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 Health Literacy and Rational Drug Use in Türkiye: Quantitative and 

Qualitative Approaches
 

ABSTRACT
Background and Objectives: Health literacy (HL) helps individuals to promote  
their a quality life and affecting rational drug use (RDU). This study aimed 
to quantitatively and qualitatively determine the level of health literacy and 
rational drug use among indivudals  (age> 18 years) who lived in the central 
districts of Konya, Türkiye. 
Materials and Methods: The study is the mixed research design. The sample 
consists of 465 people. The Health Literacy Scale and the Rational Drug Use 
Scale were used to conduct quantitative study. The unstructured interview 
method was also used to conduct the qualitative design. Statistical Package for 
the Social Sciences program (SPSS) and statistical tests (reliability, percentage, 
descriptive statistics, t-test, and ANOVA) were used to analysis data. 
Results: The Cronbach Alpha values of the HL scale and RDU scale were 0.93 
and 0.82, respectively. The average level of the HL was 98.75±12.77, and the 
RDU was 36.94±4.47. There was a significant difference between the groups 
according to the results of the analysis made between the participants’ gender, 
marital status, central districts of residence, educational status, total HL level, 
and RDU (p<0.05). While there was a significant difference (p<0.05) in the level 
of HL according to the age groups of the participants, there was no difference 
in RDU (p>0.05). 
Conclusion: individuals were over the age of 18 residing in the central districts 
of Konya province had sufficient levels of HL and RDU.
Paper Type: Research Article
Keywords: Literacy, Health literacy, Rational Drug Use, Qualitative Study
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Introduction
Elements with social factors are of great 
importance for individuals to lead a healthy life. 
Identifying the main themes that are relaed to 
the social and health determinants are necessary 
for a clearer understanding of the relvent subject; 
therefore, many studies have been carried out 
on this subject in the recent years (1).

 The concept of literacy is also one of the 
social determinants of health. In this respect, 
literacy means “the ability to define, understand, 
interpret, combine, communicate, and calculate 
by using different types of written sources and 
records”, and it is also accepted as “a case that 
enables the individual to reach his goals by 
developing knowledge and power to address 
a wide audience of society” (2). According to 
these definitions, health literacy can be defined 
as the ability to find, understand, and use the 
information and services that individuals need to 
make and implement health-related decisions for 
themselves and others (3). Recently, an intensity 
has been in the reflections of the concept of 
literacy in the field of health. Because within 
the health system as a whole, it is expected 
that “individuals adopt health protection and 
development practices, are informed about the 
health services provided and active in making 
decisions about their own health, and know 
their responsibilities and rights”, but this is not 
possible due to various reasons. At this point, the 
concept of Health Literacy focuses on accessing 
and understanding of health information, and an 
effective communication with health information 
and health providers (4).

Health litracy draws attention as a concept that 
can be defined in different ways when viewed 
from different perspectives. It is accepted that the 
concept was used for the first time by Simond in 
an article with title “Health Education as Social 
Policy”. It is the fact that the use of the concept 

becomes visible in wide geographies and it can 
be accepted at the international level (5, 6). 
Health litracy is defined as “it represents the 
cognitive and social skills that determine the 
motivation and ability of individuals to access, 
understand, and use information in a way that 
promotes and maintains good health” (7).  

According to the American Medical Association 
(AMA), it is defined as “the ability of sick 
individuals to read and understand all health-
related written materials and drug boxes and 
to put into practice what is said by healthcare 
professionals” (8). Individuals’ culture and 
linguistic trainings also mediate HL skills and 
capacities. HL skills also effective for everyone 
involved in disease prevention and early screening, 
and those worked in health promotion systems 
related to health care and health policy making 
services (9). Beyond literacy skills, HL includes 
the ability to realize and evaluate such health 
information as knowing healthy behaviors, correct 
use of drugs, and how to benefit from health 
services; understanding the informed consent 
forms and signing them; making decisions about 
self-care and disease management; using medical 
devices at home correctly; and taking on the 
role of caregiver (4, 10, 11). Therefore, HL helps 
individuals to lead a quality life as one of the 
factors affecting Rational Drug Use (RDU).

Rational Drug Use was defined by WHO as 
“patients take drugs in accordance with their 
clinical needs, in doses sufficient for their 
individual needs, in an adequate time frame, 
and at the least cost to themselves and their 
communities” (12). Rational Drug Use is “a 
systematic approach that starts with the correct 
diagnosis for a patient, selecting the most effective 
treatment according to the characteristics of the 
patient, initiating the treatment, monitoring, 
and evaluating the results” (13).



   H
ealth Literacy and Rati

onal D
rug U

se in Türkiye: Q
uanti

tati
ve  ...

11 

Showing what RDU is not is also helpful to 
understand what the concept actually means. 
According to this approach, irrational drug use is 
shown as “problems due to insufficient application 
of the RDU approach, such as over-prescribing 
drugs, misuse of drugs, unnecessary use of 
expensive drugs, or unnecessary consumption 
of antibiotics” (14). As a matter of fact, irrational 
drug use is caused by “lack of knowledge of 
the service provider and the field, problems 
in medical education, inadequacy in physician-
patient interaction, inability to make an accurate 
diagnosis, pressure from patients to prescribe 
drugs, lack of legal legislation, and pressures of 
pharmaceutical companies on service providers” 
(15, 16). 

It is understood that there is a very clear and 
important relationship between HL and RDU 
when it is viewed at the level of practice as well 
as theoretical and conceptual. It is clearly seen 
that HL is “shaped by the cultural structure of the 
society, the health system, and the educational 
system of the individuals in the society of which 
they are member; affects the delivery of health 
services and health outcomes” (17). A low HL 
is associated with high rates of hospitalization, 
morbidity, and mortality due to the insufficient 
knowledge of patient that negatively affect 
medical adherence and treatment and disease 
management. Rational Drug Use is also accepted 
as a concept that is related to the decision-making 
and application preferences of patients and that 
directly affects their treatment processes (18). 
Patients are going to benefit to the extent that 
they use their drugs in accordance with the basic 
elements of the RDU. Therefore, it is of great 
importance that patients know acquisition of 
drugs; preservation of the drug; how to use it 
in the right amount, at the right time, and all 
similar issues. At just this point, the issues inside 
HL come to the fore. Rational Drug Use and HL 

are two important areas that “have an impact 
on health promotion” and “complement each 
other with an organic bond between them”. 
Indeed, “they need to have HL regarding RDU, 
such as using and keeping the right drug at the 
right time and in the right amount and way” (19). 

This study aims to determine quantitatively 
and qualitatively the levels of HL and RDU of 
individuals over the age of 18 who reside in 
the central districts of Konya Province, Turkiye. 
Konya is Türkiye’s largest provincial area and 
the sixth most populous city (with its province 
and district centers) (20). The primary aim is 
to quantitatively determine the knowledge 
level of individuals residing in this city about 
the phenomenon of HL (access to information, 
understanding information, evaluation, and 
application) and RDU. In the study, it is assumed 
that the quantitative findings obtained in the case 
of HL and RDU will be supported by qualitative 
findings obtained from the opinions of participants 
who have experience in these cases.
Materials and Method
The study is under the form of mixed research 
design. The design of the study is the 
descriptive type. The qualitative design is the 
phenomenological design type. 

Research questions:1- What is the Region’s 
Health Literacy Level (HL)? 2- What is the Rational 
Drug Use (RDU) level of the region?
Universe and Sample
The universe of the research consists of 1.059.746 
individuals who reside in the central districts of 
Konya Province (Selcuklu, Meram, and Karatay), 
Türkiye (20). It is aimed to reach at least 384 
people as a result of the sample calculation that 
is made at the significance level of 0.95 over 
the populational size (21). The study reaches 
465 individuals and uses the random sampling 
method for the selection of the participants. 
The criteria for inclusion of participants in the 
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study is to be over the age of 18, volunteer, 
literate, and reside in one of the central districts 
of Konya province.

This study used an unstructured interview 
form for qualitative data collection and non-
proportional quota sampling method. By 
this method, the desired number of quotas 
was determined and the samples were taken 
(22). The sample was terminated when the 
data saturation point was reached. Individual 
interviews were conducted with 8 experts 
who had experience in HL and RDU cases. A 
conversational interview is conducted with the 
unit official of Konya Provincial Health Directorate, 
three family physicians who serve in Konya’s 
central districts (Meram, Selcuklu, and Karatay), 
and four pharmacists. The sample selection is 
made by the snowball sampling method. In the 
inclusion of the participants in the study, it was 
noted that the participants served in different 
districts, had experience in HL and RDU cases, 
and were volunteers.
Data Collection Tools and Collection of Data
A data collection form has been prepared 
within the quantitative method. Data collection 
form consists of questions that specify the 
participantes’s demographic characteristics 
(such as gender, age, educational status, marital 
status, and illness), HL, and RDU skills. The HL 
was estimated via form of HLS-E.U (HL Survey in 
Europe) which has 47 items and was developed by 
Sorensen et al. (23), was later simplified by Toci, 
Bruzari, and Sorenson (24). It was also validated 
in Turkish by Aras and Bayik Temel (25). This 
tool consists of 25 items and 4 sub-dimensions. 
The sub-dimensions are accessing information, 
understanding information, valuing/evaluating, 
and applying/using it. Low scores obtained by 
the evaluation of scale indicate that the level 
of health literacy is insufficient, problematic, 
and weak, while high scores indicate that it is 

sufficient. The maximum score obtained from 
the scale is 125 and the minimum score is 25 
points. the Cronbach Alpha value of the HL 
scale was 0.93, and it was 0.86. 0.83, 0.85, and 
0.75 for  dimensions of accessing information, 
understanding information, evaluation, and the 
dimension of application. Rational Drug Use 
Scale is a scale developed, validated, and made 
reliable by Demirtas et al. (26). The scale consists 
of 21 questions. A score of 35 or more from the 
scale is considered to have RDU information. 
The Cronbach Alpha value of the RDU Scale 
was 0.82. The data has been collected using 
face-to-face and online methods.

In the qualitative method, it was used an 
unstructured interview form. In the interview 
form, the participants’ opinions about the HL 
and RDU were asked (e.g., what is the Meram 
region’s HL level?). The data were collected 
face-to-face with the participants who agreed 
to attend in this stuy. Other participants were 
interviewed by using online methods. It was 
used note-taking technique and voice recording 
(permissive) in the interviews. In order to increase 
the credibility of the study in qualitative design, 
the same citations are included in the study. For 
consistency, the notes taken by the researchers 
during the interview are compared. With the 
transferability, the method part of the study is 
explained in detail.
Analysis of the Data
The SPSS program was used for the data analysis 
of based on the tests of reliability, percentage, 
descriptive statistics, t, and ANOVA, and used the 
descriptive analysis for the qualitative design.
Ethic
The ethical approval, numbered 2019/2016 from 
Meram Faculty of Medicine Non-Pharmaceutical 
and Medical Device Research Ethics Committee 
of Necmettin Erbakan University, and the 
written permission from Konya Provincial 
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Health Directorate were obtained for the study. 
Additionally, the informed consent was also 
obtained from the participants.

Results
The findings obtained from the research are 
given below.
The Findings Regarding Descriptive Characteristics 
of the Participants: The data on the descriptive 
characteristics of the participants are given in 
Table 1. According to Table 1, 68.2% of the 
participants are female, 31.8% are male; 54.4% of 
them are married, and 45.6% are single people. 

Table 1. Percentages Regarding Descriptive 
Characteristics of the Participants

Socio-Demographic 

Characteristics
Groups Number Percentage

Gender
Female 317 68.2

Male 148 31.8

Age

18-28 195 41.9

29-39 110 23.7

40-50 106 22.8

51 and above 54 11.6

Educational Level

Primary-High School 101 21.7

Associate Degree 117 25.2

Bachelor’s Degree 181 38.9

Graduate 66 14.2

Marital Status
Married 253 54.4

Single 212 45.6

District they live

Selcuklu 179 38.5

Meram 163 35.1

Karatay 123 26.5

Occupation

Public Sector 104 22.4

Private Sector 148 31.8

Student 108 23.2

Retired 20 4.3

Unempoleyed 76 16.3

Others 9 1.9

Continuous 

Medication

Yes 118 25.4

No 347 74.6

Total 465 100

There is a significant difference between 
the groups according to the results of the t 
test performed between the HL levels of the 
participants according to gender (p<0.05). The HL 
level of women (100.25±12.40) is higher than men 
(95.55±13.01). There is a significant difference 
between the groups as to the results of the t 
test performed between the HL levels of the 
participants according to their marital status 
(p<0.05). The HL level of singles (101.97±11.94) is 
higher than that of married people (96.06±12.84).

According to the central districts where the 
participants reside; the results of the ANOVA 
test performed between the levels of HL, 
understanding, evaluation and application of 
information indicate that there is a significant 
difference between the groups (p<0.05). 
There is no significant difference between the 
sub-dimensions of access to information and 

According to age ranges, 41.9% of the 
participants are between the ages of 18-28 years 
and 11.6% of them in the age range of 51 years 
and over. When we look at the educational status 
of the participants, 38.9% complete bachelor’s 
degree and 14.2% graduate education. 38.5% 
of the participants reside in Selcuklu, 35.1% 
in Meram, and 26.5% in Karatay. In terms of 
occupational groups, 31.8% of the participants 
work in the private sector. Finally, while 74.6% of 
the participants state that they are not constantly 
using drugs, 25.4% of them state that they are 
constantly using drugs.
Analysis of Quantitative and Qualitative 
Findings Related To Participants' HL Level: 
The mean and standard deviations of the HL 
scale and its sub-dimensions are as follows: The 
total HL is 98.75±12.77, the access dimension 
to information is 19.27±3.56, the dimension of 
understanding information is 27.65±4.37, the 
dimension of evaluation is 31.78±4.59, and the 
dimension of application is 20.05±2.85. 
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Table 2. Comparison of the HL Scale and Sub-Dimensions of the Participants by District, Age, Educational Status

HL Number Median
Standard 

deviation
F p*

Central District

Total HL

Selcuklu 179 97.09 12.36

4.49 0.01Meram 163 101.09 11.75

Karatay 123 98.07 14.22

Access to 

Information

Selcuklu 179 18.94 3.49

1.63 0.20Meram 163 19.63 3.44

Karatay 123 19.28 3.78

Understanding 

Information

Selcuklu 179 27.31 4.32

6.34 0.00Meram 163 28.59 3.90

Karatay 123 26.89 4.81

Evaluation

Selcuklu 179 31.03 4.63

5.10 0.01Meram 163 32.60 4.50

Karatay 123 31.79 4.50

Application

Selcuklu 179 19.82 2.85

1.12 0.33Meram 163 20.27 2.68

Karatay 123 20.11 3.08

Age

Total HL

18-28 195 101.92 12,.3

9.14 0.00

29-39 110 98.07 11.57

40-50 106 96.47 12.28

51 and above 54 93.17 13.08

Access to 

Information

18-28 195 19.71 3.34

1.95 0.12
29-39 110 19.07 3.86

40-50 106 19.04 3.39

51 and above 54 18.57 3.89

Understanding 

Information

18-28 195 28.72 4.24

9.59 0.00
29-39 110 27.38 4.11

40-50 106 27.02 4.07

51 and above 54 25.52 4.88

Evaluation

18-28 195 33.01 4.65

11.18 0.00
29-39 110 31.67 3.98

40-50 106 30.73 4.70

51 and above 54 29.63 4.05

Application

18-28 195 20.48 2.96

2.95 0.03
29-39 110 19.95 2.68

40-50 106 19.69 2.76

51 and above 54 19.44 2.86
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application (p>0.05). The mean HL level in Meram, 
Karatay , and Selcuklu were 101.09±11.75, 
98.07±14.22, and 97.09±12.36, respectively 
(Table 2).

The participants said that the HL levels of the 
individuals who reside in the central districts 
of Konya (Meram, Selcuklu and Karatay) were 
sufficient.

“I think the health literacy level of Meram 
region is good” (Pharmacist Meram2). “Although 
I cannot give a clear numerical value in the unit 
where I live in the Selcuklu region, I think that 
the level of health literacy is quite high. I don’t 
think they have any difficulties in accessing and 
understanding information” (Family Physician, 
Selcuklu). “Two years ago, the literacy level was 
quite low, but with the new apartments built 
by the urban transformation process, both 

the population and the literacy rate increased 
considerably” (Pharmacist, Selcuklu1). “I have 
been working in the health sector for over 20 
years in the Karatay region. When I look back 
-unfortunately- the literacy rate was very low 
in the first years. As a result, they were very 
insufficient to access health-related information, 
understand and apply the information. The literacy 
level has increased considerably with the urban 
transformation recently and in the people from 
different backgrounds that move to apartment 
life. However, a society who is more conscious, 
researcher, judgmental, and able to find the 
right thing has emerged in the field of health” 
(Pharmacist Karatay).
Regarding the studies on HL in Konya; 
“Public health units are working on health literacy 
and mostly on specific issues such as obesity, 

Educational 

Level

Total HL

Primary-High School 101 90.73 14.36

21.35 0.00
Associate Degree 117 101.93 11.90

Bachelor’s Degree 181 101.60 11.29

Graduate 66 97.59 9.98

Access to 

Information

Primary-High School 101 17.90 4.03

7.73 0.00
Associate Degree 117 19.84 3.27

Bachelor’s Degree 181 19.78 3.44

Graduate 66 18.97 3.02

Understanding 

Information

Primary-High School 101 24.97 4.70

18.64 0.00
Associate Degree 117 28.75 3.84

Bachelor’s Degree 181 28.34 4.07

Graduate 66 27.86 3.91

Evaluation

Primary-High School 101 29.02 4.90

20.25 0.00

Associate Degree 117 32.97 4.19

Bachelor’s Degree 181 32.78 4.22

Graduate 66 31.17 3.94

Application

Primary-High School 101 18.84 3.09

10.79 0.00
Associate Degree 117 20.38 2.91

Bachelor’s Degree 181 20.69 2.65

Graduate 66 19.59 2.25

* Significant at the p< 0.05 level1
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DM, chronic diseases, hand-foot hygiene, active 
daily-life, sports, and healthy life walks” (Official).

According to the age groups of the participants; 
the results of the ANOVA test performed between 
the levels of HL, understanding, evaluation and 
application of information indicate that there 
is a significant difference between the groups 
(p<0.05). There is no significant difference 
between access to information sub-dimension 
(p>0.05). The highest mean HL was 101.92±12.83, 
98.07±11.57, 96.47±12.28, and 93.17±13.08  in 
age groups  18-28 years, 29-39 years, 40-50 
years, and above 51 years, respectively. 

The participants expressed their opinion that 
HL level may differ according to the variables 
of motherhood status and age.

“The people who we are in contact with 
are mostly mothers and the elderly. We have 
a really hard times communicating with these 
two groups. There is a group that follows the 
agenda with TV programs, does not read the 
information from its basic source, and continues to 
do scientifically invalid practices (such as starting 
formula or supplementary food from newborns, 
not believing that breast milk is sufficient, or 
giving enemas with (grape) molasses to babies 
in case of constipation...) (Family Physician, 
Meram). “In terms of literacy, Meram district 
is with a substantial literacy rate. However, 
patients are not very conscious about the use 
of drugs. That’s why, it’s so important for us to 
describe how to use the medicine while they are 
in the pharmacy. We can rate it as 3 out of 5 in 
terms of reading comprehension (literacy). We 
can think that access to information is higher 
for young people, namely 4 out of 5, and 2 out 
of 5 for the elderly. Although we explain how 
to use the drug in the pharmacy, 30 percent 
of the population who understands it at once, 
the remaining 40% understand it the second 
time, and 30% understand it after conveying 

the same information a few times. Sometimes 
they even go home and call and ask again about 
the information we have told 3-4 times in the 
pharmacy. Young people are usually in the 30% 
who understand it the first time, but sometimes 
we need to repeat it 2 or 3 times because they 
talk on phone or send messages when they 
are at the pharmacy. In other words, there is a 
lack of concentration” (Pharmacist, Meram1). 
“The literacy rate in the region where I live in 
the Konya Province is at a medium level. This 
situation is directly proportional to the density of 
the elderly population that is my patient portfolio” 
(Pharmacist, Selcuklu2).

According to the educational groups; there 
is a significant difference between the different 
education groups (p<0.05). The mean of HL level 
in primary school-high school group, associate 
degree group,  undergraduate group, and 
graduate group was 90.73±14.36, 101.93±11.90, 
101.60±11.29, and 97.59 ±9.98, respectively. 
(Table 2).

“As long as the educational level increases, 
we come across more conscious patients” 
(Pharmacist, Karatay).
Analysis of Quantitative and Qualitative Findings 
Related to Participants’ RDU Level
The mean and standard deviation of the RDU 
Scale is determined as 36.94±4.47. There is a 
significant difference between the different groups 
of RDU in terms of their gender (p<0.05). RDU 
level of women (37.51±4.18) is higher than men 
(35.74±4.84). There is a significant difference 
between the groups in terms of their marital status 
(p<0.05). The RDU level of singles (37.43±3.66) 
is higher than that of married (36.53±5.02).

According to the results of the ANOVA test 
performed between the RDU levels in the 
central districts, there is a significant difference 
between the groups (p<0.05). The mean RDU 
level is followed by Meram (37.89±3.41), Karatay 
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(36.63±4.95), and Selcuklu (36.30±4.84) (Table 3).
The participants state that the RDU levels 

of individuals residing in Meram, Selcuklu, and 
Karatay regions (the central districts of Konya) 
are not at a sufficient level. It is said that TV, 
social media, neighbors, and non-physician health 
workers have negatively  affect RDU condition.

“I should state that my patients are lacking 
in the issue of rational drug use in the region 
I live in and that the effects of television and 
social media have an impact on this situation, 
no matter how hard I try to close this lacking” 
(Pharmacist, Selcuklu2). “In general, citizens have 
a use that is not based on knowledge. Health 
personnel also encourages its use. Citizens are 
not conscious. They use information received 
from neighbor or health worker. He uses same 
medicine for every sore throat” (Official). “We 
have a lot of shortcomings in rational drug use. 
I think that there is a lack of trust in physicians. 
It is not possible to talk about rational drug use 
because they go to 2-3 physicians and make 
each of them prescribe different drugs, and 
leave the drug unfinished before completing 
the treatment” (Pharmacist, Meram1).

The results of the ANOVA test performed 
between the RDU levels of the participants 
according to age groups show that there is 
no significant difference between the groups 
(p>0.05). RDU levels were 37.54±3.78, 36.48±5.23, 
36.35±4.48, and 36.89±4.90 in age groups of 
18-28 years, 29-39 years, 40-50 years, and above 
51 years.  

The results of the ANOVA test between the 
RDU levels of the participants according to the 
teaching groups indicate there is a significant 
difference between the groups (p<0.05). 

“The educational status of individuals in the 
region where I serve is generally at the level of 
secondary/high school graduates; it is not at a 
sufficient level in terms of RDU” (Pharmacist, 
Karatay).

In RDU, it may occur some negative situations 
for the communication between physician and 
patient, depending on education and age.

“There is still an unconscious segment of 
society about rational medicine. I do not want 
to generalize, but people over a certain age 
group use too many drugs. Of course; there are 
also people who use rational drugs, evaluating 

Table 3. Comparison of the RDU Scale of the Participants by District, Age, Educational Status

RDU Number Median
Standart 

Deviation
F p

Central District RDU

Selcuklu 179 36.30 4.84

5.95 0.00Meram 163 37.89 3.41

Karatay 123 36.63 4.95

Age RDU

18-28 195 37.54 3.78

2.21 0.09

29-39 110 36.48 5.23

40-50 106 36.35 4.48

51 and above 54 36.89 4.90

Educational 

Level
RDU

Primary-High School 101 34.90 6.07

10.26 0.00
Associate Degree 117 38.00 3.56

Bachelor’s Degree 181 37.25 3.82

Graduate 66 37.36 3.75

* Significant at the p< 0.05 level
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and comparing the benefits and side effects of 
drugs with more conscious people” (Pharmacist, 
Karatay). “Especially in elderly patients, there are 
some stereotypes of drug use, so if the physician 
prescribes a different drug, there is a tendency 
to refuse the drug and stop it without finishing” 
(Pharmacist, Meram1). “Even though I think that 
patients are more conscious about the rational 
use of drugs compared to the past, that is, due 
to the increase in the level of education, I do not 
think that it is fully implemented” (Pharmacist, 
Selcuklu1). “Since I exceeded the antibiotic usage 
rate, I wanted to attend the meeting on the 
subject. At the meeting, it was given information 
on the harms and side effects of overuse of 
antibiotics. He prescribed medicine in suitable 
for the disease. The antibiotic prescription was 
dropped because I did not write it because of 
some information on public advertisements and 
posters on health center, TVs, and prescriptions 
given by dentists to citizens. I prevented the 
wrong drug use. The physician didn’t write! He 
wants a throat medicine! (with strip) antibiotics 
were not prescribed! The pharmacist did not 
give!... There are complaints like this” (Family 
Physician, Karatay).

It is determined that there are conflicts 
between physicians and patients related to 
RDU from time to time, and there are patients 
who complain about the physician.

“I am of the opinion that rational drug use 
should be considered from both sides as the 
patient and the physician who is consulted. 
More successful results can be obtained in 
rational drug use in a patient who applies for 
the solution of health problem by the physician. 
However, there may be difficulties in rational 
drug use in patients who come to the physician 
to write a prescription orally recommended 
by another physician, a neighbor, friend, or 
pharmacist. Therefore, it may be correct to 

think that the problems in this area are mostly 
caused by the patient. I think that studies such 
as educational meetings on rational drug use or 
maybe, some sanctions to be held by officials 
in charge of public and community health 
and education will be very beneficial” (Family 
Physician, Selcuklu1). “As a family physician 
who requests three different analgesic drugs to 
be prescribed in the same prescription when we 
are told that we can decide on the drugs that 
can be prescribed after the examination is not 
accepted or when the patient does not prescribe 
the inappropriate drug and a different drug is 
prescribed, and that the pharmacy treats him 
as an agreement with the drug companies, 
we can be exposed to violence. The segment 
of society that we address seems to perceive 
the family medicine system as a center that 
prescribes the drugs they want and that obtains 
(health) reports. Every day in our family health 
center, we have problems with people who 
want to have their own medicine or treatment 
applied. For example; being complained by a 
family who thinks that their child’s illness will 
not go away without antibiotics…” (Family 
Physician, Meram).

It is reported that studies on the use of “correct 
antibiotics” are mostly carried out in RDU and 
that success is achieved in this regard. It is seen 
that primary health care institutions are more 
effective in studies of correct antibiotic use.

“Especially in the use of antibiotics, success 
was achieved” (Family Physician, Karatay). 
“There was a focus on correct antibiotic use 
rather than rational drug use. Then it will be time 
for the different drug groups. Antidepressants, 
stomach medications, etc... the turn will come” 
(Official). “Antibiotic restriction is done in health 
centers” (Family Physician, Karatay). “We are 
below the Türkiye average in terms of usage 
(as Konya Province). Family physicians are also 
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better at using rational drugs (antibiotics). The 
use is slightly higher in other physician groups” 
(Official).

It is said that there is a development in the 
direction of RDU during the pandemic period.

“The rate has decreased considerably especially 
during the pandemic period” (Pharmacist, 
Selcuklu). “I don’t think that rational drug use 
is very good until this time, but I think that 
unnecessary drug prescription and use has 
decreased since people do not want to go to 
hospitals and FHCs during the Covid-19 period” 
(Pharmacist, Meram2). “There was a regression 
in education vs. RDU during the pandemic period” 
(Official).

It is reported that there are intensive studies 
on RDU in the Konya region and that they will 
continue.

“We built a good team on RDU. We set 
targets with health personnel, pharmaceutical 
industry, and citizens (3 stakeholders). We 
organized trainings for healthcare professionals 
(including family physicians, student instructors 
at universities, and even veterinarians). The staff 
is not alone. If there is a need for unnecessary 
purchases, it will not happen anyway. “No less, 
no more” ... was explained to healthcare workers. 
Stands were set up; billboards were hung. It should 
be supported with visual materials. Antibiotics 
are explained in terms of their training, how 
to use, and in what order to use. WHO gave 
importance to it. The harms of irrational use of 
antibiotics are very high. Millions of people are 
at risk of dying without antibiotics in the coming 
decades. To avoid unnecessary use. Irrational 
use decreased in cumulative. Of course; it is 
not at the desired level. We haven’t reached 
the target yet. 15% of 30 prescriptions; 6-10 
received without a prescription? 15% in the 
world is below and we are above this” (Official).
Discussion

Increasing the HL levels of individuals and raising 
awareness about RDU are of great importance 
in the effective functioning and development of 
the health system. Because the HL level of people 
affects the rational use of the drug according to 
the course and condition of the disease. This 
study aims to quantitatively and qualitatively 
determine the level of HL and RDU in individuals 
over the age of 18 years, and presents suggestions 
for the relevant institutions and individuals.

In the study, the total HL level of the 
individuals is sufficient and found as 3.95 out 
of 5 (98.75±12.77). The sub-dimension with 
the highest mean score of 4.01 out of 5 points 
(20.05±2.85), and access to information sub-
dimension (19.27±3.56) has the lowest score 
as 3.85 out of 5 points. In a study conducted 
throughout Türkiye, the HL index was 30.4%; 
24.5% of the individuals had an insufficient level 
of HL and 40% had a problematic HL level (27). 
In another study conducted throughout Türkiye, 
it was determined that the HL level was quite 
low and approximately 7 out of 10, as well 
as  30.9% and 38% people had insufficient or 
problematic-limited in the HL level (28). In the 
study of Yesildal and Kaya (29), the mean HL 
score in Konya was found to be 4.23. Bukecik 
and Adana (30), in their study in Konya Province, 
expressed that they found that 19.9% of the 
participants had insufficient health literacy, 41.8% 
had a problematic/limited level of health literacy, 
23.1% had adequate health literacy, and 15.2% 
had an excellent level of health literacy. In the 
study of Kaya and Uludağ (31), the health literacy 
general index score of the county of Icel/Mut was 
found to be 35.99. In the categorical evaluation 
of general health literacy, 10% of the district was 
found to be “inadequate”, 27% problematic, 40% 
adequate, and 23% excellent. The mean RDU 
was 36.94±4.47, and the individuals had RDU 
knowledge. It is reported that there is a positive 
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effect on RDU since individuals do not want to 
go to health institutions during the pandemic 
period. On the other hand, Aslan et al. (17), in 
the study on Health Vocational School students, 
found the average of RDU as 24.19. additionally, 
it has been reported that studies have been 
carried out on RDU, especially on the correct 
use of antibiotics, targets have been set together 
with the stakeholders, and success has been 
achieved in this regard. It has been said that 
citizens and health personnel are trained and 
supported with visual materials. However, it has 
been stated that the work has been suspended 
due to the effect of the pandemic throughout 
the country and the province and yet the desired 
target has not been reached.

According to the results of the analysis made 
between the HL and RDU levels according to 
the central districts of the participants, there 
is a significant difference between the groups. 
The district with the highest average is found to 
be Meram. Its reason can be thought that the 
population living in Meram District of Konya differs 
in terms of education, income, etc., compared 
to other districts, due to its demographic and 
socio-cultural characteristics. As the qualitative 
findings are examined, the participants evaluate 
the HL level as sufficient compared to previous 
years in all three regions of Konya. However, 
they state that RDU levels are not sufficient 
and there are deficiencies. It is stated that such 
tools as TV and social media have a negative 
effect on individuals.

In the study, when HL and RDU levels are 
compared according to gender, there is a 
significant difference between the groups. HL 
level of women (100.25±12.40) is higher than 
men (95.55±13.01). While Aslan et al. (17), 
Guner et al. (32), and Yesildal and Kaya (29) 
found the results supporting this finding in 
their studies, Tanriover et al. (27) reached the 

opposite conclusion. Also, Namazi A. did not find 
a significant difference between the gender and 
HL (33). Moreover, in some studies, no significant 
difference was found in HL value in terms of 
gender (34, 35). In the study, it was found that 
women had higher RDU levels than men. Yagiz 
(36), Guner et al. (32), and Lee et al. (37) also 
found in their studies that women have higher 
RDU scores than men. However, Aslan et al. (17) 
and Ozyigit and Arikan (38), on the other hand, 
found that men’s RDU scores were higher. It can 
be said that the reason for the different results in 
different studies is the application of the studies 
in different sample groups, the difference in their 
demographic characteristics, the educational 
level of participants in the related groups, and 
their position inside the social structure.

In the comparison made between the HL and 
RDU levels of the participants according to their 
marital status, there is a significant difference 
between the groups. The HL level of singles 
(101.97±11.94) is higher than that of married 
people (96.06±12.84). Similarly, Guner et al. 
(32) conclude that singles have higher HL scores 
than married people in their study. Otherway, 
Isaaapre O. et al. find no significant difference 
in the relationship between marital status and 
health literacy levels in their study (39). The 
RDU levels of singles are found to be higher 
than those of married people in the study in a 
similar way. These two findings support each 
other. However, in the research conducted by 
Guner et al. (32), it is observed that the RDU 
scale scores of married people are higher than 
those of singles. In the qualitative findings, the 
participants state that the patient population 
with which they are contacted the most is 
mothers and the elderly. Although women’s 
HL and RDU levels are high, it is seen that they 
experience conflicts in communication with 
healthcare professionals due to their status 
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of being married and mother. It is stated that 
health-related information is accessed usually 
through such ways as TV shows, social media, 
and neighborhood etc. and that mothers give 
more place to traditional practices.

While there is a significant difference in 
their HL level (except for ‘access to information 
sub-dimension’) according to the age groups 
of the participants under the study, there is no 
difference between the RDU level. The group 
with the highest HL average is the 18-28 age 
group. When looked at the other studies, it is 
seen that HL scores decrease with increasing age 
(27, 28, 29, 31, 40, 41, 42). Qualitative findings 
support this fact. It can be said that the reasons 
of it is use of technology and inadequacy in 
access to information in old ages, loss of 
sensory functions, a person’s dependency on 
his family or surroundings and the need for 
support, etc. (36, 43, 44). The RDU score of 
the young group (18-28 years) is higher than 
the other groups. The mean RDU scores of the 
participants according to age groups are close to 
each other in the groups over 29 years old and 
are higher than the estimation points -34-. The 
reason for this may be due to the sufficient level 
of drug use knowledge of the old age groups 
with chronic disease. However, the qualitative 
findings determine that there are conflicts in 
the physician and pharmacist groups from time 
to time depending on education and age and 
that they are exposed to verbal violence, and 
that complaints are made by the desired drugs 
not to be prescribed. The research conducted 
by Demirtas et al. (26) shows that the level of 
RDU decreases if age increases.

The results of the analysis made between the 
HL and RDU levels according to the education 
level of the participants indicate that there is a 
significant difference between the groups. As 
the level of education increases, the HL scores 

of the individuals increase. It is expected that 
the perception, awareness, and knowledge 
levels of participants about HL increase as the 
increase in the education level of them (41, 42). 
The findings of study also support the literature 
(26, 28, 29, 30, 31, 32, 45, 46). The study shows 
that the RDU scores of associate degree and 
higher education groups are higher than the 
other groups. In this meanwhile, as the education 
level increases, the RDU scores of individuals also 
increase (26, 32). Qualitative findings support 
quantitative findings. The participants state that 
they encounter more conscious patients, when 
the level of education increases.
Limitation: It is a limitation of the study conducted 
during the Covid 19 pandemic period, only covers 
Konya province and the accessibility of the study 
group was chosen from volunteers.
Conclusion and Recommendations: The study 
concludes that the HL and RDU levels of Konya 
are sufficient. HL and RDU scores of women and 
singles are higher than other groups. HL and RDU 
scores of Meram district are higher than other 
central districts. The higher the education level, 
the higher the HL score. As the age increases, 
the HL score decreases. The RDU score of the 
young group is higher than the other groups. 
Qualitative findings support quantitative findings.

It is thought that one of the factors that 
influence rational drug use is the HL level of 
individuals. HL and RDU are concepts that affect 
each other. It is important for individuals to have 
a high HL level in order to follow a rational way 
in prescribing, distributing, selling, and using 
drugs. Because it is thought that providing the 
use and safety of drugs and following an effective 
treatment method will increase the success of 
health services.
• Authorities are recommended to make plans 

for studies on HL and RDU, by considering 
regional socio-economic differences.
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• Since it is thought that increasing the HL levels 
of individuals reduce the conflicts between 
physicians and patients regarding the correct 
drug use, it is recommended to increase the 
necessary trainings and studies on the subject.

• It is suggested to conduct trainings and studies 
also on drugs other than the correct use of 
antibiotics.

• It is recommended to conduct joint trainings 
and projects involving RDU stakeholders (health 
administrators, society, drug manufacturers, 
pharmacies, and professionals of healthcare).

• It is offered to increase mobile health 
applications (on HL and RDU issues) for 
elderly individuals and to teach the use of 
these applications.
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