirilmistir. Cumhuriyetin ilk yillarinda Tiirkiyedeki bilim
adamlar1 ve siyasetgilerin Avrupa ve ABDde yaygin bir taban bulan 6jeni dii-
stincesinden etkilendigi goriilmektedir. Mazhar Osman 1939da Gjeni tizerine
konferans diizenlemis, Fahrettin Kerim Gokay “Irk Hifzisthhasinda Irsiyetin
Rolii ve Nesli Tereddiden Korumanin Careleri” baglikli konferansta, Tiirk 1r-
kinin bozulmasini 6nlemek i¢in saglikli ¢ocuklara 6nem verilmesinin liizumu
tizerinde durmustur (Oztan, 2006). Atatiirk’iin Samsun’a ayak bastig1 tarih olan
19 Mayzs, 1938 yilindan itibaren “saglam kafa saglam viicutta bulunur” temasi
ile Genglik ve Spor Bayrami olarak kutlanmaya baslanmis, bayram hem zihin-

sel hem bedensel olarak mitkemmel tanimlanan genglere ithaf edilmistir.

Tiirkiyede Birinci Diinya Savas: ve Milli Miicadele ile niifusun azalmasi, Cumhu-
riyetin daha ilk yillarindan itibaren niifusu arttirmaya yonelik politikalar olugtu-
rulmasini gerektirmistir. Bu kapsamda 1 Mart 1926 tarihinde ¢ikarilan 765 sayili
Ceza Yasasinin Kasden Cocuk Diisiirmek ve Diistirtmek Ciiriimleri béliimiinde-
ki 468. maddesi ile kiirtaj yasaklanmus, gebeligi sonlandiran kadina ve kisiye 2 ile
5 yil arasinda hapis cezasi getirilmistir. Bu béliim 1936da Irkin Timliigii ve Sag-
lig1 Aleyhine Ciiriimler olarak degistirilmistir. Niifusu arttirma politikas1 1950’li
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yillar boyunca da izlenmistir. 1960’1 yillarin sosyal ve ekonomik sikintilar1 ve
dogurganlik oraninin %6,5a ulagsmasi sonucu 1965’te kabul edilen Niifus Plan-
lamas1 Hakkinda Kanun, niifusu arttirici politikalarin terk edildigini ve gebeligi
onleyici alet ve ilaglarin ithal, dagitim ve kullaniminin yasak olmaktan ¢ikarildi-
gin1ilan etmistir. Istege bagli kiirtaj ilk defa, 27 Mayis 1983 tarihinde kabul edilen
2827 sayili Niifus Planlamasi Hakkinda Kanun ile yasal hale getirilmis, “cocuk
diistirme” kavrami yerine “rahim tahliyesi” kavrami konmus ve gebeligin ilk on
haftas: i¢cinde olmak sarti ile belirli kurallar dahilinde gergeklestirilmeye baslan-
mustir. Bu yasa ile, devletin fetiisiin hayat hakki ile birlikte kadinin tireme 6zgiir-
liglint de tanidig1 soylenebilir (Isik, 2008). Yasanin 5/2. maddesi tibbi zorunlu-
luk ad1 altinda, dogacak gocugun agir sakathiginin tespit edilmesi halinde daha
ileriki haftalarda da kiirtaj yapilmasina izin vererek 6jenik kiirtaji da giindeme
getirmistir. Yasanin ilerleyen haftalardaki kiirtaj konusunu diizenleyen Ek-2 lis-
tesi, kadinin hayatini veya hayati organlarindan birini tehdit eden veya gocugun
hayat1 agisindan tehlikeli kabul edilen hastaliklar1 tanimlamaktadir. Bu listenin L
alt boliimiinde “ruh hastaliklarina bagli nedenler” baglig1 altinda oligofreni, kro-
nik sizofreni, psikoz, manik depresif bozukluk, paranoya, uyusturucu bagimlilik-
lar1 ve kronik alkolizm sorunu yer alirken, Down sendromunun da bulundugu N

alt listesi konjenital nedenleri gostermektedir.

Yasanin Ek-2 listesinde yeralan hastaliklarin yorumlanisinda dikkat ¢ekici
farkliliklar bulunmaktadir. Listenin annenin hastalik ve sakatliklarin1 kapsa-
digin1 6ne siiren hekimlere gore, konjenital hastaliklar béliimiinde bulunan ve
30 binde bir goriilen mesane ekstrofisi hastaligi, mesane ekstrofisi ameliyati ge-
¢irmis kadini; Down sendromu annenin Down sendromunu; hasta veya sakat
¢ocuk dogurma ihtimali yiiksek olan diger kalitsal hastaliklar boliimii anne-
babadan ¢ocuga gecebilecek hastalik ve sakatliklar: isaret etmektedir (Corba-
croglu ve Yiiksel, 2012, s. 88-89).* Listenin fetiisiin hastalik ve sakatliklarin
kapsadigini 6ne siiren hekimler ise, hasta veya sakat fetiislerin kadin, aile ve
topluma sosyal-ekonomik yonden yiik olacaklar1 gerekgesiyle kiirtaja olumlu
yaklagmaktadir (Corbacioglu ve Yiiksel, 2012, s. 90). Agir sakatlik halinin an-

neyi mi, fetiisti mii gosterdigi konusunda hukukgular da farkli goriise sahiptir.

24 1983’te hazirlanan liste 0 zamanin tarama testlerini dikkate aldig1 ve giiniimiizde gen teknolojisi ile daha bir¢ok hastalik dnceden
tespit edilebildigi i¢in listenin yeniden diizenlenmesi gerektigi ileri stiriilmektedir. Ayrintili bilgi i¢in bkz (Corbacioglu ve Yiiksel,
2012, s. 90).
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Bazi hukukgular bu maddeye dayanarak, engelli bir cocuk diinyaya getirmenin
annenin ruhsal sagligini olumsuz etkileyecegini ve bu nedenle gebeligin son-
landirilmasinda bir sikint1 olmayacagini ileri siirmektedir (Dénmez, 2007, s.
120). Hukukgularin bir kismi ise TCK 99/2. maddesinin hekime annenin sagli-
gin1 gerekge gostererek riza almadan kiirtaj yapma hakki tanidigini, maddenin
yanlis yorumlanmasinin anne engelli cocugunu dogurmak istese dahi hekime
gebeligi sonlandirma izni verdigini, yasadaki karigiklik nedeniyle kiirtaji ger-
geklestirmenin hukuksuz oldugunu, maddenin agikliga kavusturulmas: gerek-

tigini one stirmektedir (Kiziroglu, 2013, s. 81).

Tiirkiyede bu listede belirtilen nedenlerle kiirtaj yapilabilmesi i¢in, kesin kli-
nik ve laboratuar sonuglarinin ge¢ dénem kiirtaj hakkinda karar verecek olan
kurula sunulmasi zorunludur. Bu kurul tamamen hekimlerden olugmaktadir.
Tiirk Jinekoloji ve Obstetrik Dernegi (TJOD) Etik ve Hukuk Kurulu, yasam-
la bagdasmayan hastaliklara sahip fetiislerin kiirtaj edilmesinin anne, aile ve
toplum agisindan faydali oldugunu; gebeligin 10.-22. haftalarinda ve Down,
Turner, Klinefelter sendromlar1 gibi yasamla bagdasan hastaliklara sahip fe-
tislerin kiirtaj edilmesi kararinin yalniz hekime birakilmayip kurul tarafindan
verilmesi ve kurulda hekimler disinda etik, hukuk, psikoloji alaninda ¢alisan
kisilerin de yeralmasi gerektigini; 22 hafta tistiinde gebeligin sonlandirilma-
sinin uygun olmadigini ifade etmektedir (Délen, 2012a, 2012b, s. 77). TJOD
tarafindan 6nerilen kurula engelli dernek ve federasyonlarinin goriisiinii temsil
edecek bir kisinin dahil edilmemesi, engellilerin karar verme yetisine sahip ol-

mayan bireyler olarak algilandigini diisiindiirmektedir.

Dini hassasiyetleri dolayistyla kiirtaja taraf olmayan kisilerin karar verirken dini
otoritenin fikrini almast dogaldir. T.C. Diyanet Isleri Baskanligrnin engelli be-
beklerin kiirtaj edilmemesi yoniindeki fetvasina verilen tepki, halkin dini hassa-
siyetinin goz ard1 edildigini gostermektedir.” Fetvay elestiren yazarlarin, diger
tilkelerdeki gibi, sakatlarin diinyaya gelmek istemeyeceklerini, ailelerin travma
yasayacaklarini iddia etmesi dikkati ¢ekmektedir.”® Kiirtaj kararini tartigacak ku-

rulda din adami bulunup bulunmamasi anne ve ailenin tercihine birakilabilir.

25  Ortodoks ve Katolik kilisesi kiirtaja kars: iken, Anglikan kilisesi fetiisiin sakat olmas1 durumunda izin vermektedir. Ayrintili bilgi
i¢in bkz https://www.spuc.org.uk/youth/student_info_on_abortion/religion

26 Bkz (Mengi, 2005).
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Tiirkiyede fetiisteki sakatlik gerekgesiyle ve gebeligin 10. haftasindan sonra ya-
pilan kiirtajlar hakkinda giivenilir istatistik yoktur. Antalya ilinde gerceklestiri-
len bir aragtirmaya gore, 30 yas alt1 kadinlarda %29 olan kiirtaj orani, 40-49 yas
aras1 kadinlarda %63,6’ya yiikselmektedir (Yilmaz ve ark., 2010). Bu durum,
kadinlarin yaslar: ilerledik¢e bebek sahibi olma isteklerinin azalmasina veya
bebegin sakat olma ihtimalinin artmasina baglanabilir. Kiirtajin bir dogum
kontrol yontemi olarak kullanilmasinda iireme sagligi konusunda egitim ek-

sikliginin rolii olabilir.*”

Tiirkiyede kiirtaja yonelik tutum ve davranislari gosteren aragtirmalardan ilki
1975’te yapilmis; kadinlarin %74’ evlilik dis1 gebelikte, %71’i anne saglig: teh-
likede oldugunda, %71’i bebekte sakatlik oldugunda, %26’s1 herhangi bir neden
olmadan kiirtaja olumlu yaklastigini belirtmistir (Tezcan ve Akadl, 2012, s.
40). 229 kadin tizerinde yapilan bir bagka arastirmada; kadinlarin %83’i heki-
min bebegin sakat olacagini sdylemesi veya annenin sagliginin tehlikede olma-
s1, %741 ailenin fakir veya ¢ocuk sayisinin ¢ok olmasi, %57’si kadinin istemesi
durumunda kiirtaj1 kabul edilir buldugunu ifade ederken, %9’u higbir durumda
uygun bulmadigini belirtmistir (Giirsoy, 1996, s. 533). Konyada 2009da kiirtaj
yaptiran 109 kadinin %47,6’s1 gocuk sayisinin fazla olmasini, %37,9'u ekonomik
zorlugu, %27,2’si kendi saglik sorunlarini, %16,51 ilag kullanimini, %3,9’u fetiise
ait tibbi sorunlar1 gerekce gostermistir. Annenin ilag kullanimi nedeniyle kiirtaj
yaptirmasinin bebegin sakat olacagi endisesinden kaynaklandig diistiniiliirse, bu
orneklemdeki kadinlarin yaklasik %20’sinin sakatlik ihtimaline kars1 kiirtaj oldu-
gu soylenebilir (Yilmaz ve ark., 2010, s. 158). Veriler Tiirkiyede de fetiistin sakat
olmasi durumunda ailelerin kiirtaja egilimli oldugunu gostermektedir. Gelisen
erken teshis tekniklerinin Tiirkiye piyasalarinda taninmaya baglamasiyla birlikte

sakatlik gerekgeli erken donem kiirtaj sayilarinda artis beklenebilir.*®

Sakatlara yonelik 6jeni diisiincesi Tiirkiyede de farkli gerekgelerle zaman za-
man dile getirilmektedir. Ornegin, 2009'daki Kocaeli Sosyal Hizmetler Kurulu
toplantisinda, tecaviize ugrayan zihinsel engelli kadinlarin kisirlagtirilmasi yo-

niinde teklif verildigi iddias1 tartigmalara yol agmustir. Basinda ¢ikan iddialar

27 Bir aragtirmada, kiirtaj olan kadinlarin %60’ inin geleneksel dogum kontrol yontemleri kullandig1, %85’ine kiirtaj sonrasi rahim
i¢i arag takildigy, %44,7’sine kiirtaj sonrasi aile planlamasi egitimi verildigi tespit edilmistir (Yilmaz ve ark., 2010, s. 159).

28 ABDde kullanilan Harmony testi 2013’te Tiirkiyede gesitli laboratuvarlarca kullanilmaya baglamustir (“Amniyosentez korkusunda
sona dogru”, 2013).

68



Caha / Elemeci Kurtaj: Ojenizmin Yeni Yuzu

tizerine gesitli engelli dernekleri devletin engellilere yonelik cinsel suglar1 6n-
lemede basarisiz oldugunu ileri stirmiistiir (“Utang verici teklif”, 2010). Soru-
nun yayginligini ve derinligini tespit etmek icin toplumun farkli kesimlerinde

konuyla ilgili alg1, tutum ve davranis arastirmalar1 yapilmasi gerekir.

Sonug

Gelisen tip ve genetik bilimi, ailenin isteklerine cevap veren bebekler dogur-
maya ve dogal iireme siirecinde ortaya ¢ikan sakat ve hasta bebeklerden kurtul-
maya imkan vermektedir. Bilimde, sanatta, politikada, sakatlarin ve hastalarin
olmayacag bir diinya hayali yaratilmaktadir. Sakatlara 6miir boyu aktarilacak
kaynaklarin yoksulluk ve savaslarin 6nlenmesi amaciyla kullanilabilecegi vur-
gulanmaktadir. Dahasi, engelli bebekleri diinyaya getirmeyi tercih edenler gii-

nah islemekle suclanmakta, aileler kendilerini suglu hissetmektedir.

Bir toplumun ne kadar medeni, merhametli, sefkatli oldugu, dezavantajli grup-
lar olarak tanimlanan, kadinlar, ¢ocuklar, yashlar, farkli dini ve etnik kokene
sahip kisiler ile engelli bireylere yonelik algi, tutum ve davranislara bakilarak
anlagilabilir. Engelliler toplumdaki zayiflar i¢cinde en zayif gruptur. Engellilere
yonelik, dogum 6ncesinde baglayan negatif tutum ve davranislar insani deger-
lerin azalmasini ve ciddi ahlaki sorunlar1 beraberinde getirmektedir. Toplu-
mun akally, saglikly, giizel insanlardan olusmasi gerektigi fikri, ilerleyen yillarda
sakat ve hasta fetiisler yaninda, tasiyici olan fetiislerin diinyaya gelmelerinin de

oniiniin kesilmesi ihtimalini icinde barindirmaktadir.

Sakat fetiislere yonelik 6jenik tutum ve davranislar kisa siirede ve kolaylikla
ortadan kaldirilamaz. Toplumda farkliliklar1 dikkate alan sosyal ve iktisadi bir
yap1 olusturmadan, sakatlarin sakat olmayanlar kadar sosyal hayata katilmala-
rini1 saglayacak ve dislanmalarini engelleyecek politikalar gelistirmeden ailele-

rin 6jenik kiirtajdan vazgegmelerini beklemek gergek¢i olmayacaktir.
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Abstract

Improvements in gene technology promise the achievement of faultless human production
through artificial insemination. New prenatal screening technology makes it possible to
abort babies with disabilities or illnesses by identifying them in the mother’s womb. Certain
legal amendments have paved the way for this practice. In many countries around the world,
including Turkey, voluntary abortion is legal until a definite number of weeks. However, abor-
tion could be allowed past the previous limit by extending the laws in the case of disability in
a fetus. There is the idea that modern medicine is objective and that doctors make the best
decisions. The public opinion that prenatal scanning tests give freedom to women, as well as
the current public perception of aesthetics and ideal bodies, could influence women to abort
babies with disabilities and support eugenics. The ethical and religious issues in opposition
to eugenics and abortion would likely not prevent an increase in eugenic practices in future.
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History of Eugenic Policies

It was Francis Galton, cousin of Charles Darwin, who was struck with the idea to
apply his theories on the evolution ofanimals to humans. In his 1869 book, Hereditary
Genius, he investigated the genealogy of 300 families consisting of intelligent people
throughout the history of England. He found that the intelligent features shown by
these families—regardless of the impact of nurturing and their environment—pass
down via genetics. He concluded that in order to ensure continuity, families should
intermarry, and marriage with families of lower intelligence should be prevented.
In 1883, Galton used the term “eugenics,” Greek for “innate” and “nobility in kin,”
to define above mentioned families. He was elected the chair of the Eugenics
Education Society, founded in 1907. The society supported the idea of creating a
master race through the use of eugenics (Hall, 2002).!

Eugenicists asserted that any problem emerging in the evolutionary process
caused a disability, and that people with disabilities were the biggest obstacles
in the generation of a master race. For them, it was not enough to marry
women and men from the master race in order to pass on their genetics to their
children; they should also be prevented from giving birth to children with flawed
features. The eugenicists believed that when these two practices were conducted
simultaneously, the number of “fit” people with superior qualities would increase,
and “unfit” people who have undesirable qualities would be eliminated with the

progress of time; thus, a superior human race would be generated.’

Since the first days of the eugenic movement, many scientists, politicians,
businessmen and artists supported it. This paved the way for eugenic practices
to become a state policy in some countries. Despite having no legal basis,
eugenic practices in the United States were legalized in 1899. In 1907, India
instituted mandatory sterilization of people with mental disabilities, and 236

males with mental disabilities were sterilized by 1912.

1 The 1926da (British) Eugenics Society in 1926, which was renamed the Galton Institute in 1989, published the Eugenics Review
magazine in the years between 1909—1968.

2 In 1866, John Langdon Down attributed the syndrome, which today is referred to by his name, to the crossbreeding of the
Mongolian race with the white races and called this “mongolism.” According to Down evolutionary theory that places non-white
races at the lower levels of evolution conflated the terms “disability” and “lower race.” In the freak shows shown at the end of
19th century, people with disabilities and people from different races were seen as creatures who were half human, half animal
(Baynton, 2013, p. 23).
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In 1920, eugenicists began collecting information about families in Kansas to
identify the ones that presented negative genetic characteristics (Kevles, 1999 p.
436). Margaret Sanger, an important representative of the birth control movement,
suggested the implementation of legal birth control policies in addition to
encouraging Anglo-Saxon American women to have children in order to prevent

non-white immigrants and people with disabilities from breeding.

In 1919, an agreement was signed between the American Birth Control
Movement and American Eugenics Society, and their lobbying activities
began. Their policies on sterilizing people with disabilities, especially people
with mental disabilities and epilepsy patients, were developed and supported.
Propaganda posters featuring women with disabilities were produced with
the aim of spreading birth control. As a result of these lobbying efforts, a new
immigration law was enacted in 1924. Immigrants from Eastern and Southern
Europe were barred from entry into the U.S., and immigrants from Northern
Europe and UK. were welcomed (Wellman, 2011, p. 218). Immigrants from
Turkey were subjected to mandatory IQ testing; immigrants from Eastern
and Southern Europe, who did not speak English and were not literate, were
subjected to mandatory sterilization due to low scores in IQ tests (Kevles, 1999,
p. 436). In the “Bell v. Buck” case of 1927, sterilization laws were enacted in
many states. The Supreme Court had ruled that that the sterilization of people
with disabilities was legal. The law initially applied only to people with mental
disabilities; then it began to include alcoholics, drug abusers, and individuals
with non-traditional sexual inclinations. It has been estimated that almost 200
thousand people were subjected to mandatory sterilization between 1930 and
1970 in the U.S. (Kaelber, 2012).*

In Sweden, one of the countries that supported eugenics research, eugenicists met
under the “natural aristocracy” movement. They wanted the implementation of
Mendel’s laws to improve the human race. Support for eugenics had spread rapidly,
especially among right conservatives, and thousands of people were subjected to
forced sterilization in the 1930s (Bjorgman & Widmalm, 2010, pp. 379-381).

3 The case in which John Hendren demanded the sterilization of Carrie Buck by stating that Bell was “mentally retarded” became
famous.

4 The law is still valid in 20 states.
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The movement had a wide impact on the countries around Sweden.
Anthropologists, doctors, and scientists in Germany adopted the practice of
eugenics. This infrastructure of eugenics caused the implementation of eugenic
sterilization laws, which was enforced after the Nazis came to power in 1933 with
little to no opposition (Bjorgman & Widmalm, 2010, p. 380). The doctrines on

eugenics and hygiene were even included in the syllabi of faculties of medicine.

In a law titled, “Preventing the Diseases Spreading Genetically,” people with
mental disabilities, people with visual impairment, and anyone with a genetic
disease in their family, were deemed to sully the German race. Furthermore,
German women were prohibited from having an abortion except for eugenic
reasons. Within the scope of the law, there were the decisions made to euthanize
children with disabilities up to three years of age; they were taken from their
families and killed in clinics via gas or lethal injection. One method used by
some doctors to kill children with disabilities was to leave them hungry and
deprive them of treatment, as these doctors believed that killing by partial
injection or lethal injection was not ethical. To prevent families from asking
questions about their dead children and from showing any opposition to these
practices, they were told that their children died from a contagious disease and
that they were burned in order to prevent the disease from spreading. Upon
hearing these rumors, the Lutheran Church investigated the case of the dead
children and entered a protest against the hospitals. It is estimated that 300
to 400 thousand Germans were subjected to mandatory sterilization between
the years 1933 and 1939. In 1939, other psychiatric patients were included in
the eugenics law and approximately 70 thousand patients in psychiatric clinics
were killed in 1941. Children older than three years were subject to euthanasia

laws that same year.

The Nazis also justified their eugenic practices for economic reasons. In
1935-36, there were questions in high school math courses asking students
to calculate the cost of sheltering mentally retarded individuals in institutions
(Hubbard, 1988, pp. 80-81). The goal was to impress upon children and youth
the idea that people with mental and physical disabilities were worthless and

an economic burden on society. Alexis Carrel, who won the Nobel Prize in
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Physiology or Medicine in 1912, stated in his 1939 book that euthanasia and
the creation of a master race was a humanistic endeavor and with economic
benefits.

In his 1933 article “The Vital Importance of Eugenics,” Julian Huxley suggested
mandatory sterilization for mentally retarded individuals who were unable
to support themselves. Moreover, he stated that many mental disabilities are
genetic, and that individuals who carry these diseases despite appearing normal
should be sterilized. He wrote that, regretfully, this practice was not currently

feasible due to current socioeconomic conditions.

In 1942, psychiatrist Foster Kennedy asserted that the children with mental
disabilities older than 5 years were a burden for their families and for society,
and that for this reason they should be killed (Hubbard, 1988, p. 80). “Nature”
magazine, an important scientific publication of that period, promoted the idea
that sterilization practices conducted by the Nazis on people with disabilities
were a positive measure for protecting and developing the human race (Davis,
2013, p. 7). Eugenicists wanted to include in their mandatory sterilization
practices not only people with disabilities but also the poor, arguing that they
were all a burden to the state (Rogers & Bousingen, 1995).

In 1946-47, several Nazis were judged before the Nuremberg courts for crimes
against humanity. However, they were not asked about mandatory sterilization, as
the same policies were implemented in many countries in those years and were
supported by the scientific community of the time. In an article published in 13
November 1945 Frankfurter Rundschau Gazette stated that mandatory sterilization
was not also classified as a crime against humanity, because German people with
disabilities were viewed as worthless. Professionals who participated in mandatory

sterilization continued to work in institutions (Poore, 2007, p. 184).°

5 Inthe Nuremberg trials, there were no euthenasia cases for the German people with disabilities; this issue was also not handled in
the German courts. The penalties for these cases in the German courts were stricter during the period in which the allies occupied
Germany. In a 1946 case, a doctor and a nurse who killed Germans with mental disabilities were hanged. In 1949, after the
foundation of Federal Germany, the number of euthanasia cases regarding Germans with disabilities decreased and the penalties
that were enforced before were dropped. For example, in 1947, the penalty of two doctors who were given the death penalty was
delayed at first; however, in the mid-1950s, the doctors were released (Poore, 2007, p. 188). Germans with disabilities who were
in institutions were subjected to ill treatment. Because of unequal distribution of resources, people with disabilities were not fed.
It is estimated that approximately 20 thousand people with disabilities died because of insufficient nutrition or starvation in the
years between 1945 and 1949 (Poore, 2007, p. 184).
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Eugenic practices continued until the end of the 1970s in many countries. In
the case of Baby Doe in the mid-1980s, eugenicists’ attitudes towards children
with disabilities continued in a different manner. In this case and similar cases,
babies with disabilities were left to die by being deprived of treatment by their
families or doctors.

Prenatal Screening, Selective Abortion, and the New Eugenics

With the increasing number of studies aimed at understanding human DNA,
there is now the option of pre-determining a baby’s gender, physical features
such as eye and skin color, and intelligence and abilities in a laboratory. Thanks
to artificial insemination, preventing the birth of babies with disabilities

through pre-determination has become possible.

Some scientists who work in the field of gene technology predict a return to
eugenics. Robert Edwards, one of the scientists who helped develop artificial
insemination, stated that improvements in medicine and genetics studies
have made it possible to achieve a world in which the quality of children can
be pre-determined. He asserted that it would be the biggest sin of families
to knowingly give birth to a baby with a disability (Neumayer, 2005). James
Watson, coordinator of the revolutionary human genome project and winner
of the 1962 Nobel Prize in Physiology or Medicine, stated that the gene for
defects in DNA can now be identified thanks to new research, and the society
could be cleansed of such people in future (Mendelsohn, 2000). The bio-ethical
argument in favor of these practices is that it is cruel and selfish to knowingly
give birth to a baby with a fibroses diagnosis, who will almost certainly die when
he or she is 40 years old, whereas a normal life span is 70 years in developed

countries (Terzo, 2013).°

The most widespread eugenic practice implemented in todays world is the
abortions that are decided through prenatal screening techniques. Since the

ending of the 1980s, a dual test is being applied using ultrasound technology

6  Linus Pauling, winner of the Nobel Prize in Chemistry, offered to define the gene characteristics of children, who would be given
a symbol on their forehead at birth (Mendelsohn, 2010).
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within 11 to 14 weeks of pregnancy. Next, triple and quad tests are implemented
using the results of this dual test within 16 to 20 weeks of pregnancy. In the event
that the test results show that there is a high risk for a baby to be born with a
disability, amniocenteses is done for a chromosome analysis of the baby,” in spite
of the fact that this step will cause a miscarriage in one of the 200 or 400 cases.
Amniocentesis, which is recommended only for pregnant women 40 years and
older, is applied as a routine test for pregnant women in their 30s.® As a result of
these of practices, Down syndrome, which was previously seen in one in 1,000

babies in 1972, has decreased in prevalence in today’s world (Star, 2008).

In modern societies, the influence of doctors regarding the decision to give
birth or not seems to be increasing as compared with that of the mothers. This
is mostly because a doctor is believed to provide objective suggestion based on
scientific logic, whereas mothers are more moved by their emotional nature
and may end up making a decision that may harm themselves and the fetus.
However, some doctors object to giving birth to babies with disabilities (Faden
et al., 1987). Part of the reason why many women who learn that they will have
a baby with a disability have an abortion within the first three days after testing
is that their doctor pressurizes them to make a fast decision by asserting that

delay by each day increases the health risks of an abortion (Masden, 1992).°

Research shows that most English families choose to terminate pregnancies
with Down syndrome and Klinefelter syndrome-positive fetuses (Alberman,
Mutton, & Ide, 1998, pp. 809-810). In the United Kingdom, 10 651 fetuses
were diagnosed with Down syndrome between 1989 and 1997; 92% of these
pregnancies were terminated via abortion, 1.9% were terminated by miscarriage,
1.5% were terminated by stillbirth, and 5% of babies died shortly after birth. One
in four pregnancies past 23 weeks were terminated via abortion and 23% were

terminated by miscarriage, stillbirth, or death shortly after birth. Furthermore,

7 Dual tests, which are 80%-90% reliable, are widely employed in Turkey and do not give any information about the neural tube
defect. The rate of the triple tests, with which the neural tube defect can be found and which is used to diagnose babies with Down
syndrome, is 60%-65%. The rate of quad tests is 80%. For detailed information, please see http://www.bursakadindogum.org/
index.php?sayfa=tarama-testleri

8 The American Association for Gynecologists asserts that all pregnant women should be examined for fetal Down syndrome
regardless of age.

9  Some feminists assert that the decisions on pregnancy and birth are taken away from women and given to medical experts. For
detailed information, please see (Masden, 1992).
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9 out of 10 pregnancies diagnosed with spina bifida fetuses are terminated via
abortion."” Down’s Syndrome Association has stated that prenatal screening tests
encourage abortion of Down syndrome fetuses and demanded that doctors give
objective information to families regarding the decision to have an abortion (Star,
2008). Research shows that only women with strong religious convictions reject

prenatal diagnosis or do not choose abortion after prenatal diagnosis (Will, 2005).

In recent years, studies have been conducted to determine whether a baby
is will have a disability or not by investigating blood samples taken from the
mother within the first three months of pregnancy.!’ The most widespread of
these methods is MaterniT21 testing, which is used to identify babies with
Down syndrome by using blood samples from the mother within 11-13 weeks
of pregnancy.'? It is estimated that approximately 150-200 thousand American
pregnant women requested this test in 2013." As the margin of error in blood
tests is 5%, some doctors persuaded the mother to make her decisions based on
the results of amniocenteses after 15 weeks of pregnancy (Bindley, 2013). There
may be an increase in future years in the number of abortions as a result of the

predetermination of disabled fetuses in the early weeks of pregnancy.

While abortion was a medical procedure conducted under certain mandatory
legal conditions in the 1960s, it came to be used as a birth control method in
the 1970s. Today, following the improvements in prenatal screening tests in
the 1990s, it has started to be used as a method of getting rid of babies with
disabilities (Sharp & Earle, 2002, p. 140). While selective abortion is allowed up
to 12 weeks of pregnancy in 56 countries, this time limit can often be extended
up to the second half of pregnancy because of health conditions of the mother
and disability or disease of the fetus (Corbacioglu & Yiiksel, 2012, p. 88)."

10 In Germany, three babies diagnosed with spina bifida were operated on from within the mother’s womb. These practices increase
the quality of life for babies (BBC, 2003).

11 A portion of these tests give information about the gender of babies.
12 This may decrease up to nine weeks in some tests employed to identify a disability.

13 There has been an increase in the number of children in autism in recent years. The frequency of autism is one in 50 to 88 people.
There is no prenatal screening test that is used in order to diagnose autism. Studies on this issue continue and autistic children
may be subject to abortion in the future upon early diagnosis of autism.

14 Iran and Saudi Arabia are among the countries where abortion of a disabled or sick fetus is illegal. In Iran, only the terminations
of pregnancies that have major thalassemia were allowed in 1997. Furthermore, since 2003, the abortion of fetuses that have other
congenital defects is not allowed for fetuses under 20 weeks. For detailed information, please see (Corbacioglu & Yiiksel, 2012, p. 90).
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U.K. is one of the countries where abortion is easily accessible. Thanks to laws
enacted in 1967, there is no need to state a reason for terminating a pregnancy
up to 24 weeks. After 24 weeks, abortion is allowed on the condition that there
is a serious physical or mental disability, or other health problems present in
the fetus. In such cases, the pregnancy terminated via an injection that causes
the mother to have a stillbirth through labor induction.”” U.K., which had
previously declined to do so, published its abortion statistics beginning in 2011
as a result of a lawsuit from an anti-abortion group. According to these statistics,
1189 out of 18 thousand abortions that were conducted because of disability
between 2002 and 2010 were conducted after the 24 weeks of pregnancy.
Furthermore, 144 out of 2307 abortions conducted because of disability in 2011
were conducted after 24 weeks of pregnancy, and 19 were conducted after 32
weeks (UK. Parliament, 2013, p. 8). Ambiguities surrounding the term “severe
disability” in the U.K. have caused certain abuses of the law (Will, 2005). The
abortion of a 28-week-old fetus with cleft lip and palate in 2001 demonstrates
how far modern eugenics can go. So-called “crippled” babies are being denied

the opportunity to live and are being removed from society.

In recent years, despite opposition to the mass abortion of girls or people of
various ethnic groups, the voices speaking out against the abortion of disabled
fetuses are not sufficient.'®* Women in the so-called “right to breed movement,”
including members of many feminist groups, are pushing to for make abortion
legalized in all cases. Feminists believe that the fetus is a product of a woman’s
body, and that women have the right to terminate a healthy or disabled fetus
via abortion."” A substantial number of feminists support prenatal screening, as
it allows women to control their own fate (Saxton, 2000).'® Right conservative

women, however, advocate against the societal pressure for women to abort

15 English disability rights activists oppose this article, as people without disabilities and people with disabilities are not deemed
equal, which causes negative perceptions towards people with disabilities (BBC, 2003).

16 In recent years, feminist bio-ethics experts state that selective abortion for gender reasons should be distinguished from the
abortion of disabled fetuses. For them, babies with disabilities make women feel pain. Furthermore, the time, money, and
resources allocated for babies with disabilities are wasted. For more information on the views of feminist bio-ethics experts on
this issue, see (Petchesky 1984; Scully, Baldwin-Ragaven, & Fitzpatrick, 2010).

17 Some women oppose this feminist argument, as they think that prenatal scanning techniques allow them to make a choice.
However, these techniques close the door for other options, and these women assert that the process is turning into a quality-
control method that is causing pressure to abort disabled or ill fetuses (Saxton, 2000).

18 Some writers criticize feminists as advocating for routine prenatal screening in a large age range (see Saxton, 2000).
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disabled fetuses (Hubbard, 2013, p. 83)." Moreover, many people who are
opposed to abortion in general are in favor of aborting disabled fetuses.” The
increasing prevalence of prenatal screening demonstrates the extent to which
the values of eugenics have unconsciously become part of our society (Kaplan,
1993). In the U.S., where debates on abortion are heated, eugenic abortion is
largely protested only by religionists (Luker, 1984).

One of the justifications for selective abortion is the idea of terminating the
pain that a baby with a disability will inevitably feel. Some pregnant women
assert that they have abortion because they cannot bear to think of the pain
that their baby would feel. For example, a 2013 article in the New York Times
reported on a woman carrying twin fetuses, one male and one female, for 23
weeks. The male fetus had a disease of the diaphragm and would have had
lifelong breathing problems. Therefore, the woman made the decision to have
an abortion because she did not want to let her baby feel pain. She thought that
it would be better to terminate his life via abortion and was ultimately satisfied
with her decision (Stark, 2013).

The professionals in health sector who think in the same way assume that people
with disabilities do not enjoy with their lives, but these professionals are not
there to witness the good times in the lives of people with disabilities. Activists
for people with disabilities assert that to dispel this misconstruction, health
workers, biologists, and geneticists should observe and interact with people with
disabilities in their everyday lives; this is the only way to get a clear picture of the
quality of their lives (Society for the Protection of Unborn Children, 2014).

Today, some who defend eugenic abortion cite the cost-benefit analysis, which
was used by eugenicists before. In line with this view, disability should be

prevented because people with disabilities do not serve any function in society

19 Activists for people with disabilities accuse those opposed to abortion as being two faced, because they do not support any policy
aimed at improving of quality of life for people with disabilities and prevention of social isolation despite of being opposed to the
abortion of disabled fetuses.

20 Paul A. Lombardo, based on the case of “Bell against Buck,” speaks of the impact of eugenicists on the American legal system and
the process by which the sterilization of people with disabilities was legalized. One side of the debate believes that the freedom to
choose whether to abort a disabled fetus should be left to the mother. On the other side, some argue that the state should decide
in these matters. However, the act of supporting the freedom of the mother to choose implies the acceptance of the practice of
abortions. Lombardo says that this situation is a “great dilemma” and that people with disabilities end up losing in both cases. For
detailed information, please see (Lombardo, 2008).
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(Hubbard, 1988). For those in favor of eugenics, giving birth to babies with
disabilities leads to even more overconsumption of already insuflicient national
and global resources (Hubbard, 2013).

The reason why many Western women have selective abortions is that, white,
highly educated, high-income women have access to information about prenatal
screening and they can choose to have these tests. This situation is more prevalent
in countries where the costs are covered by the state. In France, Down syndrome
testing is available to all women regardless of age, and amniocenteses is available
to women older than 38 since 1997. Within the scope of population policies
implemented by the state, despite the situation in which the examination costs of
pregnant women are covered by the Ministry of Health, these tests are generally
chosen only by educated, high-income women. Women of lower socioeconomic
status are unaware of these tests (Khoshnood, 2004, pp. 484-488). In countries
where the cost of examination is not covered by the public budget, this expensive
testing is only affordable for women from high-income groups. For example, the
cost of these tests in the U.S. is $200 for women who have insurance and $2800

for women who do not; thus, poor women cannot undergo these tests.”'

Many American writers state that the poor conditions in which poor African-
American and Hispanic women give birth, often resulting in babies becoming
disabled from preventable causes, is a tragedy. These writers demand that the
government cover the cost of prenatal screening and abortions of disabled
fetuses, arguing that the cost would be lower than the public expenses of
mothers giving birth to babies with disabilities and allowing them to live.
They also want to contribute to world peace by utilizing the funds saved in
the prevention of poverty and war (Heuman, 1990). Discussion of the costs
resulting from allowing disabled fetuses to live also leads to discussion of issues
surrounding the treatment and care expenses of elderly people and people with
disabilities. The question becomes, “Is it economically beneficial to remove
elderly people and people with disabilities who are not productive in society?”
Many believe that the fetus is not a person yet and thus this situation should be

evaluated from another angle.

21 Tests aiming to identify prenatal abnormalities garner attention as the field of genetics grows rapidly. In 2010, the market was
worth 1.28 billion dollars and it is estimated that the market will reach 1.6 billion in 2017.
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Negative eugenic attitudes and behaviors directed at people with disabilities
continue after birth. The question often asked to doctors when a baby comes
into the world is, “Is the baby normal?” What this really means is that “Is the
baby disabled or not?”?* Research shows that while the first reaction of a mother
who sees her baby is happiness and pride, her attitude and reaction changes
when the spina bifida of the baby is shown to her. Sometimes she says that the
baby is not hers as a result of shock (Furedi, 2001).

There is a widespread public belief that people with disabilities cannot gain
pleasure from life, that they do not have a high quality of life, and that having
a child with a disability is the worst tragedy that a family may experience in
life. This situation causes domestic problems and leads to divorce, economical,
and mental problems. Therefore, abortion of a disabled fetus is accepted as the

appropriate attitude (Saxton, 1997).

In recent years, the number of “improper birth” lawsuits filed by families who
have babies with disabilities against their doctors has increased. The American
Association of People with Disabilities (AAPD) opposes these improper birth
cases because they facilitate the spreading of negative stereotypes of people
with disabilities and this does not comply with American Disabilities Act. As a
result of campaign made by groups opposing abortion and by AAPD, abortion
has been prohibited in Dakota in 2013 by showing current or potential genetic
abnormality diagnosis as reason. This law is hailed by disability rights activists
as an important step toward ending discrimination against people with
disabilities from the time they are a fetus and throughout their lives (Chew,
2013). The American Civil Liberties Union, which has campaigned for access
to abortion, opposes the prohibition of improper birth lawsuits because of the
potential that doctors who are against abortion may lie to pregnant women

about the results of their prenatal tests.

Bio-ethics culture concentrated on the treatment of babies with disabilities in the

1980s and also on prenatal examination in the 1990s. Many bio-ethics experts

22 There may be some problems when we want to apply the concept of “normality” (a statistical term) in conjunction with medical
terms such as “healthy,” “sick,” and “disabled.” (Asch, 1999, p. 1650). For example, the average height of people changes over
time. Similarly, people who are accepted as normal and healthy in the past decades may be below average in health as per the
contemporary standards; they may be considered disabled.
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who participated in these discussions emphasized the importance of “being
healthy;” evaluated “being disabled” as a defect which should be corrected, and
believed that disabled babies should not live, as they believed that disabilities
decrease quality of life. They asserted that the decision should not be made
by families in order to decrease the pressure on them (Petersen, 2011, p. 16).
Feminist bio-ethic experts opposed prenatal testing and abortion of disabled
fetuses. Adrian Ash wrote that these misunderstandings were the result of
an absence of social relations between geneticists and bio-ethics experts and
people with disabilities (Asch, 2001).*

Bio-ethics experts and geneticists chose radical methods for removing
disabilities in the 2000s (Scully, 2008, p. 797). For example, Peter Singer, bio-
ethics expert and active animal rights defender, opposes the care services given
to babies with Down syndrome, spina bifida, and lower birth weight; he states
that these babies are given more care than required and are not allowed to die.
For Singer, allowing a baby with a disability who feels pain to die is no different
from terminating the life of a disabled fetus via abortion (Hari, 2004). Bio-
ethics expert Allen Buchanan opposes the birth of disabled fetuses, stating that
the biotechnology, which has developed in recent years, presents the possibility
of generating a superior and developed human race, and there will be various
problems between the master human race and the so-called normal human
race (Buchanan, 2009, p. 377).

It is estimated that the number of selective abortions may increase in developed
countries as a result of the development of prenatal testing and the decrease in
costs (Munsterhjelm, 2011, p. 179). Thus, it can be anticipated that there will be a

decrease in the number of babies with disabilities who will be born in the future.

Eugenics and Selective Abortion in Turkey

Founders of the Republic of Turkey desired to found a young, strong, and
dynamic state instead of the Ottoman Empire, which was referred as the “Sick

man of Europe” in its last year. The founders tried to create national awareness

23 Adrian Asch, who was visually impaired, died in 2013 at the age of 67.
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by emphasizing the Turkish identity of this new state, and there were many
studies aimed at determining the characteristics of the Turkish race. Scientists
and politicians in Turkey were impressed by the eugenic policies that were
widespread in Europe and the U.S. in the first year of the new Republic. Mazhar
Osman organized a conference on eugenics in 1939, titled “Role of Heredity in
Protecting the Race and the Ways to Protect Origin from Corruption,” Fahrettin
Kerim Gokay emphasized the importance of having healthy children in order
to prevent the corruption of the Turkish race (Oztan, 2006). On May 19, 1938,
when Mustafa Kemal arrived in Samsun, the first “Commemoration of Atatiirk
Youth and Sports Day” was held with the theme of “a healthy mind in a healthy
body” This day was aimed at the youth, whose worth was defined in terms of
both mental and physical health.

The decrease in the population of Turkey as a result of World War II and the
War of Independence made it necessary to enact policies aimed at increasing
the population. Under these new policies, abortion was prohibited in
1926 under the Criminal Code, numbered 765, Article 468 of the Crime of
Intentional Miscarriage Act section. Women that terminated their pregnancy

were punished with a prison sentence of 2-5 years.

This policy was changed under the Crimes against Unity and Health of Race
policy of 1936.The goal in the 1950s was to increase the population. As a result
of social and economic problems in the 1960s, the birth rate declined to 6.5%.
The Law on Population Planning was enacted in 1965 and the policies enhancing
population growth were left ignored. It became legal to import, distribute, and
use contraceptives. Selective abortion became legal for the first time with the
Law on Population Planning of 1983, and the term “miscarriage” was changed
to “uterine evacuation.” Abortion was allowed within finite rules and on the
condition that the abortion was performed within the first 10 weeks of pregnancy.
The state gave freedom of choice to woman while protecting certain rights of the
fetus (Isik, 2008). Article 5.2 of the law allowed eugenic abortion by allowing the
performance of an abortion within additional weeks under the circumstance
that a severe disability of the fetus was identified; this was deemed a “medical

obligation.” Annex 2 stated that abortion be allowed within additional weeks
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under the circumstance that a threat to the life of the mother or fetus were present.
Threats considered legitimate included oligophrenia, schizophrenia, psychosis,
manic depressive disorder, paranoia, and drug addiction or alcoholism. Also

included were congenital defects such as Down syndrome.

There were different ways of interpreting Annex 2. Some doctors asserted that the
list included diseases and disabilities of the mother, such as bladder exstrophy. This
condition was included in the chapter covering congenital defects and was present
in one in 30 thousand women, who required bladder exstrophy surgery. The
presence of Down syndrome also included Down syndrome present in the mother
and was considered a hereditary disease that presented a high risk of giving birth to
a baby with an illness or disability— meaning that the disease or disability may pass
from the mother or father to the baby (Corbacioglu & Yiiksel, 2012, pp. 88-89).*

Some doctors believe that aborting a disabled or diseased fetus was the
appropriate thing to do, as they believe that a baby with an illness or disability
would be a socioeconomic burden to women, families, and the society
(Corbacioglu & Yiiksel, 2012, p. 90).

Lawyers have various ideas on whether the term “severe disability” means a
disability of the mother or of the fetus. On the basis of the abovementioned
law, some lawyers assert that giving birth to a baby with a disability negatively
affects the mental health of the mother, and therefore there is no problem with
terminating such a pregnancy (Dénmez, 2007, p. 120). Other lawyers assert
that Turkish Criminal Code Article 99.2 gives the right to doctors to abort a
fetus without the consent of the mother because of the health conditions of the
mother. This article can be misinterpreted to mean that doctors can terminate
a pregnancy even if the mother wants to give birth to the baby. However, it
is illegal, in fact, to perform an abortion under this circumstance; the law is

complex and there is a need to clarify this article (Kiziroglu, 2013, p. 81).

To perform an abortion in Turkey because of any of the reasons given in this list,

it is mandatory to submit the final clinic and laboratory results to the Turkish

24 It is stated that the list should be re-arranged because the list prepared in 1983 is based on the screening tests of that period,
and that contemporary gene technology identifies more diseases in early periods. For detailed information, see (Corbacioglu &
Yiiksel, 2012, p. 90).
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Gynecology and Obstetrics Society Ethics and Law Committee, which makes
decisions about late abortions. The committee states that it is beneficial to abort
fetuses that have diseases that would be a detriment to the life of the mother,
and to the family and society at large. It is required that the decision on abortion
of fetuses that have diseases such as Down, Turner, or Klinefelter syndromes
within 10-12 weeks of pregnancy should be made not only by a doctor but
also by the committee, and that there should be the authorities from the fields
of ethics, law, and psychology in the committee in addition to doctors. They
agree that it is not appropriate to have an abortion after 22 weeks of pregnancy
(Dolen, 2012a, 2012b, p. 77). The exclusion of individuals with disabilities from
participation in the committee suggests that people with disabilities are not

perceived by the committee as having the ability to make their own decisions.

It is predictable that people who oppose abortion because of religious
convictions believe that religious authorities should have influence over these
decisions. The reaction shown against fatwa of R.T. Presidency of Religious
Affairs on not to abort disable babies show that religious sensitivity is ignored
by public.” Note that the writers who criticize the fatwa asserted that it could be
the case that the disabled children may not want to be born given a choice, and
that their families go through a trauma, similar to the cases in other countries.*
Whether there should a religious functionary in the council to discuss the

abortion decision is a choice that can be left to the mother and family.

There are no reliable statistics in Turkey on the rate of abortions performed
after the 10 weeks of pregnancy because of the diagnosis of a disability in the
fetus. Research conducted in Antalya found that the abortion rate of 29% in
women younger than 30 increases to 63.6% in the women between ages 40 and
49 (Yilmaz et al., 2010). This may be explained by a decrease in the willingness
of women to have a baby at older ages or with the increase of health risks
presented by a baby with a disability. One reason for using abortion as a birth

control method may be a lack of sexual health education.”’

25 While the Orthodox and Catholic Churches oppose abortion, the Anglican Church allows it when the fetus is disabled. For
detailed information, please see https://www.spuc.org.uk/youth/student_info_on_abortion/religion

26 See (Mengi, 2005).

27 It was seen in a research that 60 of women who have abortion use traditional birth control methods, 85% of them uses intrauterine
devices and 44.7% undergo after-abortion family-planning education (Yilmaz et al., 2010, p. 159).
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The first study done in Turkey examining the attitudes and behaviors towards
abortion was done in 1975. It was found that 74% of women viewed abortion
positively when a child is conceived out of wedlock, 71% viewed abortion
positively when the health of the mother is in danger, 71% viewed abortion
positively when there is a disability present in the fetus, and 26% viewed abortion
positively when performed without any specific reason (Tezcan & Akadli, 2012,
p. 40). In another study conducted with 229 women, 83% of women approved
of abortion under the circumstance that the baby will be disabled or when the
health of mother is in danger, 74% approved when the family is poor or when the
family has too many children, and 57% approved when the decision was purely
taken by the woman. On the other hand, 9% of women disapproved of abortion
under any circumstances (Giirsoy, 1996, p. 533). Among 109 women who had
an abortion in Konya in 2009, 47.6% cited number of children as their reason
for having an abortion, 37.9% cited economic problems, 27.2% cited their own
health problems, 16.5% cited their drug use and 3.9% cited a medical problem
present in the fetus. Further, 20% of women who use drugs chose to have an
abortion due the high likelihood that their baby would be born with a disability
(Yilmaz et al., 2010, p. 158). Studies also show that families in Turkey are inclined
to choose abortion when the baby would be born with a disability. An increase
may be seen in the number of early period abortions because of disability may be

seen with the improvements in early diagnosis technology in Turkey.”®

Eugenic attitudes toward people with disabilities are expressed in a timely
manner in Turkey for various reasons. For example, in 2009, the Kocaeli Social
Services Committee discussed the possibility of sterilizing women with mental
disabilities who were victims of rape, which generated many public discussions.
When this news was reported in the media, several associations for people
with disabilities asserted that the state was failing to prevent crimes against
individuals with disabilities (“Utang verici teklif”, 2010).

Studies on the attitudes, perceptions, and behaviors of members of the public
toward people with disabilities should be done in several segments of society to

determine the extent and depth of the problem.

28 Harmony test that is used in USA has begun to be used in several laboratories of Turkey in 2013 (“Amniyosentez korkusunda sona
dogru’, 2013).
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Conclusion

Improvements in medicine and genetics research and technology give the
opportunity for more healthy babies to be born, and to avoid the birth of
disabled fetuses. Many dream of a world in which there are no people with
illnesses or disabilities, and this attitude is found within science, art, and law. It
is said that the resources dedicated to people with disabilities throughout their
lifetime could instead be used to prevent poverty and war. Moreover, those who
prefer to give birth to babies with disabilities are accused of being sinful and

these families are made to feel guilty.

The question of to what degree is society civilized, merciful, and caring can
be answered by examining the perceptions, attitudes, and behaviors toward
women, children, elders, people of different religions and ethnic groups, and

toward people with disabilities who are defined as disadvantaged groups.

People with disabilities are arguably the weakest of the weak in society. The
negative attitudes and behaviors toward people with disabilities, which begin as
early as in the prenatal period of their lives, result in a decrease in humanitarian
values and raises serious ethical issues. The idea of forming a society of smart,
healthy, good people comes with an approval of aborting or preventing the

existence of babies with illnesses or disabilities in the future.

The eugenic attitudes and behaviors directed at disabled fetuses cannot be
eliminated in a short time. It is not realistic to expect families to stop choosing
eugenic abortions unless a social and economic structure is established that
takes into consideration the differences in society. Policies must be enacted that
ensure the participation, to a degree similar to that of non-disabled people, and

not segregation of people with disabilities in social life.
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Transplantasyon Tarihgesi
Diinyada Transplantasyon

On dokuzuncu yiizyila kadar insan bedeni islevsel bir biitiin olarak ele alinmus,
hastaliklarin beden sivilarindaki denge halinin bozulusu sonucu ortaya ¢iktig:
diisiiniilmis, sivilar1 yeniden dengelemek amaciyla ilaglara ve kusturma, kan
alma, bagirsak temizleme gibi yontemlere bagvurulmustur. 1850’lerden itiba-
ren ise hekimler bedeni belli islevlerden sorumlu doku ve organlarin bir bile-
simi olarak gormeye baslamis, bu bilesenlerden hastalikli olanlar1 bedenden
uzaklagtirmak iizere cerrahiye yonelmislerdir. Cerrahi tekniklerin gelisimiyle

birlikte, hastanin sag ¢ikabildigi bagarili ameliyatlar artmistir (Schlich, 2011).

Cerrah Emil Theodor Kocher, guatrin niiksiinii dnlemek i¢in tiroid bezlerini
¢ikardig: hastalarda gelisen kilo alimu, sa¢ kayby, idrak ve konusmada tutukluk,
kansizlik gibi belirti ve bulgularin tiroid hormonlarinin eksikliginden kaynak-
landigin1 anlamis (Parangi ve Phitayakorn, 2011; Schlich, 2011; Ziegler, 2001),
ve 1883’te islemi bu kez tersine gevirerek, 6nceden tiroid bezini ¢ikardig: bir
hastaya tiroid dokusu nakletmistir. Ilk organ nakli sayilabilecek bu uygulama,
cerrahlarin, bedendeki islevlerini anlamak iizere organlar1 ¢ikarip yeniden
naklettigi bircok hayvan deneyini baslatmistir. Kocher, tiroid bezinin islevini
kegfinden otiirii 1909°da Nobel Fizyoloji / Tip Odiili'nii kazanmugtir (Schlich,
2011; Testi, 1991).

Yirminci yiizyilin ilk yillarinda cerrah Emerich Ullmann bir kopekten dige-
rine bobrek nakletmis, verici canli ve alici canlinin genetik yakinlig arttik¢a
nakledilen organin islevselligini daha uzun siire korudugunu ileri siirmiistiir.
1920’lerin sonlarinda insanda deri nakline girisilmis ve tek yumurta ikizlerin-
de doku reddi yasanmadig1 goriilmiistiir (Flaman, 1994). 1940’larda tavsanlar
tizerinde deneyler yiiriiten biyolog Peter Medawar, nakil denemelerini basari-
s1z kilan doku reddinin bir bagisiklik tepkisi oldugunu, ancak nakledilen do-
kuya kars1 tolerans saglanabilecegini gostermistir. Bu bulgu iizerine alicinin
bagisiklik sistemini baskilayarak doku reddini 6nleyen ilaglar kullanima gir-
mis (Starzl, 1995), 1954’te tek, 1959da ¢ift yumurta ikizleri arasinda ilk basarili
bobrek nakli, 1966da ilk basarili pankreas nakli, 1967de ilk basarili karaciger ve
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kalp nakilleri, 1968de ilk basarili kemik iligi nakli gerceklestirilmistir. 1968de
Harvard Tip Okulu tarafindan ilk kez norolojik kriterlere gore beyin 6liimii ta-
nimlanmuigtir. 1983’te ilk bagarili akciger nakli, 1989da ilk bagarili ince bagirsak
nakli, 1998de ilk basarili el nakli, 2005’te ilk basarili yiiz nakli uygulanmistir
(U.S. Department of Health & Human Services, t.y.). Yaklagik yiiz yildir aralik-
larla denenmekte olan hayvandan insana doku-organ nakli (ksenotransplan-
tasyon) ise 1990’larda, bu kez genetik miithendisliginden yararlanma fikriyle
yeniden ilgi gérmiistiir. Ancak, domuzdan kalp kapakgig saglamak gibi doku
diizeyinde uygulamalar mevcutsa da, bugiine dek hayvandan insana tam organ
nakli bagarilamamaistir (Ekser ve ark., 2012). Son yillarda ksenotransplantasyon
yerine kok hiicre teknolojisi, nakledilebilir organ sayisini arttirmak iizere bir

diger cazip segenek olarak 6ne ¢ikmaktadir.

Tiirkiye'de Transplantasyon

Tiirkiyede organ transplantasyonu ilk kez 1968'de Ankara Yiiksek Ihtisas Has-
tanesinde gergeklestirilmis, ancak bu kalp nakli basarisizlikla sonuglanmustir.
Bunu 1975’te Hacettepe Universitesi Hastanesinde canli vericiden, 1978'de ise
kadavradan hastaya ilk bagarili bobrek nakilleri izlemistir (Bayezid, Balkanay,
Oztek ve ark., 1990; Erek, Siileymanlar ve Serdengecti, 2002). 1979da organ
nakli islemlerine yonelik ilk yasal diizenleme olan “Organ ve Doku Alinma-
s1, Saklanmasi ve Nakli Hakkinda Kanun” yiiriirlige girmistir. Kadavradan ilk
karaciger nakli 1988de, ilk basarili kalp nakli ise 1989da gergeklestirilmistir
(Ates, Canake1, Alkis ve Saygin, 1994; Bayezid, Balkanay, Carin ve ark., 1990).

Organ Bagisinin Etik Analizi
Canlidan Organ Bagis1

Bugiin iilkemizde, kalp, bobrek, karaciger, akciger, pankreas, kornea, kemik ili-
gi gibi doku ve organlarin bagisi ve nakli miéimkiindiir. Son yillarin bagarisi ise
2012de yapilmaya baslanan yiiz nakilleridir. Tiirkiyede canlidan organ bagisi
genellikle 1.-4. derece akrabalar arasinda gergeklestirilmektedir. Verici ile ali-
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cinin akraba olmadig1 nakiller, bir etik komisyon tarafindan mevzuata ve etige

uygunluklar1 onaylandiktan sonra yapilmaktadir (T.C. Saglik Bakanligi, 2012).

Tipta ¢ogu tedavi yalnizca hastay1 kapsar; canlidan organ transplantasyonun-
da ise bir hasta alic1 ve bir saglikli verici s6z konusudur. Transplantasyon, ta-
mamen hasta alicinin ¢ikarina yonelik bir islemdir. Saglikli vericiyi bu tibbi
miidahaleye maruz birakan -idealde- goniilliliigiidiir. Hekim, verici ve alicinin
birbirlerini 6nceden tanidig1 akraba arasi organ bagislarinda, vericinin bagist
baski altinda veya maddi-manevi bir beklenti ile yapmadigindan emin olma-
lidir (Sorun 1). Transplantasyon alic1 i¢in basarisizlikla sonuglanabilir. Verici-
de agir bir fiziksel komplikasyon gelisebilir veya minnet gérememekten, vaat
edilen kargilig1 alamamaktan kaynaklanan 6fke ve bosunalik hissi gibi depresif

duygular ortaya ¢ikabilir.

Organ transplantasyonu, tip etiginin zarar vermeme ve 6zerklik ilkelerinin kar-
s1 karsiya geldigi bir siiregtir (Sorun 2). Hekim, verici karsisinda bir ikilemde-
dir: Her cerrahi miidahale yiiksek veya diisiik bir risk i¢erir ve bu durum, zarar
vermemeye ant icmis hekimin saglikli vericiye nester vurmamasini gerektirir.
Ancak verici 6zerktir, ¢ikarlariyla celigse de bedeninden doku veya organi ba-
g1slama hakkina sahiptir ve hekim de vericinin kendi bedeni tizerindeki tasar-

ruf yetkisine saygi duymakla ytikiimliadir.

Sorun 1 ve 2 ancak saglikl bir riza (aydinlatilmis onam) siireci ile ¢oziime ka-
vusabilir. Organ bagisi, verici i¢in biiyiik bir 6zveri 6rnegi ve hasta alic1 i¢in
essiz bir sifa sansidir. Ancak hekim, geregince zaman ayirarak ve tibbi terim-
lerden arindirilmis acik bir dil kullanarak verici ve aliciya ameliyatin riskleri,
komplikasyonlari, basarisizlik ihtimali, ameliyat sonras: fiziksel sikintilar ve
performans diistikliigi gibi konularda ayrintili bilgi vermekle yiikiimliidiir ve
iki tarafin da aydinlandigindan emin olmalidir. Béylece bagisin yeterli bilgiyle,
bir baski-beklenti olmaksizin, salt bir goniilliiliikle yapilmasi temin edilir. Bu
saglandiktan sonra hekime, vericinin kendi bedeni iizerindeki tasarruf yetki-
sine dayanarak ve bir hasta alicinin tedavisi adina, islemi gerceklestirmek kal-
maktadir. Artik eylemin referansi hastanin rizasidir. Hekimin insani ve mesleki
yikiimliliiklerini yerine getirmis sayilabilmesi, taraflardan titizlikle alinacak

aydinlatilmis onama baghdir.
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Cocuklardan organ alinmas: da etik yoniiyle tartisilan 6nemli bir konudur. 3
Haziran 1979 tarihli Resmi Gazetede yayimnlanan 2238 sayili Organ ve Doku
Alinmasi, Saklanmasi, Asilanmasi ve Nakli Hakkinda Kanunun 5. maddesinde
“On sekiz yasini doldurmamis ve miimeyyiz olmayan kisilerden organ ve doku
alinmasi yasaktir.” ifadesi yer alir. Tiirkiye'nin imzaladig1 Avrupa Insan Haklar1
ve Biyotip Sozlesmesinin (Oviedo, 4 Nisan 1997) 20. maddesi ise soyledir: “Mu-
vafakatini aciklama yetenegi bulunmayan bir kimseden organ veya doku alina-
maz. Istisnai olarak ve kanun tarafindan ongériilmiis koruyucu sartlar altinda,
muvafakat verme yetenegi olmayan bir kimseden kendisini yenileyen dokularin

alinmasina asagidaki sartlarin gerceklesmesi halinde izin verilebilir:
i) muvafakat verme yetenegi bulunan uygun bir vericinin bulunmamas;
ii) alici sahsin, vericinin erkek veya kiz kardesi olmasi.”

Goriildagii tizere Oviedo Sozlesmesi bazi hallerde eriskin olmayanlardan da
organ ve doku alimmasina cevaz vermektedir. Tiirkiye 9 Aralik 2003 tarihli
Resmi Gazetede yayinlanan 5013 sayili kanunla Oviedo Sozlesmesini mevzu-
ata kazandirirken su gekinceyi koymustur (Mumcu ve Kiizeci, 2005): “Tiirki-
ye Cumbhuriyeti Hiikiimeti, ‘Biyoloji ve Tibbin Uygulanmas: Bakimindan Insan
Haklar1 ve Insan Haysiyetinin Korunmast Sézlesmesi: Insan Haklari ve Biyotip
Sozlesmesinin 36nct maddesi uyarinca, Sozlesmenin 20nci maddesinin, muvafa-
kat verme yetenegi olmayan kimselerden kendisini yenileyen dokularin alinma-
si1 miimkiin kilan 2 numaral bendinin, 2238 sayili Organ ve Doku Alinmasi,
Saklanmasi, Asilanmast ve Nakli Hakkinda Kanunun 5 inci maddesiyle uyum
halinde olmamasi nedeniyle, isbu madde fikrasini uygulamamak hakkini sakl

tutar” (“Biyoloji ve Tibbin Uygulanmasi Bakimindan..”, 2003).

Ulkemizde yasak olmakla birlikte, gocuklarda organ alimi ve nakli konusunu
etik yoniiyle tartisabiliriz. Bir verici (genellikle doku donérii) olarak sag ¢ocuk
ve adolesanlara, ¢ogunlukla kardesinin hayati-saglig1 s6z konusu oldugunda
bagvurulmaktadir. 18 yas alt1 vericilere, eriskin vericilerden ve kadavradan
doku-organ saglanamadiginda ve bagka bir tedavi segenegi kalmadiginda etik
ikilemler en aza indirilerek basvurulmasi makul bulunabilir. Cocuklar her-

hangi bir tibbi miidahale i¢in karar ve onam veremez. Hekim, ebeveynin mu-
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hakemesine ve kendileri i¢in biricik ve vazgecilemez olan iki ¢ocuklar: adina
alacaklar1 karara giivenir. Bununla birlikte kii¢iik verici, hekim ve aile tarafin-
dan muhatap alinmali ve tipki resit vakalardaki gibi, yasayacagi deneyime dair

bilgilendirilmelidir.

7 ve 17 yasindaki iki vericinin, organ bagisiny, riskini ve alic1 i¢in degerini anla-
malar1 ayn1 olmayacaktir. Vericinin bilgilendirilmesi yas1 gozetilerek yeterince
acik bir dille yapilmali, ardindan ameliyata dair goriisii yine yas1 gozetilerek
degerlendirilmelidir. Siireg, sag kefede ebeveynin verici adina alacaklar: kara-
rin, sol kefede ise vericinin kendi kararinin bulundugu bir teraziye benzetilebi-
lir. Baglangigta 18 tuglanin tamami sag kefedeyken, vericinin yasi yasal sinira
yaklastik¢a, her yil sag taraftan sol kefeye bir tugla aktarilmalidir. 18 yas alt1
bireyden onam alinmasini gerektiren her tibbi miidahale i¢in bu benzetme ya-
pilabilir. 18 yas alt1 bireyin bagista bulunmak istemediginden kugskulaniliyorsa,

diger aile tiyelerince buna yonlendirilmedigi temin edilmelidir.

Hasta bebekler icin de organ transplantasyonu yagam kurtaricidir. Ancak pedi-
atrik transplantasyonlar i¢in uygun boyutta organ az oldugundan, organ temini
eriskin vakalara gore daha da zorlagmaktadir. Buna bir ¢6ziim olarak, beyin
ve kafatasi noksan dogan ve hayatta kalmasi miimkiin olmayan (anensefalik)
bebeklerin organ kaynag olarak kullanimi giindeme gelmis ve ilk kez 1980’ler-
de uygulanmistir. Ancak beyindeki noksanliga karsin, mevcut beyin sap1 kalp
atisini ve solunumu siirdiirdiigtinden, anensefalik bebekler dogumdan sonra
kisa siire yagamaktadir. Dogustan beyin 6liimii kriterlerine uymayan bu be-
beklerin kalp-solunum o6liimii beklendiginde ise organlar transplantasyon igin
elverigsiz hale gelmektedir (Bioethics Committee, Canadian Paediatric Soci-
ety 2005). Verici olarak anensefalik bir yenidogana basvuruldugunda, hentiz
sag bir bireyden organ almis olma tehlikesi ve sugu s6z konusudur. Anensefali
gortilme siklig1 (ABD, Avrupa ve Tiirkiye igin) %0,5’ten (Lie, 2006) diisiik ol-
dugundan, anensefalik bebekler doku-organ temini i¢in kiigiik bir kaynaktir.
Bu bireylere organ kaynag olarak éncelik verilmemesi ve kalp-solunum 6liimii
gerceklesene dek palyatif tedavinin stirdiiriilmesi etik agidan en uygun segenek

gibi goriinmektedir.
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Kadavradan Organ Bagisi

Transplantasyon ameliyatlarinin baslangicindan beri “lii verici kurali™ gecerli
olmus, 6lii vericiler canlilara tercih edilmistir (Truog ve Miller, 2008). Organ
transplantasyonunda “6li”, bir hastanenin yogun bakim {initesinde ventilator
destegindeyken beyin oliimii gerceklesen hastadir. Sagken organ bagiscisi ol-
mus kisilerde beyin 6liimii halinde, yasalar gerektirmese de yakinlarindan go-
rii alinmast tercih edilmektedir. Bagis beyaninda bulunmamis kimseler i¢in

ise, organlarin aliminda yakinlari yasal karar vericidir.

Ancak tedavinin basarisizlikla sona erdiginden ve beyin 6liimiiniin gergekles-
tiginden haberdar edilen hasta yakinlari, mekanik destek sayesinde siirmekte
olan kalp atis1 nedeniyle veya kaybin acisindan kagmak i¢in hastanin hala ya-
sadig1 inancini ve yasayacag1 iimidini koruma egilimindedir. Bazilar1 ise beyin
olimii ile koma ve bitkisel hayat1 karigtirmaktadir.? Hasta yakinlari, beyin 6lii-
miiniin “6lim” olduguna ve hastanin kaginilmaz sonuna dair hassasiyetle ay-
dinlatilmalidir’ Sonrasinda gerekgeleriyle agiklanarak organ bagisi icin onay-

lar1 aranabilir.

Bir diger zorlu senaryo, bir yakinina ulagilamayan kimsesizler ve naas1 tanin-
mayacak haldeki kisilerle ilgili olandir. Dogal olarak bu kisilere ait olumlu veya
olumsuz bir bagis karar1 mevcut olmayacaktir. Bireyin karari bilinmiyor ve tah-
min de edilemiyorsa, organlarin aliminin bireysel 6zerklige aykir1 olacag1 6ne
siiriilebilir. Bu, giivenli ancak o denli kolayci bir yaklagimdir. Geride kalanlar,
pekald, hayatini kaybeden insan adina, aslinda insanlik adina, 6lii ve faydali ol-

may1 0lii ve 6zerk olmaya yeg tutabilir ve organlarin alimi lehine karar verebilir.

Omrii kiirtajla biten fetiise ait hiicre, doku ve organlarin transplantasyon, teda-

vi ve arastirma amacli kullanimi da tartismalidir. Fetal dokularin kullaniminin

1 Ing Dead donor rule. Canlilara zarar vermemek igin organ nakillerinde 6liileri canli vericilere tercih eden yaklagimdr.

2 ABDde yapilan bir ankette, katiimcilarin bir kisminin beyin 6liimii gergeklesmis hastalar: 6li saymadigi, gogunlugun ise beyin 6lii-
miiniin tanimini dogru bilmedigi, ayrica koma ve bitkisel hayattaki hastalar: 6lii kabul ettigi ortaya ¢ikmugtir. Robert Veatch, yasalara
gore yasiyor olan koma ve bitkisel hayattaki hastalardan organ almanin nasil mesru kilinabilecegini sorgulamustir: Koma ve bitkisel
hayattaki hastalar1 sag sayarak ve buna ragmen organlarini alarak mi, yoksa beyin éliimiiniin tanimimi bu hastalar: da kapsayacak
bigimde genisleterek ve boylece organlari dliilerden almig olarak mu? (Siminoff, Burant ve Youngner, 2004; Veatch, 2004).

3 Beyin 6liimii halinde 6liimiin sahiciligi kimi hekimler tarafindan da tartigtlmigtir. Bu vakalarda, beyin islevlerinin geri doniis-
stiz kaybindan sonra dahi ventilasyon nedeniyle kalp atig1 ve solunum siirdiigiinden, ventilasyon 6ncesi devirde gozlemlenen
“geleneksel 6liim” gergeklesememektedir. Beyin 6liimii, tibbi teknolojinin gelisiminin bir sonucu -veya bedeli- niteligindedir ve
6liimiin insan miidahalesine maruz kalmasindan sonra aldig1 yeni formdur.
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tercihe bagl kiirtajlarin sayisini arttirabilecegi, bazi gebelerin doku saglamak
amactyla gebeliklerini sonlandirabilecegi diistiniilmistiir (Sanders, Giudice ve
Raftin, 1993). Sirf ihtiyag halindeki ¢cocuklarina doku-organ saglamak i¢in yeni
bir gebelik planlayan anne-babalar bulunabilir. Ancak kiirtaj, talep tizerine ger-
ceklestirilebildigi yasal siirenin bitiminden sonra, ancak fetiisiin veya annenin
iyiligi icin yapilirsa yasal ve etik olur. Diger deyisle, agir fetal oziirliilitk vaka-
lar1 disinda kiirtaj, bir alicinin degil annenin fiziksel-zihinsel sagligina yonelik

risklerle gerekcelendirilmeli, aksi halde onaylanmamalidir.

Transplantasyon etiginde birkag tartisma konusu bir soru(n)da bulusabilir.
Ornegin; fetiisiinde anensefali teghis edilen bir anne, gebeligi o anda sonlan-
dirmak segenegine karsin, bebegi dogurmak ve boylece diger hasta bebeklere
organ saglamak gibi bir karar alirsa, bu karara itiraz etmemek bir hekim i¢in
etik midir? Tedavi edilemez bir hastalikla ve kisa siire i¢cinde 6lmek tizere dog-
mak, fetiisiin iyiligine aykir1 diisecektir. Ote yandan, anne 6zerk oldugu igin
gebeligi sonlandirici bir girisime zorlanamaz. Anensefalik fetiistin iyiligi mi,
yoksa onun 6liimii ve organlar sayesinde diger bebeklerin tedavisi ve onlar1
yasatarak talihsiz gebeligini anlamlandirmak isteyen annenin bu surette tesel-
lisi mi daha 6nemli ve onceliklidir? Birinin zarar1 pahasina diger bebeklerin

tedavisinin kabul edilemezligi anneyle tartisiimalidir.

Organ Bagisina Yaklagimlar

Organ bagis1 konusunda, pek¢ok insan habersiz, duyarsiz veya eylemsizdir. Ha-
bersizler, organ bagislayarak hastalarin tedavisinde rol alabileceklerini bilme-
mektedir. Duyarsizlar bunu bilmekle birlikte umursamamaktadir. Eylemsizler
ise, bagisin 6nemini bilmekte ve genellikle yardim istegi tasimakta, ancak ilgili
bir kuruma gitmek ve organlarini bagislayip “bagis kart1” edinmek igin eyleme
gecmemektedir. Ug grubun ortak noktasi, bagisct olmak veya olmamak iizere
herhangi bir segimde bulunmamaktir. Bugiin Tiirkiyede ¢cogunluk bagisci degil-
se, 0liim sonras1 organlarinin kullanimini reddettikleri i¢in degil, yalnizca buna
dair bir onay beyaninda bulunmamis olduklar: i¢indir. Yeraltinda islenmemis

bir maden gibi, toplumda da degerlendirilmemis bir bagis potansiyeli vardir.
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Aksi beyan edilmedigi takdirde 6liileri verici varsayan iilkelerde yiikselise gecen

bagis oranlari, gogunlugun ret¢i degil eylemsiz oldugunun bir gostergesidir.

Bununla birlikte, basta dini yanilgilar olmak {izere yanls bilgiden 6tiirii organ bagi-
sindan kacinan insanlarin sayis1 da azimsanamaz. Oysa organ bagisinda bulunmak
ve organ naklinden yararlanmak, dini otoritelerce tasvip ve tesvik edilmektedir.
Papa II. John Paul, “baska bir umudu kalmayan hastalara saglik, hatta hayat sansi
vermek {izere ve etik agidan kabul edilebilir bir bicimde gergeklestirildiginde”, or-
gan bagisini olumlu degerlendirmistir (Papa II. John Paul, 2000). Halefi Papa XVI.
Benedict kardinallik yillarinda bags karti tagimugtir (Squires, 2011). Islam da organ
bagisina ve nakline karsi ¢tkmamaktadir. Domuz gibi yenmesi yasaklanan hayvan-
larin dahi zorunluluk halinde doku-organ saglamak tizere kullanimi uygun go-
riilmiistiir (Atighetchi, 2007). T.C. Bagbakanhk Diyanet Isleri Bagkanlig1 Din Isleri
Yiiksek Kurulu ... hastanin hayatini veya hayati bir uzvunu kurtarmak icin bundan
baska caresi olmamasi; ...organ veya dokusu alinan kisinin bu islemin yapildig esna-
da 6lmiis olmast, sag ise alinacak organ veya dokunun hayati bir organ olmamast, ...
organ veya dokusu alinacak kisinin 6lmeden once buna izin vermis olmasi veya ha-
yattayken aksine bir beyani yoksa yakinlarinn rizasimn saglanmasy; alimacak organ
veya doku karsiliginda hicbir sekilde ticret alimmamasy; tedavisi yapilacak hastanin
da kendisine yapilacak bu nakle razi olmas...” halinde oliiden ve canlidan organ
naklini onaylamigtir (T.C. Bagbakanlik Diyanet Isleri Bagkanligi, 1980). “Tedavi
i¢in bagka ¢are olmamasy; bagis¢inin, yakinlarinin ve alicinin rizasinin saglanmasr”
gibi sartlar, tibbi otoritelerce de gozetilmekte, hastaya zarar vermeme ilkesi ve ay-
dinlatilmis onam ile hareket edilmektedir. Geriye, bu goriisleri dini ¢ekinceleri olan

insanlara iletmek ve dogru sanilan yanlislar1 diizeltmek kalmaktadur.

Alicinin Se¢imi

Transplantasyon dncesinde verici ile alici birbirini tamdig1 takdirde, ikisi arasinda
vaat, beklenti ve pazarliklar olabilir. Alicinin resmi bir kurum tarafindan belirlendi-

gi sistemlerde, bagisin yalnizca goniilliilitkten ileri geldigini temin etmek kolaylasir.

Organ bagisindan yararlanmak i¢in 6ncelikli bir alic1 grubu ve se¢im kriterleri
olmali midir? Nakledilecek organ kitlig1 goz oniine alindiginda, ¢ok sayidaki
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alic1 aday1 arasindan, transplantasyonun basari ve en yiiksek yararla sonuglan-
mas1 daha muhtemel goériinen aday segilmelidir. Buna gore, alic1 adayi ile verici
arasindaki kan ve doku uyumu, ayrica alicinin yasi, halihazirdaki saglik duru-

mu ve motivasyonu baslica faktorlerdir.

Alicinin segiminde bu yol gosterici kriterlerle dahi birtakim zorluklar giindeme
gelebilir. Ornegin, Ingiltere ve ABD'deki uygulamalar, bobrek transplantasyonu
adaylar1 arasindan gengleri, ileri yastaki hastalara gore onceliklendirmektedir
(Beauchamp ve Childress, 2001). Adalet ilkesi ise organ i¢in beklenen siireyi
g6z ard1 etmemeyi gerektirecektir. Bir bobrek, verici ile biyolojik uyum sag-
layan iki alic1 aday1 arasindan, bes yildir organ bekleyen 55 yasindaki hastaya
myi, bir yildir organ bekleyen 25 yasindaki hastaya m1 nakledilmelidir? Veya
sozii edilen diger parametreler denkse, drnegin, bir anne bir hayat kadinindan
oncelikli olmali midir? Alkolizmden 6tiirti karaciger nakline ihtiya¢ duyan bir
hastay1 “kendi hatasiyd1” diye 6teleyen bir yaklasima, “hata yapmak insana 6z-
giidiir” gibi basit bir cevapla kars1 ¢ikilamaz mi1? En 6nemlisi, bu gibi sorulara
oznel yargilardan uzak cevaplar vermek miimkiin miidiir? Alicty1 belirleyecek
formiili, miimkiin oldugunca, biyolojik uyum orani, tibbi bagar1 sans1 ve bek-

leme siiresi gibi sayisal parametrelerden ibaret tutmak etige uygun olandur.

Diinyadaki Organ Bagis1 Modelleri

Hayat kurtarici organ transplantasyonlar1 oncelikle organ bagisiyla miimkiin-
diir. Oliiden ve canlidan organ bagigini arttirmak icin farkli uygulamalara gi-

dilmistir (Ertin, Harmanci, Mahmutoglu ve Basagaoglu, 2010).

Ispanya Modeli

Ispanyada diisiik bagis oranini arttirmak igin 1989'da Ulusal Transplantasyon
Kurumu* kurulmus, organ bagisi siireci 6zel egitimli organ nakli koordinator-
lerinden olusan takimlara birakilmistir. Takimlarin siireci iyi idare edebilen ve

gtiven telkin eden dogru kisilerden olusmasina, bagis talebinden dnce aileyle

4 Isp. Organizacién Nacional de Trasplantes (ONT)
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iyi iligkiler kurmasina ve organ talep etmek icin en uygun zamani belirlemesine
onem verilmistir. Ailenin, 6liimiin gerceklestigini anlamasi saglandiktan sonra

organ bagisi i¢in talepte bulunulmaktadir.

Sistem oncelikle yogun bakimdaki potansiyel vericileri tespit etmekte ve beyin
olimlerinin kagirilmadan rapor edilmesini saglamaktadir. Béylece her beyin
o6limii vakasinda aileye bagista bulunma secenegi sunulabilmektedir. Koordina-
torlere gore organ bagisindaki asil sorun uygun bagisc1 yoklugu degil, potansiyel
vericilerin bulunmasinda ve onam alinmasinda yasanan zorluklardir. Calismalar
sayesinde son yillarda ailelerin organ bagisini ret oran1 %21,5¢ inmis, Ispanya
bagis orani yiiksek iilkeler kategorisine girmistir. Bu bagari, insanlarin goniilliiliik
ve azimle organize olmalar1 halinde organ bagisinin artabilecegini gostermistir
(Ertin ve ark., 2010). Saglik ¢alisanlarinin verici yakinlarini organ bagisina ikna
etme kabiliyetine dayanan Ispanya yonteminin, ticari amagli cagdas pazarlama
ve ikna yontemlerine benzedigi, ancak tiiketimi koriikleyen yaygin pazarlama

taktiklerinin ahlaki bir déniisiime ugramis hali oldugu séylenebilir.

Bel¢ika Modeli

Belgikada yiirtirliikkte olan ‘varsayillan onam’ yasasina gore, organ bagisinda
oncelik isteklilere aittir. Kisiler ilgili merkezlerde bagis formu doldurmakta ve
bilgiler ulusal kayit merkezine gonderilmektedir. Bu bilgilere yalnizca trans-
plantasyon takimi elemanlar: ulagabilmektedir. Bagis formu dolduran kisinin
organlar1 6liimiinden sonra ailesi istemese de alinabilmekte, doldurmayan ki-
sinin ise bagisa goniillii oldugu varsayilmakta ve organ alimi i¢in ailenin izni
aranmamaktadir. Organlarin alinacagini aileye bildirme ytikiimlaliigi yoktur,
ancak aile reddederse organlar alinamaz. Aydinlatilmis onami ortadan kaldi-
ran ve aksi belirtilmemisse onami varsayan bu uygulama “nasil askerlik vatani
bir gorevse, doku—organ bagisi da dyle olmalidir” teziyle savunulmaktadir. Bu
sayede Belgika niifusunun %98’i organ bagiscis1 durumundadir. Ancak sagken
fikir belirtmemis kisilerin boyle bir istegi olmayabilecegi diisiiniildiigiinde, bu
uygulamanin, insanin kendi bedeni tizerinde tasarruf 6zgiirliigiine ve tibbi eti-

gin ozerklik ilkesine aykir1 oldugu séylenebilir (Ertin ve ark., 2010).
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iran Modeli

[ran modelinin ¢arpici 6zelligi, bircok iilkeden farkl olarak, vericinin bagis icin
maddi bir bedel almasidir. Akraba olmayan sag kisilerden bobrek bagisinin ka-
buliine yonelik 1998 tarihli diizenlenmeyle birlikte, Iranda artik bébrek bekle-

yen olmadig: belirtilmektedir.

Bazi diistiniirler, organlar satilamasa da vericinin bagis i¢in 6diillendirilebilece-
gini, organ i¢in alinan maddi bedelin “6diillendirici bir hediye” oldugunu dile
getirmistir. Bazilar1 da vericiye organi karsiiginda 6deme yapmanin, iizerinde
fiyat etiketi olan bir mali satin almakla ayn1 olmadigini, vericiyi fedakarlig: ve
hayatindan 6diin vererek bagkasinin hayatini kurtarma gabasi i¢in takdir etmek
anlamina geldigini belirtmistir. Robert Veatch gibi baz1 diisiiniirler ise “6diil-
lendirici hediye” ifadesini dilin ¢arpitilmasi olarak yorumlamis, maddi bedelin
bir 6diil degil agik¢a bir “6deme” oldugunu séyleyerek uygulamaya karsi ¢ik-
mustir. Bununla birlikte vericinin masraflarini kargilamak makul bulunmustur.
Organlarin aract kurumlarca satimi ve satin alimi yaygin kabul gérmemektedir
(Nuffield Council on Bioethics, 1995).

[randa bircok kisi bu uygulama sayesinde organ bularak 6lmekten kurtulmus
olsa da, basari, riskleri ortadan kaldirmamaktadir. “Uygun-yeterli” bedelin
miktar1 toplumdan topluma, ayn: toplumda kisiden kisiye degisebilir ve “kis-
kirtic1 miktar” ile arasindaki sinir oldukea ince ve siibjektiftir. Paranin bir kotii
niyet ve kétiiye kullanim aracina doniistiigli 6rnekler sayisizdir; garesiz insan-

lara geri ¢eviremeyecekleri miktarlar teklif etmek etik olmayacaktir.

[ran ve Belgikadaki uygulamalara dair sozii edilen sakincalar dolayistyla, organ
teminine yonelik bu ii¢ farkli ¢6ziim arasindan Ispanya modeli, tip etigince en
kabul edilebilir uygulama olarak 6ne ¢ikarilabilir. Bu modelde toplumu duyarl
kilmak ve ikna etmek amaglanmaktadir. Béylelikle bireylerden 6liim sonrasin-
da organlarinin kullanimi igin onay alinabilir. Ozerk birey herhangi bir uygu-
lamaya zorlanmaz, dnerileni kabul eder veya geri cevirir. Tkna siireci, organ
bagisinin bireyin kendisine ve topluma katacagi deger ve yararlarin hepsini
vurgulayacak kadar kapsayici, ancak bireyin insani ve dini degerlerini istismar

etmeyecek kadar 6l¢iilii olmalidir (Ertin ve ark., 2010).
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Tiirkiye'de Organ Bagis1 ve Sorunlar

“Organ ve Doku Alinmasi, Saklanmasi ve Nakli Hakkinda Kanun’a gore
Tiirkiyede 18 yasindan biiyiik ve miimeyyiz kisiler, organlarini bagislama is-
teklerini iki tanik huzurunda ve yazili olarak beyan ettiklerinde bagisc1 hali-
ne gelirler. Sagken bagis beyaninda bulunulmamigsa, beyin 6limi teshisinin

ardindan organ alimi i¢in kisinin yakinlarindan yazili izin saglanmasi sarttir.

Ilgili kanuna bagl olarak 28 Mayis 2008 tarihinde yiiriirliige giren “Ulusal Or-
gan ve Doku Nakli Koordinasyon Sistemi Yonergesi” bir Ulusal Koordinasyon
Sistemi getirmistir. Ispanyol modeline benzeyen bu sistemde Tiirkiye cografi
yakinlik temel alinarak 9 bolgeye ayrilmistir. Beyin 6liimii gergeklesmis veri-
ciler hastane koordinatérleri tarafindan Bolge Koordinasyon Merkezine, bu-
radan da Ulusal Koordinasyon Merkezine bildirilmekte ve dagitim siralamaya
gore yapilmaktadir. Ornegin, bobreklerin dagitiminda kan-doku uyumu, di-
yalize girme siiresi ve yas gibi faktorlerin etkili oldugu bir puanlama sistemi
kullanilir. Kadavradan temin edilen bobrek, daha once bilgileri sisteme giril-
mis hastalar arasindan en yiiksek puan alan hastanin bekleme listesinde oldugu

hastaneye gonderilir.

ABDde organ nakil koordinatorliigii biiyitk oranda hemsgireler tarafindan ya-
pilir. Ingilterede Organ Nakli Koordinasyon Sistemi biitiiniiyle hemsireler iize-
rine kurulmustur. Diinyaca 6rnek alinan Ispanyada ise tek tek koordinatérler
yerine koordinasyon takimlar1 rol almakta, bu takimlarda yogun bakim uz-
manlar1 ve hemsgireler siklikla birlikte ¢caligmaktadir. Tiirkiyede de ¢oziim igin

hemsirelerden yararlanilabilir.

Verici sayisinin azlig Tiirkiye i¢in 6nemli bir sorundur. Bekleyen hastalara or-
gan saglanamazken her yil binlerce yeni hasta listeye eklenmektedir. Organ ih-

tiyacinin ¢6ziimiinde mevcut yaklagimlarin tesine gegmek sarttir.
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Abstract

Advances in surgery and the introduction of drugs that suppress the immune system have
paved the way for transplantation medicine. Today, the donation and transplantation of tis-
sues and organs (including heart, kidney, liver, lung, pancreas, cornea, bone marrow, and
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held in society. In this study discussing current transplantation methods throughout the
world, basic ethical dilemmas are addressed and effective solutions sought in accordance
with ethical perspectives.
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The History of Transplantation
Transplantation in the World

Until the nineteenth century, the human body was viewed as a functional whole.
Diseases were thought to occur as the result of an imbalance in bodily fluids,
and treatment methods such as medication, emesis, blood letting, and purging
were often employed to rebalance these fluids. In the 1850s, physicians began
to see the body as a composite of tissues and organs responsible for specific
functions and therefore became more prone to use surgery to remove diseased
components from the body. Advances in surgical techniques have increased the

success of operations and patient survival rates (Schlich, 2011).

In the last quarter of the nineteenth century, surgeon Emil Theodor Kocher
found that in patients from whom he removed the thyroid gland to prevent the
recurrence of goiter, signs and symptoms such as weight gain, hair loss, cognitive
and speech slowness, and anemia developed. These complaints resulted from
the lack of thyroid hormones (Parangi & Phitayakorn, 2011; Schlich, 2011;
Ziegler, 2001). He reversed this operation in 1883 by transplanting thyroid
tissue into a patient whose thyroid gland previously had been removed. This
event can be considered as the first organ transplant. Surgeons then initiated a
number of animal experiments in which they removed and transplanted organs
in order to understand their functions in the body. Kocher was awarded the
Nobel Prize in Physiology or Medicine in 1909 for discovering the function of
the thyroid gland (Schlich, 2011; Testi, 1991).

In the early years of the twentieth century, surgeon Emerich Ullmann
transferred kidneys from one dog to another. He argued that the functionality
of the transplanted organ was more prolonged with closer genetic proximity
between donor and recipient. In the late 1920s, skin transplantations were
initiated in humans, and it was found that no tissue rejection occurred
between monozygotic twins (Flaman, 1994). Biologist Peter Medawar, who
was conducting experiments on rabbits in the 1940s, showed that the tissue
rejection that made transplantation attempts fail was an immune response and

that tolerance to the transplanted tissue could be achieved. Upon these findings,
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medications to suppress the immune system and prevent tissue rejection
were introduced (Starzl, 1995). The first successful kidney transplantation
was conducted between monozygotic twins in 1954 and between dizygotic
twins in 1959; the first successful liver and heart transplants were performed
in 1967; and the first successful bone marrow transplant was done in 1968.
In the same year, at Harvard Medical School brain death was for the first
time defined according to neurological criteria. The first successful lung
transplantation was performed in 1983; the first successful small intestine
transplantation in 1989; the first successful hand transplantation in 1998; and
the first successful face transplantation in 2005 (U.S. Department of Health
& Human Services, n.d.). Tissue or organ transplantations from animals to
humans (xenotransplantation), having been studied intermittently for around
a hundred years, gained renewed popularity in the 1990s —this time with the
idea of benefitting from genetic engineering. Although there have been some
applications, such as providing heart valve tissues from pigs, animal-to-human
organ transplantation has not yet been fully achieved (Ekser et al., 2012). In
recent years, stem cell technology, rather than xenotransplantation, has become

a more attractive option for increasing the number of transplantable organs.

Transplantation in Turkey

Organ transplantation in Turkey was performed for the first time in 1968 at
Ankara High Specialty Hospital; however, this heart transplantation attempt
failed. This was followed by the first successful kidney transplants at Hacettepe
University Hospital, in 1975 from a live donor and in 1978 from a cadaver
(Bayezid, Balkanay, Oztek et al., 1990; Erek, Siilleymanlar, & Serdengecti, 2002).
In 1979, the first law covering organ transplant surgery, the Law on Organ and
Tissue Removal, Retention, and Transport, took effect. Thereafter, the first liver
transplantation from a cadaver was conducted in 1988 and the first successful
heart transplantation the following year (Ates, Canakgi, Alkis, & Saygin, 1994;
Bayezid, Balkanay, Carin et al., 1990).
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Ethical Analysis of Organ Donation
Organ Donation from Live Donors

Today, the donation and transplantation of many tissues and organs —heart,
lung, liver, pancreas, kidney, bone marrow, and cornea- is possible in Turkey.
The greatest success of recent years has been face transplants, which began
in 2012. Live organ donation in Turkey is usually performed between first-
to fourth-degree relatives. Transplants between non-relatives are carried out
only after approval by an ethics committee, in compliance with legislation
and ethical standards (T.C. Saglik Bakanlig1 [Republic of Turkey, Ministry of
Health], 2012).

Most medical treatments in medicine cover only the sick person; however, in
live organ transplantation, both a healthy donor and a recipient patient are
involved, while the transplantation is conducted solely for the benefit of the
sick recipient. The healthy donor is undergoing this medical intervention -
ideally- entirely of his/her own accord. In organ donations between relatives,
where both the donor and the recipient already know each other, physicians
must ensure that the donor is making the donation without being pressured to
do so and without any material or non-material expectations (Problem 1). The
outcome of the transplantation may be unsuccessful for the recipient or result
in serious physical complications in the donor. Strong emotions like anger,
depression, or a sense of futility may develop when the desired result is not
obtained, and anger in the donor can arise if perceiving a lack of gratitude in

the recipient.

Organ transplantation is a process in which two ethical principles, beneficence
and autonomy, may conflict (Problem 2). The physician is in a dilemma
regarding the donor: Given that every surgery involves risks, the physician, who
has sworn not to do harm, should not operate on a healthy donor. However, the
donor is autonomous; he/she has the right to donate tissues or organs from
his/her body altruistically, even if this act goes against his/her interests. The
physician is responsible for respecting this right of self-determination that the

donor has over his/her own body.
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Problems 1 and 2 can be resolved only through a healthy process of approval
that we call informed consent. Organ donation is an excellent example of
the donor’s sacrifice and a unique healing chance for recipient. However, the
physician is responsible for spending an adequate amount of time explaining
the various aspects of the procedure (the risks and complications of the
surgery, the possibility of failure, postoperative physical difficulties, and poor
outcomes) to both the donor and the recipient in lay language (i.e. free of
medical terms), making sure that both parties are sufficiently enlightened. Thus
it can be made sure that an organ donation is made with sufficient information,
without pressure or unwarranted expectations, and entirely voluntarily. Once
this is achieved, the physician is entitled operate on the donor, despite the
latter’s authority over his or her own body, in the name of healing the recipient,
whose consent remains the reference point for the operation. The physician’s
tulfillment of his/her humanitarian and professional obligations depends on

meticulously obtaining the informed consent of both parties.

Removal of organs from children is another issue with important ethical aspects.
Article 5 of Law No. 2238 on Removal, Retention, Grafting and Transplantation
of Organ and Tissues, dated June 3, 1979, states that, “It is forbidden to take
organs or tissues from individuals under the age of 18 or non-compos mentis”
Article 20 of the European Convention on Human Rights and Biomedicine
(Oviedo, April 4, 1997), which was signed by Turkey, reads as follows: “(1) No
organ or tissue removal may be carried out on a person who does not have
the capacity to consent. (2) Exceptionally and under the protective conditions
prescribed by law, the removal of regenerative tissue from a person who does
not have the capacity to consent may be authorised provided the following

conditions are met:
i. there is no compatible donor available who has the capacity to consent;
ii. the recipient is a brother or sister of the donor; ..

Apparently then, the Oviedo Convention in some cases permits harvesting
organs or tissues from non-adults. Turkey, while codifying the Oviedo
Convention into Law No. 5013 (published in the Official Gazette on December 9,
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2003), has put in place the following reservations (Mumcu & Kiizeci, 2005): The
government of the Republic of Turkey, conforming to art. 36 of the “Convention
for the Protection of Human Rights and Dignity of the Human Being with
regard to the Application of Biology and Medicine: Convention on Human
Rights and Biomedicine”, has reserved the right not to apply art. 20 clause 2 of
the convention, as it is not in conformity with art. 5 of law 2238 on “Removal,
Retention, Grafting, and Transplantation of Organs and Tissues” allowing
the removal of self-regenerating tissues from a person who does not have the
capacity to consent. (“Biyoloji ve Tibbin Uygulanmasi Bakimindan...”, 2003).

Although being banned in Turkey, a discussion of the ethical aspects of organ
donation and transplantation in children is still warranted. Living children and
adolescents are often referred to transplantation specialists as potential donors
(usually as tissue donors) when their sibling’s life or health is in question. The
referring of such donors under the age of 18 can be deemed reasonable when
tissues or organs cannot be obtained from an adult donor or cadaver and
when no other treatment option is left, thus minimizing the ethical dilemmas.
Children cannot make decisions or give legal consent for a medical intervention.
A physician trusts the parents’ judgment and their decision regarding their
dear and indispensable two children. Nevertheless, the little donor should be
addressed by physician and family and, just as with adults, should be informed

about the procedure.

The challenge of understanding organ donation, the risks involved, and its
importance for the recipient would not be the same for two donors at ages 7 and
17. Considering his/her age, informing the donor should be done in sufficiently
clear language. Then, his/her opinion regarding the operation should be sought
and evaluated, again, considering the age. The process can be compared to a
pair of scales in which the decision made by the parents on behalf of the donor
weighs on the right pan and the donor’s own decision on the left. At birth, all
18 weights are on the right pan, while one weight is transferred from the right
pan to the left for every year the donor’s age approaches the legal limit. This
analogy can be made for any medical intervention that requires the consent of

an individual under the age of 18. If it is suspected that a young person does not
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want to make an organ donation, then it should be ensured that he/she is not

being directed to do so by other family members.

Organ transplantation can be lifesaving for an infant patient. However, there
are few organs of suitable size for pediatric organ transplantation available;
organ procurement is more difficult than in adult cases. As a solution, the use
of non-viable anencephalic babies (those born lacking a skull and brain) as
organ donors was first admitted in the 1980s. However, despite the absence of
the endbrain, anencephalic babies can maintain a heartbeat and respiration due
to the presence of the brainstem; therefore, they can live for a short while after
birth. These babies do not fulfil the brain death criteria, so their organs cannot
legally be used for transplantation while waiting for the cardiorespiratory
death of these babies (Bioethics Committee, Canadian Paediatric Society,
2005). When an anencephalic newborn is dedicated as a prospective donor,
there is the danger of harvesting an organ from a living individual who cannot
give consent — which constitutes a crime. Anencephalic babies are a limited
source for tissue/organ procurement, given that the incidence of anencephaly
in the United States, Europe, and Turkey is below 0.5% (Li, 2006). The best
ethical option regarding these cases seems to be not giving priority to these
individuals as a source for organ donation but maintaining palliative treatment

until natural cardiorespiratory death takes place.

Organ Donation from Cadavers

Since the beginning of transplantation surgeries, the “dead donor rule™ has
been valid and dead donors have been preferred to living donors (Truog &
Miller, 2008). The “cadavers” in organ transplantation are patients who have
been diagnosed brain-dead and are on ventilator support in a hospital intensive
care unit. For brain-dead individuals who had declared to be organ donors
when alive it is still recommended to ask for their relatives’ opinion (although
this is not legally required). For those who had not made a declaration of

donation, close relatives are their legal decision-makers.

1 The organ transplantation approach in which dead donors are preferred rather than living ones not to harm the latter group.
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Some patients’ relatives, when informed that treatment has failed and brain death
has occurred, tend to believe that the patient is still alive (due to the continuing
heartbeat thanks to mechanical support) and hope that he/she will survive. They
want to avoid the pain of loss. Some confuse coma and vegetative state with brain
death.” These relatives should be sensitively informed that brain death is death
and signals the inevitable end of the individual’s life.* Subsequently, their approval

for organ donation may be sought by explaining its reasons.

Another challenging scenario arises with homeless persons whose relatives
cannot be reached and individuals whose bodies have not been identified.
Naturally, it is not possible to assess their potential decision in favor of or
against donation. If an individual’s stance is not known, it can be argued that
the procurement of his/her organs is contrary to the person’s autonomy. This
is a safe but very simplistic approach. The bereaved relative, when acting on
behalf of the deceased person, might indeed prefer the dead being beneficial to
another patient, rather than burying the body intact in the name of autonomy;

hence, the proxy might decide in favor of organ donation.

Also the use of aborted fetuses for cell, tissue, or organ transplants — for
medical treatment and research purposes — must be discussed. It is thought
that giving the option of using fetal tissues might increase the number of
abortions, because some pregnant women might terminate their pregnancies
in order to obtain such tissue (Sanders, Giudice, & Raffin, 1993). Some parents
might plan another pregnancy just to procure the necessary tissues or organs
for their existing child(ren) in need. However, abortion after the expiration of
the legally recognized duration of pregnancy is considered legal and ethical
only if it is performed for reasons pertaining to the fetus or the mother. In other

words, abortion has to be justified by the risk of the pregnancy for the mother’s

2 Ina United States survey, it was found that some of the participants did not regard brain-dead patients as dead, and the majority
of survey respondents did not know the neurological criteria of brain death completely; they also considered patients in a coma or
a vegetative state as dead (Siminoff, Burant, & Youngner, 2004). Robert Veatch (2004) questioned how taking organs from patients
in a coma or vegetative state, who are alive according to the law, can be deemed legitimate: by regarding them as alive and taking
their organs nevertheless, or by expanding the definition of brain death to include these patients and thus taking the organs from
the dead?

3 The authenticity of death in cases of brain death has also been discussed by some doctors. In these cases, heartbeat and respiration
continue because of mechanical ventilation even after the irreversible loss of brain function; “traditional death” as known in the
pre-ventilation era cannot be expected. Brain death is a result of —or a price paid for- the development of medical technology; it
is a new form of death produced by human intervention.
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physical and mental health (except for cases of severe fetal disability), not by

a potential transplant recipient’s needs; it should not be approved otherwise.

Further discussion on transplantation ethics may arise from this issue. Suppose
thata mother whose fetus has been diagnosed with anencephaly, instead of making
the decision to terminate her pregnancy at that moment, decides to give birth and
thereby provide organs for other sick babies. Would it be ethical for a physician
not to object to this decision? Being born with an incurable disease and dying in
a short time would be contrary to the wellbeing of the fetus. On the other hand,
a mother cannot be forced to terminate her pregnancy, as she is autonomous.
Which is more important and primary, the well-being of an anencephalic fetus or
the treatment of other babies as a result of its death? What about consolation for
the mother who tries to make sense of her ill-fated pregnancy by saving the lives
of other babies? It should be discussed with the mother what it means refusing

other babies’ treatments at the expense of harming one baby’s body.

Perspectives on Organ Donation

Many people are uninformed, insensitive, or passive about organ donation.
Those who are uninformed do not know that they may play a role in the
treatment of patients by donating organs. Those who are insensitive know but
do not care about it. Those who are passive know the importance of organ
donation and generally wish to help but do not take action to obtain a donor
card that declares their intent. The commonality among these three groups is
that they do not make a choice about whether or not to become organ donors.
If a majority of the population in Turkey does not donate, this is mainly because
they have not made a declaration of consent, not because they reject the use of
their organs after death. Just like in an unexplored underground mine, there
is an unevaluated donor potential in society. The increasing donation rates
in countries that presume the dead to be donors unless they have declared
otherwise in advance is an indication that a majority of the population is

inactive, not opposed to donation.
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Additionally, the number of people who refuse organ donation because of
false information, particularly based on religious misconceptions, cannot be
overstated. Yet, organ donation and benefitting from organ transplantation
have been approved and encouraged by religious authorities. Pope John Paul
IT viewed organ donation positively, “if conducted for providing a chance of
health, even life [,] for those who have no other hope left [,] and acceptable
in terms of ethics” (Pope John Paul II, 2000). His successor, Pope Benedict
XVI, carried a donor card during his years as a cardinal (Squires, 2011). Islam,
too, is not opposed to organ donation and transplantation. Even the use of
animals which adherents of some religions are forbidden to eat, such as pigs, to
provide tissues/organs for transplantation has been deemed appropriate in case
of necessity. The Republic of Turkey’s High Council of Religious Affairs has
approved the transplantation of organs from dead and living donors if “..the
patient has no other option for saving his/her life or a vital organ; ...the person
whose organ or tissue will be taken is dead at the time of the operationl[;]... if
alive, the organ or tissue which will be taken is not a vital organ[;]...the person
whose organ or tissue will be taken has given his/her consent before his/her
death or[,] if he/she has not stated otherwise, his/her relatives have given their
consent; no remuneration is taken in return for organ or tissue donation;
[and] the recipient patient... [has given] consent for the transplantation...”
(T.C. Diyanet Isleri Bagkanligi [Republic of Turkey, Presidency of Religious
Affairs], 1980). Conditions such as there being no other treatment options and
having obtained the consent of donors, donors’ relatives, and recipients are also
followed by medical authorities in line with the non-maleficence principle of
ethics and informed consent. Conveying these opinions to people who have

religious scruples can correct their misconceptions.

Recipient’s Choice

Ifthe donor and the recipient have known each other prior to the transplantation,
then promises, expectations, and negotiations may take place between the two.
In a system where the recipient is determined by an official institution, however,

it is easier to ensure that donations are purely voluntary.
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Should there be a priority group of recipients that benefits from selection
criteria for organ donation? Considering the scarcity of organs to be
transplanted and the great number of potential recipients, candidates for
whom the benefit of transplantation and the chance of success are greatest
should be chosen. Accordingly, blood and tissue compatibility between
donor and recipient, the age of the donor, and his/her current state of health

and motivation are the main factors.

Even under these guiding criteria, some difficulties may arise in the selection
of recipients. For example, the United Kingdom and the United States both
prioritize younger people over elderly patients for kidney transplantation
(Beauchamp & Childress, 2001). The principle of justice would require that
we not ignore the waiting time for the organ. Considering two biologically
compatible recipient candidates, should we give a kidney transplant to the
55-year-old patient who has been waiting for an organ for five years or to the
25-year-old who has been waiting for one year only? Or, if all other parameters
mentioned are identical, should a mother have priority over a prostitute? Can
we object to an approach that postpones a patient who needs a liver transplant
due to alcoholism, stating that “It’s his/her fault,” by simply saying, “To err is
human?” Most importantly, is it possible to answer such questions without
subjective judgments? Having a formulation that would rank organ recipients
using numerical parameters like degree of biological compatibility, chance of

medical success, and waiting time would be the most ethical approach.

Organ Donation Models in the World

Lifesaving organ transplants are possible primarily through organ donation.
Different approaches have been formulated to increase organ donations from both
the dead and the living (Ertin, Harmanci, Mahmutoglu, & Bagagaoglu, 2010):
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Spanish Model

In order to increase the low rate of organ donation in Spain, the National
Transplant Organization was founded in 1989.* The organ donation process
itself is left to teams of specially trained transplant coordinators. These teams
consist of people with good governance of the process who can also inspire
confidence, establish satisfactory relationships with families before making
organ donation requests, and find the appropriate time to make these requests.
The teams request organ donation only after a family has understood that their

relative has died.

The Spanish system identifies potential donors primarily in intensive care and
ensures the timely reporting of brain deaths. Thus, an option to make a donation
is given to the family in each brain death case. According to the coordinators,
the main problem in organ donation is the difficulty of locating potential
donors and obtaining consent, not the lack of suitable donors. Thanks to these
team efforts, families’ rejections of organ donation requests in recent years
have dropped to 21.5%. Spain is now considered a high-donation-rate country.
This success shows that organ donation may increase with people’s willingness
and determination (Ertin et al., 2010). It can be said that the Spanish model,
which depends upon the persuasiveness of health workers towards donors’
relatives, resembles modern commercial marketing and inducement methods.
However, it is a tactic which, unlike marketing that encourages consumption,

has undergone a moral transformation.

Belgian Model

According to the “consent by default” law in force in Belgium, priority is given
to organ donation volunteers. Individuals fill out a donor form at one of the
designated centers, and this information is sent to the national records center.
This information is available only to transplant team members. The organs of
the individual who has filled out the donation form can be harvested after his/

her death even if the family objects. Individuals who have not completed a form

4 In Spanish Organizacién Nacional de Trasplantes (ONT)
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are presumed to be donation volunteers, and no permission is sought for the
donation from their families. There is no obligation to notify families about
harvesting organs, although organs cannot be removed if the family refuses.
This approach eliminates informed consent and assumes consent by default
unless indicated otherwise. The argument used is that “tissue/organ donation
must be a duty, just as military service is a national duty” Thus, 98% of the
Belgian population is organ donors. However, considering that people who
did not state their opinion when they were alive may have had no intention to
donate, they may be deprived of their right to determine what happens to their
own body, which represents a violation of the autonomy principle of medical
ethics (Ertin et al., 2010).

Iranian Model

The striking feature of the Iranian model, different from that of many other
countries, is that the donor can receive a significant payment for the donation.
After the adoption of a regulation on kidney donation from unrelated living
persons in 1998, it has been reported that there are no individuals left in Iran

who are waiting for a kidney donation.

Some ethicists have expressed that, even if the organ is not sold, it could be
permitted to compensate the donor, considering the financial amount received
for the organ donation “a rewarding gift” Some also think that paying a donor
for the organ is different from purchasing goods in a store; the former is a way
of expressing appreciation for the donor’s dedication and effort to save someone
else’s life by compromising his/her own. Some thinkers, such as Robert Veatch,
have interpreted the term “rewarding gift” as a language distortion and have
objected to its application, stating that the amount of money given is not “a
reward” but clearly “a payment.” Nevertheless, it has been found reasonable to
meet the donor’s expenses. Organ selling and purchasing through intermediary

institutions is not widely accepted (Nuffield Council on Bioethics, 1995).

Although many people in Iran have found organs and survived thanks to this

approach, success does not eliminate its risks. The appropriate or sufficient
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price for an organ may vary from society to society and from person to person
in the same society. The line between “appropriate or sufficient” and “tempting”
amounts is very thin and subjective. Examples where money has become a tool
for malicious intent and abuse are countless; offering desperate people amounts
of money which they cannot refuse would be unethical.

Because of the drawbacks mentioned regarding the organ donation practices
in Iran and Belgium, the Spanish model seems to be the most acceptable, from
the perspective of medical ethics, among these three approaches. This model
is intended to sensitize and influence the community. Thus, consent can be
taken from individuals for the use of their organs after death. As autonomous
individuals, people should not be forced into any particular decision; they
should be able to accept or reject organ donation as they wish. The persuasion
process employed should be inclusive enough to emphasize all the benefits that
organ donation will provide to the individual and society; however, it should
be restrained enough so as not to abuse the humanitarian and religious values
of the individual (Ertin et al., 2010).

Organ Donation in Turkey and its Problems

According to the Law on Organ and Tissue Donation, Retention, Grafting, and
Transplantation, individuals who are at least 18 years old and compos mentis
become donors by declaring their willingness to donate their organs in writing
in front of two witnesses. If no donor declaration has been made during life, it
is essential that the relatives of a brain-dead individual give written permission

for organ donation.

The “National Organ and Tissue Transplant Coordination System Directive,”
which was promulgated under the abovementioned law of May 28, 2008,
introduced a new National Coordination System in Turkey. Similar to the
Spanish model, Turkey has been divided into nine geographic regions.
Hospital coordinators report brain-dead prospective donors to their Regional
Coordination Center and, from there, to the National Coordination Center.

Organ distribution is then decided according to the patient queue. In the
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distribution of kidneys, for example, a scoring system is used in which the key
patient factors are blood/tissue compatibility, dialysis period, and age. Kidneys
procured from cadavers are sent to those hospitals where patients on the

waiting list have the highest scores.

Coordination of organ transplants in the United States is largely carried out by
nurses. The Organ Transplant Coordination System in the United Kingdom is
based entirely on nurses. In Spain, coordination teams take part instead of a
single coordinator, and intensive care specialists and nurses often work together

on these teams. In Turkey, nurses can be employed as part of the solution.

The scarcity of donors is an important problem for Turkey. Thousands of
new patients are added to the waiting list every year, while organs cannot be
obtained for them. It is essential to go beyond the current approaches to resolve

this situation.
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Son yillarda is diinyasinda karsilasilan ahlaki sorunlar ve bunlarin yol actigi glivensizlik,
istikrarsizlik ve itibar kaybi is ahlakinin giderek onem kazanmasina sebep olmus; karar,
tutum ve davranislarda, trin ve hizmetlerin dretilis ve sunulus biciminde verimlilik, karlilik
ve kalite kadar is ahlaki ilkeleri de dikkate alinmaya baslamistir. Merkezinde insan bulunan
ve insan hayatinin korunmasini en kutsal gorev olarak géren saglik sektérinin, ahlaki ilke
ve kurallara en cok ihtiyac duyulan sektorlerden biri oldugu aciktir. Bu calismanin amaci,
saglik hizmetlerinde is ahlaki ile kurumsal performans arasindaki iliskiyi sorgulamaktir.
Arastirmada kullanilan modelde is ahlaki Uc¢ farkli boyutu ile ele alinmistir: yoneticilerin
ahlaki tutumlari, calisanlarin ahlaki tutumlar ve hastanenin ahlaki tutumu. Veriler istan-
bul'daki kamu hastanelerinde gérev yapan 207 kisiden anket yolu ile toplanmistir. Arastirma
sonucunda is ahlakinin ¢ boyutu ve bu boyutlar ile kurumsal performans arasinda olumlu
yonde bir iliski oldugu ortaya cikmistir. Hastanelerin performansini en cok etkileyen is ah-
laki boyutu kurumsal politikalar, daha sonra yéneticilerin tutum ve davranislaridir. Hekim,
hemsire ve diger saglik calisanlarinin ahlaki tutum ve davranislarinin da performans Uze-
rinde belirgin ancak daha az bir etkiye sahip oldugu tespit edilmistir. Bu sonuclar, is ahlaki
uygulamalarinin yalniz manevi degerler acisindan degil, hastanelerin performansi ve saglik
hizmetlerinin sirdurdlebilirligi acisindan da 6nemli oldugunu ortaya koymaktadir.
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is Ahlaki Dergisi

Is Ahlaki Kavrami

Arapcada huy, karakter, tabiat, aligkanlik, erdemlilik, manevi nitelik ve giizel
davranis gibi anlamlara gelen (Yilmaz, 2009, s. 13) ve hulk s6zciigiiniin ¢ogulu
olan ahlak, TDK’ nin Tiirk¢e Sozliigiinde (1998) “bir toplum iginde kisilerin
benimsedikleri, uymak zorunda bulunduklar: davranis bicim ve kurallar1” ile

“iyi nitelikler, glizel huylar” olarak tanimlanmaktadir.

Ahlak, bir toplumsal olusuma, sinifa, kesime 6zgii, tarihsel ve somut olarak be-
lirlenmis, bunlarin belli bir topluluga, devlete ya da tiimiiyle topluma olan tutu-
munu kurallandiran goriisler, degerler, normlar, iliski ve davranis bicimlerinin
timiidiir (Aydin, 2001, s. 3). Diger bir tanimla, ahlak, toplumsal yasamin ola-
nakli, uyumlu, olumlu, verimli olabilmesi i¢in, toplum iiyelerinden beklenen
davranis bicimleri ile kurallardir (Tevriiz, 2007, s. 58). Islam dinine gore giizel
ahlakin kaynag1 olan Kuran-1 Kerimde, hadislerde ve diger Islami kaynaklarda
da hulk ve ahlak kavramlar1 genellikle iyi ve kotii huylar, fazilet ve rezaletleri
ifade etmek i¢in kullanilmistir (Cagrici, 2000, s. 25).

Ahlaki gelisimi agiklamaya ¢aligan psikanalitik, sosyal 6grenme ve bilissel ge-
lisim yaklasimlar: arasinda en dikkat ¢ekeni Kohlberg’ in bilissel gelisim yak-
lagimidir. Kohlberg’ e gore ahlak, dogru yanlis, iyi kotii konularinda karar ver-
meyi ve bu karar dogrultusunda davranmayu iceren biligsel bir olgudur. Ahlaki
gelisim ise her biri iki ayr1 basamak iceren ii¢ donemden meydana gelmek-
tedir: Cocukluk evresini temsil eden, cezadan kaginma ve karsilikli iliskilerin
diizenlenmesini igeren gelenek dncesi dénem; gelisme ¢ag1 ve gengligi temsil
eden, digerleri tarafindan kabul edilmeyi ve kurallara uymay1 iceren geleneksel
donem; yetiskinligi temsil eden, bireysel haklar1 ve evrensel ilkeleri gozetmeyi
iceren ilkesel donem (Eksi, 2006, s. 30).

Ahlak ve etik kavramlar: kimi yazarlar tarafindan ayni anlamda kullaniliyor
olsa da iki kavramin igerigi farklidir. Genel olarak etik, ahlak felsefesi olarak in-
celenmektedir. Ahlak felsefesi (etik), 6dev, ylikiimliiliik, sorumluluk, gereklilik
ve erdem gibi kavramlari analiz eden, dogruluk ve yanlishik, iyi ve koétii ile ilgili
ahlaki yargilari ele alan, ahlaki eylemin dogasini sorusturan ve iyi bir yasamin

nasil olmasi gerektigini agiklamaya ¢aligan felsefe dalidir (Cevizci, 1993, s. 18).
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“Morality” ile “ethics” kavramlar1 arasinda mutlaka bir ayrim yapmak gereki-
yorsa “morality” karsihiginda ahlak, “ethics” karsiliginda ahlakbilim veya ahlak
felsefesi terimlerini kullanabiliriz (Arslan, 2001, s. 6-8). Ozetle, etik “bireyin
davranislarina temel teskil eden, yon veren ahlak ilkelerinin timi” olarak ta-
nimlanir (Kilavuz, 2003, s. 34). Bireyi ahlak dis1 davranmakla itham etmek ve
etige aykir1 davranmakla itham etmek ¢ogunlukla farkli algilar olusturmakta-
dir. Tiirkiyede etik kavraminin toplumsal bir karsiliginin olmamasi kelimenin
vurgusunu azaltmaktadir (Egri ve Sunar, 2010, s. 44).

Is ahlaki, ahlak kavraminin bir alt baslhig1 olarak ele alinmakta ve ahlak ile ilgili
genel tanimlardan yola ¢ikarak “is hayatinda dogrulugun, hakliligin ve emege
sayginin esas alinmasy; ¢aligma kurallarinin belirlenmesinde, ¢alisanlara is or-
taminin saglanmasinda ve ticretlerinin 6denmesinde ahlaki ilkelerin gézetil-

mesi” seklinde tanimlamaktadir (Yilmaz, 2009, s. 13).

Is ahlakiny; ise yonelik amaglar ve bunlara ulagmak icin gerceklestirilen faali-
yetler, gorev ve sorumluluklar ile 6rgiit paydaslarinin takindig: tutum ve dav-
ranislari arastiran (Bolat ve Seymen, 2003, s. 5), ahlaki norm ve kurallar vasi-
tasiyla hangilerinin dogru veya yanlis olarak kabul edilebilecegini sorgulayan

(Ozdemir, 2009, s. 307) bir bilim dali olarak tanimlamak miimkiindiir.

Is ahlaki ve is etigi kavramlar1 arasinda igerik, referans, nitelik, kapsam ve ¢ikis
noktalar1 bakimindan birtakim farkliliklar bulunmakla birlikte, is iliskilerinin
diizenlenmesi, ¢aligma ortaminda giivenin olusturulmasi, biitiinlesmenin ve
is barisinin saglanmasi, diristliik, sayg: ve esitligin gelistirilmesi, galisanla-
rin kontrol edilmesi gibi konularda ayni hedeflere hizmet etmektedirler (Gok,
2008, s. 15). Dolayisiyla, iki terimin es anlamli olarak kullanilmasinda 6nemli
bir sakinca bulunmamaktadir (Ozdemir, 2009, s. 304).

Is Ahlaki Kavraminin Gelisimi

Is ahlaki kavramy, toplumsal degisim ve déniisiimlere yon veren politik, ekono-
mik ve yonetsel gelismelerden etkilenmigtir. Eski Yunan ve Roma diinyasinin
filozoflar1 ticari faaliyetleri hirs ve yalanla iliskilendirip olumsuz karsilarken
(Berkman ve Arslan, 2009, s. 45), hemen biitiin dinler is hayatina dair bir takim

123



is Ahlaki Dergisi

ahlaki hitkiimler ortaya koymus ve bu hiikiimler iktisadi hayatin sekillenme-
sinde 6nemli rol oynamugtir (Zaim, 2012, s. 30). Is ahlaki kavramu 19. yiizyilin

sonlarinda dini ¢ercevenin digina cikmustur.

Bireylerin ve igletmelerin daha fazla kazanma arzusu ve hirsi, bireysel ¢ikarla-
rin herseyin 6niinde tutulmasi, yogun rekabet ortaminin yasam savasina do-
niismesi (Ozdemir, 2009, s. 302), lider olarak kabul edilen kuruluslarda bile
glvenilir olmayan iriinlerin satilmasi, isletmelerin dogal ¢evre tizerindeki
olumsuz etkileri, riisvet mekanizmasinin ulusal ve uluslararasi diizeyde yay-
ginlasmasy, is diinyasinda ve genel olarak toplumda ahlakin para ve giig ile es-
deger goriilmesi (Bolat ve Seymen, 2003, s. 5) is hayatinda ahlaki sorunlarin
ortaya ¢ikmasini hizlandirmistir. 21. yiizyilin basindan itibaren 6zellikle En-
ron, Tyco, WorldCom, Adelphia, Ahold, Parmalat gibi biiyiik sirketlerde patlak
veren skandallar, ahlaki olarak is gérmek icin kamu baskisiyla gelisen sosyal
sorumluluk olgusu, ahlaki kararlarin sirket karliligina, kalite ve mitkemmellige
de olumlu etkisi olabilecegi diisiincesi (Ozgener, 2009) is ahlaki kavraminin is
hayatinda ve akademik ¢evrelerde daha ¢ok tartisilmasina zemin hazirlamistir.
Isletmelerde etik ilkeler, etik komiteler, etik programlar olusturulmus, tiniver-
sitelerde is etigini konu eden dersler agilarak pek ¢ok yiiksek lisans ve doktora

tezi yazilmastir.

20. yiizyilin basindan itibaren ortaya ¢ikan is ahlaki yaklagimlar: ve literatiirii
soyle donemsellestirilebilir (Torlak, 2013, s. 11):

« Is diinyasinda ahlak arayis1 dénemi (1900-1920)
« Is diinyasinda profesyonellik ve is ahlaki dénemi (1920-1950)

« Is diinyasinda biiyiiyen 6lgekler ve is ahlakinda karmagiklik dénemi (1950-
1970)

« Onleyici ve diizenleyici is ahlaki arayigt donemi (1970-1990)

« Kiiresel isletmecilik ve kiiresel is ahlaki déonemi (1990 - )
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Is Ahlaki - Performans iliskisi

Is ahlaki ile performans iliskisine dair birgok ¢alisma yapilmistir. Genel olarak,
ahlaki ilkelere sahip insanlarin performanslar1 daha yiiksek olmaktadir (Zaim,
2013, 5. 194). Is hayatinda orgiitsel sonuglar1 en ¢ok etkileyen ahlaki ozellikler,
diirtist, glivenilir, adil, herkese esit, tarafsiz, sorumluluk sahibi, hukuka ve ya-
salara bagli ve bagimsiz olmaktir (Ergiin ve Kudret, 2005; Uzungarsili, Toprak
ve Ersun, 2000; Zaim, 2013).

Calisanlarin is giivenligini saglamak, ¢alisma ortamini saglik kosullarina uygun
olarak diizenlemek, tatminkar bir ticret politikas: izlemek, sendikal faaliyetle-
re kars1 hosgoriilii olmak, ¢alisanlarin mahremiyet haklarina 6zen gostermek,
personel se¢ciminde ve terfiinde liyakati esas almak, ¢alisanlardan herhangi biri-
nin mesleki yeterliligine ve giivenilirligine yonelik duygusal taciz ve kiigiik dii-
stirtici davranislar sergilememek, irk ve cinsiyet ayrimcilig1 yapmamak, ¢ocuk
ve kadin emegini somiirmemek, cinsel taciz olaylarina kars1 caydirict 6nlemler
almak ve cesitli sosyal haklari teslim etmek gibi emegin kalitesini de yiikseltici
ahlaki uygulamalar, isletme giivenilirliginin ve verimlilik artisinin ana kosul-
lar1 arasinda gosterilmistir (Ilhan, 2009, s. 263-264). Buna paralel olarak ca-
lisanlarin, ise zamaninda gelmek ve isten zamaninda ayrilmak, isi zamaninda
bitirmek, isletme malzemelerini kisisel amaglar i¢in kullanmamak, gérevlerini
baskalarina yiiklememek, baskalarini rahatsiz edecek ve islerini aksatacak dav-
ranislarda bulunmamak (Aras, 2001, s. 44) gibi ahlaki tutum ve davranislarinin

da orgiitsel sonuglara olumlu katkilarda bulunacag1 soylenebilir.

Kore ve Japonyadaki sirketlerde yapilan ¢aligmalara gore, is etigi uzun donem-
de karliliga 6nemli katkilarda bulunmaktadir (Lee ve Yoshihara, 1997). “For-
tune” dergisinin her yil yaptig1 itibarh sirketler siralamasi, sosyal performans
olarak tanimlanan etik davranis ve sosyal sorumlulugun sirket itibarini arttir-
digini ortaya koymaktadir. Algilanan etik derecesinin yiiksek oldugu orgiitler-
de is tatmini fazladir (Babin ve ark., 2000; Joseph ve Deshpande, 1997; Koh ve
Boo, 2001; Mulki ve ark., 2006; Schwepker, 2001; Schwepker ve Hartline, 2005;
Vitell, Ramos ve Nishihara, 2009). Etik anlayisa sahip orgiitler sosyal sorum-
luluk faaliyetlerine daha fazla 6nem vermekte, bu orgiitlerde ¢alisanlar daha

etkin, pazar pay1 ve karlilik gibi performanslar daha yiiksek olmaktadir (Jin ve
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Drozdenko, 2009). Ahlaki degerlere saygili liderlik 6ncelikle galiganlarin ve-
rimliligini, memnuniyetini ve sirkete bagliligini arttirmaktadir (Kerns, 2005).
Stirdiriilebilir rekabet avantaji saglayabilmek i¢in ahlaki ilkeler dogrultusunda
hareket etmek zorunludur (Hitt ve Collins, 2007).

Isletmelerde yoneticilerin ahlaki kararlar verme egilimini etkileyen en 6nemli
unsurlar, faaliyette bulunulan sektdr, isletme ¢evresinin kiiltiirii, orgiitiin kendi
kiiltiiri ve yoneticilerin kisisel tecriibeleri iken, ahlaki kararlar verilememesi-
nin en 6nemli nedenleri {ist diizey yoneticiler ve kanunlarin yaptirim giiciiniin

yetersiz olmasidir (Yurtsever, 1997).

Saglik Hizmetlerinde Is Ahlaki

[s ahlakinin tibbi uygulamalardaki ahlaki sorunlarla ilgili dal olan tip etigi, karar
verme siireci ve davranislar iizerinde etkili olabilen akilc1 yaklagimlar: dikkate
alir. Bu tiirden dort yaklagim, deontoloji, sonugsalcilik, ilkecilik ve erdem etigidir.
Deontoloji, mutlak dogru veya mutlak yanlis kabul edilen davranislari konu alir.
Sonugsalcilik, ahlaki kararlar eylemin en iyi sonucu iizerine dayandirir. flkecilik
ahlaki kararlar1 verebilmek i¢in etik ilkeleri kullanir. Bunlar, zarar vermeme, ya-
rarli olma, 6zerklige saygi ve adalet olarak belirlenmistir. Erdem etigi ise davrani-
sa yansidig i¢in karar verenin karakteri tizerine odaklanir (Tiirk Tabipler Birligi,
2005). Zarar vermeme ilkesi hastay1 daha kotii hale getirecek gereksiz girisim-
lerde bulunmamayz, yararli olma ilkesi 6ncelikle hastaya olan yarari goz oniine
almayi, 6zerklige saygi ilkesi hastanin kendi kararlarini verebilme yetisine sayg1
duymay1 ve planlanan girisimler icin bilgi verip onay almay, adalet ilkesi tibbi
hizmeti hakkaniyetle dagitmay ifade eder (Kantarci, 2007).

Bir saglik kurumunda sunulan hizmetin kalitesi etik kalitesi agisindan da de-
gerlendirilmelidir. Hekimin yalniz hastasina karsi: sorumluluk aldigy, etik ka-
litesinin gizlilik ve mahremiyet gibi dar bir igerige sahip oldugu geleneksel tip
etigi, bilimsel ve teknolojik ilerlemeler, tibbi bilgilerin artmasi ve tibbi uygula-
malarin karmasiklagsmasi karsisinda yetersiz kalmaktadir. Giiniimiizde kiirtaj,
yardimci iireme, tedavinin reddi, 6tenazi, organ nakli, yagami uzatma, genetik

caligma, deneysel arastirma, bilgilerin kaydi gibi bir¢ok ahlaki sorunda karar
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vermek durumunda olan hekim, hastalara zarar vermemek, yararli olmak, has-
ta Ozerkligini zedelememek i¢in daha biiyiik bir 6zen gostermeli; sinirh kay-
naklarin paylasgimini ve toplumun ihtiyaglarini géz oniine almalidir (Aydin,
2001; Fox, 2014; Giingoren ve Kurutkan, 2013; Sayim, 2011).

Saglik sektorii belirsizliklerin oldugu bir yapiya sahiptir. Belirsizlik, kimin, ne
zaman ve ne sekilde hasta olacaginin tahmin edilememesini ve tibbi tedavilerin
etkili olup olmayacaginin bilinememesini ifade etmektedir (Hussmann, 2011).
Hastaligin dogasi geregi taraflar maliyet ve zamanlama konusunda tam bilgiye
sahip olamazlar (Dolan ve Olsen, 2002). Saglik piyasas1 i¢cin harcama planlama-
s1 yapmak neredeyse imkansizdir ve bu durum sigorta sektorii i¢in temel varlik
nedenidir. Ancak belirsizlikler konusunda taraflar esit mesafede degildir. Saglik
hizmetlerinde bilgi asimetrisi problemi, diger alanlara gére daha biiyiik boyut-
tadir. Hastalarin tibbi bakimin etkililigi ve kalitesi tizerindeki bilgilerinin sinirl
olmasy, tetkik ve tedavilerden hangilerinin gerekli hangilerinin gereksiz ya da
degisik alternatifler arasindan hangilerinin daha uygun oldugunu bilememesi
(Civan, 2009), sagliklari ile ilgili kararlar1 hekime devretmeleri ile sonuglan-
maktadir (Avcl ve Teyyare, 2012). Hekim isterse bu bilgiyi kendi menfaatleri
icin kullanabilir. Ote yandan, hastanin saglik hizmetinin niteligi ile ticreti ara-
sindaki dengeyi tespit edememesi, alacagr saglik hizmetlerinin miktar ve ka-
litesini sigortali olup olmama durumuna gore belirlemesi ihtimalini dogurur
(Sayim, 2011). Sigortal1 hasta teshis i¢in biitiin tetkiklerin yapilmasini, sigortasi
olmayan, cebinden 6deme yapacak olan hasta miimkiin olan en az tetkikin ya-

pilmasini talep edebilir.

Performansa dayali 6deme sistemi, puan ve maddi kazang karsiliginda gerek-
li olmayan islemlerin yapilmasina, hastaneye gelir saglamak amaciyla gereksiz
yere yatis verilmesine ve dava edilme endisesi ile ciddi vakalarin bagka kurum-
lara yonlendirilmesine yolagtig1 ve nitelikli saglik hizmetine erisimi zorlastir-
dig1 i¢in hasta haklarini ve hekim sorumlulugunu zedelemekte, hastaya zarar
vermeme ve yararli olma ilkeleri ile ¢elismektedir. Bu sistem hastaya ayrilan za-
mani daha kisaltmakta, 6zerklige saygi ilkesince hastayi karar siirecine katarak
yeterince bilgilendirmeyi, anladigindan emin olmay1 ve girisim i¢in onayini

almay1 zorlagtirmakta, tibbi hatalarin artmasina zemin hazirlamaktadir (T'TB-
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UDEK Etik Caligma Grubu, 2011). Aydinlatilmis onamin etik ilkelere uygun
olmasi igin, Onerilen tibbi girisimin risklerinin saklanmamasi, yararlarinin
abartilmamasi, yapilmamas: durumunda ortaya ¢ikabilecek olumsuzluklarin

biiytitiilmemesi, yonlendirme ve zorlamadan ka¢inilmasi gerekmektedir.

Hekimin ahlaki olarak uygunsuz davranislara yonelebilecegi bir diger alan da
ilag uygulamalaridir. Hastay1 gérmeden ilag yazilmasi, regeteye yazilacak ilag-
lar konusunda tibbi miimessillerle pazarlik yapilmasi, ilag yazilmasi karsiligin-

da ilag sirketlerinden sponsorluk alinmasi gibi ahlaki tehlikeler mevcuttur.

Saglik alaninda etik sorunlarin belirlenmesi i¢in Ahlaki Duyarlilik Anketi ve
benzeri 6lgeklerle birgok akademik ¢alisma yapilmistir (Tosun, 2005; Yildirim,
2008). Bu ¢aligmalarda, hekimlerin ahlakin kanunlarla sinirli oldugu yanilgisty-
la zaman zaman toplumsal normlarin disinda kalan davranislarda bulunabildigi
goriilmiistiir (Yiirttiicii ve Giirbiiz, 2001). Hekimlerin gelir temin etme yollarini
ve ila¢ endiistrisinin hekimler iizerindeki etkisini inceleyen bir ¢alisma, bazi he-
kimlerin etik dis1 davranabildigini gostermektedir (Sur ve Cekin, 2009).

ABDde bulunan Saghk Orgiitleri Birlesik Akreditasyon Komitesinin (Joint
Commission on Accreditation of Healthcare Organizations; JCAHO) has-
ta haklar1 ve orgiitsel etik ile ilgili standartlara ragmen hastanelerde gereksiz
ameliyatlar yapilmasina ve hastalarin daha uzun siirede taburcu edilmesine
dikkat ¢ekmesi, Amerikan Hekim Yoneticiler Birliginin (American College of
Physician Executives; ACPE) 2005 yilinda yaptig: arastirmada etik dis1 uygu-
lamalarin %54 civarinda oldugunu tespit etmesi (Desphande ve Joseph, 2009)
etik davranigin saglik orgiitleri agisindan 6nemini ortaya koymaktadir (Sahin
ve Duindar, 2010).

Saglik alaninda etik sorunlarin artmasi hastalari, saghk profesyonellerini,
yasa koyucular1 ve sigorta sirketlerini etkilemektedir (Olson, 1998). Etik ku-
rullarin kurulmas: konusu 1960’larin basinda giindeme gelmis, 1975 Helsinki
Bildirgesinde revize edilmistir (Walanj, 2014). Tiirkiyede etik kurullar 1993
yilinda yiiriirlige giren [lag Aragtirmalari Yonetmeligi ile kurulmugtur. Etik
kurullar, klinik arastirmalarin etik ilkelere uygun olmasinda 6nemli rol oyna-

maktadir (Desai, 2012). Klinik arastirma etik kurullarinin karari, arastirmanin
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baslatilabilmesinin 6n kosulu olmaktadir ancak kararin yasal agidan baglayici-
lig1 yoktur. Etik kurullarin varlig1 ahlaki davranisi yayginlagtirmaya yardimei
olabilir (Weber, 2000). Saglik personelinin tibbi bilgi ve beceri agisindan yetkin
olduklar1 kadar, uygulamalarinin etik ve yasal kurallara uygunlugu hakkinda
da derinlemesine bilgiye sahip olmalar1 gerekmektedir (Lawson, 2011; Unnik-
rishnan ve ark., 2014).

Toplumlarin siirdiiriilebilir basariyi, refah ve mutlulugu elde etmesi ahlaki il-
kelerin hayatin her alaninda uygulanmasi ile miimkiin olabilir. Is diinyasinin
yalnizca “verimlilik” ve “karlilik” ekseninde hareket etmesi topluma ve uzun
vadede i hayatina biiyiik bir maliyet yiiklerken, insan1 merkeze almas1 gere-
ken saglik sektoriiniin is diinyasindaki gelismelerden etkilenerek verimliligi
merkeze almasi ahlaki sorunlar1 arttirmaktadir. Ahlaki ilkelere ihtiyag hisse-
dilmesi yeni anlayislarin gelismesini ve “ne kadar” sorusunun yaninda “nasil”
sorusunun da sorulmasini giindeme getirmektedir. Saglik hizmetlerinde ahlaki
ilke, tutum ve davranislarin dlgiilmesi ve saglik kuruluslarinin bu konuda daha

duyarli olmaya tesvik edilmesi biiylik 6nem tagimaktadur.

Yontem

Literatiirde is ahlakinin saglik hizmetlerindeki 6nemi {izerine kavramsal ¢alis-
malar yer almakla birlikte orgiitsel sonuglarini inceleyen ampirik ¢alismalar ye-
tersizdir. Alana katki saglamak amaciyla gerceklestirilen bu arastirmada, saglik

hizmetlerinde is ahlaki ile kurumsal performans arasindaki iligki sorgulanmastir.

Model ve Hipotez

Arastirmada kullanilan modelde is ahlaki ti¢ farkli boyutu ile ele alinmistir. Bun-
lar yoneticilerin ahlaki tutumlari, ¢alisanlarin ahlaki tutumlari ve hastanenin
ahlaki tutumudur. Arastirmanin temel hipotezi s6z konusu ii¢ faktor ile kurum-

sal performans arasinda dogrusal yonde ve olumlu bir iliski oldugudur (Sekil 1).
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Yoneticilerin
ahlaki

tutumlar:

Caliganlarin
ahlaki

tutumlar1

> is Ahlaki |:>
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Hastanenin
ahlaki

tutumlar1

Sekil I: T ahlaki kurumsal performans modeli.

Veri Toplama Araci

Arastirmada kullanilan 6lgek Zaim (2012) tarafindan gelistirilmistir. Is ahla-
ki ile ilgili kapsamli bir literatiir taramasinin ardindan cesitli sirketlerin insan
kaynaklar1 yoneticileri, iist diizey yoneticiler, akademisyenler ve konuyla ilgili
uzmanlardan olusan bir odak grup ¢alismasi ile taslak haline gelen 6l¢ek, pilot
¢alismadan sonra iki ayr1 saha ¢alismasinda kullanilmig (Zaim, 2012, 2013) ve

gerekli goriilen diizeltmelerle 2013 yilinda son seklini almistir.

Olgek, is ahlaki ile ilgili 48 sorudan olugmaktadir. Sorular, yoneticilerin ah-
laki tutumlari, ¢alisanlarin ahlaki tutumlari ve hastanenin ahlaki tutumu ka-
tegorilerine ayrilmistir. Ankette kullanilan besli Likert 6l¢eginde 5=kesinlikle
katiliyorum, 4=katiliyorum, 3=kararsizim, 2=katilmryorum, 1=kesinlikle ka-
tilmiyorum anlamlarini ifade etmektedir. 6. ve 48. sorular yaniltma 6n yargi-
sin1 (response bias) azaltmak amaciyla dolgu maddesi olarak yer almakta ve

puanlamada hesaplanmamaktadir. Olgek puani, bu iki soru disarida birakilip
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46 soru iizerinden hesaplanmaktadir. Olgegin giivenilirligi (Cronbach’s alpha)

0,98 olarak hesaplanmigtir. Olgek Ek 1'de yer almaktadur.

Calisma Grubu ve Islem

Arastirma 2013-14 yillarinda gergeklestirilmistir. Istanbul’un kamu hastanele-
rinden Istinye Devlet Hastanesi, Pagabahce Devlet Hastanesi, Taksim Hkyar—
dim Egitim ve Arastirma Hastanesi, Umraniye Egitim ve Arastirma Hastanesi,
Sigli Etfal Egitim ve Arastirma Hastanesi ve Haydarpasa Numune Egitim ve
Arastirma Hastanesinde gorev yapmakta olan farkli diizeyde yoneticilerle, he-
kim, hemsire ve diger saglik calisanlarina tesadiifi 6rnekleme yoluyla 500 adet
anket dagitilmistir. Anketlerden 255 tanesi geri donmiis, eksiklikler sebebiyle
bir kismi elenmistir. Yoneticilerin ve ¢aliganlarin biitiin sorularini cevapladig:

207 adet anket degerlendirilmeye alinmustir.

Degerlendirmenin ilk agamasinda faktor analizi yapilmis ve varsayilan faktor-
lerin giivenilirligi test edilmistir. Ikinci asamada ise s6z konusu faktorler ile ku-
rumsal performans arasinda varsayilan olumlu dogrusal iligki regresyon analizi

ile test edilmistir.

Bulgular
Regresyon Analizi

Arastirma hipotezinin dogrulugunu test etmek amaciyla dogrusal (lineer) bir
model olusturularak tahmini en diisiik kareler (ordinary least squares estimates)
yontemiyle regresyon analizi yapilmistir. Modelde, bagimli degisken (Y) kurum-
sal performans, bagimsiz degiskenler ise sirasiyla yoneticilerin ahlaki tutumlari
(X)), calisanlarin ahlaki tutumlari (X,) ve hastanenin ahlaki tutumudur (X,). Mo-
deldeki B, B,, B, katsayilar1 X, X, X ’teki bir birimlik artisin Y'yi ne kadar degis-
tirecegini gostermektedir. Coklu regresyon analizine (multiple regression analy-
sis) baslamadan once dogrusal regresyonun biitiin varsayimlar1 (Lind, Marchal

ve Mason, 2001, s. 510-512) test edilmis ve herhangi bir problem goériilmemistir.
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Y= ‘30 + ﬁIXI + B2X2+ [33X3

Modelin anlamliligini 6l¢gmek igin yapilan Anova testinin hipotezleri su se-
kildedir:

H: [31: [32: [33=0
H,: [31, [32,[33 ’in en az biri # 0

Testin sonuglar1 Tablo 1de goriilmektedir. Anlamlilik seviyesi 0,05ten kiigiik

oldugu i¢in model anlamlidir.

Tablo 1
Anova (F) Testi
Model Kareler Toplam1 df Ortalama F Sig.
1,00 Regresyon 51,52 3,00 17,17 62,55 0,00
Kalan 37,61 137,00 0,27
Toplam Toplam 89,13 140,00

Bir sonraki agamada bagimli degiskenin ne oranda bagimsiz degiskenler tara-
findan agiklandigina bakilmalidir. Tablo 2'de gériildiigii gibi, modelde bagiml
degiskenin %57’si (R* = 0,57) bagimsiz degiskenler tarafindan agiklanmaktadir.

Bu oran kurumsal performans igin oldukgea ytiksektir.

Tablo2
Modelin Ozeti
Model Ozeti Siitun 1 Siitun 2 Siitun 3 Siitun 4 Siitun 5
Model R R-kare Diizenlenmis R-kare Tahmini Standart Hata
1,00 0,76 0,58 0,57 0,52

Son olarak t-testi sonuglarina bakilmalidir. Tablo 3’te goriilen sonuglar faktor-
lerin anlaml olduguna isaret etmektedir. Beta degerlerine gore, hastanelerin
kurumsal performansini etkileyen unsurlarin baginda kurumun ahlaki tutumu
gelmektedir (0,35). Yoneticilerin ahlaki tutumlar1 ise bununla hemen hemen
esit diizeyde kurumsal performans: etkilemektedir (0,34). Calisanlarin ahlaki

tutumlarinin kurumsal performansa etkisi nispeten daha azdur.

132



Tarim, Zaim, Torun / is Ahlaki Uygulamalarinin Hastane Performansina Etkisi:...

Tablo 3
t-Testi Sonuglart
Siitun 1 Siitun 2 Siitun 3 Siitun 4 Siitun 5 Siitun 6 Siitun 7
Model Standart olmayan katsayilar ~ Standart katsayilar t Sig.
B Std. Error Beta B Std. Error
1,00 Sabit 1,07 0,22 4,99 0,00
Yonetici ahlaki 0,27 0,07 0,34 391 0,00
Caligan ahlaki 0,16 0,08 0,16 2,00 0,04
Kurumsal ahlak 0,29 0,07 0,35 4,29 0,00
a Bagimli degisken: Kurumsal performans
Tartisma

Kamu hastaneleri son yillarda hem fiziki hem idari yapilar itibariyle 6nemli
bir degisim siirecinden ge¢mektedir. Bu degisim temelde verimlilik ve kaliteyi
arttirmaya yoneliktir. Ancak saglik hizmetlerinin basarili bicimde sunulmasi ve
hastalar ile saglik personeli nezdinde istenen sonuglarin elde edilmesi igin ve-
rimlilik parametreleri yaninda ahlaki unsurlara da dikkat edilmesi gerekmek-
tedir. Meselenin ahlaki boyutu ihmal edilirse, uzun vadede hem hastanelerin
performanst hem de saglik hizmetlerinin kalitesi ve siirdiiriilebilirligi agisindan

ciddi sorunlar yasanmasi kaginilmazdir.

Hastanelerin performansi ele alinirken is ahlaki boyutunun genellikle ihmal
edilmesi, is ahlaki uygulamalari ile performans arasindaki iligskinin belirli ol-
mayisindandir. Bu ¢aligmanin temel amacy, i ahlaki uygulamalarinin hastane

performansi ile iligkisini veriye dayali bicimde ortaya koymaktir.

Aragtirma verilerimizin analizi, is ahlaki uygulamalari ile hastane performansi
arasinda olumlu yonde dogrusal bir iliski oldugunu gostermektedir. Bu sonug
is ahlaki uygulamalarinin yalniz manevi degerler agisindan degil, hastanelerin
performansi ve saglik hizmetlerinin siirdiiriilebilirligi agisindan da 6nemli ol-

dugunu vurgulamaktadir.

Kamu hastanelerinde is ahlaki uygulamalarinin genel olarak hastane perfor-
mansini olumlu yonde etkiledigi sonucu, daha énce is ahlaki uygulamalar:
ile performans iligkisini farkli sektérlerde ortaya koyan Zaim (2013, s. 194)

ve Ergiin ve Kudretin (2005) bulgulariyla uyum gostermektedir. Hussmann
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(2011) ve Dolan ve Olsen (2002) saglik sektoriinde belirsizliklerin ¢oklugunu
ve is ahlaki ile performans iligkisi 6l¢iimiiniin giigligiinii ileri siirmiiglerdir.
Aragtirmamizda elde edilen sonuglar, is ahlaki uygulamalarinin performansla
iligkisinin saglik sektoriinde de dl¢iilebilir bigimde ortaya konmasi agisindan

Onemlidir.

Hastanelerin performansini etkileyen is ahlaki boyutlari i¢inde kurumsal poli-
tikalarin ilk sirada geldigi ve bunu yoneticilerin tutum ve davraniglarinin takip
ettigi goriilmektedir. Bu sonuglar, arastirmamizda ele aldigimiz ti¢ boyutla bir-
likte hastalarin ahlaki tutumlar1 boyutunu da ele alan Foglia, Pearlman, Bottrel,
Altemose ve Fox (2009) elde ettigi sonuglarla benzerlik arz etmektedir. Kanji
ve Moura (2003) da hastane performansinda 6zellikle {ist yonetimin 6nemine
dikkat ¢ekmislerdir. Hekim, hemsire ve diger saglik calisanlarinin ahlaki tutum
ve davraniglarinin da performans iizerinde belirgin ancak daha az bir etkiye

sahip oldugu tespit edilmistir.

Kamu hastanelerinde verimlilik ve kaliteyi esas alan zihniyet degisikligi olumlu
bir gelisme olmakla birlikte saglik hizmetlerinin temel dinamiklerinden uzak-
lagmamaya 6zen gostermek, insan-odakliliga daha fazla egilmek ve ahlaki bo-
yutlar1 ihmal etmemek gerekir. Siirdiiriilebilir bagar1 ancak, insan unsurunun
etkili kullanilmasi, mesleginde yetkin ve ahlakli insanlarin dogru konumlandi-

rilip verimli bicimde ¢alismast ile miimkiindiir.
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Abstract

In recent years, ethical issues that are confronted in the business world, and the distrust,
instability, and loss of reputation that have emerged from these ethical issues have caused
work ethics to gain importance. The principles of work ethics are being considered in
decisions, attitudes, and behaviors, as well as in manufacturing and presenting products
and services to enhance efficiency, profitability, and quality. Health sector, in which the
focus is people and which deems the protection of human health as the most sacred duty,
is one of the sectors that mostly need moral principles and rules. The aim of this study is
to question the relationship between work ethics and institutional performance in health
services. In the model of this study, work ethics was categorized into three aspects: ethical
manner of managers, ethical manner of workers, and ethical manner of hospitals. Using
questionnaires, the data were gathered from 207 people working in public hospitals in
istanbul. As a result, the positive relationship between these three aspects of work ethics
and institutional performance is observed. The aspect that mostly affects the performance
of hospitals is the institutional policies followed by the attitudes and behaviors of managers.
The study found that the ethical attitudes and behaviors of doctors, nurses, and other
medical staff have a clear but less impact on performance. These results indicate that the
work ethics practices are important not only in terms of sentimental values, but also in
terms of hospital performance and health service sustainability.
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Work Ethics Concept

In Arabic, the term “ethics” means “temperament, character, nature, habit,
virtuousness, spiritual qualification, and gesture” (Yilmaz, 2009, p. 13). In
Turkish Language Association (TLA)’s Turkish Dictionary (1998), ethics is the
plural form of the term “hulk;” which is defined as “the behavioral methods and
rules which should be adopted and obeyed by the people in a society” as well as

“good qualifications and beautiful habits”

Ethics comprise all the ideas, values, norms, relations, and behavioral patterns,
which historically or perceptibly make the attitudes for a social constitution,
class, and district into a rule for a definite society, country, or a whole society
(Aydin, 2001, p. 3). According to another definition, ethics means the behavior
pattern and rules that are expected from the members of society with the aim of
ensuring a feasible, positive, and fruitful communal living (Tevriiz, 2007, p. 58).
In the Koran, the terms “hulk” and “ethics”—which are the core of social ethics
in Islam, hadiths, and other Islamic resources—are used to state good and bad

manners, virtues, and disgraces in general (Cagrici, 2000, p. 25).

The most remarkable approach among psychoanalytic, social learning, and
cognitive enhancement, which try to explain moral development, is the cognitive
enhancement approach of Kohlberg. For Kohlberg, moral is a cognitive concept
that includes the act of taking a decision on what is right or wrong and good or
bad, and to act in line with this decision. Moral development comprises three
periods, each of which includes two different steps. These are (i) pre-traditional
period that represents the childhood stage and includes penalty—avoidance
and regulation of mutual relations; (ii) growth age and the traditional period
that represents the juvenility and includes being recognized by others and
obeying the rules; and (iii) the principal period that represent the adulthood
and includes individual rights and universal principles (Eksi, 2006, p. 30).

Although several writers use the terms “morals” and “ethics” with the same
meanings, the content of these terms is different. In general, ethics are
considered as a moral philosophy. Moral philosophy (ethics) is the philosophy

branch that analyzes the terms such as task, liability, responsibility, necessity,

136



Tarim, Zaim, Torun / The Effects of Work Ethics Practices on Hospital Performance:...

and virtue, and discusses the ethical judgments regarding the righteousness
and wrongfulness, good and bad, which questions the nature of moral action
and tries to explain a good life (Cevizci, 1993, p. 18). If there is a need to state a
clear distinction between “morality” and “ethics,” we can use “moral” in terms
of “morality” and “philosophy of ethics” in terms of “ethics” (Arslan, 2001,
pp- 6-8). In brief, “ethics” is defined as “the whole of moral principles which
constitute and dominate the behaviors of a person” (Kilavuz, 2003, p. 34). It
generally stimulates different perceptions to charge the person acting amorally
or unethically. Moreover, the emphasis of this word is decreasing because there

is no social meaning of the term “ethics” in Turkey (Egri & Sunar, 2010, p. 44).

Work ethics, as an under title of the term “ethics” and in line with the general
definitions of “ethics,” is defined as “being based on righteousness, legitimacy
and effort in business life; observing the moral principles in ensuring the work

environment for staff and in paying their wages” (Yilmaz, 2009, p. 13).

Itis also possible to define work ethics as a science, which investigates the targets
directed to work and activities, duties, and responsibilities that are conducted
with the aim of achieving these targets, as well as the attitudes and behaviors
that are shown by the shareholders (Bolat & Seymen, 2003). In addition, it
questions the attitudes and behaviors as right or wrong in line with the ethical
norms and rules (Ozdemir, 2009, p. 307).

While there are several differences between work ethics and business ethics
concerning content, reference, qualification, scope, and starting point, they
serve the same purpose, such as in regulating business relations, creating safety
in work environment, ensuring integrity and peace, developing righteousness,
respect and equality, and auditing of staff (Gok, 2008, p. 15). Thus, there is no

problem in using these two terms synonymously (Ozdemir, 2009, p. 304).

Development of “Work Ethics” Concept

Work ethics concept has been affected by political, economic, and managerial

developments that lead to social change and transformation. While the
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philosophers of Ancient Greek and Rome were relating the commercial
activities with greed and lies, and evaluating them negatively (Berkman &
Arslan, 2009, p. 45), almost all the religions have stated several moral/ethical
judgments on business life, and these judgments have played an important role
in shaping the economic life (Zaim, 2012, p. 30). Work ethics concept went

beyond the religious framework at the end of 19" century.

The emergence of ethical issues in business life has been accelerated by the desire
and passion of individuals and businesses to gain more, by placing self-interest
before everything, and by turning highly competitive environment into struggle
for life (Ozdemir, 2009, p- 302). This was further induced by selling of unworthy
products even in institutions that are accepted as leaders, causing negative
impacts of businesses on natural environment, spreading of bribery practices
in national and international stages, and deeming ethics as equal to money and
power in the business world and in general (Bolat & Seymen, 2003, p. 5). Because
of scandals in big companies, such as Enron, Tyco, WorldCom, Adelphia, Ahold,
and Parmalat, since the beginning of the 21st century, the social responsibility
concept has developed with public pressures to conduct work ethically. The idea
that there may be positive impacts of ethical decisions on company profitability,
quality, and perfection (Ozgener, 2009) has caused more discussions in the
business world and academic environment on work ethics. Nowadays, there are
ethical principles, ethical committees, and ethical programs created in businesses.
Moreover, there are several postgraduate and doctorate theses and courses about
work ethics in universities.

The work ethics approach and literature that have emerged since the beginning
of the 20™ century can be categorized as follows (Torlak, 2013, p. 11):

« Period of ethics emerging in business world (1900-1920)
o Period of professionalism and work ethics in business world (1920-1950)

« Period of growing scales in business world and complexity in work ethics
(1950-1970)
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« Period of preventive and regulative work ethics (1970-1990)

« Period of global business and global work ethics (1990 - )

Relation Between Work Ethics and Performance

There are several studies regarding work ethics and performance. In general,
people who have ethical principles have higher performance (Zaim, 2013, p.
194). The ethical features that impact the organizational results in business
life are honesty, reliability, fairness, equality, objectivity toward everybody,
responsibility, dependency on laws and rules, and independence (Ergiin &
Kudret, 2005; Uzungarsili, Toprak, & Ersun, 2000; Zaim, 2013).

The ethical practices that may increase the business quality are efforts such
as ensuring workers’ occupational safety, designing work environment
conforming to health conditions, applying a satisfactory wage policy, respecting
union activities, paying attention to workers’ privacy rights, and, considering
merits when selecting and promoting personnel. Additionally, avoiding sexual
harassment and insulting acts toward workers’ vocational competencies and
reliability, avoiding race and gender discrimination, avoiding exploitation of
women and children, preventing sexual abuses, and ensuring various social
rights, are among the main conditions for increasing business reliability
and productivity (flhan, 2009, pp- 263-264). Likewise, ethical attitudes and
behaviors of workers, such as attending and leaving work on time, finishing
work on time, avoiding the use business materials for personal purpose, not
passing the buck on others, avoiding behaviors that may disturb or delay others’

works (Aras, 2001, p. 44) contribute to organizational results.

According to studies conducted in Korean and Japanese companies, work
ethics contribute significantly to profitability in the long run (Lee & Yoshihara,
1997). The annual survey of admired companies range by “Fortune” magazine
has shown that ethical behavior and social responsibility defined as social
performance strengthen companies’ reputation. Work satisfaction is also higher

in organizations where ethical degree is perceived high (Babin et al., 2000;
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Joseph & Deshpande, 1997; Koh & Boo, 2001; Mulki et al., 2006; Schwepker,
2001; Schwepker & Hartline, 2005; Vitell, Ramos, & Nishihara, 2009).
Organizations that have ethical understanding give more importance to social
responsibility activities and workers in such organizations are more active, and
they have higher performances in terms of market share and profitability (Jin &
Drozdenko, 2009). Leadership that is respectful about ethical values increases
workers’ productivity, satisfaction, and their dependence on companies (Kerns,
2005). They are required to move in line with the ethical principles to gain
advantage in sustainable competence (Hitt & Collins, 2007).

The main areas that business managers rely on ethical decisions are the sector
in which the company is active, business environment, organizational culture,
and managers personal experiences, whereas the main reason for failure in
taking ethical decisions is the lack of law enforcement by senior managers
(Yurtsever, 1997).

Work Ethics in Health Services

Medical ethics, which is the sub-branch of work ethics regarding ethical issues in
medical practices, considers mentalist approaches that are effective in decision-
making processes and behaviors. Four such approaches are the code of ethics,
consequentiality, principlism, and morality. Code of ethics includes behaviors
that are accepted as absolute right or absolute wrong. Consequentiality puts the
ethical decisions on the best results. Principlism uses ethical principles to reach the
ethical decisions. These are determined as not to harm, being helpful, respect to
self-determination, and justice. Morality focuses on the character of the decision
maker as he/she reflects on the behavior (Tiirk Tabipler Birligi [Turkish Medical
Association], 2005). The principle of not to harm means avoiding redundant
acts that may worsen the patient’s condition, and the principle of being helpful
means considering the patient’s benefit. Likewise, the principle to respect to self-
determination means showing respect on the patient’s ability to take his/her own
decisions, providing information, and getting approval for planned interventions.

Lastly, justice means distributing medical service fairly (Kantarci, 2007).
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The quality of service provided in any health institution should be evaluated
in terms of the ethics. Traditional medical ethics, in which the doctor has
responsibility only for the patient with a narrow sense called “privacy,” is not
satisfactory from the perspective of scientific and technological development,
increasing medical knowledge, and complexity of medical practices. Doctors,
who have to take decisions about abortion, assisted reproductive therapy,
dismissal of treatment, euthanasia transplantation, life-extending therapy,
genetic research, experimental research, and recording of data should show
great care not to harm patients. Moreover, they should be helpful to protect
patients’ autonomy, and should think of sharing the limited resources and needs
of society (Aydin, 2001; Fox, 2014; Giingoren & Kurutkan, 2013; Sayim, 2011).

Health sector has a structure where there are uncertainties. Uncertainty means
the condition that is not possible to estimate who, when, and how a disease would
be diagnosed and whether the medical treatment will be effective (Hussmann,
2011). The concerned parties cannot have enough information about costs and
timing because of the nature of disease (Dolan & Olsen, 2002). It is almost
impossible to make a budget for health sector, which is the main reason for
the existence of insurance companies. However, the parties are not on equal
footing in terms of uncertainties. Information asymmetry in the health sector
is higher in comparison with other fields. The limited knowledge of patients on
efficiency and quality of medical care, ignorance about medical investigation
and treatment required, or unfamiliarity with the appropriateness of various
alternatives (Civan, 2009) cause them to let the doctor to take a decision (Avci
& Teyyare, 2012). However, the doctor may use this data for his/her self-
interest or at his/her own will. In contrast, a patient’s inability to define the
balance between the quality of health service and its price creates the possibility
of determining whether to have insurance or not (Sayim, 2011). The patient
with insurance may demand to take all the medical examinations, whereas the
patient without insurance who has to pay out of pocket may demand to take

minimum medical examinations.

Because of the implementation of redundant transactions for earning points or

monetary gains, a hospital would recommend stay for generating income for the
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hospital, and create a situation in which a serious patient is referred to another
hospital to avoid being sued, making access to quality health service. Performance-
based payment system violates the patient’s rights and the responsibility of doctors,
and thus conflicts with the principles of not harming the patient and being helpful.
This system shortens the time for the patient and makes the condition difficult,
in which the patient is included in the decision-making process following the
principle of respect to self-determination, informed about the process, and also
his/her approval is taken, thus increasing medical errors (TTB-UDEK Etik
Calisma Grubu [TTB-UDEK Ethics Study Group], 2011). In order to ensure that
the informed consent conforms with the ethical principles, the risks of suggested
medical intervention should not be hidden, the benefits of suggested intervention
should not be exaggerated, the disadvantages which may emerge due to lack of

medical intervention should not be exaggerated, and there should be no pressure.

Another area in which the doctor may tend towards inappropriate ethical
behavior is regarding drug applications. There are some ethical issues,
such as prescribing a drug without seeing the patient, making bargain with
pharmaceutical representative on the drugs to be prescribed, and taking

sponsorship from drug companies for prescribing the drugs.

Several academic studies are conducted by Ethical Sensitivity Survey and
similar scales to determine the ethical issues in health sector (Tosun, 2005;
Yildirim, 2008). In these studies, it was observed that the doctors may show
behaviors which are out of social norms because of the fallacy that ethics are
limited to the laws (Yiiriitiicii & Giirbiiz, 2001). A study that investigates the
ways of income generation and the impacts of drug industry on doctors shows

that some doctors may act unethically (Sur & Cekin, 2009).

Studies conducted by the Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) of U.S. focusing on redundant surgeries and hospital
stay time (despite the standards related to patient rights and organizational
ethics), and those conducted by the American College of Physician Executives
(ACPE) in 2005 determine that there are approximately 54% unethical practices
(Desphande & Joseph, 2009). This shows the importance of ethical act for
health organizations ($ahin & Diindar, 2010).
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An increase in the number of ethical problems in health sector affects patients,
health professionals, lawmakers, and insurance companies (Olson, 1998). The
decision to establish ethical committees was taken in the beginning of the
1960s and was revised in Helsinki Declaration in 1975 (Walanj, 2014). Ethical
Committees in Turkey were established with Regulations on Drug Researches,
which became effective in 1993. Ethical committees have important roles in
compliance of clinical researches with ethical principles (Desai, 2012). The
decision of clinical investigation ethical committee is the precondition for
initiating the investigation; however, this decision has no cohesiveness in terms
of law. The existence of ethical committee may be helpful in spreading ethical
behaviors (Weber, 2000). In addition to the competencies of health personnel
on medical information and skills, they should have deep information
about compliance of practices with ethical and legal rules (Lawson, 2011;
Unnikrishnan et al., 2014).

Societies may ensure sustainable success, welfare, and happiness by applying the
ethical principles in every life stages. On one hand, business world acts only in line
with “productivity” and “profitability” and thus, this cause a big cost on society
and business life in the long run. On the other hand, ethical issues are increasing
because health sector puts productivity in the core due to development in the
business world. The need for ethical principles invokes new understandings and
demands answers on “how” in addition to “how many.” It is very important in
health services to measure the ethical principles, attitudes, and behaviors, and to

promote health institutions to become more sensitive on this issue.

Method

In the literature, although there are conceptual studies about the importance
of business ethics on health services, empirical studies that investigate the
organizational results are insufficient. Therefore, in this study, the relationship
between work ethics in health services and institutional performance is

questioned with the aim of contributing to the field.
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Model and Hypothesis

In the model used in this study, work ethics are categorized into three aspects:
ethical attitudes of managers, ethical attitudes of staff, and ethical attitudes of
hospitals. The main hypothesis is that there is a linear and positive relationship
between the above-mentioned three factors and institutional performance (see

Figure 1).

Ethical
attitudes
of managers

Ethical
attitudes
of staff

> Work Ethics :>

DUBULIOJIdJ [eUOT)NITISUT

Ethical
attitudes
of hospital

Figure 1: Work ethics institutional performance model.

Data

The questionnaire used in the study was developed by Zaim (2012). Following
a comprehensive literature review regarding work ethics, the draft scale was
developed after a focus group discussion, including human resources managers,
senior managers, academicians, and experts on the issue. Two different field
studies were used after the pilot study (Zaim, 2012, 2013), and it took its final
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shape in 2013 after the required amendments were made.

The scale included 48 questions about work ethics. The questions were classified
as the ethical attitudes of managers, ethical attitudes of staff, and ethical attitudes
of hospitals. A Likert scale was used in the survey, where 5=absolutely agree,
4=agree, 3=doubtful, 2=disagree, and 1=absolutely disagree. Question 48 was a
fill-in-the-blank question in order to decrease the response bias, which was not
considered for scoring. The score of the scale was calculated over 46 questions
by exempting 6™ and 48" questions. The reliability of scale (Cronbach’s alpha)
is calculated as 0.98. The scale is provided in Annex 1.

Work Group and Analysis

The research was conducted in 2013-14. A total of 500 questionnaires were
distributed via random sampling method to different levels of managers, doctors,
nurses, and other health staff from Istinye State Hospital, Pasabahge State Hospital,
Taksim First Aid Training and Research Hospital, Umraniye Training and Research
Hospital, Sisli Etfal Training and Research Hospital, and Haydarpasa Numune
Training and Research Hospital. Of the total, 255 questionnaires were returned; 48
were excluded because of inadequate data. Finally, 207 questionnaires completed
by managers and workers were evaluated. In the first stage of evaluation, a factor
analysis was performed and the reliability of assumed factors was tested. In the
second stage, the positive linear relationship (supposed to be between the mentioned

factors and institutional performance) was tested using regression analysis.

Findings
Regression Analysis

A regression analysis was performed using ordinary least squares method
by creating a linear model with the aim of testing the validity of the research
hypothesis. The dependent variable (Y) is institutional performance and the

independent variables are ethical attitudes of managers (X,), ethical attitudes
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of workers (X)), and ethical attitude of hospital (X,). B, B,, and B, are factors
in model that shows the impact of one unit of increase in X, X, and X, on
Y. Before performing the multiple regression analysis, all the assumptions of
linear regression were tested (Lind, Marchal ve Mason, 2001, s. 510-512), and

no problem was found.
Y= ‘30 + [31X1 + ‘32X2 * [33X3

The hypothesis for the ANOVA test that was conducted with the aim of

measuring the significance of model are as follows:
HO:BIZﬁZ:ﬁSZO
H: Atleast one of p, B, B, # 0

The results of the test are shown in Table 1. As the significance level is below
0.05, the model in meaningful.

Table 1
Anova (F) Test
Model Total of Squares df Average F Sig.
1.00 Regression 51.52 3.00 17.17 62.55 0.00
Residual 37.61 137.00 0.27
Total Total 89.13 140.00

Next, the ability of independent variables in explaining the dependent variable
is investigated. As is seen in Table 2, 57% (R* = 0.57) of the variation of the
dependent variable is explained by the independent variables. This rate is very

high for institutional performance.

Table 2
Summary of the Model
Summary of the Model Column 1 Column 2 Column 3 Column 4 Column 5
Model R R-square Adjusted R-square Estimated Standard Error
1.00 0.76 0.58 0.57 0.52

Finally, the results of t-test are evaluated. The results in Table 3 show that
the factors are meaningful. The Beta values indicate that the ethical attitude
of institution is the top factor that affects the institutional performance of

hospitals (0.35). Ethical attitudes of managers are almost at par in affecting the
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institutional performance (0.34). The impact of ethical attitudes of workers on

institutional performance is relatively low.

Table 3
Results of t-Test
Column 1 Column 2 Column 3 Column 4 Column 5 Column 6 Column 7
Model Non-standard factors Standard factors t Sig.
B Std. Error Beta B Std. Error
1.00 Stable 1.07 0.22 4.99 0.00
Manager ethic 0.27 0.07 0.34 3.91 0.00
Worker ethic 0.16 0.08 0.16 2.00 0.04
Institutional ethic 0.29 0.07 0.35 4.29 0.00
a Dependent variable: Institutional performance
Discussion

In recent years, public hospitals are going through significant changes both
in terms of physical and administrative structures. These changes are initially
aimed at increasing the productivity and quality. However, in addition to
productivity parameters, attention should be given to ethical issues with the
aim of offering efficient health services and ensuring that the required results
are met for patients and health personnel. If ethical issues are ignored, serious
problems will result in terms of hospital performance as well as quality and

sustainability of health services in the long run.

The reason for ignoring work ethics in hospitals is due to the uncertainty of
the relationship between work ethics and hospital performance. The main aim
of this study is to show the relationship of work ethics practices with hospital
performance, supported by the data.

The analysis of the data shows a linear positive relationship between work
ethics practices and hospital performance. This result implies that work ethics
practices are important not only for sentimental values, but also for hospital

performance and sustainability of health services.

The result that work ethics practices in public hospitals generally affect hospital
performance positively corresponds with the findings of Zaim (2013, p. 194)
and Ergilin and Kudretin (2005) who demonstrate the relationship of work
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ethics practices and performance in various sectors. Hussmann (2011) and
Dolan and Olsen (2002) asserted the difficulty of measuring the uncertainty
level of work ethics and performance. The results taken from this research are
important for health sector in defining the relationship of work ethics practices

with performance in a measurable way.

It is seen that institutional policies come first among work ethics aspects that
affect the hospital performance, followed by the attitudes and behaviors of
managers. These results are similar to the results of Foglia, Pearlman, Bottrel,
Altemose, and Fox (2009) who investigated the ethical attitudes of patients in
addition to the three aspects that we covered in our study. Kanji and Moura
(2003) also focused on the importance of senior management on hospital
performance. They found that the ethical attitudes and behaviors of doctors,

nurses, and other staff have a clear but lower impact on performance.

Although the mentality based on productivity and quality is a positive
development in public hospitals, more attention should be directed to the
main dynamics of health services and people-oriented ways without ignoring
ethical aspects. Sustainable success is possible only by effectively using human
resources and by positioning vocationally competent and well-behaved people

in the right environment for productive works.
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Ek1

Kurumsal Sorular

1. Bence bu hastanede ne gerekgesi olursa olsun kimseye riigvet verilmez ve iltimas yapilmaz.
2. Bence bu hastanede ¢aliganlar arasinda ayrimcilik yapilmaz.

3. Bence bu hastanede hastalarin haklari konusunda hassas davranilir.

4. Bence bu kurulusta ¢aliganlarin haklar1 konusunda yeterli hassasiyet vardir.

5. Bence bu hastanede daha fazla kér elde etmek amaciyla ahlaki ilkelerden taviz verilmez.

6. Bence bu hastanede ahlaki degerler ¢aligma hayatinin vazgegilmez bir pargasidir.

7. Bence bu hastanede birlikte is yaptigimiz paydaslarin (ortak, tedarikei, miisteri, vs.) ahlaki ilkeler
konusundaki hassasiyetine 6nem verilir.

8. Bence bu hastanede hastaya sunulan hizmet konusunda yaniltic1 bilgiler verilmemektedir.

Yoneticilerin Temel Ahlaki Sorumluluklar:

9. Bence bu kurumda yoneticiler diristtiir ve diiriistlige 6nem verirler.
10. Bence bu kurumda y6neticiler ¢alisanlarina kars: adil davranirlar.
11. Bence bu kurumda yoneticiler is ahlakina sahiptir.

12. Bence bu kurumda y6neticiler giivenilirdir.

13. Bence bu kurumda y6neticiler istisareye 6nem verirler.

14. Bence bu kurumda yoneticiler séziinde dururlar.

15. Bence bu kurumda yéneticiler ¢aligkandur.

16. Bence bu kurumda yoneticiler ilkeli davranirlar.

17. Bence bu kurumda yoneticilerin 6zgiiveni yiiksektir.

18. Bence bu kurumda y6neticiler sabirlidir.

19. Bence bu kurumda yéneticiler inanghdir.

20. Bence bu kurumda yéneticiler 6lgiilii davranur.

Calisanlarim Temel Ahlaki Sorumluluklar:

21. Bence bu kurumda ¢aliganlar diiriisttiir.

22. Bence bu kurumda ¢aliganlar ¢aligkandir.

23. Bence bu kurumda ¢aliganlar is ahlakina sahiptir.
24. Bence bu kurumda ¢aliganlar givenilirdir.

25. Bence bu kurumda ¢alisanlar soziinde durur.

26. Bence bu kurumda ¢alisanlar sadiktir.

27. Bence bu kurumda ¢alisanlar saygilidir.

28. Bence bu kurumda ¢aliganlar adil davranirlar.

29. Bence bu kurumda ¢aliganlar istisareye 6nem verirler.
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30. Bence bu kurumda ¢alisanlar inanglidir.
31. Bence bu kurumda ¢aliganlar ilkelidir.

32. Bence bu kurumda ¢alisanlarin 6zgiiveni yiiksektir.

Kurumsal Performans

33. Bence galigtigim kurum genel olarak rakiplerine gore daha basarilidir.

34. Bence ¢alistigim kurum rakiplerine gore daha yiiksek bir pazar payina sahiptir.
35. Bence galigtigim kurum rakiplerine gore daha hizli biiytimektedir.

36. Bence caligtigim kurum rakiplerine gore daha karlidir.

37. Bence galigtigim kurum rakiplerine gére daha yenilikgidir.

38. Bence ¢aligtigim kurum rakiplerine gore daha kaliteli hizmetler tiretmektedir (sunmaktadir).

39. Bence galigtigim kurum rakiplerine gore daha rekabetgi bir yapiya sahiptir.

40. Bence ¢aligtigim kurum rakiplerine gore calisanlarina daha fazla yatirim yapmaktadir.

Bireysel Performans

41. Bence ¢alistigim kurumda ¢alisanlarin performansi rakiplerine gore daha yiiksektir.

42. Bence galigtigim kurumda ¢alisanlarin mesleki bilgisi rakiplerine gore daha iyidir.

43. Bence ¢alistigim kurumda ¢alisanlar rakiplere gore daha basarilidir.

44. Bence ¢alistigim kurumda ¢alisanlar rakiplere gore daha yiiksek bir motivasyona sahiptir.
45. Bence ¢alistigim kurumda ¢alisanlar rakiplere gore daha fazla kurum aidiyetine sahiptir.
46. Bence ¢aligtigim kurumda ¢alisanlar rakiplere gore daha fazla deger tiretmektedir.

47. Bence ¢alistigim kurumda ¢alisanlarin memnuniyeti rakiplerinden yiiksektir.

48. Bence galigtigim kurumda ¢alisanlar rakiplere gore daha basarilidir.
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11 Eyliil olaylar1 birgok toplumsal kodu bastan asag1 doniistiirmiis ve bunlarin
bir kismi1 6nceki konumuna dénememistir. Bu doniisiimden profesyonel meslek
gruplar1 ve meslek kuruluslar: da etkilenmis, meslek sosyolojisi ¢ergevesinde;
kamu yarari, devlet ¢ikari, ulusal giivenlik, terdre yonelik savas, is ve meslek
ahlaki gibi kavramlar yogun bi¢imde tartigmaya acilmistir. Terére yonelik
savasin askeri personel ve istihbarat personeli yaninda avukat, psikolog, hekim
gibi profesyonel meslek sahiplerini de kapsamasi bazi sorular1 beraberinde
getirmistir: Profesyonel meslek sahibi kimdir ve yaptig1 isin ahlaki tabiati
nedir? Profesyonel meslek sahibi kamu yararini mi1 profesyonel sorumlulugunu
mu 6ncelemelidir? Esas olan meslegin geregini yerine getirmek midir, {icretini
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isimli eserinde farkli profesyonel meslek gruplarinin ve meslek orgiitlerinin
gelismis sorgulama tekniklerini (enhanced interrogation techniques) nasil
degerlendirdiklerini, bu siireclerde yeralmaya veya yeralmamaya nasil
yaklastiklarini, yeralmiglarsa neler yaptiklarini avukatlar, psikologlar, saglik

personeli ve askeri personel tizerinden ele almaktadir.

Lauritzen'in cevabini aradig1 sorular1 su sekilde ifade edebiliriz: Profesyonel
meslek sahipleri sorgulamanin bir pargasi olmali midir? Sorgulamalarda
yeralacaklarsa siireclere hangi oranda katilmalidir? Profesyonel meslek
orgiitlerinin etik kodlari, tiyenin sorgulamaya katilmasinda nasil bir etkiye
sahiptir? Profesyonel meslek sahiplerinin sorgulamalara katilmalar1 bu

mesleklere yonelik kamu giivenini sarsar mi?

Lauritzen, geleneksel adli sorgulama tekniklerinin Gtesine gegen ve askeri alanda
izin verilen teknikleri “sert veya gelismis sorgulama teknikleri” olarak tanimlamakta
ve bu kapsamda 10 adet teknigin kullanildigini belirtmektedir: (1) Attention grasp:
sorguyu yapan iki eliyle mahkumun yakalarindan tutup kendine dogru ¢eker ve
onu sarsar. (2) Walling: sorguyu yapan mahkumu sirt1 diiz bir duvara gelecek sekilde
hizlica iter; mahkumun boynu ve kafasi incinmesin diye bir havlu veya kapiisonla
desteklenir. (3) Facial hold: sorguyu yapan, oturan mahkumun arkasinda durur,
avug i¢iyle mahkumun kafasini yanaklarindan bastirarak sabit tutar. (4) Facial slap:
sorguyu yapan mahkumu sasirtmak, sarsmak ve asagilamak icin tokat atar. (5)
Cramped confinement: mahkum oturarak veya ayakta durarak ancak sigabilecegi
boyutta kutulara hapsedilir. (6) Wall standing: mahkum, ayaklar1 duvardan 1-1,5
metre uzakta, el parmaklarinin ucuyla duvara sinav pozisyonunda dayanir. (7)
Stress positions: mahkum oturur vaziyette bacaklarini yanlara dogru agar ve ellerini
basinin arkasinda birlestirerek uzun siire bekler; maksat fiziksel ac1 ¢ektirmek
degil, kas yorulmasina bagl fiziksel rahatsizlik olusturmaktir. (8) Sleep deprivation:
mahkumun elleri 6nden baglanir ve havada asili bekletilir, uyumas: engellenir.
(9) Insects placed in a confinement box: mahkum fobisi oldugu bir hayvan ile ayn
ortamda tutulur. (10) Water boarding: mahkumun agzi ve burnu havlu ile kapatilir,
belli bir yiikseklikten havluya su dokiilerek bogulma duygusu yasatilir.
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Lauritzen, 1 ila 6 numara arasindaki sorgulama tekniklerinin temel kisilik
onurunu tehdit etmedigi icin kullanilabilecegini, geri kalanlarin ise kisiligi
zedeledigi ve zihinsel muhakemeyi ortadan kaldirdig: icin kullanilmamasi

gerektigini soylemektedir.

Psikologlar Guantanamoda bu sorgulama tekniklerinin uygulanmasinda
G.W.Bush yonetimine yardimci olmus, avukatlar gelismis sorgulama tekniklerini
mesrulastirmis, hekimler ise sert sorgulamalar sirasinda tutuklularin fiziksel
durumlarini gézlemlemistir. S6z konusu meslek sahiplerinin bu sorgulamalara
katilmalar1 kamuoyunda tartisma baglatmis, meslek icrasinda etik ve ideallerin

islevinin sorgulanmasina yolagmistur.

Lauritzen, profesyonel 6zelestirinin meslek etigine baghiligin stirdiiriilmesine
nasil yardim edebilecegi, teror tehdidi altindaki demokratik toplumda etik
degerlerin nasil sekillenecegi noktasinda bir bakis agis1 sunmaya galigmistir.
Bu gergevede oncelikle American Psychological Association (APA) i¢indeki
profesyonellik tartigmasini ele almistir. Sonra da profesyonel sorumluluk, hesap
verebilirlik ve kontrterérizmin erdemli bir sekilde yiiriitiilmesi etrafindaki
temel tartigmalar1 incelemistir. Lauritzen tutuklunun onuru ilkesini ve bunun

kontrterérizme uygulanmasini savunmaktadir.

American Medical Association, American Psychiatric Association ve American
Psychological Association, saglik personelinin, psikiyatristlerin ve psikologlarin
sorgulamalara katilmalar1 konusunda kendi tutumlarini agiklayan birer rapor
yaymlamustir.  Ayrica American Psychological Association kendi kurum
rehberinde psikologlarin gelismis sorgulamalara dolayli katilimlarinin 6niinii
acacak degisiklikler yapmustir. Lauritzen ise Guantanamoda sorgulamalara katilan

psikologlarin, psikolojinin temel meslek degerlerini tehdit ettigini sdylemektedir.

Senate Select Committee on Intelligence 3 Aralik 2014 tarihinde 11 Eyliilden sonra
CIAin kullandig iskence tekniklerini desifre eden bir rapor yaymladi. Bu rapor
sayesinde sorgulama tekniklerinin Lauritzen'in belirttiklerinin ¢ok daha Gtesine
gectigini ve -Lauritzen'in hi¢ deginmedigi bicimde- bu tekniklerin ise yaramadigini
ogrenmis olduk. Halbuki CIA 1989da ABD Kongresine verdigi bir raporda bu gibi
sorgulama tekniklerinin mahkumlardan istihbarat elde etmeye yaramadigini zaten

belirtmisti. Lauritzen eserinde bu konuya temas etmemistir.
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Lauritzen ¢aligmasinin “Interrogating Justice” bashkli boliimiinde Adalet
Bakanlig: tarafindan 2002'de yayinlanan ve daha sonra yazarlarinin isimleriyle
(John Yoo ve Jay Bybee) meshur olan bir dokiimana (Bybee memorandum)
dayali olarak goriis belirtmektedir. Bu raporda CIAin kullandig1 higbir
sorgulama tekniginin iskence olarak nitelendirilemeyecegi, bu sekilde
nitelenseler bile Bagkomutan olarak Baskanin bu yontemlerin kullanimina
yetki verebilecegi, bundan dolay1 da federal kovusturma agilamayacag: ileri
stirtilmektedir. Adalet Bakanlig1 2010da yayinladig: bir bagka raporda ise Bush
yonetimine hukuki mesruiyet saglayan bu dokiimanin hukuki yaklagimini
kusurlu bulmustur (Lichtblau ve Shane, 2010). Sorunlu oldugu yayinlayan
kurum tarafindan da kabul edilen bir raporun sonuglarina dayali olarak goriis
belirtmek Lauritzen'in ¢aligmasinin degerini diigiiren bir unsur olmustur. Cok

sayida alintiya yer verilmesi de eserin argiimantasyon akisini1 bozmaktadir.

Gelismis sorgulama tekniklerinin liberal demokrasilerde hangi diizeye
kadar kullanilabilecegi, bilgi ve istihbarat elde etmek amaciyla terér suglusu
kabul edilen kisiye iskence edilip edilemeyecegi tartigmasi giindemdeki
yerini korumaya devam edecektir. CIAin gelismis sorgulama tekniklerinin
tasariminda ve uygulanmasinda yeralan iki psikologun isimleri heniiz desifre
edildi (Risen & Apuzzodec, 2014). APA son agiklamasinda durumu kinad1 ama
gelismis sorgulamalarda yeralacak psikologlarin askeri sorgulama konusunda
egitimli olmalarinin da 6nemini vurguladi. Lauritzen insan onuru ile gelismis
sorgulama tekniklerini birarada degerlendirerek liberal demokrasinin

agmazlarindan birini gostermistir.
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Yenidogan Yogun Bakim Unitesinde Palyatif
Bakim Kilavuzu

Tutku Ozdogan®

Practical Guidance for the Management of Palliative Care
on Neonatal Units

Alex Mancini, Sabita Uthaya, Christina Beardsley, Daniel
Wood. Neena Modi

2014, Chelsea and Westminster NHS Foundation Trust &
The Royal College of Paediatrics and Child Health, 36 sayfa

Bir bebegin dogumu her zaman mutluluk verir. Ancak dogan her 10 bebekten
biri yenidogan yogun bakim {initesine girmekte ve ne yazik ki, ileri bilgi ve
teknolojiye ragmen bu bebeklerin bir kismi hayatini kaybetmektedir. Béyle bir
durumda, hem kisa hayatinin sonuna gelen bebege, hem de karmagik duygular

i¢indeki ailesine hassasiyetle yaklasmak ve uygun destek vermek dnemlidir.

Ulkemizde, hayatinin sonundaki bir bebege -profesyonellik ve empatiyi denge-
leyecek bicimde- nasil palyatif bakim verilebilecegine dair yazili veya sifahi bir
rehber bulunmamaktadir. Palyatif bakim yalnizca son dénem kanser hastalari-

nin agrilarini kesmek gibi algilanmakta ve bu sekilde uygulanmaktadir.

a  Dog. Dr. Tutku Ozdogan, Siileymaniye Kadin Dogum ve Gocuk Hastaliklar1 Egitim ve Arastirma Hastanesi Neonatoloji Egitim
Gérevlisi; Istanbul Universitesi, Istanbul Tip Fakiiltesi, Tip Tarihi ve Etik Anabilim Dah doktora 8grencisi
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Yenidogan palyatif bakimina yonelik farkindaligi arttirmak igin Ingilteredeki
“Chelsea and Westminster NHS Foundation Trust” ve “The Royal College of Pa-
ediatrics and Child Health” kuruluslar: farkli alanlardaki akademisyenlerle mul-
tidisipliner bir rehber hazirlayip 2014 subat ayinda yayinladilar. Ozet olarak ter-

clime ettigimiz bu galiymanin diinya ve Tiirkiye i¢in bir 6rnek olmasini diliyoruz.

Tedaviyi kesme veya uygulamama karar1 verilecek bebekler

Palyatif bakim yapilacak bebekleri 5 grupta toplayabiliriz (Ingiliz Perinatal
Tip Birligi):

1- Her iki bobregin veya beynin yoklugu gibi hayatla bagdasmayan anomalile-

re sahip olanlar

2- Ciddi hastalik veya 6liim riski tastyan, her iki bobrekte idrar birikmesi

(hidronefroz) gibi anomalilere sahip olanlar
3- Gebelik haftas1 olarak yagama sinirinin altinda kalanlar

4- Agir asfiksi gibi, kendi kendine nefes alamayacak, yogun bakimdan ¢ika-

mayacak, hayat kalitesi ¢ok diisitk olmasi beklenenler

5- Taginamayacak kadar agir yakinmasi olanlar

Tedaviyi kesme veya uygulamama karar1 verildikten sonra bebege yapilacak

islemler

Yogun bakimdan ayri, sessiz bir odada aileyle yiiz ylize konusun. Aile isterse

yakinlarini davet edebilmelidir.

Ornek bir konugma: “Amacimiz bebeginiz i¢in agrisiz huzur dolu bir son ha-
zirlamaktir. Onu tedavi edemeyiz ama onun bakimina sonuna kadar devam

edecegiz. Size bu zor dénemde destek olmaya galisacagiz”
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Gerekirse terctiman bulundurun. Aile bireylerinin terciime yapmamasina dik-
kat edin. Aileye kendi aralarinda tartigmak i¢in sans ve zaman verin. Duygula-
rin1 ve sorularini iletebilsinler. Hastay: takip eden hekim ve hemgire de goriis-

meye dahil olsunlar. Teshis i¢in par¢a almak gerekiyorsa bunu aileye agiklayin.

Tedaviyi sonlandirmak i¢in uygun yer ve zamani aileyle konusun. Bebege fi-
ziksel olarak ne olacagini anlatin. Oliimiin gecikebilecegini agiklayin. Olim
stirecinde bebegin nefes almada zorluk ¢ekecegini, renk degisikligi olabilece-
gini belirtin. Bu sirada ailenin bebegin yaninda bulunmak isteyip istemedigini

sorun. Aile bunu istemeyebilir veya fikir degistirebilir, saygil1 olun.

Diger aile tiyeleri de anne-baba ile birlikte olabilir. Bu sirada bebeklerine banyo
yaptirmak, bir kiyafet giydirmek, onu kucaklamak, el veya ayak izini almak,
onunla fotograf ¢ektirmek, kardesleri veya ikizi varsa onlarla fotograf cektir-

mek, kullandig1 esyay1 saklamak isteyebilirler.

Bebegin hemsiresinin baska bebekle ilgilenmemesini saglayin. Aile istedigi
anda hemgireye ulagabilmelidir. Oliimden sonra bebek morga veya aile isterse

eve gidebilir.

Agr1 kontrolii

Palyatif bakim sirasinda agriy1 azaltmak 6nemlidir. Kullanilacak ilacin grubu-
nu, dozunu, verilis yolunu ve siiresini iyi ayarlayin. Agriy1 6l¢mek gerekebilir.
Bebegin damar yolu agiksa onu kullanin. Bebek agr1 kesici aliyorsa devam et-
tirin, opiat tiirevi bir ila¢ baslayacaksaniz dozunu ayarlayarak yiikleme yapin.

Opiatlarin solunumu baskilayip 6liimi hizlandirabilecegini aileye bildirin.

Bebegin damar yolu agik degilse ve agizdan ilagla agr1 yeterince azaltilamiyorsa
ilac1 derialt1 veya yanakigi yolla verebilirsiniz. Ilaci kastan uygulamayn. Az agri
durumunda sukroz veya parasetamol deneyebilirsiniz. Giiriiltii ve 15181 azaltin.

Emzik verebilir, kundaklama uygulayabilirsiniz.
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Belirtilerin kontrolii

Bebek havale i¢in ila¢ aliyorsa devam ettirin. Sekresyon varsa yavasca aspire
edip glycopyrrolate, hyoscine gibi ilaglar kullanabilirsiniz. Sekresyonu ve ag-
lamalar1 kayit altina alin. Damari¢inden kan basinci, kandaki oksijen miktari,
kalp atimi ve kan testleri takiplerini sonlandirin. Bebegi solunum cihazindan

ayirdiktan sonra belirli aralarla kalp atimini sayin.

Beslenme ve s1v1 takviyesine devam edilmesi veya edilmemesi

Tedavinin amaci beslemek degil, konfor olmalidir. Bebegin agrisi varsa agizdan
beslenmeyi sonlandirin, kusmasi varsa beslenme miktarini azaltin. Bebek eme-
biliyorsa anne emzirebilir. Yagama destegini ¢ektikten sonra, 6liim zamani ¢ok
yakinsa agizdan ve damardan beslenmeyi kesin. Oliim zamani yakin degilse be-
bekte aglik ve huzursuzluk yaratmayacaksa aile ile konusarak beslenmeyi kese-
bilirsiniz. Bebek eve gonderilecekse beslenmeye ve sivi takviyesine nasil devam
edilecegi aile ile birlikte diizenlenmelidir. Aileye nazogastrik tiiple besleme egi-
timi verin. Bebegin dogrudan mide veya bagirsaktan beslenmesi i¢in cerrahi gi-
risim yapilip yapilmamasina islemin zararlarini ve 6liimii uzatacagini diisiinerek

karar verin. Gerekirse aileye bu yolla besleme egitimi verin ve takip edin.

Solunum ve oksijen tedavisi

Aileye solunum cihazindan ayrilinca bebege ne olacagini, ne zaman ve nasil
olabilecegini, hangi personelin yanlarinda olacagini agiklaymn. Oliimiin he-
men gergeklesmeyebilecegini ve zaman alabilecegini anlatin. Solunum tiipiinii
kimin ¢ekecegine ve solunum cihazini kimin kapatacagina karar verin. Tiipii
¢ekmeden 6nce bebegi beslemeyin ve tiipii aspire edin. Solunum cihazi ve mo-
nitorlerin alarmini susturun. Aileye o sirada odada bulunma ve bebegi tutma

sans1 verin. Oksijen tedavisine devam etmek 6liimii geciktirebilir.
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Palyatif bakim alan1

Ailenin mahremiyeti ve konforu gézoniine alinarak bir yer segilmelidir. Bebek
yogun bakimin iginde kalabilir veya ayr1 bir oda segilebilir. Annenin kendi te-
davisi devam ediyorsa aksamamasi saglanmalidir. Bebegin tedavisine son veril-
dikten sonra 6liimii hemen gerceklesmeyecekse ve bir bakimevine gonderilme
imkani varsa aile ile konusulmalidir. Bebek palyatif bakim ekibinin oldugu bir
bakimevine gonderilecekse taburcu edildigi hastanedeki yenidogan hekimiyle

baglantis1 devam etmelidir.

Tupii cikarmadan dnce eve veya ev yakinindaki bir hastaneye transfer de konu-
sulmalidir. Transfer edilen yerde sartlar tiip ¢ikarmaya uygunsa tiipii ¢ikarin.
Palyatif bakim ve transfer ekiplerinin uygunlugu da kontrol edilmelidir. Bebege
ve aileye gore bakim sartlar1 degistirilebilir. Palyatif bakim karar1 dogum 6n-
cesinde alindiysa aileye bir bakimevini ziyaret etmesi Onerilebilir. Bu siiregte
aileye destek olabilecek aile hekimligi, hemsirelik hizmetleri gibi birimlerle di-

alog kurulmalidur.

Yenidogan iinitesinde hayatin sonuna dair ikilemler

Yenidogan bebek i¢in bakim planinin palyatif bakima doniigsmesi asamasinda
aile bireyleri arasinda, saglik personelinin kendi arasinda ve aile - saglik perso-

neli arasinda fikir ayriliklar: olabilir.

Saglik personeli arasinda goriis ayrilig1 varsa, iyi planlanmuis, psikososyal igerigi
olan toplantilar ve multidisipliner vaka tartismalar1 yapilmal, hastayla ilgile-
nen biitiin personelin fikirleri alinmali, miimkiinse taraflar arasinda goris ay-
rilig1 azaltilmali, karar agamasinda en tecriibeli olanlarin diisiincelerine 6nem

verilmeli, son karar1 hastay1 takip eden kidemli klinisyene birakmalidir.

Aile ile saglik personeli arasinda goriis ayriligi varsa, aileye karar1 diistinmek i¢in
zaman verilmeli ve kidemli klinisyen yeni bir goriisme ayarlamalidir. Hekim ai-
lenin tedaviye devam etme karar1 vermesine yolagan sebepleri bulmaya ¢alisma-
lidir. Destek iinitesinin tedavi edici olmadigini, bebegin durumunu degistirme-

yecegini, tedaviyi sonlandirmanin bakimin birakilacagi anlamina gelmedigini,
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bakim seklinin degisecegini agiklamalidir. Aile, fikirlerini diger aile bireyleriyle,
arkadaslariyla, dinsel ve ruhsal otoritelerle tartisabilir, ikinci bir goriis alabilir.
Ailenin tedaviye devam etme karari kargisinda saglik personeli yargilayici dav-
ranmamalidir. Fikir birligine varilamadiginda hastane etik komitesinden yardim
alinabilir, tartismanin yapildig1 agik bir forum istenebilir. Bu siiregte aileye bebe-
gin bakiminda en ufak bir degisiklige gidilmeyecegi agiklanmalidir.

Hollandada yapilan bir aragtirmada saglik personeli arasindaki fikir ayrilig
%4, aile - saglik personel arasindaki fikir ayrilig1 %12 olarak bulunmus, fikir

ayriliklari toplanti yapilarak ve gerektiginde ikinci goriis alinarak giderilmistir.

Yenidogan ekibine ruhsal destek dahil her tiirlii yardim hazir olmalidir. Bebe-
gin oliimiinden sonra personelle refleksiyon galismasi yapilmalidir. Gerekirse

inanglar konusunda din gorevlilerinden yardim alinmalidir.

Palyatif bakim bagladiktan sonra aileye destek

Yenidoganda palyatif bakima baglandiginda annenin siitiinii kesmek konusun-
da yeterince veri yoktur. Gogiisler sarilarak siitiin kesilebilecegi belirtilmistir.
Cabergoline, prolaktini inhibe etmek i¢in dopamin D2 reseptdr agonisti gibi

ilaglar ve siit bagist uygun ¢6ztim olabilir.

Yenidogan ekibi palyatif bakim sirasinda aileye ruhsal ve duygusal agidan des-
tek olmali, bebekleriyle ilgili kritik kararlar1 kolaylastirmalidir. Personel her ai-
lenin kendine 6zgii kiiltiirel ve dini inanglar1 oldugunu bilmelidir. Aile istedigi
din adamini ¢agirabilmeli, inanglarina gore dua, vaftiz, orug gibi dini vecibele-
rini yerine getirebilmelidir. Anne ile baba arasinda inang ve kiiltiir farkliliklar:

olabilir. Dindar olmadigini syleyen ailelere din konusunda yardim 6nerirken
dikkatli olmalidur.

Ailelerin bebekleriyle 6zel zaman gegirmesi ve birlikte hatiralar olusturmasi yas
stirecinde faydali olmaktadir. Yastaki aileye verilebilecek destekle ilgili veriler
yetersiz olmasina ve yakinini kaybeden herkes yas siirecindeki yardimdan ayn1
derecede fayda gormemesine ragmen, personelin gerekli egitimi alip bebegini

kaybeden aileye destek olmasi igin yeterince etik neden ve olumlu tecriibe var-
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dir. Literatiire gore, bebegin dlimiinden sonra 2 ay i¢inde bebegi takip eden ye-

nidogan uzmani ve hemsiresinin aile ile gortismesi ruhsal fayda saglamaktadir.

Otopsi ve organ bagisi

Bebegin 6liim nedeni bilinse de her 6len bebek i¢in otopsi istenmelidir. Ailenin
rizasini bu konuda egitimli personel almalidir. Adli vakalarda otopsi daha fazla
o6nem kazanmaktadir. Organ bagis1 diisiiniiliiyorsa aile ve saglik personeli bir-
likte hareket etmelidir.

Sonug¢

Ulkemizde yenidogan palyatif bakim uygulamalarinin aileler ve saglik perso-
neli tarafindan kabul edilmesi zaman alacaktir. Bu konuda hukuki agidan da
ciddi degisikliklere ihtiya¢ vardir. Insanlik onuru adina ilerleme kaydedilebil-

mesi i¢in ilgili taraflarin biraraya gelip gerekli diizenlemeleri yapmas: gerekir.
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Review

Enhancing Evolution, Transcending Human
Nature

Rainer Brémer®

Enhancing Evolution: The Ethical Case for Making Better People
John Harris
Princeton, 2010 [Kindle Ed.), Princeton University Press, 261 pages

What is “human nature”? While discussing human dignity and rights, what is
the nature of the being that we have in mind? Anthropology seeks to address
the ancient foundational question of philosophy: “Who are we?” With all its
variety, the human species, at the current point in time, is usually considered
to be stable. It consists of a gene pool that produces phenotypes that vary but
is not moving in one specific direction. Biomedical interventions into human
bodies and minds are assessed on the basis of this common humanity — however

differently abled individuals can be perceived among them.

John Harris, a doyen of bioethics at the University of Manchester (U.K.),
challenges this widely held consensus. Over hundreds of millennia, the
succession of populations leading to our current human community underwent

momentous changes. Had it not, “we” would still be living in the guise of

a  Rainer Bromer, Ph.D,, Istanbul University, Istanbul Faculty of Medicine, Department of Medical History and Ethics, Capa,
Fatih, Istanbul 34093 Turkey
Research areas: History of medicine in Islam, cultural history, bioethics
Email: rainer.broemer@gmx.de
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humanoid organisms. Had we gone down a different route of changes, “we”
would be bonobos or chimpanzees. If this is true of our past, Harris argues,
then how can it not be true of our future? Why should we assess possible
modifications of “human nature” by the yardstick of today’s physiology and
psychology? Harris doubts that current humanity is ethically more valuable
than potential descendants diverging significantly from our present form
and function. He discusses the future of humankind, not with an apocalyptic
view in which today’s Homo sapiens struggles for survival but with a vision
of a different humankind benefiting from all sorts of enhancements; genetic,
pharmacological, etc. Harris’s perspective is one in which humankind reaches a
state of bodily immortality or at least achieves a lifespan of five hundred to one
thousand years. He considers this aim to be attainable even with today’s state of
technology and to be ethically desirable, brushing off common reservations, be
they egalitarian or ecological. Harris suggests a pilot project enabling a small
number of individuals to undergo life-extending treatments to monitor these
effects on society. Given the possibility that few people would even volunteer for
an untested modification, he does not anticipate major conflicts over access to
life prolongation. Eventually, he argues that participation in this line of research

will become a moral obligation, if not to ourselves, then to future generations.

It is common to find philosophers feeling more confident vis-a-vis technological
possibilities than scientists themselves. Though risk assessment is not the topic of
Harris’s book, we should not forget that even modest advances in biotechnology
have revealed major flaws; the cloned sheep Dolly died young and in pain.
However, even the ethical perspective seems strangely underdeveloped. At the
current state of this debate, it might be more useful to explore societal scenarios
through science fiction, a genre that provides a wider range of thoughts than dry
academic speculations. I was quite surprised to not find a single reference to the
classic film “Gattaca” (1997), which addresses a number of the ethical questions
raised by Harris and answers them in the negative. The plausibility of Harris's
assertion that providing genetic enhancement and extreme longevity to a limited
section of the population would not create existential ethical problems is not very
high, and his comparison with the use of artificial lighting or compulsory schooling

as established enhancement techniques is not convincing.
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Harris’s basic reminder that living species change is certainly valuable. It is
also undeniable that humans have increased the depth of interventions into
species’ evolutionary destiny in various ways. On the other hand, the specific
manipulations Harris champions in his book ought to be contemplated with
great caution, for biological reasons as well as from an ethical and socio-political
perspective. Germ line modifications cannot be undone except by undoing their
carriers. In addition, revolutionizing the most fundamental aspects of society
(like mortality) in the blink of an eye, which have evolved over millennia, does

not bode well for the future of humankind—this one or another.

“Enhancing Evolution” is a stimulating read, raising vital issues that deserve
reflection. Yet, we could call it a premature book, several steps ahead of an

argument that still requires substantiation.
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Tiptaki Degjisimin Insani, Hukuki ve Etik Boyutu
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Biyo-Tip Etigi ve Hukuk
Sevtap Metin

Istanbul, 2010, On Iki Levha Yayincilik, 579 sayfa

Uygulamali bir etkinlik olarak tip, 6znesi ve nesnesi insan olan hekimlik mes-
legi aracilig1 ile hastaliklar1 engellemek ve tedavi etmek amaci giider. Tip ala-
ninda bilgi tiretme yontemlerinin gelismesine paralel olarak teshis ve tedaviye
iliskin bilgiler logaritmik hizla artmaktadir. Ancak hastaliklarin teshis ve teda-
visinde yalniz bilgi ve beceri degil, hastaliga ve hastaya 6zgii deger sorunlar1 ve

hukuki siirecler de 6nemli yer tutmaktadir.

Istanbul Universitesi Hukuk Fakiiltesi Hukuk Felsefesi ve Sosyolojisi profeso-
rii Sevtap Metin tarafindan kaleme alinan “Biyo-Tip Etigi ve Hukuk” baslikli
kitap, biitiin bu deger sorunlarini ve hukuki siirecleri genis bir perspektifle ele
aliyor. Kitabin, alaninda yazilan en kapsamli arastirma ve diisiince eseri oldu-
gunu soyleyebiliriz. Yazarin 6nsozde dile getirdigi “yeni yiizyilin biyo-teknoloji
yiizyil olacagr” ongoriisii hem bir gerceklige isaret etmekte, hem de kitabin
onemini arttirmakta.

a  Dog. Dr. E. Elif Vatanoglu-Lutz, Yeditepe Universitesi, Tip Fakiiltesi, Tip Tarihi ve Etik Anabilim Dals, Inénii Mah. Kayisdagt
Cad. 26 Agustos Yerlesimi, Atasehir, Istanbul 34755
Caligma alanlar: Etik, tip tarihi, tip hukuku, saglik politikalar:
Elektronik posta: drvatanoglu@yahoo.com
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Kitap ii¢ ana béliimden olusuyor. Birinci bolim “Biyo-Tibbin Sosyo-Kiiltiirel
ve Ahlaki Temellendirilmesi” baghigini tasiyor. Bu boliimde biyoetigin temel
konular arasinda yeralan 6liim kavrami, semavi dinlerin hayatin baglangicina
ve yardimci lireme tekniklerine yaklasimi ve biyo-tip alanindaki ahlak teori-
leri tizerinde durulmakta, giiniimiizde giderek yayginlasan ve hizla yenilenen
biyo-tip teknolojisi sorgulanmakta, kiiltiirel farkliliklarin biyoetikteki yansima-
larina deginilmektedir. Diinyada ve iilkemizde tip etigi egitiminde yaygin ola-
rak kullanilan “ilkecilik” akimy, igerigindeki dort temel ilke tek tek ele alinarak
aciklanmaktadir. Biyo-tip alaniyla ilgili herkesin faydalanabilecegi 6rneklerle
zenginlesen boliim, 6zellikle tip ve hukuk alaninda egitim gorenlerin ve ¢ali-
sanlarin diisiinme, sorgulama ve problem ¢dzme becerisi gelistirmesine cid-
di katkilar saglayacak nitelikte. Boliim igerigi, insan haklari, onuru, génenci
ve Orselenebilirligi kavramlarini tarihsel siireciyle birlikte anlamak i¢in iyi bir
firsat sunuyor. Hastaya biyopsikososyal yaklasimin 6nemini anlamay1 kolay-
lastiriyor. Etik sorunlar 6zellikle hukuk sorunlardan ayirt edebilme konusun-
da tanimlara yer veren boliim, saglik politikalari, ekonomisi ve teknolojisinin
hekimlik ugrasina, hekim-hasta iliskisinin dinamiklerine ve temel degerlerine
etkilerini gorebilme, yonetebilme, hastasinin lehine doniistiirebilme ve hukuki

yansimalarini kavrayabilme agisindan 6nemli bilgiler ve ipuglari igeriyor.

Ikinci boliim, “Biyo-Tip Etiginin Kapsama Alanindaki Hayatin Baslangic ve
Sonuna {ligkin Temel Konular” baghgini tastyor. Deontoloji, ahlak ve hukuk
gibi normatif sistemleri tanimlayabilme ve aralarindaki farklar1 degerlendi-
rebilme bilgisini akici ve ayrintili bir kurguyla ele alan bu béliim, biyo-tip ve
biyoetik alanlarinin deger sorunlarini fark edebilme, hekim-hasta iletisiminde
etik degerleri koruyabilme, etik ikilemleri ¢6zme becerisini gelistirebilme ama-

cini giiden herkes i¢in bir kilavuz olarak degerlendirilebilir.

Hayatin baglangicina dair etik ikilemler, insan haklarini ve hekimlik uygulama-
larindaki deger sorunlarini dogrudan ilgilendirmesi nedeniyle biyoetigin ana
meselelerindendir. Kiirtaj ve sezaryenin son dénemde diinyada ve toplumu-
muzda nasil yaygin bigimde tartisildigina, yazili ve gorsel basin-yayin organla-
rinda haberlere konu edildigine ve haklarinda pekgok goriis farkliligi bulundu-
guna sahit oluyoruz. Bu meseleyi hayatin degeri bakis acisiyla ele alan boliimde

garpici agitklamalar ve yorumlar var.
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Canlidan ve 6liiden alinan organin, organ par¢asinin veya dokunun bir baska
insanin, islevini yitirmis organi veya dokusu yerine aktarilmasini ve bununla
ilgili her tiirlit hazirlik, temin, koruma, saklama ve uygulama kosullarini iceren
organ nakli operasyonlari, olaganiistii emek, bilgi ve yetkinlik isteyen, insan-
lik ve bilim adina ¢ok onemli ve 6ncii nitelikte gelismelerdir. Insan hayatini
kurtarmak, uzatmak, hayatin niteligini gelistirmek, tedavi etmek amaciyla ya-
pilan organ nakli operasyonlarinin tibbi, etik ve hukuki boyutlar1 bir¢ok farkl
goriis ve tartigmayi1 da beraberinde getirmektedir. Bir bagka hayat1 kurtarmak
i¢in canli bedene dokunmak yerine kok hiicre arastirmalar: gibi yeni tekno-
lojilerden yararlanmak iizere ¢aligilmalar yapilmaktadir. Organ bagisi icin ka-
muoyunda duyarlilik, giiven, biling ve destek yaratacak bilgi temelli aydinlatici
kampanyalar yiiriitiilmesi 6nemlidir. Kitabin bu boliimiinde beyin 6liimii kav-
ramu biitlin yonleriyle genis ¢apta ele alinmis; organ naklinin insan varliginin
biricikligi ve degeri 6ncelenerek, insan onuru ve kisiligi korunarak, 1rk, din, dil,
cinsiyet ayrimi gézetmeden, insan temel hak ve 6zgiirliiklerine saygili bigimde

gerceklestirilmesine dair degerli bilgilere yer verilmistir.

Ugiincii béliim ise “Biyo-Tip Meselelerinin Adalet ve Hukuk Boyutu” basligini
tasimaktadir. Tibbin evrimi ve bireyin devlet ve toplum karsisinda giiclenmesi,
hukuk ve deontolojide degerlerin ve kurallarin sorgulanmasini ve degismesini
glindeme getiriyor. Hukuk doktrinleri; hak, yetki, 6dev, yiikiimliiliik, sorum-
luluk, adalet gibi kavramlarin tanimini yapmaya ¢alisan, haklarin kaynagini
arastiran ve yontemli bir zihni ¢abanin iiriinii olan bilgi sistemleridir. Bu bo-
limde hemen hemen biitiin tip hukuku konularina ait kapsayic1 bir bakis ve
bilgilendirme sunulmus. Boliim, etik kurullarin yapisi ve isleyisiyle ilgili ge-
nis ve faydali bir degerlendirme icermekte. Klinik arastirmalarda; goniilliile-
rin giivenlik, esenlik ve haklarinin korunmasi, bilimin ve toplumun ¢ikarinin
hicbir zaman denegin saglig: ile ilgili kaygilarin tizerine ¢ikarilmamasi ve go-
niillaligiin kotiiye kullaniminin 6nlenmesi igin temel glivence Arastirma Etik
Kurullaridir. Kurullar, arastirma protokollerini 6nceden gozden gegirip gerekli
islemleri yaparak kamu giivencesini saglamaktadir. Bu boliimde, tip etigi alani-
nin 6nemli belirleyicilerinden olan Diinya Hekimler Birligi Bildirgelerine hig
yer verilmemis olmas: bir eksiklik gibi gériinse de, boliimiin igerigi kendi igin-
de bir biitiinlige ve akiga sahip.
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Saglik hizmetlerinin ve teknolojilerinin bilimsel, hukuki, etik standartlara uygun
olarak hastaya ulagmas igin biitiin taraflarin, devlet organlarinin, yasa koyucu-
larin, saglik kurumlarinin, saglik ¢alisanlarinin, meslek o6rgiitlerinin, uzmanlik
derneklerinin, yazili ve gorsel medyanin ve tek tek bireylerin, hastanin yarar1 ve
toplumun ihtiyaglar1 gergevesinde sorumluluklarini yerine getirmek iizere isbir-
ligi yapmasi gerekir. Sevtap Metin'in “Biyo-Tip Etigi ve Hukuk” isimli eseri bu
ihtiyaca bitiinciil bakis agisiyla yaklasan bir ¢alisma. Akademisyenlere oldugu
kadar akademisyen olmayanlara da hitap eden rahat anlagilir dili ve akici, siiriik-

leyici anlatimy, kitabin giiclii yonlerinden biri olarak vurgulanmalidir.

Tip fakiiltesinden mezun olan her hekimin 6ncelikle, tarihi ve felsefi tartiyma-
lar1 takip edebilen, olaylara yeni ve alternatif yaklasimlar sunabilen bir aydin
kimligine sahip olmasi beklenir. Hekim, yasadig1 toplumun sorunlarini izle-
mek, tahlil etmek ve sorumluluk bilinci ile kendi goriislerini olusturmak du-
rumundadir. Ote yandan, hukuk fakiiltesi mezunlarinin da biyo-tip meselele-
rinin hukuk ve adalet boyutu iizerinde giderek daha ¢ok diistinmeleri ve fikir
tiretmeleri beklenmektedir. Biyo-tibbin sosyo-kiiltiirel ve ahlaki temellerini
yetkinlikle ortaya koyan “Biyo-Tip Etigi ve Hukuk”, mesleki kimligini ve onu
olusturan degerler biitiiniinii bilme ve buna uygun tutum ve davranislar gelis-

tirme kaygis1 duyan biitiin tip ve hukuk mensuplari i¢in bir basucu kaynagidir.
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Is Ahlaki Dergisi iktisadi hayatin biitiin unsurlarina ahlakin yayginlastiriimasi, ahlakn is diinyasinda egemen
olmast ve ahlakh girisimcilerin ¢ogalmasi yoniinde calismalar yapan Iktisadi Girisim ve Is Ahlaki Dernegi'nin
(IGIAD) alt1 ayda bir (Mays-Kasim) yayimladigi akademik bir yayindir.

Is Ahlaki Dergisi, is ahlaki ile ilgili akademik arastirmalara, teorik ve pratik aligmalara yardim ve énciiliik
yaparak is ahlakinin tiim iktisadi kavramlara ve is diinyasina niifuzunun 6niinii agmak, is ahlaki konusunda
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konusunu girisimcilik baglaminda ele alan yazilara yer verilmektedir.

Is Ahlaki Dergisinde;

m  [sahlakialani ile ilgili nicel, nitel aragtirmalara, en son literatiirii kapsamli bicimde degerlendiren derlemelere,
meta-analiz galismalarina, model énerilerine ve benzeri 6zgiin yazilara yer verilir.

m {leri aragtirma/istatistik yéntem ve teknikleri kullanilan giincel alismalara éncelik taninir.

m  Calismalarin yontembilim agisindan yetkinlikleri kadar alana orijinal ve yeni katki sunmalar1 da temel
yayimlanma kriteridir.

® Yayimlanan yazilarin sorumlulugu yazarina aittir. Yayimlanan yazilar, diisiinsel planda Is Ahlaki
Dergisi'ni baglamaz.

®  Yayimlanmis yazilarin yayim haklari IGIAD’ aittir.

m s Ahlaki Dergisi ve yazar/larin isimi kaynak gosterilmeden alinti yapilamaz.
m 5 Ahlaki Dergisinin yayin dili Tiirkge ve Ingilizcedir.

Dergiye gonderilecek yazilar;

m A4 boyutlarindaki kagida ist, alt, sag ve sol bosluk 2,5 cm birakilarak (16 x 24,7 cm’lik alana) 1,5 satir
aralikly, iki yana dayals, satir sonu tirelemesiz ve 10 punto Times New Roman yazi karakteri kullanilarak
yazilmalidir.

m  Gonderilen tablo, sekil, resim, grafik ve benzerlerinin derginin sayfa boyutlar1 digina tagmamasi ve daha
kolay kullanilmalar1 amaciyla 10 x 17 cnr’lik alan1 agsmamasi gerekir. Bundan dolayz tablo, sekil, resim,
grafik vb. unsurlarda daha kiigiik punto ve tek aralik kullanilabilir.

m Ingilizce uzun 6zet de dahil olmak iizere galigmalar 35 sayfay1 asmamalidir.
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Caligma gonderildikten sonra en ge¢ bir hafta i¢inde alindigin: teyit eden bir elektronik posta mesaji
gonderilir.

Gonderilen ¢calismalarin asagida koyu yazilan boliimleri icermesi gerekmektedir;

Tiirkge Baslik Sayfas: (makale baghgini, yazar/lar/in tam adlarini ve unvanlariny, galistiklar: kurumlarin,
adres, telefon, faks ve elektronik posta bilgilerini igermelidir)

Tiirkge Oz (150-200 kelime arast)
Anahtar Kelimeler (5-8 kelime aras)
Ana Metin (Nicel ve nitel galigmalar giris, yontem, bulgular, tartiyma boliimlerini igermelidir)

Yontem kisminda ise eger yeni bir model kullanilmigsa model alt béliimii ile mutlaka drneklem/galisma
grubu, veri toplama araglar1 ve islem alt béliimleri bulunmalidir. Derleme tiirii galismalar ise problemi
ortaya koymaly, ilgili literatiirii yetkin bir bigimde analiz etmeli, literatiirdeki eksiklikler, bosluklar ve
celiskilerin tizerinde durmali ve ¢6ziim igin atilmasi gereken adimlardan bahsetmelidir. Diger ¢alisma-
larda ise konunun tiiriine gore degisiklik yapilabilir, fakat bunun okuyucuyu sikacak ya da metinden
faydalanmasin giiglestirecek detayda alt boliimler seklinde olmamasina 6zen gosterilmelidir.

Tablo, sekil, resim, grafik vb. metin igerisinde yer almalidur.

Ingilizce Baglik Sayfas: (makale baghgini, yazar/lar/in tam adlarim ve unvanlari, ¢alistiklart kurumlarin,
adres, telefon, faks ve elektronik posta bilgilerini iermelidir)

Abstract (150-200 kelime arast)
Key Words (5-8 kelime aras1)

Ingilizce Ana Metin (En az 2,000 kelimelik ¢alisma Tiirke metindeki alt béliimlerini ve kaynakgada yer
alan her bir referansi iermelidir. Ingilizce ana metin galigma yayima kabul edildikten sonra génderilir)

Kaynak¢a (Hem metin iginde hem de kaynak¢ada Amerikan Psikologlar Birligi (APA) tarafindan yayin-
lanan Publication Manual of American Psychological Association adl1 kitapta belirtilen yazim kurallar1
uygulanmalidir).

Yayim Siireci Uzerine Notlar

Yazar ya da yazarlarin tamaminin 1slak imzasini tagiyan agagidaki igerige sahip bir mektup yayimciya
posta ile génderilmelidir: yazinn tiim yazarlarca okundugu, onaylandigs, baska bir dergiye gonderilmemis
oldugu, yazimin hazirlanmasimin her asamasinda bilimsel etik kodlara uyuldugu, yazi yayimlandig: takdir-
de tiim yayin haklarimn yaymnciya devredildigi.

Birden ¢ok yazarli makalelerde editoryal yazigmanin kiminle yapilacag: belirlenmeli ve agik bir sekilde
belirtilmelidir.

Yayimlanan yazilarin igeriginde ya da alintilarinda olabilecek garpitma, yanls, telif hakk: ihlali, intihal
vb. hususlardan yazar/yazarlar sorumludur.

Yayimlanan yazilarin igeriginden yazarlari sorumludur. Ilgili caligmada, eger etik onay alinmasi gereken
durumlar s6z konusu ise yazarlarin etik kurullardan ve kurumlardan onay aldig1 var sayilmaktadr.

Hem metin i¢inde hem de kaynak¢ada TDK Yazim Kilavuzu (Yazim Kilavuzu, 2009, Tiirk Dil Kurumu,
Ankara) veya www.tdk.gov.tr adresindeki online hali) yazim kurallari, akademik atif ve gelenekler bag-
laminda ise Publication Manual of American Psychological Association [6. Baski] esas alinur.
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Turkish Journal of Business Ethics is a semiannual, peer reviewed publication of the Economic Enterprise and
Business Ethics Association (IGIAD) which aims to promote ethical practices in all the aspects of business
world and supports ethically concerned entrepreneurs.

Turkish Journal of Business Ethics is published with the purpose of pioneering, covering, and supporting
theoretical and practical academic studies in the area of business ethics. The journal hopes to stimulate and
contribute to contemporary exchanges of views on the topic. It is the hope of this journal that through such
efforts good ethical practices will be spread and made common in business world.

Turkish Journal of Business Ethics is published twice (May, and November) a year by the Economic Enterprise
and Business Ethics Association (IGIAD). In the journal, all the activities related with exchange of properties
and services are considered within business and work. The ethical dimensions of mentioned activities of
business world, managers, workers, academicians, institutes, NGOs, and etc. are analyzed in the journal.

In that respect, the journal considers articles, reviews, book reviews, and announcements;

m Analyze carefully the processes and politics of ethical issues in management.

m Present theoretical and practical expansions on personal and institutional business ethics.

m Approach business ethics in the context of entrepreneurship.

Contributors submitting their work to Turkish Journal of Business Ethics (TJBE) Journal should be informed that:

o TJBE seeks to publish articles from all areas of business ethics. Articles should include quantitative,
qualitative research, comprehensive literature reviews, meta-analysis, model proposals and original
writings of similar quality.

« TJBE gives priority to current studies using advanced research and statistical methods and techniques.

« TJBE considers original contribution to the field and competency in methodology the main criterion for
publication.

« Authors bear responsibility for the content of the published articles.

« Authors are assumed to have conformed to an ethical code of conduct during research. Ethical problems
that may arise after publication are binding for authors only.

« Published articles are not intellectually binding on TJBE.

« Publishing rights of the manuscripts belong to IGIAD.

o Articles may not be quoted without citing TJBE and the author(s).
« TJBE publishes manuscripts in Turkish and English.

The manuscripts that have been submitted to TJBE are first assessed by the editorial board in terms of
purpose, topic, content, presentation style and mechanics of writing.

As part of the submission process, authors are required to ensure their submission’s compliance with all of
the following items;
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manuscripts should be typed on a A4-sized paper, with top, bottom, right and left margins 2.5 cm (16 x
24.7 cm area), 1.5 line spacing, justified, no end of line hyphenation, using Times New Roman font 10.
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manuscripts must not exceed 25 pages,
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Referees’ reports are secret. Authors have to take into consideration the suggestions, criticisms and
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Authors are responsible for opinions expressed in the articles.

Quotation from the articles in the journal is allowed in condition that the journal should be indicated and
acknowledged as source.

Quoting person or institutions are responsible by law for distortions.

No payment will be made for published articles.

The manuscripts submitted should comply with the sample manuscript format and contain the following
sections:

English Title Page (article title, author(s)” full names and titles, address, phone, fax and electronic mail)
Abstract (between 150-200 words)
Key words (between 5-8 words)

Main Text (quantitative and qualitative studies should include introduction, methodology, findings,
and discussion sections. If the study has used a new model, the methodology section must include
sample/working group, data collection tools and subdivisions of the procedure. Papers that are based on
compilation of other studies should lay down the problem, analyze the relevant literature comprehensively,
underline the gaps and contradictions in the field, and discuss the solution to the problem. Other studies
may vary the sections depending on the subject, but there should not be too many sub-sections that will
impede fluency. Tables, figures, pictures, graphics and so on should be included within the text.)

References (for in text citations and references section, APA style (Publication Manual of the American
Psychological Association [6th edition] published by the American Psychological Association) must be used.

Appendices



