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ABSTRACT
Aim: This study aims to identify the frequency of the most commonly seen health complaints and their relations with the socio-demographic
characteristics of households in Turkey.

Materials and Methods: The Turkey Health Survey research was conducted as a cross-sectional study by The Turkish Statistical Institute. Within
the scope of the research, the health status history of a total of 3.921 children aged 7-14 was examined to identify the following factors: Gender
and age of the children, some sociodemographic characteristics of their households, health complaints in the previous 6 months and treatment
status at health-care facilities for these children aged 7-14 years.

Results: The findings showed that of the 3.921 children who participated in this research, 50.8% were male, 34.4% had at least one health
complaint, and 88.0% of the children with health complaints were treated. The most commonly seen health complaints in the children in the
previous 6 months were oral and dental-related health complaints (25.8%), eye-related health complaints (14.6%) and infectious diseases
(9.8%). According to the results of a logistic regression, the higher the number of people living in the household, the presence of a person
who defines their health status as poor and the presence of an individual with chronic disease in the household affect the presence of health
complaints in children negatively.

Conclusion: It was found that the health status of children can be affected in families with chronic disease or poor health, and it is suggested
that research on child health should be investigated extensively in such families.
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Introduction economic development in the community (2). According
to the 2014 global health estimates survey, which assesses
health loss and mortality rates related to injury and disease
worldwide, 2.6% (1.4 million) of all deaths were in the
promotion of children’s health and the prevention of 5-14 age group (3). Infectious diseases, HIV/AIDS, injuries

children’s diseases is important to increase social and and certain types of cancer are common mortality causes

Approximately 1.3 billion (17.0%) of the world’s
population was in the 5-14 age group in 2010 (1). The
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in the 5-14 age group in the world, although their rates
are lower than adults and younger children (4). The most
common causes were infectious diseases (46.4%), non-
communicable diseases (36.5%) and injuries (17.1%) in the
5-14 age group. It is already known that these diseases
increase the burden of disease and disability-adjusted life
year in the 5-14 age group (5). Additionally, the health
problems experienced such as oral health complaints,
injuries and refractive errors are likely to affect quality of life
and school success negatively (6-8).

Whitehead determined that socio-economic status,
cultural and environmental conditions, social and
community networks and individual characteristics
contribute to the health status of individuals (9). Negative
traumatic events experienced in association with one of
these factors, especially before the age of 18, lead to
generational health problems and (10) contribute to an
increased disease burden, and also a decrease in quality of
life. Community-based interventions are recommended to
prevent health problems in childhood. The most commonly
seen diseases in the 7-14 age group are related to oral and
dental health, eyes, hearing and mental health (11,12). This
study aims to identify the frequency of the most commonly
seen health complaints and their relations with the socio-
demographic characteristics of households in Turkey.

Materials and Methods

The Turkish Statistical Institute (TURKSTAT) in the
context of the Turkey health survey investigates periodically
to clarify the overall health status of the people living in the
country. The data including injury-related data for the 7-14
age group, their health status and their utilization of health
services were obtained with the institutional permission of
TURKSTAT.

Within the scope of the research, the health status
history of a total of 3.921 children aged 7-14 was examined
to identify the following factors: various sociodemographic
characteristics of the children and their families and the
reasons for attending a health-care facility other than
sickness within the previous 12 months, experience of the
listed sicknesses/health problems in the previous 6 months
and attendance at a dentist’s or treatment status at health-
care facility for children aged 7-14 years. The children in the
7-14 age group were matched with household characteristics
in the data set.

Enquiries were made concerning the health complaints
of the children for the previous 6 months and any treatment
received was categorized in three choices (inpatient,

outpatient and no treatment). The health complaints
declared were grouped by the researchers under the
following headings: Eye-related, oral and dental health
related, nutrition-related, mental health, infectious
diseases, skin diseases, musculoskeletal system diseases,
health problems related to abuse or violence cases, Down
syndrome, and other.

Chi-square test were used to analyze the relationship
between each health complaint or treatment received with
the independent variables. The probable factors identified in
chi-square analyses (p<0.020) were used in the multivariate
analysis. Against the dichotomous dependent variable of
the presence of any health complaint of the children
in the previous 6 months, the independent variables,
namely gender, the highest level of educated person in
the household, the highest level of educated woman in
the household and social security status of the household
were selected through the Backward (conditional) method.
This research was conducted as a secondary analysis of the
Turkey Health Survey of TURKSTAT. The corporate ethics
responsibility of TURKSTAT was fulfilled. TURKSTAT data is
open to all applicants and patient approval is obtained by
TURKSTAT. The data from TURKSTAT was received via e-mail
on March 21, 2016 by filling out the Micro Data Request
Form. The data does not contain any data such as name and
identity information that identifies the person. The research
was conducted in accordance with the Helsinki Principles at
all steps.

Statistical Analysis

A statistical significance level of 0.05 was accepted for
all tests. The SPSS 23.0 program was used in this study.

Results

Of the 3.921 children in the 7-14 age group participating
in the survey, 50.8% were boys, 49.2 of them were primary
school students and 36.0% of them had graduated from
primary school. Out of all families, 18.2% of them had
no health insurance and 13.2% of them had a green card/
special government funded health care entitlement for low
income families. (Table I).

Out of all the children, 34.4% of them had experienced
at least one health complaint and 88.0% of the children
with health complaints received treatment. The main health
complaints in the previous 6 months were oral and dental-
related health complaints (25.8%), eye-related health
complaints (14.6%) and infectious diseases (9.8%). Most
of the children with health complaints received outpatient
treatment except for those with Down syndrome or victims
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of abuse/violence (51.7% and 82.6% respectively). Among
the children with oral and dental-related health complaints,
77.8% received outpatient treatment; these percentages
were 80.7% for eye-related health complaints and 82.6%
for infectious diseases. Of the children with nutrition-
related complaints, 71.8% received outpatient treatment.
The ratio of participants who did not receive treatment was
41.6% in cases of mental health complaints, and 66.7% in
the cases of abuse/violence (Table I1).

Of the children aged 7-14 years, 58.3% visited a dentist
for reasons of toothache (56.9%) and/or tooth extraction
(50.9%). The ratio of those patients who went to the dentist
for a check-up was 37.6% (Figure I).

The findings showed that the presence of an individual
in the household defining their health status as poor,
and the presence of an individual in the household with
chronic disease had a statistically significant association

Table I. Socio-demographic characteristics of the children in
7-14 age group, Turkey health survey, 2014

Socio-demographic characteristic n %
Children

Gender

Boy 1991 | 50.8
Girl 1.930 | 49.2

Educational level

Illiterate 82 2.1
Primary school student 1.929 | 49.2
Graduated from primary school 1.4M 36.0
Graduated from secondary or vocational school 499 12.8
Families

Status of treatment cost coverage for families*

Governmental health insurance, 3.227 | 823
Social security institution

Out-of-pocket-expenditure 715 18.2
Green card** 516 13.2
Private health insurance/funds 195 4.9
Others, unexplained 124 3.2

Household’s average monthly income (TL)

>1.080 1499 | 38.2
1.081-1.550 801 20.4
1.551-2.170 619 15.8
2.171-3.180 553 14.1
3.181=< 449 1.5

n=3.921, *: More than one option marked for one person, **: The low income
families whose outpatient and some medicine expenses are financed by the
government

with the children having a health complaint in the previous
6 months (p<0.05). Those children receiving treatment for
their complaints were more likely to live with an individual
who defined their health status as poor (p<0.05) (Table IlI).

According to the results of a logistic regression, the
number of people living in the household, the presence
of a person with poor health status and the presence of
an individual with chronic disease in the household were
significantly related to the presence of health complaints
seen in children. The lower number of people living in the
family, the presence of an adult with poor health or an adult
with chronic disease leads to an increases the number of
health complaints of children in the household (p<0.001)
(Table IV).

Table Il. Health complaints and treatment protocol in the previous
6 months among the children aged 7-14 years

Health Presence Treatment protocol**
complaint of health (%)
complaints*
Yes Outpatient | Inpatient| No
n % treatment
Oral and 1.011 [25.8 |77.8 24 19.8
dental health-
related health
complaints
Eye-related 571 |14.6 |80.7 37 15.6
health
complaints
Infectious 386 |9.8 82.6 7.0 104
diseases (e.g.,
flu, sinusitis,
diarrhea)
Skin 21 5.4 82.0 4.3 13.7
complaints
Nutrition- 149 3.8 71.8 9.4 18.8
related
complaints
Hearing- 123 31 67.5 14.6 17.9
related health
complaints
Musculoskeletal| 92 2.3 7.7 10.9 174
system
complaints
Mental health | 89 2.3 51.7 6.7 41.6
complaints
Down 6 0.2 66.7 333
syndrome
Abuse/violence | 3 0.1 333 66.7
Other 189 | 4.8 76.7 15.3 7.9

*: Percent calculation made based on the number of respondents, **: Percentage
calculated based on the number of people with health problems
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Discussion

This study focuses on those children aged between
7 to 14 in our country. Awareness of health complaints
commonly seen in children aged between 7 to 14 will be
helpful for health care professionals as well as school
administrators and teachers. In our study, almost one out of

= Control (n=859)
= Toothache (n=1302)

Series Point *Rotten tooth filler (n=864)" |
Value: 864 (19%)

= Tooth extraction (n=1163)
= Rotten tooth filler (n=864)
» Gum diseases (n=157)
Trauma (n=31)
Others (n=143)

Figure 1. Reasons for children’s referral to a dentist

3 children aged 7-14 years had at least one health complaint
during the previous 6 months; the most commonly
seen complaints were determined as oral and dental-
related health complaints (25.8%) and eye-related health
complaints (14.6%), and infectious diseases (9.8%).

Oral and dental-related health complaints constitute
an important health complaint for children of school age. In
this study, oral and dental health-related health complaints
are seen as the most important problem among children
aged 7-14, which may be attributed to the fact that children
have limited control over their lifestyle factors. It was
found that more than half of the children consulted a
dentist, and about one-third of the children went to the
dentist for a check-up. The study of Ozturk and Sonmez
(13) found that the mean Decayed, Missing and Filled Teeth
(DMFT) index was 2.83 in 12-year old children and 3.24 in
15-year old children in the Southeast Anatolian Region.
Gokalp et al. (14) showed that the average number of

Table Ill. Children with health complaints and receiving treatment in the previous 6 months by gender and their family characteristics
In the previous 6 months
Health complain Receiving treatment
n %* p n %** p
Gender of children 0.662
Boy 677 34.0 591 87.3 0.402
Girl 670 34.7 595 88.8
Family characteristics
Number of people in the household <0.001 0.109
3or less 298 40.8 266 89.3
4 471 371 426 90.4
5 294 33.8 255 86.7
6 134 27.3 13 84.3
7 or more 150 26.7 126 84.0
Household income level (TL) 0.566 0177
>1.080 514 343 440 85.6
1.081-1.550 261 326 238 91.2
1.551-2.170 228 36.8 202 88.6
2.171-3.180 187 33.8 164 87.7
3.181< 157 35.0 142 90.4
Health insurance 0.334 0.677%**
No 55 30.9 50 90.9
Yes 1.292 34.5 1,136 87.9
Presence of an adult with poor health status in the <0.001 0.014***
household
No 1.021 329 912 89.3
Yes 326 39.9 274 84.0
Presence of an adult with chronic disease in the <0.001 0.069***
household
No 159 22.9 147 92.5
Yes 1188 1188 1.039 87.5
*: Percentage based on the number of people interviewed from the related socio-demographic characteristic, **: Percentage of the children with health complaints, ***:
Result of Fisher exact test

117



Caliskan et al.
The Health Complaints of School Children

Table IV. Logistic regression model examining the health
complaints of the children aged 7-14 years by household
characteristics

Health complaints of the children in the
previous 6 months

Exp (B) Confidence p

Interval (95%)

Number of people living in the household

7 or more Reference

3orless 2.423 (1.891-3.105) <0.001
4 1.888 (1.507-2.366) <0.001
5 1.592 (1.254-2.022) | <0.001
6 m7 (0.848-1.472) 0.432

Presence of an adult with poor health status in
the household

No Reference

Yes 1.376 (1.163-1.628) <0.001

Presence of an adult with chronic disease in the household

No Reference

Yes 1.981 (1.626-2.414) <0.001

*Hosmer-Lemeshow 0.981, Classification percentage 65

**Variables included in the model: gender, the highest level of education in the
household, the highest level of education of women in the household, social
security status

DMFT was found to be 1.9 and 2.3 in children aged 12 and
15, respectively. Our study supports that oral and dental-
related health complaints were an important morbidity
cause among 7-14 year old children and declared as the most
common health problem by their families. It was found
that socio-economic characteristics have a 50% effect on
the prevalence of dental care-related health complaints
observed in children aged 12 (15). In a study conducted in
2002 in the United States, preventive dental care visits were
found to be less frequent in low-income families (16). In
“The Tokyo Declaration on Dental Care and Oral Health for
Healthy Longevity”, issued at the Global Community World
Congress 2015, the social welfare of future generations
was considered by emphasizing that life-long oral health
is a fundamental human right, to be underpinned by an
“oral-health-in-all-policies” approach (12). Increasing the
level of awareness of families and children concerning oral
and dental health issues, and making adjustments in their
lifestyles (16) can contribute to protecting children against
any oral and dental health complaints they may encounter
in the future (17).
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Eye-related health complaints are important for
children to continue their quality of life in terms of health,
education and social health (11). Strabismus, amblyopia and
optic problems are among the most commonly reported
eye disorders among children in the United States (18).
According to our study, eye-related health complaints rank
second among the most common health complaints seen
in those children aged 7-14 in Turkey. The WHO declared
that 80% of visual impairments including blindness are
avoidable. The two main causes of visual impairment in the
world are uncorrected refractive errors (42%) and cataract
(33%). The WHO recommends cost-effective interventions
to reduce the burden of both conditions in all countries.
The WHO also recommends that universal access to
comprehensive and equitable eye care services are provided
and/or coordinated, with emphasis on vulnerable groups
such as children (19). Unfortunately, the survey did not
include the details of eye diseases, but our study supports
that eye care services should be strengthened in school
health programs.

Mental health complaints are seen in 10-20% of children
and adolescents around the world, and their related disease
burden is high (20). This study supports the outcomes of
the previous study, and also it showed the need to prevent
mental health illnesses. Moreover, it was seen that there
was a large gap existing between the use of appropriate
resources and interventions (21).

Various health complaints are experienced in 7-14 age
group children in Turkey. It was found that not all children
with health complaints received the necessary treatment.
It was reported that children with oral and dental-related
health complaints (19.8%), nutrition-related complaints
(18.8%), hearing-related health complaints (17.9%),
musculoskeletal system complaints (17.4%) and eye-related
health complaints (3.7%) did not receive any treatment. We
do not have enough information concerning the reasons for
not receiving any treatment for their health complaints.
According to children’s rights, families are responsible for
their children’s health and also the government should
follow up children’s health rights. Regarding this issue, the
level of perception concerning a health complaint as serious
in a family could be an important factor with respect to
accessing treatment.

This study shows that the percentage of the children
with health complaints in the previous 6 months is lower
in larger families. The presence of a person with chronic
disease or with poor health in the household causes to
increase the children having health complaints (p<0.001).
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There are various social determinants that affect health
that could be changed and prevented. Among the social
determinants that are likely to affect child health are
poverty, domestic violence, maternal depression and family
mental health, substance abuse in the home, parental
literacy and family structure (22). Even though we do not
have enough information about the relations in the families,
we know that chaos in the family can play a role on a child’s
health. Chaos is described as crowded, noisy, disorganized
settings in the family (23).

Study Limitations

This research has some limitations. Firstly, the child’s
data was linked to household data, but we could not
specify the mother’s and the father’s characteristics from
the household data. Therefore, the variables described
the features of the household. Secondly, the respondents
may have provided incomplete information depending on
their memory, they may have deliberately given incorrect
answers, or they may not have paid attention to the
questions. Thirdly, TURKSTAT do not collect data through
surveys that consist of questions that are in line with
international standards, therefore we did not have enough
data to explain our results.

Conclusion

This study shows that almost one out of three children
aged between 7 and 14 had at least one health complaints
during the previous 6 months and most of them received
health care services. However, some children with health
complaints could not reach the health care facilities
properly in the country. Family health should be promoted
and supported to increase child health status and also
inequality in families should be reduced. We also found that
the health status of children was affected in families with
chronic disease or poor health, and research on child health
should be investigated extensively in such families.
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