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THI-QAR KALITSAL KAN HASTALIKLARI MERKEZINDE MAJOR
TALASEMILi HASTALARDA DEPRESYONUN
DEGERLENDIRILMESI

Ozet

Alshadood ,Nawras . Thi-Qar Kalitsal Kan Hastaliklar1 Merkezinde Major Talasemili
Hastalarda Depresyonun Degerlendirilmesi , (Yiiksek LisansTezi), Cankiri, 2022.

Bu ¢alisma, Irak'in Thi-Qar Eyaletindeki Thi-Qar Kalitsal Kan Hastaliklar1 Merkezi'ne
basvuran Major Talasemi tanist konan hastalarda depresyonun incelenmesine
odaklanmaktadir. Major Talasemi, siddetli anemi ile karakterize bir hastaliktir. Hayatta
kalma, serbest radikal olusumundan dolay1 ¢coklu organ hasariyla sonug¢lanan kaginilmaz asir
demir yiikii ile diizenli kan transflizyonuna baghdir. Tedavi siireci ve hayatta kalmak i¢in
gerekli islemler oldukca zahmetli ve zahmetli oldugundan hastalarin yasam kalitesi bu
hastaliktan olumsuz etkilenmektedir. Yasam kalitesi, hastanin sosyal ve sosyal iliskileri,
mesleki becerileri ve is yasami, giinliik yasami ve motivasyonu gibi dogrudan psikoloji ile
ilgili olan sosyal ve ekonomik faktorleri ifade eder. Bu ¢alisma kapsaminda Thi-Qar Kalitsal
Kan Hastaliklar1 Merkezi'nde Major Talasemi tanis1 dogrulanmis ve halen tedavi altinda olan
401 erkek, 49'u kadin toplam 89 hasta incelenmistir. Hastalara Veri Toplama (Anket) Formu
ve Beck Depresyon Envanteri uygulandi. Hasta Grubunun Beck Depresyon Envanteri puan
ortalamas1 32,8874 olarak bulundu. Bu sonu¢ Major Talasemi Hastalarinda siddetli
depresyonu dogrulamaktadir.

Anahtar Kelimeler: Major Talasemi, Depresyon, Hemsirelik
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EVALUATION OF DEPRESSION AMONG PATIENTS
WITHMAJOR THALASSEMIA IN THI-QAR HEREDITY BLOOD DISEASE CENTER

Summary

Alshadood ,Nawras . Evaluation of Depression Among Patients with Major Thalassemia
in Thi-Qar Heredity Blood Disease Center, (Master Thesis ), Cankir1, 2022.

This study focuses on the examination of depression in patients diagnosed with
Major Thalassemia and admitted to the Thi-Qar Center for Hereditary Blood Diseases in the Thi-
Qar Province of Iraq. Major Thalassemia is a disease characterized by severe anemia.
Survival depends on regular blood transfusion with an inevitable iron overload resulting in
multiple organ damage due to free radical formation. Due to the fact that the treatment process
and the procedures necessary for survival are quite demanding and laborious, the quality of life
of the patients is adversely affected by this disease. Quality of life refers to social and
economic factors directly related to psychology, such as the patient's social and social
relations, professional skills and work life, daily life and motivation. Within the scope of
this study, the diagnosis of Major Thalassemia was confirmed in Thi-Qar Hereditary Blood
Diseases Center and a total of 89 patients, 40 men and 49 women, who are currently under
treatment, were analysed. Data Collection (Questionnaire) Form and Beck Depression Inventory
were administered to the patients. Beck Depression Inventory mean score of the Patient Group
was found to be 32,8874. This result confirms severe depression in Major Thalassemia Patients.

Keywords: Major Thalassemia, Depression, Nursing



1. Introduction

Major Thalassemia is one of the genetic diseases common in Europe and the Arab world.
Due to the inability of the bone marrow to produce red blood cells efficiently, the amount of
hemoglobin decreases. This disease leads to high iron levels and complications as a result of the
breakdown of red blood cells and damages vital organs of the body such as heart, liver, pancreas,

spleen enlargement and osteoporosis (Weatherall, 2018).

After suffering from a disease that will accompany him throughout his life, the patient
expresses a low level of satisfaction with his new quality of life, but it is seen that he suffers from
feelings such as helplessness, powerlessness and inability to do any work, and this situation leads
to a feeling of depression. According to this; psychological state is affected by physical state
(Patel, Bhivandkar, Desai, & Antin, 2019).

According to Tyrrell and Elliott (2013), the patient's knowledge of the disease from
the moment of diagnosis and throughout the treatment; He experiences a noticeable decrease
in mood, weight, appetite and sleep, and a lack of motor activity, which leads to feelings

of weakness, lack of concentration and suicidal thoughts.

In literature some studies proved that there is a relationship between depression

and major thalassemia.

Sultan's (2017) study emphasized the importance of examining the relationship
between mental depression and major thalassemia. The researcher believes that patients with
major thalassemia should struggle with their illness not only medically but also psychologically.
Major thalassemia patients go through different psychological stages that can directly affect their
lives and social environment. In the study, it was emphasized that in various pathological
cases, especially chronic or serious ones, in order to alleviate the disease and its severity, it is
necessary to pay attention to the psychological aspect of each disease as one of the important

factors and its importance. In this regard, Koutekelekos and Haliasos (2013), conducted a study



on children, adolescents and adults diagnosed with major thalassemia. In this study, the effects of
major thalassemia on the mood of the individuals, its contribution to the formation of depression
and its effect on the behavior of the patients were examined. Badur's study found that 70.3%
of major thalassemia patients had mild depression, 18.5% had moderate depression and 11.1%
had high depression (Badur, 2019). In another study conducted on 2014 by Yengil and his
colleagues, Beck Depression Inventory scores were found in 20.5% of patients and 28.6% of
those who were dependent on these patients. Mild anxiety symptoms were observed in 19.3% of
patients, moderate anxiety symptoms in 14.8% and severe anxiety symptoms in 4.5%. In the
study published by Ismet Kahraman in 2012, it is reported that psychological problems such
as depression and anxiety are frequently seen in major Thalassemia patients and
psychological support treatment is evaluated as beneficial in major Thalassemia patients

(Kahraman, 2012).

And in some other literature, it has been proven that there is a relationship between

quality of life, depression and thalassemia major.

For example a study conducted in 2017 by Kahraman and his colleagues investigated the
effect of the disease on the quality of life of 34 major Thalassemia patients between the ages of
18 and 54. In this study, it was found that major Thalassemia patients have a much worse mental
health than the healthy part of society and face serious mental problems (Kahraman et al., 2017).
In the thesis study "Determining the Hope Levels of Adolescents with Thalassemia" published in
2014, 112 adolescents with thalassemia and 121 healthy adolescents were not found to have any
significant difference in hope between the two groups, but the average degree of hope of
adolescents who lost someone they knew due to thalassemia major was reported to be higher than
that of those who did not experience loss and was evaluated as a statistically significant result
(Uysal, 2014). The important thing to note at this point is that the research was carried out on
children and adolescent patients.Also, In 2019, Dr. Refika Go6r conducted research on the
evaluation of depression, anxiety level, self-perception and quality of life in patients with a major
diagnosis of thalassemia . In this study, 5 of the 13 major Thalassemia patients over the age of 18

showed mild signs of depression and 2 showed signs of moderate depression, while only 1 in 13



healthy individuals showed signs of mild depression. In this context, it is reported that the Beck
Depression Scale scores of major Thalassemia patients were higher than the Beck Depression

Scale scores of the healthy group (Goren, 2019).

Many literatures focused their attention specifically on the quality of life of caregivers

who take care with thalassemia major patients and the importance of their presence.

A study was carried out by (Yengil et al., 2014) studied major thalassemia patients and
the effects on depression status and quality of life of people who are responsible for their care
are focused on. In this study, Yengin et al revealed that the mental health and quality of life of
people with chronic diseases and their caregivers are affected by these health problems. In this
study, patients were evaluated with the Beck Depression Inventory, Beck Anxiety Inventory and
a questionnaire. Within the scope of the study, interviews were conducted face to face. Beck
Depression Inventory scores were found to be 17 and above in 20.5% of the patients and 28.6%
of their caregivers. Mild anxiety symptoms were observed in 19.3% of the patients, moderate
anxiety symptoms in 14.8% and severe anxiety symptoms in 4.5% of the patients. In addition, it
was observed that the anxiety levels of the patients and their caregivers were similar. In this
study, it was shown that the disease causes an increase in the frequency of depression and anxiety
in both patients and caregivers, negatively affecting their quality of life, physical and mental

components.

In the literature, depression level in major Thalassemia patients is increasing with the age.
In a study conducted in 2019 (Badur, 2019), it is reported that depression increases in major
Thalassemia patients in a proportional way to increasing age and it is stated that the disease takes

people's lives to a much more negative level day by day.

Some literature in Iraq has studied depression and the extent to which appropriate medical

and professional support provided to depressed patients.

A study published by Al-Hamzawi and his colleagues in 2015interviewed 4,332
patients over the age of 18 in Iraq as part of world health organization mental health research

and investigated the effects of major depression. In this study, it was associated that depression



may be the result of one of the chronic diseases, including thalassemia major. As a result of this
study, it was found that the rates of patients with lifelong and twelve-month major depression
disorders in Iraq were 7.4% and 4.0%, respectively. It is reported that depression attacks are very
severe in 46% of patients with major twelve-month depression disorder, and cases are mostly
concentrated among previously married female patients. Another notable aspect of the same
study is that the rate of medical assistance and treatment benefits of people suffering from major
depression and depression in Iraq is reported as 1/7. In other words, only 1 in 7 depression
patients in Iraq receives adequate medical and professional support. Looking at the results of this
study, it is seen that depression is a common disease in Iraq and that Iraqi depression and major
depression patients have low opportunities and chances of benefiting from treatment (Al-
Hamzawi et al., 2015). In addition, terrorist attacks and wars in the Middle East and especially on

Iraqi soil lead to an increase in depression and other mental illnesses in Iraq.

Therefore, Arabs, and especially Iraqi researchers, have little to address the relationship
of depression at different levels in thalassemia major patients in light of various variables,
including marital status, education level and gender. We can say that this study is important due
to this lack of research in the region it may related to religion . In the study, the phenomenon and
types of depression, causes, factors, symptoms and diagnosis; General information about
thalassemia major, causes, symptoms, symptoms, diagnosis and treatments is given. In addition,
the relationship between depression and thalassemia major was examined. This relationship has
been studied in theory with previous studies and in practice with the studies carried out in Thi-

Qar Governorate of Iraq.



1.1. Purpose of The Study

Major Thalassemia is a disease characterized by severe anemia. Survival depends on
regular blood transfusion with an inevitable excessive iron load resulting in multiple organ
damage due to the formation of free radicals. (Fibach and Rachmilewitz, 2008). Due to the fact
that the treatment process and the procedures required for survival are quite challenging and
laborious, the quality of life of the patients is affected in a very negative way due to this disease.
Quality of life and social and economic factors directly related to psychology such as social and
social relations of the patient, professional skills and work life, daily life, motivation are
expressed (Koutelekos and Haliasos, 2013) Research, assessing the psychological condition and
degree of depression in patients with thalassemia majors, finding the major relationship between
depression and thalassemia, and how it affects the relationship between chronic diseases and the

emergence of certain mental illnesses purposes to find.

1.2. Importance of Study

Major Thalassemia is an inherited disease also known as Cooley Anemia and Mediterranean
Anemia and is detected by an anomaly in hemoglobin values. The cause of this disease is a
mutation in the B chain of the hemoglobin molecule. In this type of hemoglobinopathy, oxygen
cannot be properly connected and released (Origa, 2000). Therefore, symptoms such as chronic
fatigue, bone deformities and ultimately death can be seen. The most well-known approach to
treatment is blood transfusion approximately every 3 — 6 weeks. Another treatment approach is
based on the removal of iron from the body by using a mattress to bind to excess iron in the body
and support the removal of iron from the body (Ghanizade et al., 2006). From here, it is possible
to see that Major thalassemia has a negative effect on the lives of patients in many ways. These

effects affect the quality of life negatively by affecting factors such as social life, social activities,



professional activities and work life, self-care skills, life interest, general happiness level.
However, the social and psychological negatives that come with the disease also have very
serious consequences. One of the negative social and psychological consequences caused by
thalassemia is depression. The effects of depression can be long-lasting or depression can recur.
In other words, patients suffer from long-term depression or may repeat depression in the future.
Depression significantly negatively affects a person's daily life, quality of life and, most
importantly, their ability and ability to live (James et al., 2018). As with all chronic diseases,
Major Thalassemia patients are vulnerable to emotional and behavioral problems (Keskek et al.,
2013). Especially the vulnerability to depression brought about by this disease is even greater in
children and the elderly (Messina et al., 2008). Major Thalassemia affects the moods, daily
activities, family life and professional abilities of patients and those responsible for caring for
them due to complex, challenging and burdensome therapeutic processes that last a lifetime.
Anxiety and depression are common in children with chronic hematologic disorders due to social
problems such as separation from family, limited social activities, physical and facial deformities,
death anxiety, restrictions on school and play activities (Pradhan et al., 2003) In children and
adults diagnosed with Major Thalassemia, it is seen in the medical consequences of the disease as
well as at severe levels of psychological outcomes (Yellowlees and Kalucy, 1990). When we
look at the Iraqi National Thesis Database, PubMed and YOK National Thesis Center databases,
it is seen that the number of studies carried out is less than expected. Therefore, our study is
important for examining the depression status in patients diagnosed with major talesemia and
evaluating the methods of coping with depression. In addition, our study has a great importance
in the context of both scientific and social responsibility with its informative nature for patients

who encounter this diagnosis in the future.



2. Depression and Major Thalassemia

In this section , detailed information is provided about depression , thalassemia major and

depression in patients with thalassemia major .

2.1 Major Thalassemia

Thalassemia, a hereditary blood disease, is characterized by a decrease in hemoglobin
production, which occurs due to the anomaly in the synthesis of alpha and beta globin chains
(Samadli, 2020). Although thalassemia is a genetic blood disease, Turkish Society of
Hematology (THD) draws attention to the fact that this disease is preventable (THD, 2021 —

a)

Thalassemia occurs in different intensities in patients. The severity of thalassemia ranges

from asymptomatic to severe anemia (Galanello and Origa, 2010)

Thalassemia was discovered by Thomas Cooley in 1925 (Cooley and Lee, 1927).
However, the name of the disease was given by Whipple and Bradford in 1932 (Whipple and
Bradford, 1936). Since the disease is especially seen on the Mediterranean coasts, it is also
known as Beta Thalassemia, Mediterranean Anemia today (THD, 2021 — b). Indeed, when we
look at the word meaning of Thalassemia, it is seen that it is derived from the combination of
the Greek word Thalassa, which means sea, and the word anemia (Whipple and

Bradford, 1936).



2.1.1 Epidemiology

The World Health Organization (WHO) draws attention to the fact that children with
thalassemia are mostly born in low-income countries. (Modell and Darlison, 2008). Survival
rate in patients is possible with the combination of treatment and prevention programs
(Alwann and Modell, 2003). In areas where treatment and prevention programs are carried
out together, the success rate for the prevention of the disease increases, the birth rate affected
by thalassemia decreases and the number of patients can be kept at a stable point
(Angastiniotis and Hadjiminas, 1981; Loukopoulos, 1996; Tongsong et al., 2000). Today,
treatment approaches for thalassemia are developing, awareness and awareness of the disease
are increasing, preventive policies are put into effect and the disease is taken under control

day by day (Alwann and Modell, 2003).

When we look at the world in general, it is seen that approximately 4.5 out of every 10
thousand live births (0.045%) are diagnosed with Thalassemia. About 5% of the world
population has a variation in the alpha or beta part of the hemoglobin molecule, but not all are
symptomatic and some are known as silent carriers. In fact, only 1.7% of the global
population has the markers as a result of gene mutations known as the thalassemia trait.
However, certain ethnic groups are more likely to be affected, and among these groups, 5-

30% of the population may be symptomatic. (Modell and Darlison, 2008; GBD, 2013)

The following statistical information is taken from the Bulletin data carried out by Modell
and Darlison in 2008 and published by the World Health Organization, and from the Global
Burden of Disease Study (GBD 2013) conducted in 2013 and published by the Lancet in
2015:

Alpha thalassemia is particularly prevalent among populations of Southeast Asian
descent, and a large number of carriers exist in Sub-Saharan Africa and the Western Pacific
regions. The prevalence of different population groups according to the geographical region of

the world is as follows:



- America: 0-5% of the population has the trait of thalassemia, up to 40% can be genetic

carriers

- Eastern Mediterranean: 0-2% of the population has the trait of thalassemia, up to 60%

can be genetic carriers

- Europe: 1-2% of the population has the trait of thalassemia, up to 12% can be genetic

carriers

- Southeast Asia: 1-30% of the population has the trait of thalassemia, up to 40% can be

genetic carriers

- Sub-Saharan Africa: 0% of the population has the trait of thalassemia, up to 50% can be

genetic carriers

- Western Pacific: 0% of the population has the trait of thalassemia, up to 60% can

be genetic carriers

Beta-thalassemia is most common among populations of Mediterranean, African, and
South Asian ancestry. The prevalence of different population groups according to the

geographical region of the world is as follows:
- America: 0-3% of the population is affected by a gene mutation
- Eastern Mediterranean: 2-18% of the population is affected by a gene mutation
- Europe: 0-19% of the population is affected by a gene mutation
- Southeast Asia: 0-11% of the population is affected by a gene mutation
- Sub-Saharan Africa: 0-12% of the population is affected by a gene mutation
- Western Pacific: 0-13% of the population is affected by a gene mutation

Both alpha and beta thalassemia are more common, particularly in tropical and
subtropical regions of the world where malaria is endemic or is common. Although the reason for

this has not been clearly determined, it is thought to be due to the fact that carriers of the gene



mutation have some degree of protection against malaria. Southern regions of Italy and Greece
are the regions most likely to be affected in Europe and countries in the north of the
African continent. The Maldives, along with other countries with tropical climates such as India
and Thailand, have a particularly high prevalence of thalassemia (16% of the population) in Asia.

(Smith ve Pharm, 2018)

In a study published by Baghdad University researchers in 2017, the epidemiological
profile of Thalassemia in Iraq was discussed (Kadhim et al., 2017). In the aforementioned study,
it is reported that as of 31 December 2015, there are 16 Hereditary Blood Disease Centers in Iraq
and the number of patients with hereditary anemia who applied to these centers is 16,862.
Kadhim et al. report that 56 out of every 100 thousand people in Iraq have hereditary anemia, and
66.2% of these patients, 11.165, have Thalassemia. In the same study, it is emphasized that the
prevalence of Thalassemia in Iraq is 37.1 per 100 thousand people, and it is also noted that 27.4
out of every 100 thousand people suffer from Major Thalassemia. The aforementioned study

reports that it constitutes 73.9% of Major Thalassemia types in Iraq.

In Iraq, the highest prevalence of Thalassemia is 54.5 per 100 thousand in Basra Province,
while the lowest prevalence is 19.7 per 100 thousand in Muthanna Province. In Tikar Province,

where our study was carried out, the rate is 30 per 100 thousand (Kadhim et al., 2017)
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Figure 1. Thalassemia prevalence per 100,000 people by place of birth in Irag, 2015
(Source: Kadhim et al., 2017)

It would be appropriate to point out that our study focuses on major Thalassemia. In the
classification and diagnosis of the disease, alpha — beta and minor — major distinctions are

given.

2.1.2 Etiology

The etiology of thalassemia and naturally Major Thalassemia is based on
heredity. Turkish Society of Hematology reports that thalassemia is an autosomal recessive
disease, that is, the disease is transmitted by recessive genes (THD, 2021 — a). Therefore, the

cause of the disease is only heredity, that is, the genetic factor, rather than environmental factors.
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Figure — 2: If only the mother or only the father carries the disease gene, “every” child to be

born has a 50% chance of being a carrier 50% (Source: Turkish Hematology Association, 2021-
a)
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Figure — 3: If both parents are carriers, “each’ child to be born has a 25% health, 50% carrier

and 25% disease probability (Source: Turkish Hematology Association, 2021-a)

2.1.3 Signs and Symptoms

All types of thalassemia, including Major Thalassemia, can be detected by blood tests and
genetic controls, basically as a result of screening. In Major Thalassemia, rather than the signs
and symptoms, it would be appropriate to directly address the complications of this disease,

since it is an inherited disease.

It can be said that the signs and symptoms of thalassemia are the factors that are
considered to raise suspicion of the disease before genetic and blood tests are performed, in
cases where the diagnosis of the disease before birth is not possible. These complications can

be classified as follows (Samadli, 2020):

i. Complications associated with inadequate transfusion and ineffective erythropoiesis
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a. Hypersplenism and gallstones
b. Thrombosis
c. Skeletal changes
d. Infection
i1. Complications associated with iron accumulation
a. Liver complications
b. Cardiac complications
c. Endocrine complications
1. Growth retardation and short stature
ii.. Delayed puberty and hypogonadism
iii. Hypothyroidism
iv. Impaired glucose metabolism

v. Hypoparathyroidism

2.1.4 Diagnosis and Classification

Screening tests used to diagnose thalassemia include (THD, 2021 — a):
- Complete blood count

- Primary separation (examination of blood cells under a microscope)
- Hemoglobin electrophoresis

- Genetic studies when deemed necessary by the physician.
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There are three different methods for prenatal diagnosis in thalassemia (THD, 2021 — a):
- Chorionic Villus Biopsy (CVS)

- Amniocentesis

- Cordocentesis.

The production of hemoglobin is dependent on genetic characteristics. Any genetic problem that
will affect the production of hemoglobin causes a deterioration in the construction of the globin
chains that make up the hemoglobin. Thalassemia is the disease that occurs in this disorder and
insufficiency. As the Turkish Society of Hematology reports, whichever of the globin chains
cannot be synthesized or whose synthesis is decreased, thalassemia is known by its name. In beta
thalassemia, the change in beta globin synthesis is taken into account. Due to the problem in beta
globin synthesis, destruction of hemoglobin cells occurs rapidly and anemia occurs. (THD, 2021

—-b).

Major Thalassemia is the dominant and severe disease state in beta thalassemia, in which both the
mother and the father are carriers and the recessive gene is transmitted to the child from both the
mother and the father. The diagnosis of Thalassemia Major is usually made between the ages of 6
and 12 months. The following are the signs that the baby has Thalassemia major (THD, 2021 —
b):

- Fatigue

- Pale skin color

- Loss of appetite

- Restlessness and Discomfort

- Abdominal swelling due to enlarged Liver and/or Spleen
- Enlargement and thinning of bones

- Flattened nasal root
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- Protrusion of forehead and other facial bones

- Abnormal facial appearance.

Figure 4. Appearance of erythrocytes in peripheral blood smear in patients with Beta Thalassemia

Major (Source: THD, 2021 —b).

In Thalassemia Minor, the patient is only a carrier and only mild anemia is seen. Very
slight decreases in the hemoglobin value can be observed. This thalassemia carrier state is not

considered a disease (THD, 2021 —b).

2.1.5 Treatment

The Turkish Society of Hematology defines a number of criteria for the treatment and
monitoring of patients with major thalassemia (THD, 2021 — b). It is possible to list these

criteria as follows:
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- Patients should undergo a blood transfusion every 3 — 4 weeks.
- The hemoglobin level of a thalassemia patient should always be kept above 9.5 g/dl.

- Blood transfusions to correct anemia lead to the accumulation of iron in the body.
This accumulation of iron causes cell damage in organs such as the heart, liver, thyroid,
pancreas, and spleen. Patients have problems such as heart failure, diabetes,
developmental delay and hormonal failure. In order to prevent these problems and to
prevent iron accumulation, patients usually start taking a drug (desferrioxamine) given by
subcutaneous infusion lasting 8-12 hours, at least 5 days a week with a special pump

around the age of 3.

- Complete blood count, blood iron level, heart, liver and hormonal system are
regularly evaluated in patients with thalassemia; attention is paid to blood-borne diseases.
If the annual blood consumption exceeds 1.5 times the norm, the spleen is removed by
surgery at an advanced age. Removal of the spleen reduces the need for blood, but is not

the definitive solution.

- A bone marrow transplant is a treatment that can completely correct the disease. A
bone marrow transplant is a procedure in which the bone marrow is removed from the
patient's body. But in some cases, various serious problems may occur during or after a

bone marrow transplant, or the transplant ends in failure.

Four precautionary approaches are taken to protect against major thalassemia disease:
1. Community education

2. Identification of carriers

3. Genetic counseling

4. Prenatal diagnosis
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2.2 Depression

Depression is a very prominent topic in both scientific and popular context.
Depression is described in similar ways in medical dictionaries. In the Dictionary of
Turkish Medical Terms of Middle East Technical University, depression is defined as
"Mental and physical collapse , reluctance", while depression is defined as " collapse or
suppression” in the Turkish Medical Language Guide of Kocaeli University Faculty of
Medicine. The American Psychiatric Association (APA), formally known as the
American Psychiatric Association, defines Depression as a common and serious medical
disease that negatively affects how people feel, think and behave. (APA, 2021).
According to the APA, depression is manifested by various symptoms of different

severity, from mild to very severe. It is possible to list these symptoms as follows:
- Feeling sad or experiencing a depressive mood

- Lossing of interest in activities once enjoyed or no longer enjoyed these

activities

- Changes in appetite: Weight loss or weight gain that is not dependent on the
diet.

- Too much sleep or difficulty sleeping
- Energy loss or increased fatigue

- Increasing in aimless physical activity (e.g., inability to sit still, step, shake
hands) or slowing movements or speech (these actions should be severe enough to be

observed by others)
- Feeling worthless or guilty

- Difficulty thinking, concentrating or making decisions
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- Thoughts of death or suicide (APA, 2021). Each of these symptoms is discussed

in detail under a separate heading below.

The incidence of major depression in society is increasing day by day and
depression is becoming a more serious health problem every day. Unless psychological,
professional and medical help is obtained, it can have extremely sad consequences.
(NIMH, 2021). When taken as a term, it can be explained as depression, exhaustion,
feeling worthless and constantly sad. In latin, the term depression, which deries from the
word "depressus", which means sunken, sunken, has become a very publication and

serious disease today (Kaplan, 2016; Yazici, 2001; Isik vd., 2013; Bernard, 2018).

2.2.1 Epidemiology

The World Health Organization (WHO), in its most comprehensive data study to date, titled
Depression and Other Common Mental Disorders, published on January 3, 2017, reported that
322 million people around the world He states that he is suffering from depression. Of the
worldwide diagnosed depression patients, 85.67 million are in South East Asia, 66.21 million in
the Western Pacific Region, 52.98 million in the Eastern Mediterranean, 29.19 million in Africa,
40.27 million in Europe. It is reported that 48.16 million of them live in the Americas. As can be
seen here, half of all depression cases in the world are in Southeast Asia and the Western Pacific
Region. This is not surprising considering that two countries with populations over one billion

each, such as China and India, are in this region. (WHO, 2017)

According to the WHO, depression is more common among women than among men. While
5.1% of all women in the world were diagnosed with depression, this rate was 3.6% for men.
These rates increase with age and reach the peak between the ages of 55 and 74. So much so that
more than 7.5% of women aged 55 — 74 and more than 5.5% of men struggle with depression
(WHO, 2017). In another report (WHO, 2014), the WHO reports that one in ten people today
have an existing mental illness, while depression accounts for about 4.5% of the global burden of
disease. As of 2017, 1,263,249 people were diagnosed with depression in Iraq. This amounts up
to 3.7% of iraq's population (WHO, 2017).

19



This increase in the number of cases of depression and major depression, which are
increasing day by day in the world and Iraq and reaching a very serious level, reaches alarming
levels. At this point, it is worth noting how depression, which severely affects even those who do
not have any additional disorders, is associated with a serious disease such as major Thalassemia,
what its effects are, and how much suffering patients suffering from such a large disease suffer

from depression.

2.2.2 Etiology

Etiology is the approach that studies the causes of diseases. It is aimed to explain the factors
that cause depression by considering the depression as etiological. Under this title, the factors that
cause depression are considered separately as biological and psychological or, in other words,

psychosocial factors.

2.2.2.1 Biological Factors

Biological factors that cause depression; can be divided into hereditary (genetic) and

biochemical factors.

2.2.2.1.1 Heditable (Genetic) Factors

Hasan Herken's 2002 study, "Genetic Evidence in the Etiology of Depression", states that the
genetic aspect of depression is highly complex, but it is underlined that the genetic factors that
influence depression are noteworthy (Herken, 2002). In various studies (Townsend, 2016; Cam
and Engin, 2014; Uzuner and Akman, 2017) are noted for the influence of genetic factors.

Especially studies with identical twins (Uzuner and Akman, 2017; Joska and Stein, 2011; Hales,
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2008) supports the hereditary characteristics of depression based on evidence that the same

diseases occur at the same time.

2.2.2.1.2 Biochemical Factors

The second of the biological factors that affect depression are biochemical factors. Endocrine,
i.e. hormonal factors, are also counted among biochemical factors. Today, it is seen that
numerous studies have been carried out on the relationship between depression and biomarkers or

biochemical parameters in other words.

In a 2018 study conducted by Harun Diigeroglu, the relationship between the frequency of
depression and anxiety and biomarkers was investigated in patients admitted to the internal
medicine outpatient clinic. In this study, an association was found between uric acid levels in the
blood and anxiety severity, but no association with other blood parameters was detected

(Diigeroglu, 2018).

The study titled "Neurobiological Factors in Depression Etiology", published in 2004 by
Albayrak and Ceylan, focuses on neuroendocrine and neuroimmunological factors as well as the
effects of neurotransmitters. Looking at the results of this study, it is seen that B12 and folate
levels are low in depression patients, there is a linear relationship between nitric oxide level and
major depression, and there is a relationship between immunity level and depression severity

(Albayrak and Ceylan, 2004).

A study, published in 2010 by Kartalci, focused on the relationship between testosterone and
depression. In this study, the effects of androgens on mood were investigated and both low and
high testosterone levels were found to be associated with depression (Kartalci, 2010). There are

numerous studies to explain the relationship between depression and biochemical parameters,
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hormones and other chemicals, and what all these studies have in common is that biochemical

and hormonal effects in depression are a fact.

2.2.2.2 Psychosocial Factors

Psychosocial factors that influence depression vary according to the environment,
environment and source of the effect. For example, psychosocial factors associated with work
(Netterstrom et al., 2008) and socioeconomic psychosocial effects (Koster et al., 2006) are

different psychosocial factors in origin.

Therefore, it is possible to note that the psychosocial factors of depression are very diverse.
Indeed, when we look at the studies, it can be seen that the psychosocial factors of depression are
a scientific interest that attracts a lot of attention and involves intensive studies. Psychosocial
factors associated with depression and especially major depression are quite diverse and differ

from person to person and have subjective qualities.

Individuals are affected by childhood traumas, loss of relatives or people they care about,
exposure to violence, being victims of sexual abuse, and many other factors. Such factors cause
depression attacks to begin or recur (Ozturk et al., 2011; Kaplan, 2016; Alloy and Abramson,
2007). Depression due to psychosocial factors is also considered as psychosocial problems. In
some studies, factors such as boredom, introversion, anxiety, helplessness and anger, which are
considered symptoms of depression, are each considered as psychosocial problems (Ozdemir and

Tasci, 2013).

All these factors are especially important during the diagnosis phase of depression. It is
possible to talk about the existence of different psychology theories and schools in the research of
psychosocial elements of depression and psychosocial factors that are effective in depression.
These theories are mainly divided into three as psychoanalytic theory, cognitive theory and

behavioral theory. Each theory evaluates the psychosocial factors of depression according to their
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own teachings and prioritizes different factors (Taylor and Richardson, 2005; Yiiksel et al., 2020;
Tukel et al., 2017).

2.2.3 Signs and Symptoms

According to the United States National Institute of Mental Health (NIMH), the signs and

symptoms of a depression are listed as follows (NIMH, 2021):
- Chronic anxiety and sadness,
- Feeling oneself "in the void",
- State of irritability
- Feeling of guilt, worthlessness and helplessness,
- Decreased interest in and/or less enjoyment of hobbies or activities,
- Decreased energy, increased feeling of fatigue,
- Slowing down in movements and speech,
- Feeling restless, having difficulty staying still,
- Difficulty concentrating, remembering and making decisions,
- Difficulty sleeping, waking up too early in the morning or sleeping too much.
- Changes in appetite and/or weight,
- Thoughts of death and/or suicide. Suicide attempt,

- The occurrence of pain, especially headaches and cramps, or digestive problems that do

not go away even with a specific physical cause and/or treatment.
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The UK Ministry of Health (NHS), on the other hand, divides the signs and symptoms of
depression into three: psychological, physical and social. These symptoms are listed below

(NHS, 2021):
Psychological Symptoms and Signs:
- Chronic low mode (mood)
- Chronic sadness
- Feeling hopeless and helpless
- Low self-esteem
- Feeling tearful
- Feeling of guilt
- Feeling intolerant of others
- Irritability
- Decreased motivation and interest
- Difficulty in making decisions
- Not enjoying life
- Feeling anxious and/or scared
- Having thoughts of suicide and/or self-harm.
Physical Symptoms and Signs:
- Moving slower than normal
- Normally speaking slower
- Decrease and/or increase in appetite and/or weight
- Difficulty defecating (constipation)
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- Unexplained aches and pains

- Reduction in energy

- Decreased sexual desire (LLoss of libido)

- Changes in the menstrual cycle

- Sleep disorders

Social Symptoms and Signs:

- Decrease in relationships with friends, less contact, less involvement in social activity,
- Neglecting hobbies and interests

- The emergence of difficulties at home, at work or in family life.

Republic of Turkey Ministry of Health General Directorate of Public Health (HSGM) lists
the signs and symptoms of depression as follows (HSGM, 2021):

- Prolonged and persistent low mood

- Not enjoying activities previously enjoyed

- Feelings of guilt, hopelessness and pessimism,
- Excessive preoccupation with body complaints
- Change in appetite and weight

- Persistent sleep disorder

- Loss of sexual desire

- Suicidal thoughts

- Delusions of guilt
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Erenkdy Mental and Neurological Diseases Training and Research Hospital lists the signs
and symptoms of depression as follows in a guide that it has prepared and published

institutionally (Erenkdy Psychiatric Diseases Training and Research Hospital, 2021):
- Difficulty concentrating and distraction
- Difficulty understanding what is read or said
- Difficulties in conversation, slowing of speech, monotony of voice
- Complete loss of interest in things normally enjoyed,
- Unhappiness, sadness and desire to cry throughout the day
- Appetite disorders,
- Sleep disorders,
- Fatigue and exhaustion,
- Feeling of worthlessness
- Feeling of guilt
- Worsening in self-care
- Despair.

As can be seen, there is a worldwide consensus on the signs and symptoms of depression.
From this point of view, a depressed person, at the stage of receiving this diagnosis, has a low
attention, constantly feels sad, tired, exhausted, unhappy, helpless and hopeless, encounters
difficulties in social relations, has communication problems, sometimes has an unexplained or

unexplained. It is seen that they have pain and suffering.
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2.2.4 Diagnosis and Classification

Depression is diagnosed based on the signs and symptoms of depression. In addition, there
are studies that focus specifically on diagnosis. Beck et al. investigated the relationship between
clinical diagnosis of depression and helplessness and suicidality in 1993 (Beck et al., 1993). In a
study carried out in 1995, the relationship between depression symptoms and mist and the
diagnosis of depression was discussed in the context of the difference in psychosocial functions
(Gotlib et al., 1995). In 2009, Mitchell et al. conducted a meta-analysis study on the clinical
diagnosis of depression (Mitchell et al., 2009).

In addition, there are many studies examining the relationship between the diagnosis of
depression and different variables. However, in all studies, the basic element of diagnosis comes

from the logical relationship between signs and symptoms.

Todays, it is possible to talk about the existence of a guide that includes the basic elements that
are taken as a basis when diagnosing depression. This guide is a guide whose original name is
"Diagnostic and Statistical Manual of Mental Disorders" . This Guide was published by the
American Psychiatric Association in 1952. Today, the fifth version, which was updated in 2013,
is used and it is called DSM-V (5) for short. According to DSM-5, in order to diagnose
depression, it is necessary to confirm that five of the symptoms and signs of depression, at least

one of which is related to mood, are seen in the patient for at least 15 days (Koéroglu, 2018).

In the book DSM-5 Diagnostic Criteria Reference Manual, translated into Turkish by
Koéroglu and published in 2018, the criteria sought for the diagnosis of depression are explained

as follows (Koroglu, 2018).
- Depressed Mood (Depressed mood)
- Significant decrease in interest in hobbies and activities, lack of pleasure
- Appetite and weight changes

- Sleep problems
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- Psychomotor agitation or slowing down

- Low energy

- Feelings of worthlessness, guilt

- Concentration and decision-making difficulties
- Thoughts of death/suicide.

If five or more of these factors, at least one of which is related to mood, are present for fifteen

days, the patient is diagnosed with depression.

2.2.5 Treatment
It is possible to talk about the existence of various methods in the treatment of
depression. The first and most commonly known of these methods is pharmacological, that is,
drug therapy. Depression is treated with drugs called antidepressants. Antidepressants used in the
treatment of depression differ according to their content, purpose and disease. Antidepressants

are generally divided into eight (Orsel, 2004):
1. Monoamine Oxidase Inhibitors (MAOIs)
2. Tricyclic Antidepressants
3. Selective Serotonin Reuptake Inhibitors
4. Alpha — 2 Adrenoreceptor Antagonists
5. Selective Noradrenergic Reuptake Inhibitors

6. Noradrenaline and Dopamine Reuptake Inhibitors

\]

. Serotonergic and Noradrenaline Reuptake Inhibitors

o0

. Serotonergic Drugs

The second method used in the treatment of depression is the electroconvulsive therapy

(ECT) method. This method was discovered in 1933 and is a method used in the acute treatment
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of depression. In this treatment, the brain is stimulated with electricity (Kokacya et al., 2008).
The situations in which ECT will be preferred as the first choice in the treatment of depression

are listed as follows (Tomruk & Oral, 2007):
- Cases requiring quick and precise response
- Cases with a high risk of suicide

- Cases with severe psychomotor retardation and associated nutritional deficiency or

physical deterioration
- Treatment-resistant cases

- Cases of concern about possible teratogenic effects of antidepressants and antipsychotics

(eg pregnancy)
- Patient's choice.

The third approach preferred in the treatment of depression is the psychotherapy
approach. This approach is generally referred to psychosocial interventions. Psychosocial
interventions focus on social rather than biological factors of depression. Psychosocial initiatives

can be listed as follows (Basogul and Buldukoglu, 2015):
- Behavioral therapy

Behavioral therapy, like any other psychiatric disorder, offers a comprehensive approach
to depression. In this sense, it includes both psychopathological theory and diagnostic
psychological assessment and the corresponding therapeutic procedure. Lewinsohn et al.
(Lewinsohn & Gotlib, 1995; Lewinsohn, Hoberman, Teri & Hautzinger, 1985) have developed
various forms of behavioral therapy in terms of reduction in positively reinforced behavior and/or

inadequate social skills regarding the concept of depression.

1) The fun activities program consists of a 12-session highly structured program that aims

to change the quantity and quality of a depressed patient's interactions through a combination of
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strategies that include assertive training, relaxation, decision making, problem solving,

communication and time management.

2) Social skills training is also a program structured as 12 sessions. It is intended to
develop three types of behavior: negative affirmation (includes behaviors that enable a person to
defend one's rights and act in the interests of others), positive affirmation (related to the
expression of positive feelings towards others), speaking skills (from the beginning, asking

questions) , explaining yourself appropriately, until the end of speeches).

3) Course on depression, CAD, is also a highly structured program consisting of 12
sessions with 2 additional sessions (monthly and 6 months) taken in groups. It has been practiced
since the late 1970s, based on the text Check Your Depression (Lewinsohn, Mufioz, Joungren &
Zeiss, 1978). Originally designed for adults with depression, the course was designed to include
adolescents, the elderly, elderly caregivers, minority groups, and diverse populations and
conditions such as relapse prevention, primary and secondary prevention (Lewinsohn & Golib,

1995).

4) Rehm's (1977) self-control treatment suggests that depression is characterized by a
certain inability to manage an individual's behavior. The treatment I recommend consists of a
structured program of 6 to 12 sessions that focuses on every aspect of the individual's behavior.

Group app also available.

It has been shown that inter-couple behavioral therapy is as effective as individual
cognitive therapy in reducing depression in patients with marital discord, but it is also superior in
increasing marital satisfaction. However, cognitive therapy was found to be better than
behavioral therapy in depressed patients without marital discord. Consequently, behavioral
therapy will be the treatment of choice when depression is present (Reavell, Hopkinson,

Clarkesmith, & Lane, 2018).
- Cognitive therapy

Like Behavioral Therapy, cognitive therapy offers a comprehensive approach to

depression so that it has a theory, a diagnostic assessment, and a therapeutic procedure. Describes
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depression in terms of negative thoughts about oneself, the world, and the future due to certain

depressogenic schemas and logical errors in information processing.

Cognitive Depression Therapy is a highly structured procedure consisting of 12 core

sessions, 15 to 25 sessions with continuation and termination sessions.

One study also compared cognitive therapy with imipramine (Rush, Beck, Kovacs &
Hollon, 1977). Although both treatments significantly reduce depression, cognitive therapy is

superior to pharmacological therapy. This advantage has been preserved one year later.
- Interpersonal Psychotherapy

Unlike behavioral therapy and cognitive therapy, IPT does not offer a general theory of
depression, but rather a clinical-empirical-based therapeutic procedure. It focuses on the clinical
observation of the importance of the four domains of depression (grief, interpersonal conflicts,

role transition, and deficits in social skills) (Dennis et al., 2020).

Interpersonal Psychotherapy is a therapy that is structured according to the stages and
goals according to the specified areas, planned weekly (usually, first twice a week, then once a

week) 16 sessions, for 50-60 minutes (Dennis et al., 2020).

Interpersonal Psychotherapy has also shown efficacy in the treatment of adolescent
depression compared to the clinical follow-up control group (Mufson, Weissman, Moerau &
Garfunkel, 1999). In its practice with adolescents, interpersonal psychotherapy has been directly
compared with cognitive therapy (Rosell6 & Bernal, 1999). Both treatments significantly reduced
depressive symptoms compared to the control group. However, interpersonal psychotherapy
showed a higher trend than cognitive therapy in both the percentage of adolescents reaching
functional range after treatment (82% vs. 59%) and improving self-concept and social cohesion.
The authors discuss this superiority of IPT (within the effectiveness of both) in terms of greater
compatibility of IPT with Puerto Rican cultural values, noting the preference and disposition for

personal contact in social situations (Rosell6 & Bernal, 1999).

- What about other psychological therapies?
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Short dynamic therapies (12 sessions) are less exploratory and more focused on specific
goals and are therefore more similar to the therapies reviewed here (Roth & Fonagy, 1996).
Regarding IPT, it showed comparable efficacy with cognitive therapy, although its efficacy was
slightly lower (Shapiro et al., 1994). It should now be noted that this therapy is more
interpersonal than the psychodynamic itself, so perhaps its effectiveness is comparable to
cognitive therapy. It is also possible that the psychodynamic will undermine greater

effectiveness, in this case comparable to interpersonal psychotherapy.

In one study, non-directive psychotherapy of a psychodynamic nature, including
behavioral therapy and drug therapy, was used together (Cuijpers et al., 2019). The worst results
in this psychotherapy (even in terms of relaxation) have been achieved, but the rate of

improvement (and now important for valuation) is sufficient.

Other therapies that might have a chance in depression, such as systemic family therapy
or strategic therapy, were not presented with results (if any) as the rest of the therapies did. In any
case, it can be represented by the contribution of J. M. Coyne, a writer (family-systemic) who is
known and recognized beyond the limits of the aforementioned approach (Holmes et al., 2018).

In any case, all these therapies can be said to be in the "experimental stage", if any.

According to Basogul and Bulduk, these psychosocial initiatives are based on different

theories and approaches, and in some, more than one approach is adopted.

In conclusion, pharmacological interventions are recommended in major depression and
moderate-sized cases, ECT in urgent and extremely severe cases, and psychosocial interventions
as first-line treatment in moderate and mild cases. The supportive role of psychosocial initiatives

is quite positive.
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2.3 Major Thalassemia and Depression

Major Thalassemia adversely affects the lives of patients, the treatment process is difficult
and tiring, it psychologically wears out patients and their relatives. The process, which leads to
intense stress suffered by major thalassemia patients, negatively affects the mental health of

patients and their relatives.

As mentioned in the previous section, the effects on the appearance of depression are
biological and environmental factors. Although there are some differences in the body of major
Thalassemia patients due to these diseases, it seems possible to say that the formation of
depression in such cases is mainly due to environmental / psychosocial factors. Because major
Thalassemia disease is as tiring, debilitating and laborious as the treatment process. The quality
of life of patients is negatively affected by this disease and the disease restricts the movements of

people and negatively shapes their thoughts and perceptions.

It is possible to list the factors that cause the formation of depression in patients with

major thalassemia as follows (Badur, 2019; Goren, 2019):

- The exhausting treatment process, the fact that they depend on constant transfusion, constant

opening of the vascular pathway,

- The negative impact of constant hospital visits on social life
- Negative effects on working life and employment

- Negative effects on academic achievement

- Physical pain

- Physical difficulties

- Difficulties in treatment adaptation

- Cognitive difficulties that are likely to occur due to iron accumulation
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- Negative effects of the disease on the quality of life.

2.3.1 Treatment of Major Thalassemia and Depression

Looking at the studies conducted, it seems that there are no special approaches or
treatment recommendations for treating depression in patients with Major thalassemia. On the
contrary, Ashutosh Lal, in his study published in 2016, refers to the use of antidepressants to deal
with chronic pain in thalassemia, with the exception of depression (Lal, 2016). The important
thing to consider in the treatment of depression with antidepressant drugs in thalassemia patients
will be the interaction of the drug that the doctor deems appropriate with the drugs used to treat
thalassemia or the evaluation of the effects of the drug on the disease. In such a situation, the
decision of the attending physician is important. In this context, in a study conducted by Kumar
et al. in 2009, it was reported that Thalassemia patients deserve special attention and attention

when using SSRI-class antidepressants (Kumar et al., 2009).

In addition to drug therapy or as an alternative to drug therapy in mild cases, approaches
such as psychosocial interventions and, in particular, psychotherapy and behavioral training may
be preferred in patients with thalassemia. as a result of a study conducted by Duyan and her
colleagues in 2014, in which 603 female participants were included, it was found that families
with a family member with thalassemia have problems with emotional response and behavior
control. (According to Duyan et al., 2014). It is known that psychotherapy and other psychosocial

interventions are effective in solving such problems.
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2.4 Nursing Approaches

Nurses are tasked with helping patients understand the risks of significant thalassemia as
well as the ramifications of not following the prescribed chelation therapy regimen (Kelsey,

2015).

As the first point of contact with the health care team, nursing professionals must be able
to communicate effectively. The nurse's ability to empathize and be sensitive to the needs of the

patient is considered essential (Kruijver et al., 2000).

When the patient and the nurse have open lines of communication, it is easier for the
nurse to provide support, encouragement, and reassurance, which in turn facilitates positive
feedback . The nurse's primary responsibility is to encourage and assist the patient in taking
an active role in his or her own health care (Aimiuwu et al., 2012). Since nurses aid patients
both emotionally and intellectually, they must be committed to meeting their needs on a personal
level as well as in terms of their training and education . When it comes to discussing the patient's
quality of life expectations, nurses are a valuable resource to have in addition to the doctors
(Gharaibeh et al., 2010) As a result, they must display a grasp of the patient's requirements and
communicate effectively using a language that can be understood while also being cognizant of
boundaries in interactions with the patient (Mok, & Chiu, 2004). A patient's quality of life is also
managed by nurses, who help to prevent unnecessary problems and provide therapy that
minimizes interference with educational and professional responsibilities . Instructions to the
patient and their loved ones on how to recognize and report dangerous symptoms such as fever or
pain, as well as promoting engagement with other health care providers, including the
psychologist. Thalassemia management relies heavily on family support, which is made easier by
keeping in touch on a frequent basis and responding quickly to any family members' needs

(Scalone et al,. 2008).

According to a recent study conducted in Iraq by Kelsey and his collegues, nurses believe
they play a small role in determining healthcare decisions. Nurses are allowed to perform a wide
range of duties, regardless of their level of training, and some have the same job description

regardless of their training (Kelsey et al,. 2015). Moreover, the findings of (Shabila and others
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who studied the quality of health care services in Erbil, Iraq's Kurdistan area, are in line with this
conclusion. They discovered that nurses in this Center were confined to a small role, which could
have a negative impact on patient care (Shabila et al,. 2010). It was found in a study that patients
who first meet nurses and then spend more time with them have a greater sense of trust in the
nurses' abilities and abilities (Aimiuwu, .«wt al 2012.( According to the results of one study, the
majority of people with thalassemia major suffer from serious psychosocial issues (Sawada et
al,. 2010). According to their findings, nurses should provide psychosocial support to help
children and families cope with the disease and lessen its effect on families. The family's
sentiments, fears, and wants must also be taken into consideration by nurses and other health care
workers . Psychiatric and psychological care should be incorporated into the medical treatment of
these individuals, according to some experts (Lazzeri et al,. 2009). As a result, mental health
professionals such as psychologists, psychiatric psychiatrists, and nurses play an essential role in

helping these patients cope mentally.

Nurses play an important role in educating patients and their families about the dangers of
non-adherence to chelation medicines. If the patients or their families do not take the danger
into consideration, nurses will ask for help from social workers to talk to the families and patients
and educate them about their behavior. To ensure that patients and their families receive the
best possible care, recent studies have shown that a patient's psychosocial status, awareness of
the disease, and willingness to take deferoxamine all have an impact on how well the drug is

taken (Al- Kloub et al,. 2014).

who proved the link between systematic education for patients and caregivers to increase
their treatment adherence and the necessity of practical knowledge for thalassemia major patients

in order to advance their adherence to treatment (Garred .<et al 1993 .(

Assessing for severe anemia, liver or splenomegaly, infections, bleeding tendencies (such
as epistaxis), and anorexia are all part of the nursing examination of patients with

significant thalassemia (Hagler et al,.2019) .
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The most common nursing diagnoses are ineffective tissue perfusion, activity

intolerance, imbalanced nutrition, and ineffective family coping) Herdman, 2011).

Nursing care for a major thalassemia patient includes the following:) Elewa, & Elkattan, ,

2017)

e To help the client plan and prioritize daily activities (ADLs), aid the client in
constructing a daily activity and rest routine, and emphasise the significance of

periodic rest times.

e  When teaching health and wellness, explain the necessity of diagnostic procedures
(such as the complete blood count and bone marrow aspiration) and the language
and functions of blood elements (white and red blood cells, as well as platelets).
Avoid infection by checking for symptoms like fever, chills, swollen lymph nodes,
pain and general malaise, and teaching the patient to avoid contact with people
who already have an infection. The patient should also be taught to avoid eating
raw fruits, vegetables, and uncooked meat, as well as stressing the importance of
daily hygiene, oral hygiene, and perineal care.

e Make sure there is no bleeding from the nose or mouth, gums or vagina, as well as
check the platelet count.

e In order to ensure that medical professionals are well-versed in genetics, an

emphasis on genetic education and practice is required .

37



3. Material and Method

The study was carried out at the Thi-Qar Hereditary Blood Diseases Center in Thi-Qar
Province, Iraq. Accordingly, approval was obtained from the chief medical officer's board and the

ethics committee of the hospital to which the center is affiliated.

3.1 Methodology

This study was carried out at the Hereditary Blood Diseases Center in Thi-Qar Province,
Iraq. For this purpose, the ethics committee approval of the hospital to which the center is
affiliated was obtained and the patients who participated in the study within the experimental
group were informed and the consent form was obtained. The study was conducted for adults. It
is aimed to contribute to the development of awareness in order to minimize the negative effects
on social and professional life by addressing the problems created by the talesm in adults. The
study is based on the reason for the preference of adults rather than children, their reasoning and
higher awareness. Information obtained from adults can be considered as the primary source. In
the third part of the study, each step related to the collection, processing and evaluation of the
data is detailed. In the study, it is mainly shaped within the framework of the descriptive
approach. So much so that the primary objective of the study is to identify the psychosocial

effects of major thalassemia on the formation of depression on patients.
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3.2 Selection of Patients
At the time of the study, 102 cases diagnosed with Major Thalassemia were entered at the
Thi-Qar Hereditary Blood Diseases Center. It is seen that 11 of these case records are duplicated
records. The total number of individual applications was determined as 91. Although it was
aimed to reach all 91 people in our study, it was determined that one patient died on a date before
the beginning of the study, one patient was affected by the COVID-19 outbreak and was sick
during the study. Other patients agreed to participate in the study. Therefore, this study was

carried out with the voluntary participation of 89 patients.

The selection of the patients who participated in the study is based on the following

criteria:
- be over 18 years of age (No upper age limit criteria are specified).
- Be literate

- Not having any mental disabilities.

The study was conducted for adults. Thalassemia problems created by adults toward
minimizing negative impacts to be addressed in social and professional life in the direction of the
study aimed to contribute to the development of an awareness to be preferred by adults rather
than children, is based on reasoning and awareness due to being higher. The information obtained

from adults can be considered as the primary source.

3.3 Data Collection

In this study, which is a descriptive and cross-sectional study, the population of the study

is Thi-Qar Hereditary Blood Diseases Center located in Tikar Province of Iraq, and the sample of
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the study is adult patients diagnosed with and confirmed with Major Thalassemia Disease

admitted to Thi-Qar Hereditary Blood Diseases Center.

The data were collected through face—to-face interviews, paying attention to COVID-19
measures and following the rules that taken by the Iraqi Government, Tikat Governorate and the
Ministry of Health. Three stages were followed as a data collection tool, the first of which is the
interview, the second is the implementation of the data collection form (questionnaire) , and the

third is the implementation of the Beck Depression Inventory.

For face and face interview , patients were interviewed individually, in accordance with
social distance and mask rules, and information was given about the reason, purpose, content,
importance of the study and the academic background of the researcher. Meanwhile, a physician

and a nurse from Tikar Hereditary Blood Center participated in the interviews as observers.

Data collection (questionnaire) form consisting of four parts and thirty-one questions was
applied to the patients. The data collection form was applied in the same session consecutively

with the Beck Depression Inventory (BDE) and the results were evaluated at the same time.

In the first part of this form, there are five questions in which general information about
the patients is investigated. These are questions aimed at finding out the gander ,age december,
marital status, the number of dependents and the presence of a dependent on the patient. In the
second part of the form, four questions are included to investigate the disease status of patients.
These are the questions about the time from the date of diagnosis of major Thalassemia to the
date of the study (the time lived with the disease), whether there is a different disease caused by
or associated with major Thalassemia, whether regular blood transfusion therapy is performed,
and at what period of the patient's life the disease begins. The third part of the form contains
thirteen questions related to the professional work life and working status of patients. In this
section, respectively, the patients; income status, working status, whether it is an obstacle to the
operating state of patients for illnesses, diseases and the disease of the patients, it does not leave
the patient of the disease, which affects their performance, which affects the income of the
disease, which affects patients 'relationships with peers in a negative way the disease affects

patients' relationships with managers and administrators whether their attitude towards patients,
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patients should be executed in a lower position than they deserve because of the disease she had
considered whether, whether due to illness is concerned about losing their jobs due to illness and
the work environment for professional relationships where shunned diseases you thought you
were not where they thought they would be more successful if the disease reduces asked whether
the study of requests for it. The fourth part of the form contains nine questions related to the
social relations of the patients. The fourth and final section, respectively, of patients and its
relationships with friends all ties with its immediate environment, activities for ill, the perception
of loneliness, the constraints of social life, the perception of exclusion from the community,
whether they consider themselves to be disadvantaged, meeting new people of the effects of the
disease, the disease of the hobby, courses, and events such as the influence of social initiatives

were investigated.

The Beck Depression Inventory. The BDI was first introduced in 1961. The BDI was
developed by Beck and Steer (1986) and has been widely used in many countries both in
community-based studies and in clinical studies. The BDI was designed to assess the severity of
depression among psychiatric patients. This inventory measures cognitive, affective, somatic,
neuro-vegetative and endogenous aspects of depression. The self-report questionnaire is rated on
a four-point scale ranging from O (no symptom) to 3 (severe symptom). The items were designed
to assess only the severity of depression and not to reflect any particular theory of depression.
The 21 symptoms and attitudes assessed by the BDI include mood, pessimism, sense of failure,
self-dissatisfaction, guilt, punishment, self-dislike, self-accusation, suicidal ideas, crying,
irritability, social withdrawal, indecisiveness, body image change, work difficulty, insomnia,
fatigability, loss of appetite, weight loss, somatic preoccupation and loss of libido. BDI scores are
obtained by summing the ratings given by the responder for each of the 21 items. The overall de-
pression scores range from O to 63 and are normally divided into four categories. Scores of O to 9
are considered within the normal range or asymptomatic, scores 10 to 15 indicate mild
depression, scores 16 to 23 indicate moderate depression and scores 24 to 63 indicate extremely

severe depression Mahmoudi et al., 2019).
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There are acceptable validity and reliability for BDI-II in Arabic countries. Alpha
Cronbach ranged from 0.82 to 0.93 in these countries (Rahat et al., 2012)

Psychometrics is a sub-branch of psychology that determines the emotional states of
people with various measurement methods (tests, questionnaires, etc.), digitizes these values, and
is used to express the results in a concrete, clear and concise way. The first psychometric studies
of BDI were based on 606 patients who routinely applied to the psychiatry outpatient clinic and
inpatient wards of a large metropolitan hospital serving low socioeconomic classes (Steer et al,

1986).

Later studies on the psychometric properties of BDI summarize the advantages and

shortcomings of the inventory.

The Beck Depression Scale has many advantages such as high internal consistency, high
content validity, validity of difference between depressed and non-depressed, sensitivity to
change, and international diffusion. In addition, disadvantages such as High item difficulty, Lack
of representative norms, Questionable objectivity of interpretation, Controversial factor validity,
Instability of scores in short time intervals, and poor discriminant validity against Anxiety can
also be mentioned. The Beck Depression Inventory has been confirmed to have good
psychometric properties by numerous empirical studies. In addition, BDI is often used as a

touchstone to confirm other depression scales (Richter et al, 1998).

3.4 Evaluation of Results

The data collected with the Data Collection form and Beck Depression Inventory were
statistically analyzed with the IBM SPSS 28.0 program and the results were interpreted and the

final result was compared with previous studies in the literature.
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4. Findings

In this section, the data collection (questionnaire) form applied to 89 patients at Thi-Qar
Hereditary Blood Diseases Center and the statistical analysis of the Beck Depression Inventory

results and the interpretation of these results are included.

Table 1. Participants’ sociodemographic characteristics

Variables f %
Male 40 449
Gender Female 49 55.1
Total 89 100
18 - 25 57 64,0
25-34 30 33,7
Age
34-49 2 2,2
Total 89 100,0
Single 77 86,5
Married 4 4.5
Marital status
Widow 8 9,0
Total 89 100,0
0 82 92,1
1 4 4,5
Do you have dependents?
1+ 3 34
Total 89 100,0
Is there a person who is obliged to take care of There is 43 53,9
you on a regular basis, or is there a person who There is not 41 46,1
takes care of you on a regular basis Total 89 100,0

The finding in this table shows that 55,1% of patients are females. The number of patients aged
18 to 25 years is 57, which corresponds to 64% of the total number of patients. The number of

single patients is 77, which corresponds to 86.5% of the total number of patients. The number of
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patients without dependents is 82, which corresponds to 92.1% of the total number of patients.

The number of patients who are regularly provided with their care by a caregiver is 48, which

corresponds to 53.9% of the total number of patients.

Table 2. Difference in Beck score between genders groups

Ranks

Gender

N

Mean Rank

Sum of

Ranks

Mann-

Whitney U

Asymp. Sig.

(2-tailed)

Depression

Male

40

39.65

1586.00

Female

49

49.37

2419.00

766.000

-1.772

.076

Figure 5. Gender-wise difference in Beck Depression score

60

50

40

30

20

10

39.65

H Male = Female

49.37

There is no statistically significant difference in Beck depression score between gender groups.
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Table 3. Difference in Beck score among marital status groups

Ranks
Chi-square df |Asymp. Sig.
Marital Status N |Mean Rank
Single 77 46.45
Married 4 37.13 1.914 2 .384
Depression
Widower/Divorced 8 35.00
S0 46.45
45
40 37.13
35
35
30
25
20
15
10

® Single ® Married

= Widower/
Divorced

Figure 6. Difference in Beck score among marital status groups

There is no statistically significant difference in Beck score among marital status groups.
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Table 4. Difference in Beck depression score between age groups

Ranks

Mann-Whitney Ul

Age

N

Mean Rank

Sum of Ranks

Asymp. Sig.
(2-tailed)

Depression

18-25

68

41.24

2804.00

458.000

26-34

21

57.19

1201.00

-2.484

.013

70
60
50
40
30
20
10

41.24

Figure 7. Difference Beck score between age groups

57.19

EYO\AN mYev

There is a statistically significant difference in Beck depression score between age groups (p-

value = 0.013). Subjects who age 26-34-years scored higher depression than those who age 18-

25-years.
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Table 5. Difference in Beck depression score between availability of caregiver groups

Ranks Asymp.
Mann-
Is there a caregiver who Mean | Sum of Z Sig. (2-
N Whitney U
cares for you regularly? Rank | Ranks tailed)
Yes 48 | 40.13 |1926.00
Depression 750.000 | -2.660 .008
No 41| 50.71 |2079.00

Figure 8. Difference in Beck depression score between availability of caregiver groups
There is a statistically significant difference in Beck depression score between availability of
caregiver groups (p-value = 0.038). Subjects who reported that there is no caregiver who cares

for them regularly scored higher depression.
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Table 6. Difference in Beck depression score among having other chronic disease groups

Ranks
Mann- Asymp. Sig.
Having other chronic Mean | Sum of Z
N Whitney U (2-tailed)
disease Rank | Ranks
Yes 83| 46.52 |3861.00
Depression 123.000 |-2.847 .004
I do not know 6 | 24.00 | 144.00

yes
46.52

Figure 9. Difference in Beck depression score between having other chronic disease groups
There is a statistically significant difference in Beck depression score between having

other chronic disease related to Thalassemia groups (p-value = 0.004). Subjects who reported that

they have chronic disease(s) scored higher depression.
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Table 7. Difference in Beck depression score among receiving regular blood transfusion groups

Ranks

Kruskal-
Receiving regular df | Exact Sig.
N |Mean Rank| Wallis H

blood transfusion

Yes 85 46.43
Depression No 2 13.25 5.847 2 .029
No longer receive it | 2 16.00
46.43

16

13.25

EYes ®mNo © No longer receive it

Figure 10. Difference in Beck depression score among receiving regular blood transfusion

There is a statistically significant difference in Beck depression score among receiving regular
blood transfusion groups (p-value = 0.029). Subjects who reported that they are receiving regular

blood transfusion scored higher depression.

49



Table 8. Difference in Beck depression score between income source groups

Ranks M A i
ann- symp. Sig.
Mean | Sum of df ymp- 518
Income source N Whitney U (2-tailed)
Rank | Ranks
Own 48 31 29.18
Depression 17.984 1 .000
Family aid 41| 58 53.46

®E Own = Family aid

Figure 11. Difference in Beck depression score income source

There is a statistically significant difference in Beck depression score between income source

groups (p-value = 0.000). Subjects who reported that their income is family aid scored higher
depression.
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Table 9. Difference in Beck depression score among working status groups

Ranks Kruskal-Wallis H| df |Asymp. Sig.
Working Status N  |Mean Rank
I'm working 27 2691
23.457 2 0.000
Depression I do not work 57 54.89
I have an irregular work| 5 30.00
54.89
30
2691

I

@ I'm working &1 do not work HI have an irregular work

Figure 12. Difference in Beck depression score among working status

There is a statistically significant difference in Beck depression score among working status

groups (p-value = 0.000). Subjects who reported that they do not work scored higher depression.
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Table 10. Difference in Beck depression score among effect of illness on working status groups

Kruskal-Wallis Asymp.
Ranks df
H Sig.
Have you had to leave your
N |Mean Rank
job due to your illness
Yes 60 47.60 9.843 2 .007
Depression No 22 47.23
Turn out 7 15.71
47.6 47.23

15.71

#@Yes ENo uTurnout
Figure 13. Difference in Beck depression score among effect of illness on working status groups
There is a statistically significant difference in Beck depression score among effect of

illness on working status groups (P-value = 0.007). Subjects who reported that who had to leave

their job due to their illness scored higher depression.
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Table 11. Difference in Beck depression score between illness-working interference groups

Ranks
Mann- Asymp. Sig.
Does your illness prevent Mean | Sum of y/
N Whitney U (2-tailed)
you from working? Rank | Ranks
Yes 58| 49.69 (2882.00
Depression 627.000 |-3.235 .001

Sometimes 31| 36.23 [1123.00

60
49.69
50
40 36.23

30
20
10
0

= Yes = Sometimes
Figure 14. Difference in Beck depression score between illness-working interference
There is a statistically significant difference in Beck depression score between illness-working

interference groups (p-value = 0.01). Subjects who reported that their illness prevent them from

working scored higher depression.
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Table 12. Difference in Beck depression score among effect of illness on work groups

Ranks

Kruskal-

Does your illness

df | Exact Sig.

N |Mean Rank| Wallis H
affect your income?
Yes 57 53.91
Depression Sometimes 15 31.83 19.327 2 .000
Never 17 26.74
60
53.91
50
40
31.83
30 26.74
20
10
0

uYes

" Sometimes ® Never

Figure 15. Difference in Beck depression score among effect of illness on work groups

There is a statistically significant difference in Beck depression score among effect of illness on

work groups (p-value = 0.000). Subjects who reported that their illness affect their income scored

higher depression.
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Table 13. Difference in Beck depression score among effect of illness on relationship with

colleague groups

Ranks

Does your illness
Kruskal-
negatively affect your df | Exact Sig.
N |Mean Rank| Wallis H
relationships with your

colleagues?
Yes 22 24.23
Depression Sometimes 28 49.57 19410 2 .000
No 39 53.44
53.44
49.57
24.23

HYes HSometimes ki No

Figure 16. Difference in Beck depression score among effect of illness on relationship with

colleague groups

There is a statistically significant difference in Beck depression score among effect of illness on
relationship with colleague groups (p-value = 0.000). Subjects who reported that their illness

negatively affect their relationships with their colleagues.
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Table 14. Difference in Beck depression score among effect of illness on relationship with

colleague groups

Ranks
Does your illness negatively
Kruskal- Exact
affect your relations with df
N | Mean Rank | Wallis H Sig.
managers and your managers'
attitudes toward you?
Yes 19 38.58
Depression Sometimes 50 56.18 25.039 2 .000
No 20 23.15
56.18
38.58
23.15

HYes HESometimes iENo

Figure 17. Difference in Beck depression score among effect of illness on your relations with

managers and your managers' attitudes toward you groups

There is a statistically significant difference in Beck depression score among effect of illness on
relations with managers and their managers' attitudes toward them groups (p-value = 0.000).
Subjects who reported that their illness negatively affect their relations with managers and their

managers' attitudes toward them.
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Table 15. Difference in Beck depression score among effect of illness on relationship with

colleague groups

Ranks
Do you think you are working in
Kruskal- Exact
a position that is lower than the df
o N | Mean Rank | Wallis H Sig.
position you deserve because of
your illness?
Yes 25 23.42
Depression Sometimes 42 59.77 31.874 2 .000
No 22 41.32
59.77
41.32

23.42

MYes HSometimes uNo

Figure 18. Difference in Beck depression score among effect of illness on your belief that you are

working in a position that is lower than the position you deserve because of illness groups

There is a statistically significant difference in Beck depression score among effect of illness on
your belief that you are working in a position that is lower than the position you deserve because
of your illness groups (p-value = 0.000). Subjects who sometimes think they are working in a
position that is lower than the position they deserve because of their illness scored higher

depression.
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Table 16. Difference in Beck depression score among effect of illness on worry about losing your

Jjob due to your illness groups

Ranks
Kruskal- Asymp.
Are you worried about losing df
N | Mean Rank | Wallis H Sig.
your job due to your illness?
Yes 15 12.07
Sometimes 11 34.32 35.426 2 .000
Depression
No 63 54.71
54.71

34.32

12.07

HYes HSometimes i No

Figure 19. Difference in Beck depression score among worry about loss of work because of

illness groups
There is a statistically significant difference in Beck depression score among worry about loss of

work because of illness groups (p-value = 0.000). Subjects who reported that they do not feel

worried about losing their job due to their illness scored higher depression.
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Table 17. Difference in Beck depression score among effect of illness on belief that you are

excluded from your work environment and professional relationships due to your illness groups

Ranks
Do you think that you are excluded
Kruskal-
from your work environment and Df |Exact Sig.
N Mean Rank Wallis H
professional relationships due to your
illness?
Yes 44 57.50
Sometimes 33 40.79 32.523 2 .000
Depression
No 12 10.75
57.5
40.79
10.75

HYes uSometimes HNo

Figure 20. Difference in Beck depression score among belief that you are excluded from your

work environment and professional relationships due to your illness groups

There is a statistically significant difference in Beck depression score among belief that you are
excluded from your work environment and professional relationships due to your illness groups

(p-value = 0.000). Subjects who think that they are excluded from their work environment and

professional relationships due to their illness scored higher depression.
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Table 18. Difference in Beck depression score among effect of illness on belief that you think you

would have been more successful if you had no illness groups

Ranks
Do you think you would have Kruskal- DF Exact
been more successful if you had| N | Mean Rank | Wallis H Sig.
no illness?
Yes 59 53.76
Depression Sometimes 23 31.43 22.298 2 .000
No 7 15.71
1 1 1

HYes MSometimes ENo

Figure 21. Difference in Beck depression score among effect of illness on belief that you think

you would have been more successful if you had no illness groups

There is a statistically significant difference in Beck depression score among effect of illness on
belief that you think you would have been more successful if you had no illness groups (p-value
= 0.000). Subjects who think they would have been more successful if they had no illness scored

higher depression.
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Table 19. Difference in Beck depression score among effect of illness on belief that you think you

would have been more successful if you had no illness groups

Ranks
Kruskal- Exact
Do you think your illness Df
N | Mean Rank | Wallis H Sig.
reduces your will to work?

Yes 42 59.86
Depression Sometimes 22 24.23 30.019 2 .000

No 25 38.32

53.76
31.43
15.71

HMYes HSometimes kNo

Figure 22. Difference in Beck depression score among effect of illness belief that you think you

would have been more successful if you had no illness groups
There is a statistically significant difference in Beck depression score among effect of illness on

belief that you think you would have been more successful if you had no illness groups (p-value

= 0.000). Subjects who think their illness reduces their will to work scored higher depression.
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Table 20. Difference in Beck depression score among effect of illness on relationships with your

friend groups
Ranks
Do you think your illness Kruskal- DF Exact
negatively affects your N | Mean Rank | Wallis H Sig.
relationships with your friends?

Yes 55 55.05
Depression Sometimes 18 26.06 22.358 2 .000

No 16 31.78

55.05

31.78

26.06

HYes HSometimes &No
Figure 23. Difference in Beck depression score among effect of illness on relationships with your

friend groups

There is a statistically significant difference in Beck depression score among effect of illness on
relationships with your friend groups (p-value = 0.000). Subjects who think their illness

negatively affects their relationships with their friends scored higher depression.
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Table 21. Difference in Beck depression score among effect of illness on relationships with your

immediate environment groups

Ranks
Do you think that your illness
negatively affects your Kruskal- DF Exact
relationships with your N | Mean Rank | Wallis H Sig.

immediate environment (family,

friends, relatives)?

Yes 44 42.95
Depression Sometimes 31 45.40 933 2 .627
No 14 50.54

There is no statistically significant difference in Beck depression score among effect of illness on

relationships with your immediate environment groups.

50.54

454

42.95

HYes HSometimes &No
Figure 24. Difference in Beck depression score among effect of illness on relationships with your

immediate environment groups

There is no statistically significant difference in Beck depression score among effect of illness on

relationships with your immediate environment groups.
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Table 22. Difference in Beck depression score among effect of illness on belief that your illness

condemns you to loneliness groups

Ranks
Kruskal- Exact
Do you think your illness Df
N | Mean Rank | Wallis H Sig.
condemns you to loneliness?

Yes 48 53.67
Depression Sometimes 29 40.78 17.066 2 .000

No 12 20.54

53.67
40.78
20.54

HYes HSometimes & No

Figure 25. Difference in Beck depression score among effect of illness on belief that your illness

condemns you to loneliness groups

There is a statistically significant difference in Beck depression score among effect of illness on
belief that your illness condemns you to loneliness groups (p-value = .000). Subjects who think

that their illness condemns they to loneliness scored higher depression.
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Table 23. Distribution of disease information

Variables f %

The time you have been living
with the disease 10+ % 1000
Do you have a different disease Yes 83 93,3
caused by or associated with I don’t know 6 6,7
Major Thalassemia Total 89 100,0

Yes 85 95,5
Do you receive regular blood No 2 2,2
transfusion treatment? I Don't receive Anymore 2 2,2

Total 89 100,0
At what time did your illness start | Childhood (Before the Age of h, 100.0

in your life?

18)

All patients have been living with a diagnosis of major Thalassemia for more than 10 years. The
number of patients with a different disease caused by or associated with Major thalassemia is 83,
which corresponds to 93.3% of the total number of patients. The number of patients undergoing

regular blood transfusion therapy is 85, which corresponds to 95.5% of the total number of

patients. The disease of all patients was diagnosed in childhood before the age of 18.
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Table 24. Disrriburion of occupational life

Variables f %%
My Own Earning 31 34.8
Income status Family Assistance 58 65.2
Total 89 100.0
I'm working 27 30.3
i I am not working 57 64.0
Working status
I Have an unstable Job s 5.6
Total 89 100.0
Xes 58 65.2
Does your illness prevent you from working? Sometimes 31 34.8
Total 89 100.0
) N Yes 60 67.4
Pld you hav? to leave your job becaus.e of your ~o 5> 4.7
illness? (Retirement. Compulsory Retirement. - -
2 3% 3 2 A From a Previous job 7 7.9
Disability Retirement. Resignation)
Total 89 100.0
Do you think your illness is affecting your work Yes 30 100.0
performance
Yes 57 64.0
Does your illness affect your income? ScaTietieics L2 a2
¥ > : No 17 | 19.1
Total 89 || 100.0
Yes 22 24,7
Does your illness negatively affect your Sometimes 28 31.5
relationships with colleagues No 39 43.8
Total 89 || 100.0
- — e o o Yes 19 21,3
oes yoult i e_ss negatively affect youf- T 50 56.2
relationships with managers and the attitudes of
No 20 22.5
your managers towards you
Total 89 | 100.0
- N— i ) o Yes 25 28.1
o y.ou at you are' \.Nor ng in a position SO a2 272
that is lower than the position that you deserve
z No 22 24.7
because of your illness
Total 89 100.0
Yes 15 16.9
Are you worried about losing vour work due to Sometimes 11 12.4
vour illness No 63 70,8
Total 89 100.0
think th luded from th k Yes a4 1 394
Do ?'ou at you art? exclude : on:f e wor YT 33 37.1
environment and professional relationships due to
2 No 12 13.5
your illness
Total 89 100.0
Yes 59 66.3
Do you think that you would be more successful if Sometimes 23 25,8
vou didn't have the disease No 7 7.9
Total 89 100.0
Yes 42 47.2
Do you think that your illness reduces your desire Sometimes 22 24,7
to work? No 25 28,1
Total 89 100.0
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The number of patients who earn a living with family assistance is 58, which corresponds to
65.2% of the total number of patients. The number of unemployed patients is 57, which
corresponds to 64.0% of the total number of patients. 58 patients report that their illness
interferes with their working status, which corresponds to 65.2% of the total number of
patients. The number of patients who had to leave their jobs due to their illness was 60, which
corresponds to 67.3% of the total number of patients. All patients think that their illness
negatively affects their working performance. 57 patients consider that the disease affects their
income, this corresponds to 64.0% of the total number of patients. The number of patients who
think that the disease does not adversely affect their relationship with colleagues is 39, which
corresponds to 43.8% of the total number of patients. The number of patients who think that the
disease sometimes negatively affects their relationship with managers and the attitude of
managers towards them is 50, which corresponds to 56.2% of the total number of patients. The
number of patients who sometimes think that they are working in a lower position than they
deserve due to their illness is 42, which corresponds to 47.2% of the total patients. The number of
patients who are not worried about losing their jobs due to their illness is 63, which corresponds
to 70.8% of the total number of patients. The number of patients who felt excluded from the work
environment and professional relationships due to their illness was 44, which corresponds to
49.4% of all patients. The number of patients who thought that they would be more successful if
they did not have the disease is 59, and this corresponds to 66.3% of the total patients. The
number of patients who think that the disease reduces the desire to work is 42, and this

corresponds to 47.2% of the total number of patients.
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Table 25. Distribution of social relationship

Variables F %
Yes 55 | 61,8
Do you think that your illness is negatively affecting your Sometimes | 18 | 20,2
relationships with friends No 16 18,0
Total 89 | 100,0
Yes 44 | 494
Do you think that your illness negatively affects your relationships | Sometimes | 31 | 34,8
with your close environment (family, friends, relatives)? No 14 15,7
Total 89 | 100,0

Do you think that your illness restricts or prevents your social

actizl]ities \ ’ 4 Yes 89 1 100,0
Yes 48 53,9
Do you think that your illness has condemned you to loneliness Stigiatimes | 29 32,6
No 12 | 13,5
Total 89 | 100,0
Do you think that your illness restricts your social life Yes 89 | 100,0
Yes 47 52,8

Do you think that you are excluded from society because of your | Sometimes | 29 | 32,6
illness No 13 14,6
Total 89 | 100,0

Yes 77 86,5

Do you consider yourself a disadvantaged individual because of Sometimes | 5 5,6

your illness No 7 7.9
Total 89 | 100,0

Yes 50 56,2

Do you think that your illness prevents you from meeting new Sometimes | 16 | 18,0
people? No 23 | 25,8
Total 89 | 100,0

Yes 78 87,6

Do you think that your illness is an obstacle to a new social Sometimes | 7 7,9

initiative, such as a course, activity, hobby No 4 4,5
Total 89 | 100,0
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The number of patients who think that the disease negatively affects their relationship with
friends is 55, which corresponds to 61.8% of the total number of patients. The number of patients
who think that the disease negatively affects their relationship with their close environment is 44,
which corresponds to 49.4% of the total number of patients. All patients think that the disease
restricts or inhibits their social activities. The number of patients who think that the disease
condemns them to loneliness is 48, which corresponds to 53.9% of the total number of
patients. All of the patients think that their diseases restrict their social lives. The number of
patients who consider themselves excluded from society due to their illness is 47, which
corresponds to 52.8% of the total number of patients. The number of patients who consider
themselves to be a disadvantaged individual due to their illness is 77, which corresponds to
86.5% of the total number of patients. The number of patients who think that the disease is an
obstacle to meeting new people is 50, and this corresponds to 56.2% of the total number of
patients. The number of patients who consider the disease to be an obstacle to social initiatives is

78, which corresponds to 87.6% of the total number of patients.
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Table 26. Patients response to Beck depression - sadness

Q. 1. Sadness f %0

I feel sad and distressed 11 12,4
I am always sad and distressed. I can't get rid of it. 44 49.4
I am so sad and distressed that I can't take it anymore 34 38,2
Total 89 100,0

For Sadness item, participants scored higher for the answer “I am always sad and distressed. I

can't get rid of it” (n = 44; 49,4%).

494

38.2
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Figure 26. Level of sadness

Less than a half experience moderate depression represented by sadness (n = 44; 49.4%),
followed by those who experience severe sadness (n = 34; 38.2%), and those who experience

mild sadness (n = 11; 12.4%).
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Table 27. Patients’ response to Beck depression - pessimism

Q. 2. Pessimism f ¥/

I am not unhappy and pessimistic about the future 3 34
I'm pessimistic about the future 14 15,7
I have nothing to expect from the future 36 40,4
I am desperate about my future and it feels like nothing is going to get 36 40.4
better

Total 89 100.0

For Pessimism item, participants scored higher, equally for each of “I have nothing to expect
from the future” and “I am desperate about my future and it feels like nothing is going to get

better” (n = 36 40.4%) for each of them.

40.45 40.45

19.1

_

EMild mModerate HSevere

Figure 27. Level of pessimism
Around two-fifth experience both moderate and severe depression represented by pessimism (n =

36; 40.45%) for each of them, followed by those who experience mild pessimism (n = 17;

19.1%).
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Table 28. Patients’ response to Beck depression related to past failure

Q. 3. Past Failure f ¥/

I don't consider myself a failed person 5 5.6
I feel like I've had more failures than many people around me 27 30.3
Looking back, I see that it was full of failure 32 36.0
I consider myself a complete failure 25 28.1
Total 89 100.0

For Past Failure item, participants scored higher for the answer “As I look back on my life, all I

can see is a lot of failures” (n = 32; 36.0%).

36 36

EHMild =EModerate HSevere

Figure 28. Level of past failure
More than a third experience both mild and moderate depression represented by past failure (n =
36; 40.45%) for each of them, followed by those who experience severe depression represented

by past failure (n = 25; 28.0%).
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Table 29. Patients’ response to Beck depression related to loss of pleasure

Q. 4. Loss of Pleasure f ¥/
I enjoy a lot of things as much as I used to 4 4.5
I don't like anything as much as I used to 24 27.0
Nothing gives me complete pleasure anymore 37 41.6
I'm getting bored of everything 24 27.0
Total 89 100.0

For Loss of Pleasure item, participants scored higher for the answer “Nothing gives me complete

pleasure anymore” (n = 37; 41.6%).

41.6

27
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Figure 29. Level of loss of pleasure

More than two-fifth experience moderate depression represented by loss of pleasure (n = 37,
41.6%), followed by those who experience mild depression represented by loss of pleasure (n =
28; 31.4%), and those who experience mild depression represented by loss of pleasure (n = 24;

27.0%).
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Table 30. Patients’ response to Beck depression related to guilty feeling

Q. 5. Guilty Feelings f %0

I do not feel guilty in any way 19 21.3
I always feel guilty 36 40.4
I often feel guilty 18 20.2
I always feel guilty 16 18.0
Total 89 100.0

For Guilty Feelings item, participants scored higher for the answer “I always feel guilty” (n = 36;

40.4%).

61.8
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Figure 30. Level of guilty feeling

Most experience mild depression represented by guilty feeling (n = 55; 61.8%), followed by

those who experience moderate depression represented by guilty feeling (n = 18; 20.2%), and

those who experience severe depression represented by guilty feeling (n = 16; 18.0%).
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Table 31. Patients’ response to Beck depression related to punishment feelings

Q. 6. Punishment Feelings f %0
I don't feel like I've been punished 39 43.8
I feel like I could be punished 8 9.0
I'm waiting to be punished 5 5.6
I feel I was being punished 37 41.6
Total 89 100,0

For Punishment Feelings item, participants scored higher for the answer “I feel I was being

punished” (n = 39; 43.8%).
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Figure 31. Level of loss of pleasure

Most experience mild depression represented by loss of pleasure (n = 47; 52.8%), followed by
those who experience severe depression represented by loss of pleasure (n = 37; 41.6%), and

those who experience moderate depression represented by loss of pleasure (n = 5; 5.6%).
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Table 32. Patients’ response to Beck depression related to self-dislike

Q. 7. Self-Dislike f Y%
I am satisfied with myself 25 28.1
I'm not very happy with myself 40 44.9
I'm so mad at myself 8 9.0
I hate myself 16 18.0
Total 89 100.0

For Self-Dislike item, participants scored higher for the answer “I'm not very happy with myself”
(n =40, 44.9%).
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Figure 32. Level of self-dislike
Most experience mild depression represented by self-dislike (n = 65; 73.0%), followed by those
who experience severe depression represented by self-dislike (n = 16; 18.0%), and those who

experience moderate depression represented by self-dislike (n = 8; 9.0%).
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Table 33. Patients’ response to Beck depression related to self-criticalness

Q. 8. Self-Criticalness f %o
I don't think I'm worse than others 42 472
I criticize myself for my weaknesses or mistakes 27 30.3
I always blame myself for my mistakes 13 14.6
In the face of every setback, I find myself wrong 7 7.9
Total 89 100.0

For Self-Criticalness item, participants scored higher for the answer “I don't think I'm worse than

others” (n = 42; 47.2%).
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Figure 33. Level of self-criticalness

Most experience mild depression represented by self-criticalness (n = 69; 77.5%), followed by

those who experience moderate depression represented by self-criticalness (n = 13; 14.6%), and

.

those who experience severe depression represented by self-criticalness (n = 7; 7.9%).
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Table 34. Patients’ response to Beck depression related to suicidal thoughts or wishes

Q. 9. Suicidal Thoughts or Wishes f %o
I have no thoughts of killing myself 53 59.6
From time to time, I think of killing myself. but I don't 21 23.6
I would like to kill myself 10 11.2
I would kill myself if I had the chance 5 5.6
Total 89 100.0

For Suicidal Thoughts or Wishes item, participants scored higher for the answer “I have no

thoughts of killing myself” (n = 53; 59.6%).
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Figure 34. Level of suicidal thoughts or wishes

The majority experience mild depression represented by suicidal thoughts or wishes (n = 74;
83.2%), followed by those who experience moderate depression represented by suicidal thoughts
or wishes (n = 10; 11.2%), and those who experience severe depression represented by suicidal

thoughts or wishes (n = 5; 5.6%).
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Table 35. Patients’ response to Beck depression related to crying

Q. 10. Crying f %o
I don't feel like crying anymore than usual 14 15.7
I feel like crying from time to time 57 64.0
I cry most of the time 13 14.6
I used to be able to cry now I can't even cry if I want to 5 5.6
Total 89 100.0

For Crying item, participants scored higher for the answer “I feel like crying from time to time”

(n=57;64.0%).
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Figure 35. Level of crying
Most experience mild depression represented by crying (n = 71; 79.8%), followed by those who
experience moderate depression represented by crying (n = 13; 14.6%), and those who

experience severe depression represented by crying (n = 5; 5.6%).
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Table 36. Patients’ response to Beck depression related to agitation

Q. 11. Agitation f %0
I'm no more frustrated now than I've always been 9 10.1
I get angry or annoyed more easily than before 42 | 47.2
I'm always angry these days 29 | 32.6
Things that once made me angry now don't make me angry at all 9 10.1
Total 89 | 100,0

For Agitation item, participants scored higher for the answer “I get angry or annoyed more easily

than before” (n = 42; 47.2%).
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Figure 36. Level of agitation

More than a half experience mild depression represented by agitation (n = 51; 57.3%), followed
by those who experience moderate depression represented by agitation (n = 29; 32.6%), and

those who experience severe depression represented by agitation (n = 9; 10.1%).
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Table 37. Patients’ response to Beck depression related to loss of interest

Q. 12. Loss of Interest f Y%

I have not lost my desire to meet and talk with others. 21 23.6
I want to talk less, to meet with others before 33 37.1
I have lost the desire to talk and meet with others. 22 | 247
I don't want to talk to anyone 13 14.6
Total 89 | 100.0

For Loss of Interest item, participants scored higher for the answer “I I want to talk less, to meet

with others before” (n = 33; 37.1%).
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Figure 37. Level of loss of interest
Most experience mild depression represented by loss of interest (n = 54; 60.7%), followed by

those who experience moderate depression represented by loss of interest (n = 22; 24.7%), and

those who experience severe depression represented by loss of interest (n = 13; 14.6%).
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Table 38. Patients’ response to Beck depression related to indecisiveness

Q. 13. Indecisiveness F Y%

I can easily make decisions like I used to 20 | 225
I can't make decisions as easily as I used to 38 | 42.7
I'm having a lot of difficulty making a decision compared to before 25 | 28.1
I can't decide anymore 6 6.7
Total 89 | 100.0

For Indecisiveness item, participants scored higher for the answer “I can't make decisions as

easily as [ used to” (n = 38; 42.7%).
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Figure 38. Level of indecisiveness

Most experience mild depression represented by indecisiveness (n = 58; 65.2%), followed by
those who experience moderate depression represented by indecisiveness (n = 25; 28.1%), and

those who experience severe depression represented by indecisiveness (n = 6; 6.7%).
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Table 39. Patients’ response to Beck depression related to worthlessness

Q. 14. Worthlessness F Y%
I don't see any changes when I look at myself in the mirror 2.2
It feels like I'm getting older and uglier 13 14.6
I feel that my appearance has changed a lot and I have become ugly 42 | 47.2
I find myself very ugly 32 | 36.0
Total 89 | 100.0

For Worthlessness item, participants scored higher for the answer “I feel that my appearance has

changed a lot and I have become ugly” (n = 42; 47.2%).

16.8

47.2

36

S

EMild EModerate HESevere

Figure 39. Level of worthlessness

Most experience moderate depression represented by worthlessness (n = 42; 47.2%), followed by

those who experience severe depression represented by worthlessness (n = 32; 36.0%), and those

who experience mild depression represented by worthlessness (n = 15; 16.8%).
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Table 40. Patients’ response to Beck depression related to loss of energy

Q. 15. Loss of Energy F %o
I can work as well as [ used to 1 1.1
I need to make an effort to be able to do something 15 16.9
I have to push myself very hard to be able to do anything 51 57.3
I can't do anything 22 | 247
Total 89 | 100.0

For Loss of Energy item, participants scored higher for the answer “I have to push myself very

hard to be able to do anything” (n = 51; 57.3%).
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Figure 40. Level of loss of energy

More than a half experience moderate depression represented by loss of energy (n = 51; 57.3%),
followed by those who experience severe depression represented by loss of energy (n = 22;
24.7%), and those who experience mild depression represented by loss of energy (n = 16;

18.0%).
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Table 41. Patients’ response to Beck depression related to changes in sleep pattern

Q. 16. Changes in Sleep Pattern F %0

I can sleep well as usual 14 15.7
I don't sleep as well as I used to 52 58.4
I wake up 1 - 2 hours earlier than usual and I can't sleep again 18 20.2
She wakes up much earlier than usual and I can't sleep again 5 5.6
Total 89 | 100,0

For Changes in Sleep Pattern item, participants scored higher for the answer “I don't sleep as well

as [used to” (n = 52; 58.4%).
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Figure 41. Level of changes in sleep pattern

Most experience mild depression represented by changes in sleep pattern (n = 66; 74.2%),
followed by those who experience moderate depression represented by changes in sleep pattern

(n = 18; 20.2%), and those who experience severe depression represented by changes in sleep
pattern (n = 5; 5.6%).
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Table 42. Patients’ response to Beck depression related to irritability

Q. 17. Irritability F %0

I don't get more tired than usual. 0 0.0
I'm getting tired faster than usual 20 | 225
Everything I do makes me tired 41 46.1
I feel so tired that I can't do anything right away 28 31.5
Total 89 | 100.0

For Irritability item, participants scored higher for the answer “Everything I do makes me tired”

(n =41;46.1%).
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Figure 42. Level of irritability
Most experience moderate depression represented by irritability (n = 41; 46.0%), followed by

those who experience severe depression represented by irritability (n = 28; 31.5%), and those

who experience mild depression represented by irritability (n = 20; 22.5%).
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Table 43. Patients’ response to Beck depression related to changes in appetite

Q. 18. Changes in Appetite F %0

My appetite is as usual 17 19.1
My appetite is not as good as usual 29 32.6
My appetite has decreased a lot 33 37.1
I don't have any appetite anymore 10 11.2
Total 89 | 100.0

For Changes in Appetite item, participants scored higher for the answer “My appetite has
decreased a lot” (n = 33; 37.1%).
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Figure 43. Level changes in appetite

More than a half experience mild depression represented by changes in appetite (n = 46; 57.1%),
followed by those who experience moderate depression represented by changes in appetite (n =
33; 37.1%), and those who experience severe depression represented by changes in appetite (n =

10; 11.2%).
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Table 44. Patients’ response to Beck depression related to concentration difficulty

Q. 19. Concentration Difficulty f %0
I haven't lost weight recently 36 | 404
I lost more than two kilograms of weight 33 37.1
I lost more than four kilograms of weight 17 19.1
I have lost more than six kilograms of weight 3 34
Total 89 | 100.0

For Concentration Difficulty item, participants scored higher for the answer “I haven't lost weight

recently” (n = 36; 40.4%).
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Figure 44. Level of concentration difficulty

Most experience mild depression represented by concentration difficulty (n = 69; 77.5%),
followed by those who experience moderate depression represented by concentration difficulty (n

= 33; 37.1%), and those who experience severe depression represented by concentration
difficulty (n = 10; 11.2%).
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Table 45. Patients’ response to Beck depression related to tiredness or fatigue

Q. 20. Tiredness or Fatigue f %0
My health does not worry me much 3 34
Ailments such as pain, pains, stomach upset, or constipation worry me. 8 9.0
Because my health worries me, it becomes difficult to think about other " 104
things

I 'am so worried about my health that I can't think of anything else 34 | 382
Total 89 | 100.0

For Tiredness or Fatigue item, participants scored higher for the answer “Because my health

worries me, it becomes difficult to think about other things” (n = 44; 49.4%).
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Figure 45. Level of tiredness or fatigue

Most experience moderate depression represented by tiredness or fatigue (n = 44; 49.4%),
followed by those who experience mild severe depression represented by tiredness or fatigue (n =

34; 38.2%), and those who experience depression represented by tiredness or fatigue (n = 11;

12.4%).
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Table 46. Patients’ response to Beck depression related to loss of interest in sex

Q. 21. Loss of Interest in Sex F %0
I haven't noticed a change in my interest in sexual issues lately 4 4.5
I'm less interested in sexual issues than I used to be 8 9.0
I am much less interested in sexual issues now 29 32.6
I have completely lost interest in sexual issues 48 53.9
Total 89 | 100,0

For Loss of Interest in Sex item, participants scored higher for the answer “I have completely lost

interest in sexual issues” (n = 48; 53.9%).

53.9

32.6

M Mild =Moderate HSevere
Figure 46. Level of tiredness or fatigue loss of interest in sex
Most experience severe depression represented by tiredness or fatigue (n = 48; 53.9%), followed
by those who experience moderate depression represented by tiredness or fatigue (n = 29;

32.6%), and those who experience mild depression represented by tiredness or fatigue (n = 12;

13.5%).
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Table 47. Level of overall depression

Level of Overall Depression Frequency | Percent
Mild to moderate Depression 1 1.1
Moderate Depression 19 214
Severe Depression 69 77.5
77.5
214

1.1

= Mild to moderate Depression ® Moderate Depression = Severe Depression

Figure 47. Levels of overall depression

Most experience severe depression (n = 69; 77.5%), followed by those who experience moderate

depression (n = 19; 21.4%), and one who experiences mild to moderate depression (n = I; 1.1%).
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5. Discussion

As a result of the study, it is seen that 97.8% of the patients admitted to Tikar Hereditary
Blood Diseases Center are under the age of 34, 100% have been living with the disease for more
than ten years, the disease has been diagnosed in childhood in all patients, and severe depression

can be observed.

Major Thalassemia is difficult for patients to marry and establish a home due to their

illness.

86.5% of patients are single, 9.0% are widowed or divorced, while only 4.5% are married.
This chronic state of loneliness undoubtedly contributes to the formation of depression (Kdroglu,

2018).

While 92.1% of patients do not have a dependent, 53.9% regularly benefit from the
caregiver's services. 46.1% of patients are not with any care provider. Care can be provided by a
family member, spouse, state or private institution. It is assessed that lack of care and inability to

benefit from care services can contribute to the formation of depression. (Kéroglu, 2018).

93.3% of patients reported having a different disease caused or associated with Major
Thalassemia, while 6.7% of patients reported that they did not have any different diseases caused
or associated with major Thalassemia. However, 95.5% of patients undergo regular blood
transfusion treatment. The effect of disease status on the development of depression is known.

(Koroglu, 2018).

While 34.8% of patients earn their own income, 65.2% do not earn their own income and
receive help from their families. However, 64.0% of patients are unemployed and 5.6% are in
irregular jobs. The proportion of patients with a regular job is 30.3%. Material income and social
status are effective in the development of depression. (Koster et al., 2006; Netterstrom et al.,

2008).

While 65.2% of patients stated that their disease constantly affects their working

condition, only 34.8% state that it sometimes does. This data is compatible with the previous run
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status data. In addition, 67.4% of patients had to quit their jobs due to illness. This includes
terminations, retirement, compulsory retirement, disability pension, resignation and dismissal.
7.9% of the patients left their previous job due to illnesses but then started a regular or irregular
job. 24.7% of patients did not have to lose their jobs due to their illness. 100% of patients report
that the disease affects their working performance. The income of 80.9% of patients is affected

by the disease.

Depression is associated with social relationships and professional relationships. (Koster
et al., 2006; Netterstrom et al., 2008, Koroglu, 2018). In this context, when we look at the social
relations and professional relationships of the patients, it is observed that the conditions that
trigger the symptoms of depression are observed. The diseases of 56.2% of patients affect their
relationship with their colleagues. 77.5% of patients report that their disease affects their
relationship with managers and the attitudes of managers towards them. In addition, only 24.7%
of patients argue that their disease does not affect their working position. Considering that the
majority of patients are already unemployed, it is seen that the proportion of patients who are
afraid of losing their job is 29.2%. However, it should be noted again that 30.3% of patients have
a regular job. In other words, almost all working patients are afraid of losing their jobs. 86.5% of
patients think that they are excluded from the work environment and professional relationships
due to their diseases. 92.1% of patients who think they would be more successful without the

disease. Major Thalassemia reduces the willingness of 71.9% of patients to work.

In the context of social life, a wide range of negative effects of the disease are seen. These
social negativity also accelerates the development of symptoms that lead to depression. (Koster et
al., 2006; Netterstrom et al., 2008, Koroglu, 2018). 82.0% of patients think that their disease
negatively affects their relationship with their friends. In addition, 84.3% of patients think that
the disease negatively affects their relationship with their immediate circle (family, friends,

relatives). 100% of patients think that the disease restricts or inhibits their social activity.

86.5% of patients think that the disease condemns them to loneliness. 100% of patients
think that the disease restricts their social life. 85.4% of patients think they are excluded from

society due to their disease. 92.1% of patients consider themselves disadvantaged individuals due
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to the disease. 74.2% of patients state that the disease prevents meeting new people. 95.5% of

patients report that their disease prevents social initiatives such as courses, activities and hobbies.

Looking at the results of this data form, it is seen that patients are really prone to
developing symptoms of depression. Indeed, when the results of the Beck Depression Inventory
are evaluated, it is seen that the results of the data form and the Results of the Beck Depression

Inventory are consistent.

The average score of the Beck Depression Inventory for Major Thalassemia Patients was
32.8874. Beck is rated 27 points or more in the Depression Inventory as a case of severe severe
depression. Accordingly, the presence of severe depression is confirmed in major thalassemia

patients.

When you look at the average scores of the Beck Depression Inventory, it is seen that the
score of 7 is greater than 2 in the mean. The most severe of these symptoms are the complete loss
of interest in sexual matters with 2.3596, feeling unbelievably distressed and distressed with
2.2584, health concerns with 2.2247, Despair about the future with 2.1798, finding yourself very
ugly in the mirror with 2.1685, not having the strength to do anything with 2.0562, losing weight
with the least severe symptoms 0.8539, feeling worse than others with 0.8315 and finally killing
yourself with 0.6292 can be listed as the idea.

The results obtained within the scope of this study point to similar results from the study
published by Yengil and his colleagues in 2014, published in 2013 by Koutekelekos and

Haliasos, and the study results conducted by Mednick and his colleagues in 2010.
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6. Conclusion and Recommendation

The study concluded that females with thalassemia more than males, their age (18-25)
years, most of them were single, they have more than 10 years with the disease with another
associated complication with major thalassemia. Most of them not working and dependent of
family assistant due to the disease. Thalassemia has negative effect on patients’ job, performance,
income, relationship with colleagues and their work. Thalassemia has negative effect on patients’
relationship with family, friends, social life and activities. Patients feel loneless. Most of patients
with thalassemia always sad and distressed. They have nothing to expect from the future. They
feel in failure. They loss interest to pleasure and feel guilty. They feel like crying and easy to be
angry. They can't make decisions. They fell the appearance has changed a lot and they have

become ugly.

They work hard to be able to do anything. They have problem in sleep. They become tired
easily, loss of appetite and weight. they can’t to think in any think. They completely lost interest

in sexual issues.

It is important to initiate educational sessions to teach patients with thalassemia how to
deal with disease. Educate patients how to deal with depression and manage their sadness,
hopeless, feeling and negative thoughts. Encourage physical activity and spending their time in
leisure. Encourage patients to make social relationship with other people (family, friends,
relatives) and spend time together. Enhance the economic status of patients through spend their
time in many simple jobs that not effect in their life. Teach patient how to control their thought

and make decision in their life
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Appendix 1 : Questionnaire of the study (in English language)

(General Information)
(Genel Bilgiler )

1. Mark your age range.
O18-25 0O25-34 (O34-49 (O50-64 (65andabove

2. Mark your marital status.
(O sSingle (O Married (OWidow (Divorced or Spouse Deceased)

3. Are there any dependents? Mark the number. Otherwise, tick the zero option.
O Ot OMore than 1 ............ (Please specify)

4. |s there a regular caretaker or a person who cares for you regularly?

Ovyes Ono

I
(Disease Information)

5. Please mark the time elapsed since you were diagnosed with Major Thalassemia.
(The time you live with the disease)

O 0-5years (O5-10years () 10 years or more

6. Do you have any other disease caused or related to Major Thalassemia?
OYes ONo Ol don't know

7. Do you receive regular blood transfusion treatment?
OYes ONo Ol don't see any more

8. When did your illness start in your life ?
(O Childhood (before the age of 18) (OAdolescence (18 years and
above) (O Not sure

1l
(Professional Work Life and Working Status)

9. Mark your income status
O My ownincome (OState assistance (OFamily assistance

10. Mark your working status
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(O I am working (O | do not work O I have an irregular job (Daily work etc.)

11. Does your illness prevent you from?
O Yes (OSometimes (ONo

12. Have you had to leave your job due to your illness? (Retirement, Compulsory
Retirement, Invalid Retirement, Resignation )

OYes ONo Ol left my previous job / jobs for this reason, now | am working in
a different place

13. Do you think your iliness is affecting your work performance ?
O Yes (OSometimes ONo

14. Does your illness affect your income ?
O Yes (OSometimes ONo

15. Does your illness negatively affect your relationships with your colleagues ?
O Yes (OSometimes ONo

16. Does your iliness affect your relations with managers and your managers' attitudes
towards you negatively ?
O Yes (OSometimes ONo

17. Do you think you are working in a position that is lower than the position you deserve
because of your illness ?
O Yes (OSometimes ONo

18. Are you worried about losing your job due to your illness ?
O Yes (OSometimes ONo

19. Do you think that you are excluded from your work environment and professional
relationships due to your iliness ?
O Yes (OSometimes ONo

20. Do you think you would have been more successful if you had no iliness ?
O Yes (OSometimes ONo

21. This is a control question, please tick yes
(O Yes (OSometimes ONo
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22. Do you think your illness reduces your will to work ?
O Yes (OSometimes ONo

1l
(Social relations)

23 - Do you think your illness is affecting your relationships with your friends negatively?
O Yes (OSometimes (ONo

24. Do you think that your iliness affects your relationships with your immediate
environment (family, friends, relatives) negatively ?
O Yes (OSometimes ONo

25. Do you think your illness restricts or prevents your social activities ?
O Yes (OSometimes ONo

26. Do you think your illness condemns you to loneliness ?
O Yes (OSometimes (ONo

27. Do you think your iliness restricts your social life ?
O Yes (OSometimes ONo

28. Do you think you are excluded from society because of your illness ?
O Yes (OSometimes ONo

29. Do you see yourself as a disadvantaged individual because of your illness ?
O Yes (OSometimes ONo

30. This is a control question, please tick sometimes .
O Yes (OSometimes ONo

31. Do you think your illness prevents meeting new people?
O Yes (OSometimes ONo

32. Do you think that your iliness prevents a new social enterprise such as course,

activity or hobby ?
O Yes (OSometimes ONo
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BECK DEPRESSION SCALE

This scale is an application to investigate how you have felt in the last week. The scale
consists of 21 items. There are four responses for each item. In each item, mark the
answer that best suits you and that you think expresses your situation in the best way.

1- 0. I don't feel sad or troubled.

1. | feel sad and troubled .

2. | am always sad and troubled. | can't get rid of this .

3. I am so sad and distressed that | can no longer stand it .

2- 0. | am not unhappy and pessimistic about the future .

1. | am pessimistic about the future .

2. There is nothing | expect from the future .

3. | am desperate about my future and it feels like nothing will improve .

3- 0. 1 do not see myself as an unsuccessful person .

1. I feel like | have had failures more than many people around me .
2. When | look back, | see that it is full of failures .
3. | consider myself a completely unsuccessful person .

4- 0. | enjoy many things as much as before

1. | don't like everything like | used.
2. Nothing gives me full pleasure anymore .
3. I'm bored with everything .

5- 0. | don't feel guilty in any way .
1. | feel guilty at times .

2. | feel guilty most of the time .

3. | always feel guilty .

6- 0. It seems to me that | have been punished .
1. | feel | can be punished .

2. | am waiting to be punished .

3. | feel punished .

7- 0. | am satisfied with myself .
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1. I am not very satisfied with myself .
2. | am very angry with myself .
3. | hate myself .

8- 0. I don't think | am worse than others .

1. | criticize myself for my weaknesses or mistakes .

2. Because of my mistakes and | always find myself at fault .
3. | find myself wrong in the face of every setback .

9- 0. I have no thoughts like killing myself .

1. From time to time it happens that | think of killing myself. But | don't .
2. | would like to kill myself .

3. | would kill myself if | got the chance .

10- 0. . I don't feel like crying more than usual .

1. From time to time comes crying .

2. | cry most of the time .

3. l used to cry, now | cannot cry even if | wanted to .

11- 0. Now | am not more angry than | always have been .
1. 1 get angry or angry more easily than before .

2. Now I'm always angry.

3. Things that once pissed me off don't piss off now .

12- 0. | have not lost the will to meet and talk with others. .
1. | want to talk and meet with others less than before .

2. | have not lost the will to talk and meet with others.

3. | don't want to talk to anyone .

13- 0. | can decide easily as before .

1. | cannot decide as easily as before .

2. | have difficulty in making a decision compared to the past .
3. | can't make any decision anymore .

14- 0. When I look at myself in the mirror, | don't see any change .
. It feels like I'm older and uglier .
. | feel that my appearance has changed a lot and | am getting ugly .
. | find myself very ugly .

WN =

15- 0. | can work as well as before .
. I have to make an effort to do something .
. I have to push myself hard to do anything .
. I can't do anything. .

wn =
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16- 0. | can sleep well as usual .
. I cannot sleep as well as | used to .
2. | wake up 1-2 hours earlier than usual and cannot go back to sleep .
3. | wake up much earlier than usual and cannot go back to sleep .

—

17- 0. | am not getting tired faster than usual .
1. | get tired faster than ever before. .03:24
2. Everything | do is tiring me .
3. | feel so tired that | can do nothing right away .

18- 0. My appetite is as usual .
1. my appetite is not as good as usual.
2. My appetite has decreased a lot .
3. I no longer have any appetite .

19- 0. | haven't lost weight lately .
. | have lost more than two kilos .
. | lost more than four kilos .
. I'm trying to lose more than six kilos .
Yes...uuun.... NO .coovvnen

wWnN =

20- 0. My health does not worry me much .
1. Pain, aches, stomach upset or constipation do not worry me .
2. My health worries me, making it difficult to think of other things .
3. I'm so worried about my health that | can't think of anything else

21- 0. I haven't noticed a change in my interest in sexual matters lately
1. | am less interested in sexual matters than before .

2. | am much less interested in sexual matters now .

3. | completely lost interest in sexual matters
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Appendix 2 : Questionnaire of the study (in Arabic language)
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Appendix 3 : Currriculum Vitae

Curriculum Vitae

Personal data
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Date of birth:
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Phone:

Email:

Educational qualification
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__Graduation Year: 2016

Skills
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