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YAZARLARA BİLGİ 
 
Marmara Medical Journal – Marmara 

Üniversitesi Tıp Fakültesi Dergisine ilginize 
teşekkür ederiz.  

Derginin elektronik ortamdaki yayınına  
erişim  www.marmaramedicaljournal.org 
adresinden serbesttir. 

 
Marmara Medical Journal tıbbın 

klinik ve deneysel alanlarında özgün  
araştırmalar, olgu sunumları, derlemeler, 
davet edilmiş derlemeler, mektuplar, ilginç, 
fotoğraflı soru-cevap yazıları (photo-quiz),  
editöre mektup , toplantı, haber ve 
duyuruları, klinik haberleri ve ilginç 
araştırmaların özetlerini yayınlamaktadır. 

Yılda 3 sayı olarak Ocak, Mayıs ve Ekim 
aylarında yayınlanan Marmara Medical 
Journal hakemli ve multidisipliner bir 
dergidir.Gönderilen yazılar Türkçe veya 
İngilizce olabilir.  

 
 
Değerlendirme süreci 
Dergiye gönderilen yazılar, ilk olarak 

dergi standartları açısından incelenir. Derginin 
istediği forma uymayan yazılar, daha ileri bir 
incelemeye gerek görülmeksizin yazarlarına 
iade edilir. Zaman ve emek kaybına yol 
açılmaması için, yazarlar  dergi kurallarını 
dikkatli incelemeleri önerilir. 

Dergi kurallarına uygunluğuna karar 
verilen yazılar Editörler Kurulu tarafından 
incelenir ve en az biri başka kurumdan olmak 
üzere iki ya da daha fazla hakeme gönderilir. 
Editör, Kurulu yazıyı reddetme ya da 
yazara(lara) ek değişiklikler için gönderme 
veya yazarları bilgilendirerek kısaltma 
yapmak hakkına sahiptir.    Yazarlardan 
istenen değişiklik ve düzeltmeler yapılana 
kadar, yazılar yayın programına 
alınmamaktadır. 

Marmara Medical Journal gönderilen 
yazıları sadece online olarak 
http://marmaramedicaljournal.org/submit.       
adresinden kabul etmektedir.  

Yazıların bilimsel sorumluluğu yazarlara 
aittir. Marmara Medical Journal yazıların 
bilimsel  sorumluluğunu kabul etmez. Makale 
yayına kabul edildiği takdirde Yayın Hakkı  
Devir Formu  imzalanıp dergiye iletilmelidir. 

Gönderilen yazıların dergide yayınlanabilmesi 
için daha önce başka bir bilimsel yayın 
organında yayınlanmamış olması gerekir. 
Daha önce sözlü ya da poster olarak 
sunulmuş çalışmalar, yazının başlık 
sayfasında tarihi ve yeri ile birlikte 
belirtilmelidir. Yayınlanması için başvuruda 
bulunulan makalelerin, adı geçen tüm 
yazarlar tarafından onaylanmış olması ve 
çalışmanın başka bir yerde yayınlanmamış 
olması ya da yayınlanmak üzere 
değerlendirmede olmaması gerekmektedir. 
Yazının son halinin bütün yazarlar tarafından 
onaylandığı ve çalışmanın yürtüldüğü kurum 
sorumluları tarafından onaylandığı 
belirtilmelidir.Yazarlar tarafından imzalanarak 
onaylanan üst yazıda ayrıca tüm yazarların 
makale ile ilgili bilimsel katkı ve 
sorumlulukları yer almalı, çalışma ile ilgili 
herhangi bir mali ya da diğer çıkar çatışması 
var ise bildirilmelidir.( * ) 

( * ) Orijinal araştırma makalesi veya vaka 
sunumu ile başvuran yazarlar için üst yazı 
örneği:  
"Marmara Medical Journal'de yayımlanmak 
üzere sunduğum (sunduğumuz) "…-" başlıklı 
makale, çalışmanın yapıldığı 
laboratuvar/kurum yetkilileri tarafından 
onaylanmıştır. Bu çalışma daha önce başka 
bir dergide yayımlanmamıştır (400 sözcük – 
ya da daha az – özet şekli hariç) veya 
yayınlanmak üzere başka bir dergide 
değerlendirmede bulunmamaktadır. 

Yazıların hazırlanması 
Derginin yayın dili İngilizce veya 

Türkçe’dir. Türkçe yazılarda Türk Dil Kurumu 
Türkçe Sözlüğü (http://tdk.org.tr) esas 
alınmalıdır. Anatomik terimlerin ve diğer tıp 
terimlerinin adları Latince olmalıdır.  
Gönderilen yazılar,  yazım kuralları açısından  
Uluslararası Tıp Editörleri Komitesi  tarafından 
hazırlanan “Biomedikal Dergilere Gönderilen 
Makalelerde Bulunması Gereken Standartlar “ 
a ( Uniform Requirements For Manuscripts 
Submittted to Biomedical Journals ) uygun 
olarak hazırlanmalıdır.            
(http://www. ulakbim.gov.tr /cabim/vt) 

Makale içinde kullanılan kısaltmalar 
Uluslararası kabul edilen şeklide olmalıdır  
(http..//www.journals.tubitak.gov.tr/kitap/ma
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knasyaz/) kaynağına başvurulabilir.                                                           
Birimler, Ağırlıklar ve Ölçüler 11. Genel 
Konferansı'nda kabul edildiği şekilde 
Uluslararası Sistem (SI) ile uyumlu olmalıdır.                                                                                                      

Makaleler Word, WordPerfect, EPS, 
LaTeX, text, Postscript veya RTF formatında 
hazırlanmalı, şekil ve fotoğraflar ayrı dosyalar 
halinde TIFF, GIF, JPG, BMP, Postscript, veya 
EPS formatında kabul edilmektedir. 

Yazı kategorileri 
 
Yazının gönderildiği metin dosyasının 

içinde sırasıyla, Türkçe başlık, özet, anahtar 
sözcükler, İngilizce başlık, özet,  İngilizce 
anahtar sözcükler, makalenin metini, 
kaynaklar, her sayfaya bir tablo olmak üzere 
tablolar ve son sayfada şekillerin (varsa) alt 
yazıları şeklinde olmalıdır. Metin dosyanızın 
içinde, yazar isimleri ve kurumlara ait bilgi, 
makalede kullanılan şekil ve resimler 
olmamalıdır.  

 
Özgün Araştırma Makaleleri  
Türkçe ve İngilizce özetler yazı başlığı 

ile birlikte verilmelidir.  
(i)özetler: Amaç (Objectives), Gereç ve 

Yöntem  (Materials and Methods) ya da 
Hastalar ve Yöntemler (Patients and 
Methods), Bulgular (Results) ve Sonuç 
(Conclusion) bölümlerine ayrılmalı  ve 200 
sözcüğü geçmemelidir.  

(ii) Anahtar Sözcükler Index Medicus  
Medical Subject Headings (MeSH) ‘e uygun 
seçilmelidir.  

Yazının diğer bölümleri, (iii) Giriş, (iv) 
Gereç ve Yöntem / Hastalar ve 
Yöntemler, (v) Bulgular, (vi) Tartışma ve 
(vii) Kaynaklar'dır. Başlık sayfası dışında 
yazının hiçbir bölümünün ayrı sayfalarda 
başlatılması zorunluluğu yoktur.  

Maddi kaynak , çalışmayı destekleyen 
burslar, kuruluşlar, fonlar, metnin sonunda 
teşekkürler kısmında belirtilmelidir.  

 
Olgu sunumları 
İngilizce ve Türkçe özetleri  kısa ve tek 

paragraflık olmalıdır. Olgu sunumu özetleri 
ağırlıklı olarak mutlaka olgu hakkında bilgileri 
içermektedir. Anahtar sözcüklerinden  sonra 
giriş, olgu(lar) tartışma ve kaynaklar şeklinde 
düzenlenmelidir.  

 
Derleme yazıları  
İngilizce ve Türkçe başlık,  İngilizce ve 

Türkçe özet ve İngilizce ve Türkçe anahtar 

kelimeler yer almalıdır. Kaynak sayısı 50 ile 
sınırlanması önerilmektedir. 

 
Kaynaklar  
 
Kaynaklar yazıda kullanılış sırasına göre 

numaralanmalıdır. Kaynaklarda verilen 
makale yazarlarının sayısı  6 dan fazla ise ilk 
3 yazar belirtilmeli ve İngilizce kaynaklarda 
ilk 3 yazar isminden sonra “ et al.”, Türkçe 
kaynaklarda ise ilk 3 yazar isminden sonra “ 
ve ark. “ ibaresi kullanılmalıdır.  

Noktalamalara birden çok yazarlı bir 
çalışmayı tek yazar adıyla kısaltmamaya ve 
kaynak sayfalarının başlangıç ve bitimlerinin 
belirtilmesine dikkat edilmelidir. Kaynaklarda  
verilen dergi isimleri  Index Medicus'a              
(http://www.ncbi.nim.nih.gov/sites/entrez/qu
ery.fcgi?db=nlmcatalog) veya  Ulakbim/Türk 
Tıp Dizini’ne uygun olarak kısaltılmalıdır. 

Makale: Tuna H, Avcı Ş, Tükenmez Ö, 
Kokino S. İnmeli olguların sublukse 
omuzlarında kas-sinir elektrik uyarımının 
etkinliği. Trakya Univ Tıp Fak Derg 
2005;22:70-5.  

Kitap: Norman IJ, Redfern SJ, (editors). 
Mental health care for elderly people. New 
York: Churchill Livingstone, 1996.  

Kitaptan Bölüm: Phillips SJ, Whisnant JP 
Hypertension and stroke. In: Laragh JH, 
Brenner BM, editors. Hypertension: 
Pathophysiology, Diagnosis, and 
Management. 2nd ed. New York: Raven Pres, 
1995:465-78. 

Kaynak web sitesi ise:  Kaynak 
makalerdeki gibi istenilen bilgiler verildikten 
sonra erişim olarak web sitesi adresi ve 
erişim tarihi bildirilmelidir. 

Kaynak internet ortamında basılan 
bir dergi ise:  Kaynak makaledeki gibi  
istenilen bilgiler verildikten sonra erişim 
olarak URL adresi ve erişim tarihi verilmelidir. 

Kongre Bildirileri: Bengtsson S, 
Solheim BG. Enforcement of data protection, 
privacy and security in medical informatics. 
In: Lun KC, Degoulet P, Piemme TE, Rienhoff 
O, editors. MEDINFO 92. Proceedings of the 
7th World Congress on Medical Informatics; 
1992 Sep 6-10; Geneva, Switzerland. 
Amsterdam: North-Holland; 1992:1561-5.  

 
Tablo, şekil, grafik ve fotoğraf  
 
Tablo, şekil grafik ve fotoğraflar yazının 

içine yerleştirilmiş halde gönderilmemeli. 
Tablolar, her sayfaya bir tablo olmak üzere 
yazının gönderildiği dosya içinde olmalı ancak 
yazıya ait şekil, grafik ve fotografların her biri 
ayrı bir imaj dosyası (jpeg yada gif) olarak 
gönderilmelidir.  
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Tablo başlıkları ve şekil altyazıları eksik 
bırakılmamalıdır. Şekillere ait açıklamalar 
yazının gönderildiği dosyanın en sonuna 
yazılmalıdır. Tablo, şekil ve grafiklerin 
numaralanarak yazı içinde yerleri 
belirtilmelidir. Tablolar yazı içindeki bilginin 
tekrarı olmamalıdır. 

Makale yazarlarının, makalede eğer daha 
önce yayınlanmış alıntı yazı, tablo, şekil, 
grafik, resim vb var ise yayın hakkı sahibi ve 
yazarlardan yazılı izin almaları ve makale üst 
yazısına ekleyerek dergiye ulaştırmaları 
gerekmektedir.  

Tablolar Metin içinde atıfta bulunulan 
sıraya göre romen rakkamı ile 
numaralanmalıdır.  Her tablo ayrı bir sayfaya 
ve tablonun üst kısmına kısa ancak anlaşılır 
bir başlık verilerek hazırlanmalıdır. Başlık ve 
dipnot   açıklayıcı olmalıdır. 

Sütun başlıkları kısa ve ölçüm değerleri 
parantez içinde verilmelidir.  Bütün 
kısaltmalar ve semboller dipnotta 
açıklanmalıdır. Dipnotlarda şu semboller: 
(†‡¶§) ve  P değerleri için ise *, **, *** 
kullanılmalıdır. 

SD veya SEM gibi istatistiksel değerler 
tablo veya şekildin altında not olarak 
belirtilmelidir. 

Grafik, fotoğraf ve çizimler ŞEKİL olarak 
adlandırılmalı, makalede geçtiği sıraya gore 
numaralanmalı ve açıklamaları şekil altına 
yazılmalıdır Şekil alt yazıları, ayrıca metinin 
son sayfasına da eklenmelidir. Büyütmeler, 
şekilde uzunluk birimi (bar çubuğu içinde) ile 
belirtilmelidir. Mikroskopik resimlerde 
büyütme oranı ve boyama tekniği 
açıklanmalıdır. 

 
Etik  
Marmara Medical Journal’a yayınlanması 

amacı ile gönderilen yazılar Helsinki 
Bildirgesi, İyi Klinik Uygulamalar Kılavuzu,İyi 
Laboratuar Uygulamaları Kılavuzu esaslarına 
uymalıdır.  Gerek insanlar gerekse hayvanlar 
açısından etik koşullara uygun olmayan 
yazılar yayınlanmak üzere kabul edilemez.  
Marmara Medical Journal, insanlar üzerinde 
yapılan araştırmaların önceden Araştırma Etik 
Kurulu tarafından onayının alınması şartını 
arar. Yazarlardan, yazının detaylarını ve 
tarihini bildirecek şekilde imzalı bir beyan ile 
başvurmaları istenir. 

Çalışmalar deney hayvanı kullanımını 
içeriyorsa, hayvan bakımı ve kullanımında 
yapılan işlemler yazı içinde kısaca 

tanımlanmalıdır. Deney hayvanlarında özel 
derişimlerde ilaç kullanıldıysa, yazar bu 
derişimin kullanılma mantığını belirtmelidir. 

İnsanlar üzerinde yapılan deneysel 
çalışmaların sonuçlarını bildiren yazılarda, 
Kurumsal Etik Kurul onayı alındığını ve  bu 
çalışmanın yapıldığı gönüllü ya da hastalara 
uygulanacak prosedürlerin  özelliği tümüyle 
kendilerine anlatıldıktan sonra, onaylarının 
alındığını gösterir  cümleler yer almalıdır. 

Yazarlar, bu tür bir çalışma söz konusu 
olduğunda, uluslararası alanda kabul edilen 
kılavuzlara ve TC. Sağlık Bakanlığı tarafından 
getirilen ve 28 Aralık 2008  tarih ve 27089 
sayılı Resmi Gazete'de yayınlanan "Klinik 
araştırmaları Hakkında Yönetmelik" ve daha 
sonra yayınlanan 11 Mart 2010 tarihli resmi 
gazete ve 25518 sayılı “Klinik Araştırmalar 
Hakkında Yönetmelikte Değişiklik Yapıldığına 
Dair Yönetmelik” hükümlerine uyulduğunu 
belirtmeli ve kurumdan aldıkları Etik Komitesi 
onayını göndermelidir. Hayvanlar üzerinde 
yapılan çalışmalar için de gereken izin 
alınmalı; yazıda deneklere ağrı, acı ve 
rahatsızlık verilmemesi için neler yapıldığı 
açık bir şekilde belirtilmelidir.  

Hasta kimliğini tanıtacak fotoğraf 
kullanıldığında, hastanın yazılı onayı 
gönderilmelidir.  

 
 
 
 

Yazı takip ve sorularınız için iletişim: 

Seza Arbay 
Marmara Universitesi Tıp Fakültesi    
Dekanlığı, 
Tıbbiye Caddesi, No: 49, Haydarpaşa   
34668, İstanbul 
Tel:+90 0 216 4144734  

      Faks:+90 0 216 4144731  
      e-posta: mmj@marmara.edu.tr 
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Çocuk apandisitlerinde direkt batın grafisi ile ultrason bulgularının karşılaştırılması  

 

209 

varlığının daha çok  akut apandisiti, ikiden 
fazla hava-sıvı seviyesi varlığının ise  perfore 
apandisiti işaret edebileceği saptandı. US’de 
patolojik apendiks varlığı ise hem akut ve 
hem de perfore apandisitli olgularda esas 
bulguydu. 
Akut apandisit ön tanısı ile gelen olgularda, 
radyolojik görüntüleme yöntemleri her ne 
kadar tanı koymada ve takipte yardımcı olsa 
da, tanıda belirleyici olan klinisyeninin fizik  
muayene sırasındaki gözlemidir. Ancak 
şüpheli apandisit olgularında perforasyon 
gelişme riskini azaltmak ve  gereksiz 
apendektomi endikasyonunu önlemek için 
radyolojik görüntüleme yöntemlerine ihtiyaç 
duyulmaktadır. Pediatrik cerrahlar akut 
apandisit ön tanısı ile izledikleri olguları 
halen  ilk planda DBG ile 
değerlendirmektedir.   

Akut batın ön tanısı ile gelen çocuklarda DBG 
ve US rutin olarak yapılmalıdır. US 
çocuklarda duyarlılığı en yüksek radyolojik 
görüntüleme yöntemlerinden biridir. DBG ise  
obstrüksiyon ve  perforasyon  gibi nedenleri 
ekarte ettirdiği gibi akut apandisit yönünde 
pozitif bulgulara sahipse ultrasonografiste 
tanısal katkı sağlar. US bulguları ile 
korelasyon gösterdiğinde, DBG’nin  akut 
apandisit tanısında değeri daha da 
artmaktadır. 
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ABSTRACT 
 

Objective: The literature related to child labor, discusses the causes and socioeconomic factors contributing 
to child labor but very few studies examine the quality of life among child workers.  
The purpose of this cross-sectional study was to investigate the quality of life (QoL), socioeconomic and 
labor related factors in young people aged 14-16 in  the city of Manisa . 
 

Methods: The study population consisted of 266 students  who were attending the Apprentice Training 
Center in Manisa. The QoL of the subjects was  measured by the adolescent version of KINDL-R (Kiddo-
Kindl). Odds ratios (95% Confidence Interval) were used in the assessment. Logistic regression analysis was 
performed in multivariate analysis. 
 

Results: Of the 253 adolescent workers, 77.9% were male, with a mean age of 15.6(0.5). According to 
logistic regression analysis; being female (OR=2.9), lack of family health insurance (OR=2.3), being 
exposed to family violence (OR=3.7) and absenteeism (OR=2.4) were associated with total Qol. Lack of 
family health insurance, insufficiency in family income, using alcohol, being exposed to family violence, job 
dissatisfaction and father illiteracy were associated with poorer QoL of  six domains of  KINDL-R. 
 

Conclusion: The findings of this study concludes that, socioeconomic, family and job related variables are 
factors associated with QoL in adolescent workers. 
 

Keywords: Quality of life, Adolescent workers, KINDL-R 
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        MANİSA ÇIRAKLIK EĞİTİM MERKEZİNDE  14-16 YAŞINDAKİ İŞÇİLERDE 
                                                                YAŞAM KALİTESİ                                                        

 
ÖZET 
 

Amaç: Çocuk işçiliği ile ilgili literatürde daha çok sosyoekonomik faktörler tartışılmakta yaşam kalitesin 
eilişkin pek az çalışma bulunmaktadır. Bu kesitsel araştırmada Manisa'da 14-16 yaşındaki işçilerde yaşam 
kalitesi sosyoekonomik ve işle ilgili değişkenleri incelemek amaçlanmıştır. 
Yöntem: Manisa'da Çıraklık Eğitim Merkezi'ne devam eden 266 öğrenci çalışma grubunu 
oluşturmuştur.Araştırma grubunun yaşam kalitesi KINDL-R adolesan versiyonu ile değerlendirilmiştir.Veri 
analizinde %95 güven aralığında olasılık hızları hesaplanmış,çok değişkenli analizde lojistik regresyon 
analizi kullanılmıştır.  
Bulgular:  İkiyüz elli üç adolesan işçinin %77.9'u erkek, yaş ortalaması 15.6(0.5) dır. Lojistik regresyon 
analizine göre; kız cinste olmak (OR=2.9), ailenin sağlık güvencesinin olmaması (OR=2.3), aile içi şiddete 
maruz kalma(OR=3.7) ve işe devamsızlık(OR=2.4) toplam yaşam kalitesi ile ilişkilidir. Ailenin sağlık 
güvencesinin olmaması, aile gelirinin yetersizliği, alkol kullanımı, aile içi şiddete maruz kalma, iş 
doyumsuzluğu ve babanın eğitimsiz oluşu KINDL-R yaşam kalitesi ölçeğinin altı alanının kötü oluşuyla 
ilişkilidir.  
Sonuç:Bu çalışmanın sonuçlarına göre,adolesan işçilerin yaşam kaliteleri sosyoekonomik, aile ve işle ilgili 
değişkenlerle ilişkili bulunmuştur. 
 

Anahtar Kelimeler: yaşam kalitesi, adolesan işçiler, KINDL-R 

INTRODUCTION 
 

Child labor is a worldwide observed 
phenomenon although it is much more 
prevalent in poor and developing areas1. 
According to International Labor 
Organization estimates there are 351.7 million 
economically active children in the world 
(210.8 million between aged 5-14 and 140.9 
million aged 15 to 17). Nearly 170 million of 
these children are involved in hazardous work 
(111 million aged 5 to 14; 59 million aged 15 
to 17)2. Approximately 2.5 million children 
are working in industrialized countries and at 
the transition economies3. In Turkey, there are 
1 million child workers in the 6-17 age group, 
according to the data of State Institute of 
Statistics in the records for 2006. Moreover, 
in Turkey 52.4% of the child workers live in 
rural areas and 57.6% of them work in 
agriculture, 21.8% in industry,10.2% in 
commercial and 10.4% in the service sector4. 
Poverty is the greatest single factor 
responsible for the movement of children into 
the workplace. The survival of the family, as 
well as of the children themselves, often 
dictates it; this is particularly the case when 
poor families have many children. In some 
cases,  the child’s income accounted for 34–
37% of the total household income. The 
necessity of having them work full-time 

makes it impossible for families to invest in 
the children’s education5-6. 78.8% of  the 
working children aged 6-17 years can attend 
school and the reason for working is to 
contribute to household income (58.1%) in 
Turkey4. Children in  developing countries are 
poorer and they contribute to the household 
income more frequently than  children in 
developed countries. The rapid rural-to-urban 
migration also contributes to the increased 
rates of child labor.  
Such increases, coupled with worsening 
economic trends, expose children and their 
families to urban poverty and children are 
soon required to work. Children are 
emotionally immature and they need a 
nurturing psychological and social 
environment that will socialize them into their 
cultural environment and enable them to take 
their places as adults in their particular 
society. For many laboring children, the work 
environment is oppressive; in essence, they do 
not live their childhood7-8. WHO goes on to 
describe quality of life (QoL) as the 
individual’s perception of their position in 
life, in the context of  the culture and value 
systems in which they live and in relation to 
their goals, expectations, standards and 
concerns9-10. While QoL research in adults 
has progressed over the past years, QoL 
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research in children is a recent field. Ulrike 
Ravens Sieberer stated that, the development 
of QoL research in children has occurred in 
three waves. The first wave in the late 1980´s 
was concerned with how to assess quality of 
life in children; a second phase beginning in 
the early 90´s, and still going on, consists of 
constructing and developing quality of life 
measures for children. And the third phase, 
which began more recently (about 2000 and 
later), concerns the application of these 
measures in clinical studies11. 
The QoL of children was affected by 
socioeconomic variables (income, age, parent 
education, house conditions, school, ect.) and 
health status12. These potential variables were 
associated with long hours of weekly 
employment during the school year; 
decreased performance/engagement in school 
and satisfaction with  the amount of leisure 
time,  increased health risk,  and 
psychological stress. Children from families 
with a higher income, whose parents had had  
more years of schooling and were employed 
and children who lived in two-parent, original 
(core) families had  a significantly higher 
level of  QoL 13-14.  

The QoL of adolescent workers is not well 
investigated in Turkey. The aims of this study 
were to determine The QoL of adolescent 
workers and  the main influential factors in 
Manisa city, located  in western  Turkey. 

METHODS 
Sample :  
In this cross-sectional study, the study 
population consisted of 266 students aged 
between 14-16 years. Attending the 
Apprentice Training Center in Manisa, and 
being  14-16  were  the criterions for inclusion 
in this study. These students have also been 
working in a variety of workplaces such as 
textile factories, or doing, casting, plumbing 
and hairdressing in Manisa. The ratio of 
participation in this study was 95.1 %. The 
Apprentice Training Centers for 
children/adolescents between 13-18 years of 
age, were constituted by law in 1979, with the 
purpose of training qualified manpower in 
industry in Turkey. These 

children/adolescents attend the Apprentice 
Training Center twice a week and they also 
work in the selected workplaces. Apprentice 
Training Centers are related to  the Ministry 
of National Education. All the children 
attending  Apprentice Training Centers have 
health insurance covered by the government.  

Measurement: 
There are disease spesific and generic scales 
to assess  the QoL of children. Generic 
assessment focuses on relevant aspects of 
children’s perceived health, independent of 
the actual medical condition of the child. 
Generic measures can be used with both sick 
and healthy populations and therefore have 
special merit in situations where comparisons 
may be involved in making decisions about 
the allocation of resources related to health, 
education or social services. Among the 
generic QoL measures, nine included 
provision for child and parent assessment, 
among  which two were for parents only. 
Since generic measures can be used with 
healthy children, they have the advantage of 
being based on large samples and population 
norms are often available 15-16. The available 
non-utility based generic scales developed for 
children and adolescents can be listed as 
Child Health Questionnaire, CHIP-AE, 
TACQOL, VSP-A, PedsQol, KIDSCREEN, 
Disabkids, How are you Questionnaire 
(HAY) and the KINDL17-25. KINDL was 
developed for children and adolescents 
originally in German. The KINDL®  can be 
used not only for patients, but also for healthy 
children and adolescents. Three versions of 
the KINDL®  were developed, the Kiddy–
KINDL®  for small children (4–7 years), the 
Kid- KINDL®  for children aged 8–12 years 
and the Kiddo- KINDL®  for adolescents aged 
13–16.  

The QoL of the subjects was measured by the 
adolescent version of Kiddo- KINDL® ,which 
is a generic QoL instrument developed in 
German by Bullinger et al26 and revised by 
Ravens-Sieberer & Bullinger 25, validated for 
Turkish by Eser et al 27. KINDL®  is based on 
the self-report of children and adolescents, 
includes 24 items which cover six dimensions 
of quality of life (physical functioning, 
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emotional well-being, self-esteem, family, 
friends and school-functional aspects). The 
response scale is from 1 (never) to 5 (all the 
time) and is based on a four week recall. The 
summary scores of the total and the six 
subscale KINDL® subscales were computed 
and transformed (range: 0 lowest to 100 
highest) using the algorithm provided by the 
developer. Higher scores indicate better 
health.  The measure was completed by child 
workers in a special session in the class under 
inspection. They were told about the 
confidentiality, benefits, risks, and future 
implications of the research. Data were then 
collected from those who verbally consented 
to participate. The study was approved by the 
Apprentice Training Center’s Administrator 
and Province National Education Directorate. 
A questionnaire including sociodemographic, 
work and school related variables was applied 
to the subjects as well. Sociodemographic 
measures, including characteristics such as 
the respondent’s age, gender, mother’s and 
father’s education level, family income level, 
health insurance of the family were assessed. 
The perceived income level was measured to 
identify the income level of the family since it 
is a simple marker for the determination of 
the economic level, and it was coded as 
good=1 medium=2 insufficient=3.  
The answer categories of work related 
variables including features such as  learning 
opportunities in  the workplace, job 
satisfaction level and teacher-contribution to 
caree  were coded as ( sufficient=1, 
medium=2 insufficient=3) for learning 
opportunities in  the workplace, 
(maximum=1, medium=2, minimum/never=3) 
for job satisfaction and teacher-contribution to 
career. Use of their  salaries (by him/herself, 
by the family), absenteeism (present, absent) 
and job sector (industry, services) were also 
assessed. They were also asked about 
exposure to family violence, alcohol usage 
and the presence  of  chronic disease. 

 

Statistical analysis: 
Median KINDL® total scores and the six 
domain scores were re-coded into 

dichotomous variables by taking median 
values as the cut off points and coded 
(≥median score) sufficient =1 and (<median 
score) insufficient=2. Risk approach was used 
for assessing QoL scores.  Odds ratios-OR 
(95 % Confidence Interval-CI ) were used to 
investigate the univariate association. 
Variables found to be statistically significant 
in the univariate analyses were included 
simultaneously in logistic regression  models 
to evaluate their contribution to QoL in the 
context of other variables. SPSS version 10.0 
(SPSS Inc. Chicago, IL, USA) was used in the 
statistical analysis. 

RESULTS 
Of the 253 child workers, 77.9% were male, 
with a mean age of 15.6(0.5), 81.0% did not 
report any current or previous longstanding 
history of illness. 73.5% of the children were 
working in industry and the duration of 
employment in the recent work place was 
1.6(1.1) years (Table I). 7.5% of  the children 
had chronic conditions and they all answered 
the disease module of the scale. The total 
score of QoL, physical functioning, emotional 
well-being, self-esteem, family, friends, 
school and disease module scores distribution 
were 62.9(11.7), 63.9(19.3), 66.5(17.2), 
53.6(23.3), 73.6(20.3), 65.8(19.2), 53.2(18.5) 
and 52.5(24.8) respectively (Table II). 
Logistic regression models were specified for 
total QoL, domains of QoL and included 
variables which were found statistically 
significant in the univariate analysis. 
According to logistic regression analysis; the 
odds of having poor  total QoL was 2.9 times 
higher in girls than in boys, 2.3 times higher 
in children whose families had no   health 
insurance than in children whose families had  
health insurance. Exposure to family violence 
and absenteeism were  also factors  associated 
with total QoL. Exposure to family violence 
and absenteeism were factors with  3.7 and 
2.4 times higher chance for decreased total 
QoL. 

Lack of health insurance  and  alcohol 
consumption  were factors with 2.3 and 3.4 
times higher chance for the decreased 
physical functioning domain. Insufficiency in 

213 



Marmara Medical Journal 2008;21(3);210-219 
Pınar Erbay Dündar, et al. 
Quality of life of  workers aged 14-16 years in manisa apprentice training center  

 

214 

family income (OR=3.0) was the single 
variable associated with the emotional well-
being domain. Alcohol usage and lack of 
family health insurance were factors with  4.2 
and 2.2 times higher chance for the  decreased 
self-esteem domain.  
Lack of family  health insurance, being 
exposed to family violence, job dissatisfaction 
and insufficient contribution from  teachers  
were factors with 3.2, 7.8, 3.1 and 4.4 times 
higher chance for the decreased family 
domain. Having poor QoL in the friends 
domain was associated with lack of family 
health insurance and being exposed to family 
violence. Lack of family health insurance and 
being  exposed to family violence were 
factors with 3.4 and 2.5 times higher chance 
for decreased friends domain. Father 
illiteracy, absenteeism and job dissatisfaction 
were associated with the school domain. They 
were factors with 17.1, 2.8 and 6.9 times 
higher chance for decreased QoL in the 
school domain (Table IV). 

DISCUSSION 
In this study it was concluded  that; 
sociodemographic and job-related variables 
are associated with QoL in working children. 
Lack of family health insurance, being 
exposed to family violence, absenteeism and 
being of female gender are associated with 
poorer total QoL. Lack of family health 
insurance is also an effective variable in self-
esteem, family, friends and physical 
functioning domains of QoL. The emotional 
well-being domain of QoL is negatively 
affected by family income insufficiency. In a 
study related with this subject, the father’s 
income was the best single predictor of QoL , 
having a diminishing marginal effect on the 
child’s QoL 11. It is indicated that father 
illiteracy affects QoL of the school domain 
with a 17.0 times higher chance for decreased 
QoL. In similar studies, educated fathers 
positively affect child QoL 13-14. Exposure to 
family violence negatively affects the family 
and friends domain of QoL in working 
children. Violence is a form of aggressive 

behaviour that has a debilitating effect on the 
optimal growth and development of youth. 
For all adolescents, exposure to violence at 
home, school, or in the community is 
associated with aggression later in life, the 
development of supportive attitudes toward 
aggression and violence, psychological 
distress, school absenteeism, academic 
dysfunction, and    subsequent    injury 28. 
Children exposed to domestic violence have 
worse health status and health problems than 
others 29-30. 
This study indicates that job-related variables 
affect child’s QoL. Job dissatisfaction of the 
child is associated with the physical 
functioning and school domain of QoL. 
Emotional well-being, physical functioning, 
school domains and total QoL are negatively 
affected by lack of learning opportunities in 
the workplaces. The self-esteem domain of 
QoL is worsened if the youth cannot spend 
the money he or she earns themselves. 
Although using salary, learning opportunities 
in workplaces and job sector were effective 
variables in QoL in univaria te analysis, they 
were not statistically significant in the 
multivariate analysis. Job related variables 
(such as job satisfaction, absenteeism and 
teacher’s contribution to career) kept their 
significance in the multivariate analysis. Job 
satisfaction is associated with both thr family 
and school life domains of QoL. These two 
domains of QoL are negatively affected by 
job dissatisfaction. Job dissatisfaction is a 
risky variable because most of the working 
children start working because their parents 
want them to do so. On the other hand, they 
learn techniques about their job from the  
Apprentice Training Center. If the 
child/apprentice finds the techniques of his 
trainer at Apprentice Training Center 
insufficient, QoL of the family domain 
worsens. 

Many investigations have examined the 
relationship between age and job satisfaction. 
But in this study age is not a statistically
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                                Table I. Sociodemographic features of working children 
 

 
 
 
 
 
 

Table II. Distribution of Qol (KIDDO-KINDL) points. 
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Table III. Univariate risks of independent  variables on the domain scores and the  total score 
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Table IV. Significant Variables on QoL, Logistic Regression Analysis 

 

 
 
 

significant factor in the  multivariate analysis. 
In another  study the results indicated a 
significant but weak positive linear age-job 
satisfaction relationship. That is, age failed to 
explain a substantial proportion of linear 
variance in the job satisfaction measure. This 
indicates that age, as a chronological variable, 
is not a viable predictor of job satisfaction 31. 
Probably QoL is a pertinent psychological 
variable associated with the underlying ageing 
process in job satisfaction. Another possible 
explanation lies within the statistical methods 
applied. Even in the univariate analyses, the 
confidence intervals are rather broad (due to 
the sufficient but not overwhelming sample 
size), however, with the inclusion of other 
variables into the logistic regression, there are 
eventually too many parameters to be 
estimated for the actual sample size. The 
confidence intervals grow large and  
statistically significant results can hardly be 
found anymore. According to the univariate  

and multivarieae analyses results, gender is a 
significant sociodemographic variable on 
QoL. The total QoL scores  of working girls 
are  three times worse than that of boys. Many 
studies related to QoL in different age groups 
indicate similar findings 32-37. 

Risky behaviour in working children is 
another subject of investigation. It is found 
that, the tendency towards taking risks is 
higher in boys, in children who grew up in 
cities, and who do not like their work, also 
when there is alcohol, smoking or drug usage 
in  the family or among friends, and violence 
in the workplace 39. In this study, alcohol 
consumption is associated with the physical 
functioning and self esteem domains. In the 
struggle against the threads that affect the 
physical and psychological development of 
working children negatively, workplace 
conditions must not be overlooked. Foster’s 
study has indicated that young workers  may 
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suffer a long-term physical, emotional and 
intellectual distress 40. 
The progressive elimination of child labour 
requires a strategy that takes into account long-
term and short-term economic objectives, 
access to employment, increase in living 
standards, improvements in the educational 
infrastructures and efforts to promote 
awareness of the need for change.  The QoL 
of working children is affected by 
sociodemographic variables and job related 
negative experiences. According to this study, 
being female, lack of  family health insurance, 
insufficient family income, father illiteracy, 
exposure to family violence, alcohol 
consumption, job dissatisfaction, teachers’ 
insufficient contribution and absenteeism  are 
risk factors that negatively affect the QoL of 
children. QoL is an important tool for the   
determination of  child workers  who  live and 
work in hard conditions. 
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ABSTRACT 
 

Objectives: Quality of Life (QoL) is a broad concept incorporating the person's physical health, 
psychological health, social relationships and environment. In this study, we aimed to establish the effects of 
depression and the smoking status upon the quality of life among municipal police officers. 
 

Patients and Methods: : This cross-sectional study was carried out among 157 municipal police officers 
working at the Municipal Department of Konya. A socio-demographical information form, World Health 
Organization Quality of Life (WHOQOL-BREF) and Beck Depression Inventory (BDI) were applied. Qol 
was assessed using the WHOQOL-BREF questionnaire. 
 

Results: Of the participants, 99.4% (n=156) were men, 79.6% (n=125) had secondary and high school level 
education and they were aged between 22-57 (mean=39.33±7.29). Of the total, 117 (74.5%) were indebted 
and 77 (49.1%) were current smokers. Quality of life scores in the domains of physical health (p<0.001), 
psychological health (p<0.001), social relationships (p<0.001) and general health (p<0.001) were 
significantly lower among the depressive persons than the non-depressive ones. 
 

Conclusion: Approximately half of the municipal police officers had depressive symptoms and were 
smokers. To prevent the negative manifestations of depression and smoking that might occur in the future, it 
is important to understand the origins of the stresso. 
 

Keywords: Depression, Municipal police officer, Smoking, Quality of life. 
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BELEDİYE ZABITA MEMURLARINDA SİGARA İÇME VE DEPRESYONUN YAŞAM 
KALİTESİ ÜZERİNE ETKİLERİ 

 

ÖZET 
 

Amaç: Yaşam kalitesi kişinin fiziksel sağlığını, psikolojik sağlığını, sosyal ilişkiler ve çevresini içine alan 
geniş bir kavramdır. Belediye zabıta memurlarında depresyon ve sigara içme durumunun yaşam kalitesi 
üzerine etkilerinin incelenmesi amaçlanmıştır. 
 

Yöntem: Kesitsel bir araştırma olan bu çalışma Konya Zabıta Müdürlüğü’nde görevli 157 zabıta 
memurunun katılımıyla gerçekleştirilmiştir. Araştırmamızda sosyo-demografik bilgi formu, WHOQOL-
BREF yaşam kalitesi anketi ve Beck Depression Ölçeği (BDI) kullanılmıştır. 
 

Bulgular: Katılanların, %99.4’ü (s=156) erkek, %79.6’sı (s=125) orta okul ve lise eğitimli, yaşları 22-57 
arasında (ortalama 39.33±7.29) idi. Katılımcıların 117’si (%74.5) borçlu idi ve 77’si (%49.1) sigara içiyordu. 
Yaşam kalitesi fiziksel sağlıkta (p<0.001), psikolojik sağlıkta (p<0.001), sosyal ilişkilerde (p<0.001) ve 
genel sağlık alanlarında depresif kişilerde depresif olmayanlara göre önemli ölçüde düşüktü. 
 

Sonuç: Bu çalışmada, zabıta memurlarının yaklaşık olarak yarısı sigara içicisi idi ve depressif bulguları 
vardı. Depresyon ve sigaranın gelecekte yapacağı olumsuz etkileri önlemek için zabıtalarda strese yol açan 
sebepleri anlamak önemlidir. 
 

Anahtar Kelimeler: Depresyon, Zabıta memuru, Sigara, Yaşam kalitesi. 
 
INTRODUCTION 
 

The municipal police officers are a municipal 
authority who keep  public order locally, 
contribute to the safety of people and 
property, supervise the abiding of citizenship 
co-existence regulations, contribute to traffic 
safety and order on the roads, solve minor 
crimes, warn physical and legal entities about 
violating generally binding legal regulations, 
and provide measures for rectification.1 
The municipal police officers occupy an 
important position within the community  
both as enforcers of the law and as role 
models for appropriate behavior. It is well- 
known that the municipal police officers are a 
working population exposed to stress; as a 
group they experience many occupational 
demands with physiological and 
psychological effects. Sources of stress for 
them may be their relationship with the 
public, exposure to episodes of criminality, 
rotating shift work and the need to maintain 
high levels of service in various contexts.1,2 

Stress is an unavoidable part of an 
individual’s working life. Work-related stress 
and anxiety may have a profound effect on an 
individual’s well-being. Stress is a complex 
issue but generally it is defined as a physical, 
mental or emotional reaction resulting from 
an individual’s response to environmental 

tensions, conflicts, pressures, and other 
similar stimuli. Stress is often described as 
being associated with emotions such as anger, 
anxiety and depression, and there is evidence 
to suggest that it is also related to 
impoverished mental health.2-7 
Smoking is the most important preventable 
cause of morbidity and mortality 
worldwide.8,9 Despite public health efforts to 
influence smoking initiation and cessation in 
the USA, young women and men continue to 
begin smoking at increasingly earlier ages.10-

12 According to PİAR results, smoking rates 
among the general population in Turkey are 
extremely high (62.5% in men and 24.8% in 
women).13 
The World Health Organization defines quality 
of life (QoL) as: "the individual's perception of 
his/her position in life in the context of the 
culture and value system in which he/she lives 
and in relation to his/her goals, expectations, 
standards and concerns". Quality of Life (QoL) 
is a broad concept incorporating the person's 
physical health, psychological state, level of 
independence, social relationships, personal 
beliefs and their relationship to salient features 
of the environment.4,5,14-17 Assessment of QoL 
is important in medical practice, in improving 
the doctor-patient relationship,  assessing the 
effectiveness and relative merits of different 
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treatments, in health services evaluation,  
research and in policy making. 18-22  

In this study, we aimed to establish the effects 
of depression and  smoking upon the quality 
of life of municipal police officers. 

MATERIAL AND METHOD 
 

Population 
 

This cross-sectional study was carried out 
among 157 municipal police officers working 
at the Municipal Department of Konya in the 
period of January- February 2006. Before 
beginning this research, ethical consideration 
was approved by the ethical committee of the 
Meram Medical Faculty of Selçuk University. 
All of the participants were volunteers. 190 
municipal police officers were working at the 
Municipal Department of Konya in this 
period. Before the distribution of the 
questionnaires,  official permission was 
received from the director of municipal police 
department. 
Questionnaire 
 

After giving information about  the subject of 
the study to the municipal police officers and 
getting their approval about accepting to 
participate in the study, we applied three 
questionnaire forms: a socio-demographical 
information form, WHOQOL-BREF (TR) and 
Beck Depression Inventory (BDI). The 
questionnaires were collected within two weeks 
of distribution. Of the 190 subjects, 82.6% 
(157/190) completed the questionnaire forms. 
Those who were not willing to take part  were 
excluded. Factors investigated included: 
sociodemographic variables, smoking status, the 
quality of life and the Beck Depression 
Inventory (BDI). The answers were recorded by 
the researchers. 
 
Socio demographic characteristics and 
smoking-related behavior 
 

The first questionnaire included 50 items and 
revealed the police officer’s socio-
demographic characteristics, smoking-related 
attitude and behavior. Current smokers were 
defined as those who had smoked 100 
cigarettes and now smoked either everday 
(i.e., daily smokers) or some days (i.e., some-
day smokers). Ex- smokers had smoked at 

least 100 cigarettes in their lives but did not 
smoke currently. The minimum quitting 
period for the ex-smokers was accepted as 6 
months. Never-smokers were defined as those 
who had never smoked.16  
 
Beck Depression Inventory (BDI) 
 

The second questionnaire included 21 items 
and revealed the participants’ depression 
level. The information on depressed mood 
and anxiety was obtained by this Beck 
Depression Inventory (BDI). If  the total score 
was under 9, it was regarded as non-
depressive (normal), 9-16 mild, 17-29 
moderate, 30 and over severe depression 
respectively. The cut-off point of BDI was 
taken as 17. 17,18  

 
Quality of life 
 

The quality of life was assessed using the 
WHOQOL-BREF questionnaire. The 
WHOQOL- BREF is a self-report scale that 
consists of 26 items. The WHOQOL- BREF 
includes four domains related to QoL: 
physical health, psychological health, social 
relationships and environment. In addition, 
two items are examined separately, namely 
the perception of overall quality of life and  
overall health. The WHOQOL- BREF has 
been demonstrated to have satisfactory 
discriminant validity, internal consistency and 
test-retest reliability. 19,20 

 
Ethical considerations 
 

The research and ethical committee of the 
Meram Medical Faculty of Selcuk University 
approved this study. All of the participants 
were  volunteers. 
 
Data analysis  
 

The SPSS 13.0 statistical software package 
was used in data entry and analysis. The 
statistical analysis and evaluations were 
conducted by the authors. The variables were 
described by mean, frequency and standard 
deviation (SD). To assess the  statistical 
significance between groups, chi-square and 
Student’s t tests were used. p<0.05 was 
considered significant.   
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RESULTS 
 

Socio-demographic characteristics of 
participants 
A high level (82.6%) of participation 
(157/190) was achieved in the survey. In this 
study, the sample population consisted of 157 
municipal police officers, among whom 
99.4% (156) were men, 79.6% (n=125) had 
been educated in secondary and high schools, 
96.8% (n=152) were married, and the age 
interval of participants was between 22-57 
(mean=39.33±7.29). The median government 
service was 15 years (min=1, max=32), the 
median duration of daily work was 9 hours 
(min=6, max=16). The median monthly salary 
was 800 YTL (min=525, max= 1200). Only 
53.5% (n=84) were living in their own house, 
35.0% (n=55) were tenants, 74.5% (n=117) 
were in debt, 29.3% (n=46) could not afford 
to pay their credit cards in time. Of the total,  
115 (73.2%) participants had selected this 
occupation deliberately and willfully, 98 
(62.4%) municipal police had been to court 
once during their job (Table I). 
 

Smoking-related habits  
 

When we examined the status of smoking, we 
found that 49.1% (n=77) were current smokers, 
24.2% (n=38) non smokers and 26.7% (n=42) 
were ex-smokers. The lowest age at starting 
smoking was 5, the highest age was 40 and the 
median value was 18. Of the participants, 
68.8% (n=53) started smoking at the age of 20 
and under. Social factors (environment, friends, 
etc.) were the first reasons for starting smoking 
(49.4%), the second reasons were stress and 
anxiety (24.7%). 

Gender, age, marital status, education level, 
being in debt, homes, having a private car  

and not affording to pay the credit cards in 
time, depression had no affects on smoking 
status statistically (p>0.05) (Table III). 

Depression results 
 

The mean BDI score was 10.4±8.7 
(median=9, min=0, max=45).  According to 
the results of the Beck Depression Inventory 
(BDI); 52.2% (n=82), 23.6%(n=37), 
21.7%(n=34), 2.5%(n=4) were normal, mild, 
moderate, severe depression respectively. 
When the cut-off point of BDI was taken as 
17, 119 participants (75.8%) had  scores of 16 
and under, and 38 (24.2%) had scores of 17 
and over, respectively. When we compared 
the results of the Beck Depression Inventory 
and smoking status, there was no significant 
difference between smokers and non-smokers 
statistically (p>0.05) (Table III). 
 

Assessment of QoL 
 

When we compared the quality of life scores 
and smoking status, there was no significant 
difference in  the physical health (p=0.598), 
psychological health (p=0.920), social 
relationships (p=0.375), environment 
(p=0.910) between smokers and non-smokers 
statistically (Table II). 
 

Quality of life scores in the domains of 
physical health (p<0.001), psychological 
health (p<0.001), social relationships 
(p<0.001), environment (p<0.001), overall 
QoL (p<0.001) and overall health (p<0.001) 
were significantly lower among the 
depressive individuals than among the  non-
depressive ones (Table II). The perception of 
overall health, the QoL and the life 
satisfaction  among police officers is shown in 
Table IV. 
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Table1. Demographic characteristics of smokers and non-smokers 

 Smokers(n=77) 
  n          % 

Non-smokers(n=80) 
    n           % 

Total(n=157) 
   n           % 

 
     χ² 

 
    p 

Gender 
     Male 
     Female 

 
77          49.4 
0              0.0  

 
79              50.6 
1              100.0 

            
 156      100.0 
  1         100.0 

 
1.355 

 
0.244 

Age(yr) 
   21-30 
   31-40 
   41-50 
   >50 

 
14          60.9 
26          44.8 
35          50.0 
2            33.3 

  
9                39.1 
32              55.2 
35              50.0 
4                66.7 

 
23         100.0 
58         100.0 
70         100.0 
6 

 
2.340 

 
0.505 

Marital status 
    Married 
    Single 

 
75          49.3 
2            40.0 

 
77              50.7 
3                60.0 

 
152       100.0 
5           100.0 

 
0.170 

 
0.680 

Level of Education 
Primary School 
Middle-High School 
University 

 
3            42.9 
62          49.6 
12          48.0 

 
4                57.1 
63              50.4 
13              52.0 

 
7           100.0 
125       100.0 
25         100.0 

 
0.205 

 
0.977 

Indebted 
   Yes 
   No 

 
63          53.8 
14          35.0 

 
54              46.2 
26              65.0 

 
117       100.0 
40         100.0 

 
3.516 

 
0.061 

Place of residence 
Own house 
Tenant 
Lodgings 

 
36          42.9 
30          54.5 
11          61.1 

 
48              57.1 
25              45.5 
7                38.9 

 
84         100.0 
55         100.0 
18         100.0 

 
3.014 

 
0.222 
 

Affording to pay the 
credit cards in time 
   Yes 
   No 

 
 
50          45.0 
27          58.7 

 
 
61              55.0   
19              41.3    

 
 
111       100.0 
46         100.0 

 
 
1.909 

 
 
0.167 

Having a private car 
  Yes 
  No 

 
31          44.3 
46          51.9 

 
39              55.7 
41              47.1 

 
70         100.0 
87         100.0 

 
1.145 

 
0.285 

Peer’s occupation 
  Present 
  No 

 
0              0.0 
77          49.7 

 
2              100.0 
78              50.3 

 
2           100.0 
155       100.0 

 
0.392 

 
0.531 
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Table II The effects of depression and the smoking status upon the quality of life among municipal 
police officers 
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Table III Beck Depression scores of municipal police officers according to their demographic 
characteristics 
 BDI ≤ 16 (n=119) 

 n             % 
BDI ≥ 17   (n=38) 
       n           % 

 Total(n=157) 
   n           % 

 
     χ² 

 
    p 

Gender 
     Male 
     Female 

 
119             76.3 
0                   0.0 

 
37                23.7 
1                100.0 

 
156       100.0 
1           100.0 

 
2857 

 
0.091 

Age(yr) 
   21-30 
   31-40 
   41-50 
   >50 

 
22               95.7 
41               70.7 
50               71.4 
6               100.0 

 
1                    4.3 
17                20.3 
20                28.6 
0                    0.0 

 
23        100.0 
58        100.0 
70        100.0 
6          100.0 

 
1.272 

 
0.259 

Marital status 
    Married 
    Single 

 
115             75.7 
4                 80.0  

 
37                24.3 
1                  20.0 

 
152      100.0 
5          100.0  

 
0.052 

 
0.820 

Education 
Primary School 
Middle-High School    
University 

 
7               100.0 
92               73.6 
20               80.0 

 
0                    0.0 
33                26.4 
5                  20.0 

 
7          100.0 
125      100.0 
25        100.0 

 
5.200 

 
0.158 

Indebted 
   Yes 
   No 

 
85              72.6 
34              85.0 

 
32                27.4 
6                  15.0 

 
117      100.0 
40        100.0 

 
1.851 

 
0.174 

Place of residence 
Own house 
Tenant 
Lodgings 

 
61              72.6 
43              78.2 
15              83.3 

 
23                27.4 
12                24.8     
3                  16.7  

 
84        100.0 
55        100.0 
18        100.0 

 
1.229 

 
0.541 

Affording to pay the 
credit cards in time 
   Yes 
   No 

 
 
88              79.3 
31              67.4 

 
 
23                20.7 
15                32.6     

 
 
111      100.0 
46        100.0 

 
 
1.899 

 
 
0.168 

Having a private car 
  Yes 
  No 

 
47              67.1 
72              82.8 

 
23                32.9 
15                17.2          

 
70        100.0 
87        100.0 

 
4.340 

 
0.037 

Smoking status 
  Smokers 
  Non-smokers 

 
60              77.9 
59              73.8 

 
17                22.1 
21                26.2 

 
77        100.0 
80        100.0 

 
0.180 

 
0.672 

Peer’s occupation 
   Present 
    No 

 
2               100.0 
114             75.0 

 
0                    0.0 
38                25.0 

 
2          100.0 
152      100.0 

 
2.823 

 
0.244 
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TableIV The perception of overall health, the QoL and life  satisfaction  among police officers 
 
The perception of overall health and the QoL among municipal police officers  
                    n                     % 
Very bad                  13                     8.3 
Not so bad                  16                   10.2 
Moderate                  92                   58.6  
Quite good                  30                    19.1 
Very good                    6                     3.8 
Total                 157                  100.0 
The perception of overall health and the satisfaction from life 
                    n                     % 
Not satisfied at all                   13                     8.3 
A little satisfied                   24                   15.3 
Moderately satisfied                   51                   32.5  
Quite satisfied                   49                    31.2 
Extremely satisfied                   20                   12.7 
Total                 157                  100.0 
 
 
 
 
DISCUSSION 
 

In the study, the factors related to working life 
such as work stress and job satisfaction which 
could affect the quality of life were not 
questioned and the cross-sectional method of 
the study does not allow  making an 
estimation about the  causal link between 
depression and the quality of life both of 
which  can be stated as the limitations of this 
study. 

It is the duty of municipal police officers  to 
secure the effective application of  the 
Mayor’s edicts and of the decisions of the 
Municipal Council, which have to do with 
securing order, serenity and the  well-being of 
the public  within a municipality. The service 
is provided by uniformed officers acting in 
the interest of the public. The municipal 
police are a force, which, due to the strict 
application of law, have been very successful. 
The activity of Municipal Police officers was 
also based on the requirements of the laws for 
“Local Government”, “Administrative 
Violations”, “City Planning”, “Construction 
Police” etc.1,2 Because of the excess workload 
and occupational stress, municipal police 
officers tend to work as inherently stressful.3,5 

As a result, high levels of stress-related 
symptoms might be expected in this 
population. Pancheri et al declared that traffic 
police officers were found significantly more 
often in the high stress classes than  the 
municipal police force of the city of Rome.23 
Tomei et al in their study, had emphasized, 
related to the assessment of subjective stress 
in the municipal police force in Rome, that 
the analysis of the data showed  significantly 
higher scores in the anxiety and 
aggressiveness clusters at the end of the shift.2 
In our study, when the cut-off point of BDI 
was taken as 17, 38 municipal police officers 
(24.2%) had scores of 17 and over. According 
to these results, in this study, almost one 
quarter (24.2%) of all the municipal police 
officers was in depression, similar to the other 
studies’ results mentioned above.  
It is obvious  that the municipal police 
officers were exposed to stress. During their 
working life, 98 (62.4%) municipal polices 
had been to court once. In addition, only 
53.5% (n=84) were living in their own house, 
35.0% (n=55) were tenants, 74.5% (n=117) 
were in debt, 29.3% (n=46) could not afford 
to pay their credit cards in time. These socio-
economic factors could affect  the spiritual 
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comfort of the individuals. Deschamps and 
friends explained that  police officers were 
reported to experience greater stress, and in 
fact sources of stress were found both in the 
weariness of the job and private-life 
planning.24 On the other hand, Berg and et al. 
emphasized that job pressure was experienced 
as the least stressful, but the most frequently 
occurring, according to the comprehensive 
nationwide questionnaire survey of 3272 
Norwegian police. “Working overtime” was 
the most frequent and the least severe 
stressor.5 According to Collins and friends, 
occupational stressors ranking most highly 
within the population were not specific to 
policing, but to organizational issues such as 
the demands of work impinging upon home 
life, lack of consultation and communication, 
lack of control over workload, inadequate 
support and excess workload in general.6 
Richmond et al. emphasized that 12% of male 
police officers and 15% of female police 
officers reported feeling moderate to severe 
symptoms of stress in Sidney.25 In our study, 
while gender, age, marital status, education, 
place of residence, being indebted, not 
affording to pay the credit cards in time had 
no effect on depression statistically (p>0.05), 
having a private car caused higher depression 
than among those who had no private car 
(p=0.037). Maintaining, running and paying 
the taxes of a private car might have caused 
extra expenses to the family budget and might 
be a cause for depression. 
In our study, the smoking rate among the 
municipal police officers was 49.1%. The 
smoking rate was 24.3% for females, 62.8% 
for males among the general population in 
Turkey.13 This rate was lower than the 
smoking prevalence of the general population. 
Deschamps et al found that the rate of 
smoking among 617 policemen was 42.0%.24 
This result is similar to our findings. 
Richmond et al.  emphasized that over one-
quarter (27%) of male and one-third (32%) of 
female police officers reported smoking in 
Sidney.25 Regarding smoking, a large cohort 
study from the United States revealed that the 
police had one of the highest smoking rates 
among all professions.26 More than one-
quarter of the Australian federal police who 

visited a police health clinic were found to be 
cigarette smokers.20 The reason why police 
smoke at high rates is complex. Physiological 
changes due to shift work, such as disrupted 
sleep patterns and circadian rhythms may 
contribute to high rates of smoking 
prevalence among police officers. However, 
stress is probably the most important 
contributor to excess smoking levels within 
law enforcement.20 In our study, gender, age, 
marital status, education, place of residence, 
having a private car, being indebted, not 
affording to pay the credit cards in time, being 
depressed had no effect on smoking status 
statistically (p>0.05). Cigarette smoking is the 
most important avoidable cause of morbidity 
and premature death in the developed 
world.8,27 Smoking cessation programs should 
be introduced among the municipal police 
officers to reduce the number of those who 
smoke. Also, a continuing education program 
should be instituted to instruct  them about 
their role in society. 

While quality of life scores in the domains of 
physical health, psychological health, social 
relationships and environmental, overall 
health were significantly lower among the 
municipal police officers who had 17 and over 
BDI score than the ones who had 16 and under 
BDI score (p<0.001), quality of life scores had 
no affect on smoking status statistically 
(p>0.05). In our study, it was established that 
24.2% of all the  municipal police officers had 
depression symptoms and diminished quality 
of life. In our study, the perception of overall 
health and the QoL was poor in 18.5 % of the 
participants. The evaluation of the perception 
of overall health and the life satisfaction 
among police officers revealed that 23.6% of 
them were not satisfied. These results 
demonstrate negative influences on the 
individual’s perceived reality of their own 
situation. 

Conclusion 
 

There is a growing preoccupation with stress 
as a problem within the workplace. Recently, 
many factors have conspired to make working 
life far more stressful than before. While job 
satisfaction was primarily associated with 
positive effects, life satisfaction, and self-
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esteem; job stress was primarily associated 
with negative effects and cigarette smoking.7 
An effective and comprehensive-national 
tobacco control program is urgently required. 
More active health promotion and provision of 
brief interventions among municipal police 
may improve their unhealthy life-styles. As a 
result, the municipal police officers are at risk 
psychologically because of depression and 
diminished quality of life. It will be 
considerably beneficial to provide police with 
psychological support and consulting services. 
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