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Oz

Bu c¢alisma, konteyner kentte yasayan astimli bireylerde 6liim kaygisi ile kronik hastalik 6z yonetimi arasindaki iliskiyi
belirlemek amaciyla yapildi. Bu tanimlayici ve kesitsel ¢aligma, 15 Mart - 30 Temmuz 2024 tarihleri arasinda 512 hasta
ile tamamlandi. Veri toplama siirecinde arastirmacilar tarafindan gelistirilen Sosyodemografik Bilgi Formu, Oliim
Kaygis1 Olgegi ve Kronik Hastalik Oz Yonetimi icin Oz Yeterlilik Olgegi kullanildi. Tiim istatistiksel islemler SPSS 25.0
programi kullanilarak gergeklestirildi. Caligmaya katilan hastalarn 6liim kaygisi puan ortalamasi 52.4+12.3, 6z yonetim
puan ortalamast ise 6.2+1.9 olarak saptandi. Korelasyon analizi, 6liim kaygisi ile 6z yonetim arasinda orta diizeyde negatif
bir iliski oldugunu belirledi (r =-0,612, p < 0,001). Regresyon analizi bulgular1, yiiksek 6liim kaygisinin kronik hastalik
yonetimi tizerinde belirgin bir olumsuz etkiye sahip oldugunu ortaya koydu. Bu bulgular, 6zellikle afet sonrasi gegici
yerlesim kosullarinda yasayan bireyler igin kronik hastalik yonetim programlarina psikolojik degerlendirme ve destegin
entegre edilmesinin 6nemini agik¢a ortaya koymaktadir.

Anahtar Kelimeler: Astim, Konteyner kent, Oliim kaygisi, Oz yonetim, Hemsirelik.

THE RELATIONSHIP BETWEEN DEATH ANXIETY AND CHRONIC DISEASE SELF-
MANAGEMENT IN ASTHMATIC INDIVIDUALS LIVING IN A CONTAINER CITY

Abstract

This study aimed to determine the relationship between death anxiety and chronic disease self-management in asthmatic
individuals living in a container city. This descriptive, cross-sectional study was conducted with 512 patients between
March 15 and July 30, 2024. Data collection relied on three separate instruments: a Sociodemographic Information Form
developed by the research team, the Death Anxiety Scale, and the Self-Efficacy for Managing Chronic Disease 6-Item
Scale. All statistical procedures were carried out in SPSS version 25.0. The mean death anxiety score of the patients
participating in the study was 52.4+12.3, and the mean self-management score was 6.2+1.9. The correlation analysis
showed a moderate negative link between death anxiety and self-management (r = -0.612, p<0.001). Regression analysis
found that higher death anxiety was a strong negative factor in managing chronic disease. This shows that it's important
to include psychological assessments and support in programs for managing chronic diseases, especially for people in
temporary post-disaster settings.
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1. INTRODUCTION

Asthma is a chronic inflammatory airway disease that affects approximately 300 million
people worldwide. This disease creates many physical, psychological, and social problems in patients,
significantly affecting their quality of life (1-3). It is reported that the prevalence of asthma in Tiirkiye
ranges from 3% to 12% and has increased in recent years (3-5). Chronic diseases, by their nature,
have long-term physical and psychological effects on patients. The management of these diseases is
not limited to medical treatment alone, but involves a multidimensional process that requires the
active participation of the patient (5-7). Chronic disease self-management is defined as patients
having the knowledge, skills, and confidence to monitor their own health, manage symptoms, comply
with the treatment plan, and maintain their quality of life. Developing self-management skills in
patients with asthma is critical for controlling the disease (8-10). In particular, the potentially life-
threatening nature of the disease and the fear of not being able to breathe can lead to death-related
anxieties in asthma patients (4, 7).

Death anxiety is a psychological concept that refers to individuals' anxiety, fear, and concern
about their own death or the death process (1, 5). It is reported that death anxiety is higher in
individuals with chronic diseases than in the healthy population, and this may have negative effects
on disease management (8,9). Especially in diseases such as asthma, which can cause sudden
exacerbations, patients' breathing difficulties can increase their fear of death (6, 8). Existing studies
show that when death anxiety increases, patients' treatment compliance decreases, they exhibit
avoidance behaviors, and their self-management skills are negatively affected (9-11).

Tiirkiye frequently experiences natural disasters and social events due to its geopolitical
location. Thousands of people continue to live in temporary settlements established after the 2023
Kahramanmarag earthquake. Individuals living in these container cities face various difficulties that
differ from normal living conditions (7-10). Factors such as limited living spaces, noise, air quality
problems, social isolation, and uncertainty about the future can negatively affect both the physical
and psychological conditions of chronic patients living in these areas (8, 9).

The situation of asthma patients living in container cities is particularly striking. These
patients may face additional challenges in disease management due to environmental factors that can
trigger asthma symptoms, difficulties in accessing healthcare services, and increased psychosocial
stress (11-13). In addition, the uncertainty and insecurity created by temporary settlement conditions
can further complicate disease self-management processes by increasing existing death anxieties
(14,15). Studies on the health and psychological status of chronically ill patients living in temporary
settlement areas established after disasters are limited. In particular, there is a lack of comprehensive
data on how death anxiety levels and chronic disease self-management skills are affected in asthma
patients living under these conditions (16-20). In this context, examining the death anxiety levels and
chronic disease self-management skills of asthma patients living in container cities may provide
important contributions both theoretically and practically. The findings from this study will provide
valuable data to determine the care needs of patients with chronic conditions, plan psychological
support programs, and improve health service delivery. This study aims to determine the relationship
between death anxiety and chronic disease self-management in asthmatic individuals living in a
container city.

The following research questions will guide this investigation:
1. What are the death anxiety levels of asthma patients living in container cities?
2. What is the level of chronic disease self-management of these patients?

3. Is there a significant relationship between death anxiety and chronic disease self-
management?
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4. Do death anxiety and chronic disease self-management levels differ according to
demographic and disease characteristics?

2. METHODS

2.1. Study Design

This research was designed as a descriptive, correlational, cross-sectional study.
2.2. Setting and Participants

The study was conducted with asthmatic individuals living in container cities within Malatya
province between 15 March 2024 and 30 July 2024. According to records obtained from the Malatya
Provincial Health Directorate, the study population comprised 1,247 adults aged 18 years or older
living in container cities with a physician-diagnosed asthma.

The minimum sample size was calculated in OpenEpi at a 95% confidence level, a 5% margin
of error, and a prevalence of 0.50, yielding a required sample size of 294 participants. To compensate
for possible non-response and incomplete data, the target sample size was increased by approximately
20%, and data collection was completed with 512 participants.

2.3. Sampling Procedure

To ensure adequate and representative coverage of the container-city population, a stratified
random sampling approach was employed. Container settlements within the defined study area were
first divided into four distinct geographic clusters, a step that allowed the overall sampling structure
to mirror the spatial spread of the target group. 512 participants were equally distributed across 4
different geographic clusters, with 128 patients recruited from each cluster. This method ensured that
no single settlement was over- or under-represented in the final sample, and that the study group
reflected the broader demographic reality of the container-city population as closely as the sampling
process would allow.

2.3.1. Eligibility Criteria

Participation in the study required fulfillment of several predefined criteria. Individuals were
considered eligible if they were 18 years of age or older, had declared that they had previously
received a confirmed diagnosis of asthma from a doctor, and had been living in a container-city
settlement for at least six months before the time of data collection. In addition, participants needed
to be able to read and understand Turkish and to provide voluntary informed consent. Individuals
with any condition that could impair cognitive functioning or interfere with the interview process
were excluded.

Certain circumstances resulted in exclusion from the study. Individuals with another chronic
respiratory disease in addition to asthma were not considered eligible to participate. Similarly, those
receiving ongoing psychiatric treatment during the study period were excluded. Participants who
chose to discontinue their involvement at any stage of the research process were also removed from
the sample

2.4. Data Collection Instruments

Three different tools were used to obtain the study data: a Sociodemographic Information
Form, the Death Anxiety Scale, and the Self-Efficacy for Managing Chronic Disease 6-Item Scale.

The researchers created the Sociodemographic Information Form to collect descriptive
information about the participants. This questionnaire included items addressing demographic and
clinical characteristics such as age, gender, marital status, educational background, perceived income
level, duration since asthma diagnosis, severity of asthma, number of hospital admissions, frequency

Year: 2026 Vol: 9 Issue:2 B 3




GOBEKLITEPE International Journal Of Health Sciences

of emergency department visits, use of medications, and the length of time the participant had been
living in the container-city settlement.

Death-related anxiety was measured using the Death Anxiety Scale originally developed by
Templer (21). When determining the most appropriate instrument for the study, earlier psychometric
studies examining death anxiety were reviewed. These included both cross-cultural evaluations of
Templer’s scale and validation research conducted among Turkish populations (22, 23). In this study,
the scale was administered using a five-point Likert response format consistent with the study
protocol. The possible total scores obtained from the scale range between 15 and 75, with higher
scores corresponding to a greater level of anxiety related to death. In the present study, the instrument
demonstrated high internal reliability, as reflected in a Cronbach’s alpha coefficient of 0.91.

Perceived self-efficacy in the management of chronic illness was evaluated using the Self-
Efficacy for Managing Chronic Disease 6-Item Scale. This brief assessment tool was originally
introduced and validated by Ritter and Lorig to measure patients’ confidence in their ability to cope
with and manage chronic health conditions (18). The Turkish adaptation and validation study has also
reported satisfactory psychometric properties, confirming that the scale is a reliable and valid
instrument for assessing self-efficacy among Turkish individuals living with chronic diseases (19).
Each item on the scale is rated on a 10-point response continuum ranging from 1 to 10. The final
score is calculated as the mean of the item scores, with higher scores indicating stronger perceived
confidence in managing a chronic illness. In the current sample, the scale demonstrated excellent
reliability (Cronbach’s alpha = 0.94).

2.5. Data Collection Process

The entire data collection process was handled through direct, in-person conversations
between the research team and participants. Before any interviews took place, the team came together
in a series of internal meetings to walk through the study protocol and iron out inconsistencies in how
interviews would be conducted, a step to ensure every participant received the same experience
regardless of who was interviewing them.

Finding eligible participants required reviewing existing administrative records to identify
individuals who had been formally diagnosed with asthma and were living in container settlements
at the time of the study. Once these records were reviewed, individuals who met the study's criteria
were identified within the relevant sampling groups.

Getting in touch with these individuals was done over the phone. Researchers used these initial
calls to provide a plain-language overview of the study's purpose and to walk each person through
what participation would look like in practice. Anyone who agreed to take part was then scheduled
for an in-person meeting at whatever time and location suited them best. From start to finish, each
interview generally lasted 45 to 60 minutes.

2.6. Statistical Analysis

Statistical analyses were performed using SPSS version 25.0. Before conducting the main
analyses, the dataset was carefully screened for missing values, potential outliers, and conformity
with statistical distributional assumptions. Descriptive statistical methods were used to summarize
the characteristics of the study sample. Continuous variables were reported using means, standard
deviations, medians, and minimum-maximum values when appropriate, whereas categorical
variables were summarized using frequencies and percentages.

Group comparisons were conducted using independent-samples t-tests or one-way analysis of
variance (ANOVA), depending on the number of comparison groups. When statistically significant
differences were detected in the ANOVA analyses, Tukey’s honestly significant difference (HSD)
test was employed as a post hoc procedure to identify specific group differences. Associations
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between continuous variables were examined using Pearson’s correlation coefficient. In addition, a
multiple linear regression analysis was performed to identify factors associated with chronic disease
self-management. Statistical significance was accepted at p < 0.05.

2.7. Ethical Considerations

The research was conducted in accordance with the ethical standards outlined in the
Declaration of Helsinki. Ethical approval for the study was obtained from the Non-Interventional
Clinical Research Ethics Committee of Burdur Mehmet Akif Ersoy University (Decision No: GO
2024/109). The Malatya Governorship also granted permission to conduct the research.

All participants received detailed information about the study's objectives, procedures, and
the voluntary nature of participation. Written informed consent was obtained from all individuals
before data collection. Throughout the research process, strict measures were implemented to protect
participant confidentiality and ensure the privacy of all collected data.

3. RESULTS

A total of 512 individuals diagnosed with asthma were included in the study. The mean age
of the participants was 47.3£14.2 years, and the mean asthma duration was 8.9+6.4 years. The
majority of participants were aged 4660 years (34.8%), 58.2% were female, and 39.3% had a
primary school education or below. Most participants were married (77.7%), and nearly half reported
that their income was lower than their expenses (47.8%). Regarding disease characteristics, 45.7%
had moderate asthma, and 39.3% had been hospitalized 1-2 times in the past year. Additionally,
58.2% reported regular medication use (Table 1).

Table 1. Demographic and Asthma-Related Characteristics of Participants (n = 512)

Variable | n ‘ %
Age Groups

18-30 years 89 17.4
31-45 years 156 30.5
46-60 years 178 34.8
>61 years 89 17.3
Gender

Female 298 58.2
Male 214 41.8
Educational Level

Primary school or below 201 39.3
Secondary school 127 24.8
High school 134 26.2
University or higher 50 9.7
Marital Status

Married 398 77.7
Single 68 133
Widowed/Divorced 46 9.0
Income Level

Income < expenses 245 47.8
Income = expenses 189 36.9
Income > expenses 78 15.3
Duration of Residence in Container City

<1 year 78 15.2
1-3 years 167 32.6
4—6 years 156 30.5
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>7 years | 111 21.7
Duration Since Asthma Diagnosis

<] year 45 8.8
1-5 years 123 24.0
6—10 years 167 32.6
11-15 years 98 19.1
>16 years 79 15.5
Asthma Severity

Mild 156 30.5
Moderate 234 45.7
Severe 122 23.8
Hospitalization Frequency (Past Year)

None 189 36.9
1-2 times 201 393
3—4 times 78 15.2
>5 times 44 8.6
Emergency Department Visits (Past Year)

None 134 26.2
1-3 times 223 43.5
4-6 times 89 17.4
>7 times 66 12.9
Medication Adherence

Regular use 298 58.2
Occasionally forgets 156 30.5
Irregular use 58 11.3
Total 512 100.0

The mean death anxiety score was 52.4 + 12.3, indicating a relatively high level of death
anxiety, while the mean chronic disease self-management score was 6.2 & 1.9, reflecting a moderate
level of self-management (Table 2).

Table 2. Distribution of Death Anxiety and Chronic Disease Self-Management Scale Scores
Scale Possible X +SD Median Min Max Cronbach’s
Range Alpha
Death Anxiety Scale 15-75 524+123 53 18 74 0.91
Self-Efficacy for Managing 1-10 62+1.9 6 1.1 9.9 0.94
Chronic Disease

Note, X = Mean; SD = Standard deviation, Min: Minimum, Max: Maximum

Significant differences in both death anxiety and self-management scores were observed
according to age, gender, education level, income level, asthma severity, hospitalization frequency,
and medication adherence (p<0.05). Death anxiety scores were significantly higher among older
individuals, females, participants with lower education and income levels, those with severe asthma,
frequent hospitalizations, and irregular medication use. In contrast, self-management scores were
higher among younger participants, males, individuals with higher education and income levels, those
with mild asthma, fewer hospitalizations, and regular medication adherence (Table 3).
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Table 3. Mean Scores of Death Anxiety and Chronic Disease Self-Management According to

Participant Characteristics

Variables Death Anxiety Test Self-Management Test

X +SD X +SD
Age Groups
18-30 489+11.22 F=8.45 p<0.001 79+1.6 F=12.34 p<0.001
31-45 51.2+12.12 a<b 6.9+ 1.4° a>b
46-60 54.8 +£12.7° 5.8+1.3¢
>61 56.1 £13.2b 57+1.2¢
Gender
Female 547+128 t=4.12 p<0.001 6.0+1.7 t=2.56 p=.011
Male 493+114 6.5+1.8
Educational Level
<Primary school 55.8+13.12 F=11.67 p<0.001 55+1.4 F=15.89 p<0.001
Secondary school 52.1+£11.9b a>b>c 6.1 £ 1.5° c>b>a
High school 49.7+ 11.2b 6.7+ 1.6°
>University 46.2 +10.8¢ 89+ 1.6°
Income Level
Income < expenses 55.9+12.7 F=13.24 p<0.001 5.6+1.32 F=9.87 p<0.001
Income = expenses 51.2+11.8° a>b 6.3+ 1.5° b>a
Income > expenses | 47.1 £11.2° 7.8+ 1.6
Asthma Severity
Mild 472 +10.82 F=18.45 p<0.001 7.6£1.5° F=22.67 p<0.001
Moderate 52.8 £11.9b c>b>a 6.3 +1.3b a>b>c
Severe 589+ 13.4¢ 54+ 1.1°
Hospitalization Frequency
None 48.1+11.22 F=15.34 p<0.001 7.7+£1.4 F=16.78 p<0.001
1-2 times 52.7+12.1b d>c>b>a 6.4+1.30b a>b>c
3—4 times 57.2+12.8° 6.1 £1.2°
>5 times 61.4+14.2¢ 5.1£0.9
Medication Adherence
Regular 498 +11.4 F=12.89 p<0.001 7.5+£1.32 F=18.23 p<0.001
Occasionally 54.1+£12.7° c>b>a 6.2+ 1.2° a>b>c
forgets
Irregular 59.7+13.9° 5.0£0.8¢

Note, X = Mean; SD = Standard deviation, t: Independent-samples t test, F= One-Way ANOVA, Different superscript
letters indicate statistically significant differences between groups based on Tukey HSD post hoc comparisons (p<0.05).

Pearson correlation analysis indicated a moderate negative association between death anxiety
and chronic disease self-management (r=-0.612), suggesting that higher levels of death anxiety were
associated with lower self-management capacity.

Table 4. Correlation Analysis Between Death Anxiety and Chronic Disease Self-Management
Scales

Chronic Disease Self-Management

r p
Death Anxiety Scale -0.612 0.001

Multiple linear regression analysis showed that death anxiety, age, education level, and
asthma severity were significant predictors of self-management. The model explained 48.6% of the
variance in self-management scores (R? = .486, F (4, 507) = 119.34, p<0.001). Death anxiety and
asthma severity were negatively associated with self-management, whereas education level showed
a positive association (Table 4).

Table 4. Multiple Linear Regression Predicting Chronic Disease Self-Management
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Predictor B SE B t p 95% CI
Constant 9.84 0.74 - 13.29 <0.001 8.38-11.30
Death anxiety -0.089 0.007 -0.594 -13.31 <0.001 -0.10--0.07
Age -0.021 0.006 -0.152 -3.67 <0.001 -0.03 --0.01
Education level 0.84 0.22 0.161 3.87 <0.001 0.40-1.27
Asthma severity -0.96 0.26 -0.186 -3.70 <0.001 -1.47--0.45

Model statistics: R?=0.486, F (4,507) = 119.34, p<0.001

4. DISCUSSION

This study examined the relationship between death anxiety and chronic disease self-
management among asthmatic individuals living in container cities in Malatya. The principal finding
was a statistically significant and clinically meaningful negative association between death anxiety
and self-management. The literature also shows that psychological distress can negatively affect self-
management, treatment adherence, and daily symptom control related to asthma (4-17).

The mean death-anxiety score observed in this study indicates that death-related concerns
were substantial in this sample. The result is plausible given both chronic illness and post-disaster
living conditions. Prior psychometric and clinical literature has shown that death anxiety is
measurable across cultures and tends to be elevated in populations affected by illness burden,
vulnerability, and uncertainty (21-25). More recent evidence from Turkish adults with chronic
diseases also suggests that death anxiety remains an important psychosocial issue in chronic illness
management (24).

The observed mean self-management score suggests only moderate self-efficacy for chronic
disease management. This is important because self-efficacy has long been recognized as a key
mechanism underlying the maintenance of self-care behaviors in chronic illness (18-20). In nursing
practice, patients who do not feel confident in symptom monitoring, medication use, or coping with
physical and emotional symptoms may be less likely to engage in timely self-management actions.
The present findings therefore support the need for structured education and follow-up approaches
that do not focus solely on biomedical control but also strengthen patients’ confidence and coping
capacity.

Older age, lower education, and greater asthma severity were associated with poorer self-
management in this study. These patterns are consistent with previous evidence suggesting that health
literacy, access to information, illness burden, and daily functional limitations shape chronic disease
management capacity (10-20). In particular, qualitative and review studies in asthma have
consistently highlighted how medication concerns, low disease knowledge, communication
difficulties, and mood-related factors reduce the uptake and effectiveness of self-management
strategies (10-15).

A clearer understanding of the link between severe asthma and heightened death anxiety can
be obtained when the clinical course of the disease is considered. Patients who face ongoing
respiratory distress and find themselves returning repeatedly to emergency settings often begin to
experience their illness as fundamentally unpredictable and potentially fatal. Over time, this pattern
tends to deepen a sense of personal fragility and loss of control, alongside growing fears about further
deterioration in their health (11-17). In asthma populations specifically, research has consistently
shown that anxiety and depressive symptoms can interfere with clinical outcomes in meaningful
ways. At the same time, evidence suggests that psychological support and behavioral approaches can
help restore patients' sense of control over their condition and, in some groups, promote more
consistent engagement with treatment (12,15,16). Although death anxiety and generalized anxiety are
clinically distinct, the line between them frequently blurs in practice, particularly during episodes of
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breathlessness, when the physical sensation of suffocation can feel indistinguishable from immediate
mortal danger.

The broader living conditions associated with container-city settlements appear to shape both
psychological well-being and illness management in significant ways. Studies conducted among
displaced and disaster-affected populations suggest that sustaining continuity of care for chronic
conditions is rarely straightforward in such environments. Exposure to environmental pollutants,
economic precarity, unstable housing, and fragmented access to health services all contribute to
interruptions in long-term disease management (17-21). For people living through forced
displacement, chronic illness seldom exists in isolation. It typically unfolds within a wider landscape
of psychosocial hardship and inadequately addressed mental health needs (22-26). In this context,
the present findings point to the value of nursing models that treat the psychological and medical
dimensions of chronic disease as equally important and mutually reinforcing.

Several concrete directions for nursing practice follow from these observations. To begin with,
routine follow-up for asthma patients living in post-disaster temporary settlements should not be
confined to clinical metrics such as symptom load or medication use. Equally relevant are
psychological dimensions, including emotional distress, illness-related fears, and patients' own sense
of their capacity to manage their condition from day to day (27-30). Beyond this, self-management
education should be designed with flexibility and individual circumstances in mind, delivered in a
way that can be revisited and reinforced over time. Older patients with more severe disease or limited
access to formal education may warrant particular attention in this regard. Finally, disaster-response
systems would benefit from clearer, more functional pathways connecting chronic disease care with
psychosocial support, given the consistent co-occurrence of these needs in displacement contexts
(30-33).

The physical characteristics of container-city environments add yet another layer of difficulty.
Conditions such as crowding, poor airflow, and pervasive dust and particulate matter not only
aggravate respiratory symptoms directly but also contribute to their development. They also sustain
a background experience of confinement and unease that makes sustained engagement with disease
management considerably harder to maintain (31-34).

Taken together, these findings indicate that pharmacological treatment alone is insufficient to
control asthma in post-disaster settings. Care in these contexts needs to be built around a more
comprehensive framework. One that incorporates psychological support, education, and structured
attention to self-management capacity. Reducing psychological distress is not merely a quality-of-
life consideration; it appears to have direct implications for treatment adherence, symptom control,
and patterns of healthcare use (34-36).

4.1. Limitations

This study does not reflect the general population of Tiirkiye. It is limited to patients living in
the container city where the study was conducted and who were included after being diagnosed with
asthma.

5. CONCLUSIONS AND RECOMMENDATIONS

The study demonstrated a significant negative relationship between death anxiety and chronic
disease self-management among asthmatic individuals living in container cities. Higher death anxiety
was associated with lower self-management, while younger age, higher education level, and milder
asthma were associated with better self-management. For nursing practice, these findings indicate
that the follow-up of asthmatic individuals living in post-disaster temporary settlements should
include routine psychosocial assessment, reinforcement of self-management skills, and referral to
appropriate mental health support when needed. Future longitudinal and interventional studies are
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recommended to clarify causal pathways and to test whether reducing death anxiety can improve
chronic disease self-management in similar high-risk populations.
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