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Temel misyonu insana hizmet olan ve ahlakla cok kadim ve glcld bir irtibati olan saglik
hizmetleri sektérinde calisanlarin 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 ¢ozim Gnerileri tartisilmistir.
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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 iizere saglik hizmetleri sektoriinde ¢alisan-
larin hastalarla iligkilerinde ortaya ¢ikan bir olgu olarak insandisilastirma ko-
nusunda ise Tiirk¢e bilimsel bir ¢alismaya rastlamadik. Bu ¢alismanin amaci
s6z konusu kavrami saglik hizmetleri sektoriinde is ahlaki baglaminda incele-
mek, bir sektorii veya meslegi toptanci bir yaklasimla suglamadan, bu olgunun
neden ortaya ¢iktig1 izerinde durmak, olumlu ve olumsuz sonuglarina isaret
etmek ve olumsuz taraflarini ortadan kaldirmaya yonelik ¢6ziim 6nerileri su-

narak konunun tartigilmasina katkida bulunmaktr.

Insandigilagtirma olgusunun insandisilastiran ve insandigilagtirilan seklinde iki
tarafl, insandisilastirma tutumu ve insandisilastirilma algis: seklinde iki yonii
vardir. Saglik hizmetleri sektorii agisindan bakildiginda insandigilagtirma tutu-
mu saglik personelinin -kendisi farkinda olsun veya olmasin- hastaya yonelik
sahip oldugu tutumu, insandisilastirilma algisi ise hastanin -gergekte boyle 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 inkar: anlamina gelir
(Oliver, 2011). Insandisilastirma kavramu literatiirde énce, kisiler veya gruplar
arasinda ortaya ¢ikan siddet eylemlerinin mesrulastirilmasini saglayan bir et-
ken olarak incelenmigstir (Haslam ve Loughnan, 2014). Kisi veya gruba yonelik
siddet eylemine bagvuranlar, kurbanlarinin kendilerinden farkliliklar tizerine
bina ettikleri, muhatabi insandisilastirma tutumlariyla bu kisilerin insani kim-
liklerini yadsimakta, onlara dair merhamet duyma kapasitelerini azaltmis ol-

makta ve siddet eylemlerini kendileri i¢in kolaylagtirmaktadir.

Insandisilastirma tutumu muhatabin insaniyetini, haysiyetini, hislerinin oldu-
gunu ve merhamete layik oldugunu inkar etme yoluyla ortaya ¢ikar (Opotow,

1990). Ahlaki dislamaya maruz kalan muhatap, adalete iliskin degerler, kural-
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lar ve degerlendirmelerin uzaginda tutulur. Insandigilastirmanin 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 i¢in kullanilirken, son
yillarda is hayatindaki iligkiler agisindan da ele alinmakta, is ahlaki alaninda
calisan bilim adamlari i¢in konunun 6nemine dikkat ¢ekilmekte ve arastirma
cagrilar1 yapilmaktadir (6rn. Trevino, Weaver ve Reynolds, 2006). Kavramu is
ahlakinin hayati 6nem arz ettigi saglik hizmetleri sektoriinde ele alan galismalar
artmaktadir (gelismelerin degerlendirilmesi i¢in bkz. Haque ve Waytz, 2012).

Biitiin ahlaki konular gibi, insandigilastirmay1 da 6lgmek zordur. Degisken, tu-
tum ve algi oldugu i¢in gozlem yapma imkani neredeyse yoktur. Siklikla kulla-
nilan 6z-bildirime dayali anket tarzi nicel 6l¢iim araglarinin sosyal istenirlik gibi
yanliliklarin etkisinde kalma ihtimali yiiksektir. Bu sebeplerle son zamanlarda
arastirmacilar 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. Arastirma konusunun
is ahlaki alanina uyarlanmasi yeni oldugu i¢in, bu alandaki teorik zemininin sag-
lamlastirilmasina ve farkli sektorlerde aragtirilmak tizere yeni modeller gelistiril-

mesine yonelik nitel calismalara da ihtiya¢ oldugu fark edilmistir.

1 Bu doniisiimiin nasil gerceklestigine dair garpici 6rnek, Philip Zimbardonun yiiriitiiciisii oldugu, psikoloji tarihinin en ¢ok ses
getiren ¢alismalarindan biri olan Stanford Hapishane Deneyidir. Universite dgrencilerine fakiilte binasinin altinda yerlestirildik-
leri yapay hapishanede mahkum ve gardiyan rolleri ile gorev tanimlari dagitilmugtir. Baglangigta normal seyreden deney kisa siire
sonra gardiyan roliindeki deneklerin mahkum roliindeki deneklere uyguladig: kétii muamele sonucu kontrolden ¢ikmus ve altinci
giiniin sonunda bitirilmek zorunda kalinmistir. Zimbardonun yillar sonra kaleme aldig1 kitab, 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 Boyutlari

Insandigilagtirma tutumu iki tiirlii ortaya gikabilir (Haslam, 2006): Animalistik
insandigilagtirma, insani hayvanlardan ayiran yiiksek biligsel kapasite, nezaket
ve ahlaki hassasiyet gibi 6zelliklerin inkarini; mekanistik insandisilagtirma, 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-
disilagtirma ile, teknoloji ve tip gibi alanlarda muhataplar1 soguk, pasif, makine
gibi gormek ve aralarinda niteliksel fark gozetmemek mekanistik insandisilas-

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

Bunun yaninda arastirmacilar insandisilagtirmanin 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) tMRI yontemini kullandiklar: 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 acryla arasina duygusal mesafe koymakta ve onun hayatiyet, duygusallik

gibi insani 6zelliklerini yadsimaktadir (Leyens, 2014).

Insandigilagtirmanin Nedenleri

Saglik hizmetleri sektoriinde insandigilagtirmanin ortaya ¢ikmasina neden olan

unsurlar sektorel, orgiitsel ve iliskisel olmak lizere {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-
stma 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 dénemde 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;
halen 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 éncelik verir (Bensing, 2000; White III
ve Chanoft, 2011). Bu yaklasim, saglik uygulamalarindaki insandigilagtirmanin
asil sebeplerindendir (Haque ve Waytz, 2012; Haslam, 2006). Hasta merkezli ve
kanit temelli tip seklinde idealize edilebilecek ve iki yaklagimin dstiinliiklerini

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

Yogun Teknoloji Kullanimi: Daha 1700’1ii yillarda hastanin kalbini ve gogsii-
nii kulakla degil de stetoskopla dinlemenin veya 1900’lerin basinda tansiyon
aleti kullanmanin hekimle hasta arasina mesafe koyarak insandisilagtirmaya
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¢cin zaman kazandiracak, hasta

bilgilerine erismeyi kolaylagtiracak ve daha insani bir hekim-hasta iliskisine
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imkan taniyacaktir (Shortliffe, 1993). Bu iyimser tahminler kismen gergekles-
mis olsa da, ozellikle radyoloji, patoloji gibi alanlarda teknoloji kullanimi yii-
ziinden hastalar, icinde bulunduklar 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 isboliimii ve uzmanlagmayi, 18. ylizyilda sanayi dev-
rimi tartigmalarina bagli olarak Adam Smith verimlilik kavrami tizerinden
savunmus, 19. ylizyilda Karl Marx ise yabancilasma kavrami iizerinden elestir-
mistir. Glintimiizde 6zellikle saglik hizmetleri sektoriinde 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 uzmanlagmanin hastalarin -bir tek hastalik i¢in dahi-
bakimini parcalara ayirdigini ve siireklilige mani oldugunu, farkli alanlarda-
ki uzmanlar arasinda iletisim kalitesini diistirdiigiinii ve 6zellikle birden ¢ok
kronik rahatsizlig1 olan yash hastalarda bir rahatsizlig iyilestirmeye ¢alisirken
baska olumsuz sonuglar iirettigini belirtmektedir (Detsky, Gauthier ve Fuchs,
2012). Isbéliimii ve uzmanlasma performans iizerinde olumlu etkiler gosterir-
ken, hastaya biitiinciil bakisi engelleyerek insandisilastirmaya yol agmaktadir
(Pawlikowski, 2002).

Altyapi1 Sorunlari: OECD’nin (2013) yayinladig1 rapora gore Tiirkiye, 2000 y1-
lindan beri saglik alaninda en ¢ok iyilesme yasanan tilkelerden birisi olmasina
ragmen, hekim, hemsire ve yatak sayis1 agisindan hala durumu en koétii 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 diigiik hizmet almalar1 insandigilastirildiklar: algisina hizmet ettigi gibi,
saglik personeli de is yogunluguna bagli ortaya ¢ikan yiiksek stres diizeyinin
stireklilik arz etmesi ve kalic1 hale gelmesi sonucunda hastalarina kars1 insandi-
silagtirici 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 galistiklarini

belirten kadin hastaliklar1 ve dogum uzmanlarinin %15’ insanlarin sorunla-
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rina kars1 duyarsiz hale geldigini, %251 islerinde daha ¢ok “teknik personel”,
daha az “insan” oldugunu, %3311 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 kiiltiirt, 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). Orgﬁt kiltirinin
etkileri -bir piramit gibi- yukaridan asagiya ii¢ katmanda ortaya ¢ikar (Schein,
2010): (i). Ritiieller, kullanilan dil, fiziksel 6geler, gozlemlenen davranislar gibi
gortinen unsurlar; (if). Dogru/yanlis ve iyi/kéti ile iliskili paylasilan degerler
ve hedefler; (iii). Bilingdisini insa eden, paylasilan temel varsayim ve inanglar.
Hastanedeki orgiit kiiltiiriiniin {i¢ katmani da hastalarin insandigilagtirilmasina
etki yapabilir.

Kullanilan Dil: Isyerindeki konugmalarda tercih edilen kelimeler, kavramlar,
deyimler ve iislup kisilerin ahlaki degerlendirmelere iliskin duygusal siirecleri
tizerinde etkide bulunarak muhataplarin: insandisilastirmalarini miimkiin ki-
lar. Orgiitlerde kullanilan dilin yaygin bicimde calisanlarin karar ve davranis-
larinin ahlaki yoniini orttiigiine, ahlaki agidan kor noktalar olusturduguna 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 agirlikh

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.

15



is Ahlaki Dergisi

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 6rterek
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, yerlesim
planlari, kullanilan 6l¢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 tizerinde insandigilastirici 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 calisanlarin ahlaki karar ve davranislar1 tizerinde dé-
niistiiriicii 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
insandigilastirict tutumlarina sahitlik eden saglik personeli ayni tutumu gelisti-
rebilir. Caligma arkadaglarinin hastalara karst insandisilastirici davranislar: da
olumsuz nitelikte bir alt kiiltiir olusturarak benzer bir etki yapabilir. Saglik hiz-
metleri sektoriinde yapilan bir aragtirmada ¢alisma arkadaslar1 ve yoneticilerin
ahlaki davranislarinin saglik personelinin ahlaki davranislar: tizerinde anlaml

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

Paylasilan Degerler ve Hedefler: Bircok orgiit, bu unsuru misyon, vizyon, de-

gerler ve -son zamanlarda- etik kod seklinde yazili olarak ¢alisanlar1 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 gozyas: 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,
caliganlarin 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 kuruluslarinin 6rgiit kiiltiiriinde ne kadar yeri
oldugu 6nemlidir. Bir aragtirmada, 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 6rgiite 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
insandigilagtirma tizerinde en fazla etkili olan orgiitsel 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 yakinlagilmadikga hastalarin insandisi-

lagtirilmaktan kurtulmasi miimkiin gézitkmemektedir.

Performans Yonetimi: Belirli niceliksel hedeflerden ibaret performans sistem-
lerinin oldugu ortamlarda, kisilerin hedeflerini gergeklestirmek i¢cin muhatap-
larinin insani 6zelliklerini yadsiyarak onlari aragsallastirdig: ve sahip olduklar:
glic arttik¢a buna daha ¢ok basvurduklar: tespit edilmistir (Gruenfeld, Inesi,
Magee ve Galinsky, 2008). Ulkemizde bu tiir niceliksel hedefler iizerinden olu-
san performans baskisi1 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
Birliginin (TTB-UDEK Etik Calisma Grubu, 2011) konuyla ilgili yaptig1 ¢a-
listayin raporunda belirtildigi gibi, performans sisteminin esas itibariyla islem
puanina dayali, “nitelige degil nicelige dnem veren yapis1” 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 karsiladig: tibbi islemleri -gerekli olup olmadigina bakmaksizin- uygu-
lamalar1 konusunda saglik personeline bask: yapacak kadar hastalar1 insandi-
stlagtirmaktadir.’ Ulkemizde yapilan bir aragtirmada katilimcilarin %42,5’inin
“hekimler kendi kazanglarini 6nemsedikleri kadar hastalarini 6nemsemiyor”
diye sikayet etmesi, hastalarin maddi kazang ugruna insandisilastirildiklar: yo-

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

fligkisel 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 ytiksek gii¢ oldugu algisina sahip kisilerin, diisiik giice sahip oldu-
gunu distindiikleri 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) hastalar1 insandisi-
lastirmaya daha ¢ok bagvurdugu bulunmustur (Lammers ve Stapel, 2010). Aras-
tirmacilar, daha yiiksek giice sahip saglik personelinin, verdigi nispeten daha zor

nitelikteki kararlar1 gerek¢elendirebilmek i¢in boyle davrandigini diigiinmiistiir.

Yiiksek Statii: Farkli statii gruplarinin iyeleri farkli ahlaki tavirlar gosterebil-
mektedir. Ornegin, diisiik 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

aragtirmada, katilimcilarin, kendileriyle ayni sosyo-ekonomik statiideki muha-

5 Ornegin iilkemizde yapilan MR ¢ekimlerinin 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 insandigilastirma tutumu gelistirdikleri ortaya ¢ikmistir (Le-
yens ve ark., 2001). Bir bagka arastirmada, ytiksek statii grubundaki kisilerin
diisiik statiideki muhataplarina yonelik insandisilastirma tutumuna sahip ol-
dugu, fakat diigiik 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 insandigilastirmalarina neden olabilir.

Cinsiyet, Etnisite, Dini inanc; ve Kiiltiirel Farkliliklarr: Etik kodlara ragmen
farkliliklar yiiziinden hastaya ayrimcilik yapilabilir veya hasta tarafindan boyle al-
gilanabilir. ABDde yapilan bir arastirmada, Afro-Amerikanlar, Hispanikler ve As-
yalilar, beyazlara gore daha kétii saglik hizmeti aldiklarini ve saglik personeli tara-
findan ayrimciliga maruz kaldiklarini ifade etmislerdir (Lee, Ayers ve Kronenfeld,
2009). Ulkemizde yapilan bir ¢aligmada hekimlerin hemen hemen tamami hastalar
arasinda ayrimcilik yapilamayacagini ifade etmisse de ($ahinoglu-Pelin ve Arda,
1998), bu tiir vakalarin yasandig1 gercektir® ve bir arastirmanin konusu olmalidir.
Insandisilastirma ¢ogunlukla agik 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 eglestirerek insandi-
silastirdig, beyaz tenlilere gore sugla daha ¢ok iliskilendirdigi ve beyaz tenliler igin
hakli gérmedigi (6liim cezas1 dahil) siddeti siyah tenli siiphelilere kars1 hakli gor-
digii tespit edilmistir (Goff, Eberhardt, Williams ve Jackson, 2008). Saglik perso-
nelinin hastalara dair sahip oldugu -¢cogunlukla 6rtiik- ayrimci tutumlari da onlar1
insandisilastirmalarina neden olabilmekte ve bunun algilanmasi 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  Basortiilii oldugu igin, sarhog oldugu veya uyusturucu kullandig1 igin, erkek veya kadin oldugu igin, Tiirk¢e bilmedigi igin, 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 iliskilerden tatmin olma-
lar1 halinde, grup-dis1 gordiikleri kisilere yonelik insandisilastirmaya daha ¢ok
basvurduklar: 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 insandigilastirma 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-i¢i) hastanin sira beklemeksizin saglik personelinin hizmet ve sicak ilgi-

sine mazhar olmasiyla kendilerinin insandisilastirildigini hissedebilir.

fletisim Tarzi: Hasta hastaligiyla damgalandig1 hissine kapilirsa, kendisini has-
talig1 olan bir insan gibi degil, hastaligin kendisi olarak gérmeye baglamakta;
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
diisiinmektedir (Haque ve Waytz, 2012).

Ahlaki Sikintr: Kisinin ahlaki olarak yapmasi gerektigine inandig1 dogru hareketi,
cesitli 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 gore
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 stkint1 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, hastay1 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, bir¢ok vakada annenin ve bebegin insandisilastirilmas: ve gereksiz ameliyatla saghklarinin olumsuz etkileneceginin
ihmal edilmesi olabilir.
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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 insandisilagtirarak akil almaz ey-
lemler gergeklestirdikleri 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 senaryolar1 oku-
yup karar verenlerin beyinlerinin empati duygusu ile ilgili kisimlarinda, ahlaki
niteligi olmayan senaryolar: okuyup karar verenlere nazaran, anlaml 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 kaldig1 (Haslam, 2007) ve daha yiiksek oranda iyiles-
me kaydettikleri bulunmustur (Hojat, ve ark., 2011). Fakat hekimlerin empati
seviyesinin tip egitimleri ve meslek hayati boyunca diistiigii saptanmistir (Neu-
mann ve ark., 2011). Neticede ortaya ¢ikan empati eksikligi de hastaya yonelik

mekanistik insandigilagtirmaya sebebiyet vermektedir (Haslam, 2006).

Insandisilagtirmanin Sonuglari

Saglik hizmetleri sektoriinde insandisilastirmanin ¢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 kadariyla 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 ¢aligmak ve hastaligin ¢6ziimiine dair biligsel bir problemle ug-
ragmak beyinde ayni sinir bolgelerinin kullanilmasini gerektirmekte ve birinin
kullanimindaki artis digerine ragmen gerceklesmektedir. Dolayisiyla hastanin
insandisilastirilarak empati ytlikiiniin hafifletilmesi, hasta i¢in kritik olan karar-
larda kullanilacak bilissel kaynak kapasitesini arttiracaktir. Saglik personelinin
ozellikle hastaya ac1 verebilecek ama sonuglari itibariyla faydali 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 iiziicti dykiilere sahip hastalarla siirekli empati yapmalar1
durumunda bir siire sonra merhamet bitkinligine ve buna baglh tiikenmislik
sendromuna yakalandiklar1 bulunmustur (Hooper, Craig, Janvrin, Wetsel ve
Reimels, 2010). Bazi durumlarda yeteri kadar insandisilastirma tutumu bu du-
rumu engelleyerek saglik personelinin performansini arttirmaktadir (Vaes ve
Muratore, 2013).

Insandigilagtirmanin olumsuz sonuglari ise hem tutum hem algi yoniinde

goriilebilir.

Ahlaki Sikinti

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 inanmadiklar1 hal-
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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 varliklarimin 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 diigiinen kisilerin 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 yagsanmakta ve saglik ¢alisanlar1 bagka meslek gruplarina gore 16 kat
daha fazla siddete maruz kalmaktadir (Biiyiikbayram ve Okgay, 2013). ilhan ve
arkadaglarinin (2013) hastalarla yaptiklar: bir arastirmada, saglik personeline
yonelik siddetin nedeni olarak katilimcilarin %63’ii 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 -¢oktan aza dogru- yetersiz ilgilenilmesini, bilgi verilmemesini, koti dav-
ranilmasini, yiiksek sesle tepki gosterilmesini ve muayene icin bekletilmeyi
gostermislerdir.® Insandigilagtirilma algist saldirganligs tetiklerken, siddet go-

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

8  “Toplum Goziiyle Saglhk Calisanlarina Siddet” baghgiyla yayinlanan bu makalede, saglik ¢alisanlar: agisindan 6zelestiri imkani
sunan ¢ok 6nemli bulgular olmakla birlikte, tartijma kisminda yazarlar bu bulgulardan istifade etmeyi adeta reddederek, bagka-
larini suglamaya varan savunmalar yapmislardir. $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
calisanlarinin oraninin %8 diizeyinde kalmasi, sorunun ¢oziimii igin iimit kiricidar.
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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 insandisilastirildigini ve daha kotii saglik hizmeti aldigi-
n1 disiinen hastalar, hastaneye gitmeyi istememekte ve ertelemektedir (Lee ve
ark., 2009). Bu durum hastaliklarin agirlasmasina ve saglik sistemi itizerindeki

yiikiin bityimesine neden olabilir.

Oneriler

Saglik hizmetleri sektoriinde insandisilastirmanin olumlu sonuglarini ortadan
kaldirmadan olumsuz sonuglarini azaltmak i¢in 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 igin gerekti-
ginde empatisini bastirabilmeli, fakat muayene sirasinda hasta ve yakinlarina
karg1 iist diizey empati gosterebilmeli; bir psikiyatrist terapilerinde hastasina
empatik yaklasimda bulunurken, akut kriz durumlarinda empati yapmaktan

kacinabilmelidir.

Empatinin arttirilip insandisilastirmanin azaltilmasinin tiretecegi faydalar bazi
arastirmalarla ortaya konmustur. Onbes radyologla yapilan bir arastirmada,
radyologlarin hastalarin filmlerini 6nce hasta fotograflarini gorerek, ti¢ ay son-
ra ayni filmleri bu kez hasta fotograflarin1 gormeden degerlendirmesi isten-

mis, hasta fotograflar1 gosterildiginde hekimlerin empati seviyelerinin arttigs,
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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 iletisimlerinin 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 ayn 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 hastaligi, romatizma, MS gibi kronik rahatsizliklar1 olan hastalara
saglik problemlerine saplanip kalmamalar1 ve kendilerini daha biiyiik bir ya-
sam diinyas icerisinde anlamlandirmalari i¢in destek olmak, yalniz hastaligry-
la ilgili bir hayat kesiti yerine, gegmisini ve gelecegini iceren, siireklilik arz eden
bir hayat hikayesine sahip oldugunu hatirlatmak insandisilastirilma algilarini
ortadan kaldirabilir (Todres, Galvin ve Holloway, 2009).

Hastaliga dair hekimin ve teknolojinin bulgular1 kadar bizzat tecriibe eden
hastaya da itibar etmek, onu objelestirmemek, sagligina dair inisiyatif almada
bir aktor olarak siirece katilimini saglamak insandisilagtirmay: azaltmak icin
faydali olabilir. Hastaliklarin teshis ve tedavisinde asir1 indirgemeci nedensellik
anlayis1 yerine, geleneksel / tamamlayici / alternatif tip yontemlerini de igeren
biitiinciil bir yaklasima sahip olmak mevcut sistemin mekanistik insandisilas-

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

Saglik personeli farkinda olmadan gergeklestirdigi insandisilastirmanin 6ntine
gecebilmek i¢in bazi farkindalik egzersizleri yaparak hastalara yonelik bilingal-
tindaki ayrimci tutumlar ayiklayabilir. Bir Afro-Amerikan olarak -saglik hiz-

metleri sektorii dahil- insandisilastirmalara 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 yaklasmalarini, 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 baglamadan, egitim
alinan okulda gergeklestirilecek 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 kiltiiriin meydana getirdigi ortiik 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
inga eden- “kim?” oldugumuz sorusuna da énem verilmelidir. MEB, YOK ve
okul yonetiminden baglamak iizere 6gretim elemanlar1 ve 6grenciler dahil bii-
tiin taraflarin bu degisim konusunda farkindalik, sahiplenme, katilim, sabir ve

gayretleri gerekir.

Mezuniyet sonrast ¢alisilan saglik kuruluslarinda, saglik hizmetinin niteligine
dair inang ve varsayimlardan baslayarak, temel hedefler ve degerler ile gorii-
nen unsurlar dahil olmak iizere 6rgiit kiiltiirtiniin biitiin katmanlarinin insan-
disilastirmay1 azaltacak sekilde yapilandirilmas: sarttir. Bunun igin, oncelikle
saglik hizmetinin merkezinde insanin yer aldig1 konusunda yoneticiler basta
olmak tizere biitiin personelde ortak bir anlayis olmalidir. Bu anlayis etrafin-

da inga 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 kitabs, 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 aginalik ve siiktinet 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 rahatligini hedefledikleri, farkli
kiiltiirden hastalarin inang ve ihtiyaglarina saygili olmay1 6nemsedikleri, ba-
kim hizmetine aile iiyelerinin de dahil edildigi, esnek ziyaret ve refakatgilik uy-
gulamalar1 bulundugu ve hastane fiziksel olarak bir otel gibi tasarlandig i¢cin
hasta ve hasta yakinlarinda kendilerine ve ihtiyaglarina deger verildigi hissinin
olustugu, biitiin bu o6zelliklerin saglik hizmetinin alinmasinda kolaylastirici
unsurlar olarak algilanarak takdir edildigi saptanmistir (Behruzi, Hatem, Gou-

let, Fraser ve Misago, 2013).

Baska bir aragtirmada Benin Cumbhuriyetindeki bir kadin dogum ve ¢ocuk
hastanesinde, hastane yonetiminin inisiyatifiyle 6rgiit kiiltiiriniin insandisi-
lastiric1 yoniinti agmak igin baslatilan proje incelenmistir. Projede mevcut is
ortami daha insani hale getirilmis, calisanlara konuyla ilgili diizenli egitimler
verilmistir. Calisanlarin bir kismi baglangicta bu degisime kaygili yaklagmus,
bir kismi kayitsiz kalmigsa da yonetimin destegiyle projeyi sahiplenmisler ve
proje sonunda hastalarla iletisimin iyilesmesi, ¢alisan ve hasta memnuniyeti-
nin artmasi, ¢alisanlarin 6zgiiven ve 6zsaygilarinda yiikselme, kendilerinin ve
digerlerinin davranislar1 {izerindeki farkindaliklarinin artmasi, ahlaki tatmin
ve is motivasyonunun yiikselmesi gibi niteliksel gelismelerin yaninda komp-
likasyonlarda ve ilagla tedavi ihtiyaglarinda azalma gibi niceliksel performans

6gelerinde de iyilesme oldugu belirtilmistir (Fujita ve ark., 2011).

Bu 6rnekten goriildiigii gibi kurumdaki performans yonetim sisteminin in-
sandisilagtirma konusunda personele bask: 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 (Saglik Bakanligi, 2006) saglik sisteminin ¢iktis1 “dogrudan in-
san mutlulugu” olarak tanimlanir ve “performansi ddiillendirme odl¢iitlerinin
belirlenmesinde hasta memnuniyeti mutlaka dikkate alinmalidir” (s. 31) de-
nirken, performans degerlendirmesinde hasta memnuniyetinin bir 6lgiit ola-
rak neredeyse hi¢ 6neminin bulunmamas1 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 insandisilastirmay: 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-
ruluslarinin insan giicti ve teknik kosullari iyilestirilmeli, personel iizerindeki
is yitkii hafifletilmelidir. Ozellikle insandigilagtirmanin en ¢ok algilandig1 bo-
liimlerden biri olan acil servislerde mesai-nobet-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 {iziicti 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 III &
Chanoff, 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
feel 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 (iii) 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 ($ahinoglu-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 (Goft, 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.

42



Cogkun / Dehumanization as an Ethical Issue in the Health Services Sector

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, Trustin 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 IT, 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 evidentin 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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