
Introduction
Young boys, like young girls are a heterogeneous

population. Some are faring well in their health and

development. Other boys face risks and have needs

that may not have been considered, or are socialized

in ways that lead to violence and discrimination

against women. Gender is only one variable affec-

ting development and health. Social class, ethnicity,

local context and country settings are all important

variables that interact with gender, to influence

health and well-being. WHO estimates that 70

percent of premature deaths among adults are due

to behavioural patterns that emerge in adolescence,

including smoking, violence, and sexual behaviour1.

Sexual risk taking is widespread among young

adults and typically co-occurs with other psycholo-

gical health problems2. Health risk behaviors contri-

bute to the leading causes of morbidity and morta-

lity among adolescents and extended into adultho-

od3. Risk taking behaviors show attempts to escape

from suffering to live. They are different for boys

and girls; boys throw themselves against the world

in provocative, transaggressive behaviors4. 

Social origin is still the most important factor of

successful entrance into adulthood. Social exclusion

tends to be more widespread among young people

from minorities, among those living in inner city or

disadvantaged groups and at rural areas2. The ado-

lescents who were working with unsafe working

conditions were more at risk to gain unhealthy be-

haviours. These unhealthy behaviors may resist

during adulthood and lead to serious health
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problems like myocardial infarctus at early ages,

accidents, suicides, sexually transmitted diseases

and injuries. Therefore, the transition from adoles-

cence to young adulthood is an important period to

diagnose unhealthy behaviours and explore their

pathways. 

The aim of the study is to evaluate the determi-

nants and risk estimates of health perception and

risk behaviours in a highly disadvantaged group of

young male workers.

Materials & Methods

Study design and subjects

The study was enrolled with the participation of

young male workers aged between 18-24 who were

working at different types of wood industry in

Siteler Wood Industry Region, Ankara. This place is

the biggest wood industry complex in Turkey which

includes approximately 15000 workshops of wood

industry. Young male workers in Siteler were

generally migrated from different parts of Turkey to

survive their life. The study group is a highly disad-

vantaged group of young workers. The number of

workers in Siteler is unknown. There is no source of

this type of information, thus we could not use any

type of sampling method. We aimed to reach 200

adolescents (convenience sample). A single street in

the region was chosen randomly and began to

collect data from the respondents who were willing

to participate. We continued to collect data from

participants until we reached the number. 

The questionnaire and data collection

We used a questionnaire consisting of three parts: 

1) sociodemographic characteristics of the study

group (age, marital status, educational status of

themselves and parents, monthly income, health

security), 2) unhealthy risk behaviours of young

males (smoking, alcohol usage, drug abuse, carr-

ying weapon, unsafe sex, impose physical violence

on friends) and 3) General Health Questionnaire

(GHQ). Some of the questions regarding unhealthy

risk behaviours were presented in Box 1. The data

were collected by trained field study staff who were

6th grade medical faculty students. The questionna-

ires were filled by the students with face to face

interview technique.
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Box 1. Questions regarding unhealthy risk behaviours

Q1. Have you ever smoked cigarette?
a. Never
b. Only tried
c. Smoked for a while but quit
d. Regularly smoking

Q2. When did you start smoking? ........ (age)  

Q3. Do you consume alcohol?
a. Yes
b. No

Q4. Have you ever abused drugs that causes dependency? 
a. Yes
b. No

Q5. Do you carry any kind of weapon on your body?
a. Yes
b. No

Q6. If yes what kind of weapons are they?.....................

Q7. Have you ever imposed physical violence?
a. Yes
b. No

Q8. Have you ever had sex with sex workers?
a. Yes
b. No

Q9. Did you use condom during your last sex?
a. Yes
b. No



To determine the health perception of the

participants the General Health Questionnaire was

used. The General Health Questionnaire was found

and improved by Goldenberg at 1972. This questi-

onnaire can be analized as a Likert Scale (4 item) or

as a dichotomous scale (0, 1). The dichotomous (dual)

type of grading was used by Goldenberg and it

was found to be valid with the validity study of

Goldenberg and Williams, 1988. The Validity of

GHQ-12 was studied by Kilic C. et al. in a Turkish

primary care sample in 19975. GHQ-12 was found to

be valid and could be used in Turkey. 

The pre-survey of the study was conducted with

12 young male workers in another industial field of

Ankara which is 30 km away from Siteler. 

Statistics

The statistical relations between health perception

determined by GHQ and determinants were anali-

zed by Pearson Chi-square Test and Fisher’s Exact

Test. P value under 0.05 was accepted as statistically

significant.  

Ethical Issues

We obtained the acceptance of the owner of the

workshops and the verbal consent of all participants.

Results

Subjects and unhealthy risk behaviours

The distribution of sociodemograhic characteristics

and unhealthy risk behaviours of the participants

were shown in Table 1.

The mean age of the young adults was 21.5 ± 1.9

(Median=22). Fifty-three percent of the participants

were graduated from primary school. Those with no

education covered 7.5% of the total. Only 10% of

them were graduated from high school. Seventeen

percent of the young workers were married.

Seventy-eight percent of the participants were living

with their families. Fourty-one percent of the

workers had a monthly income under 300 US$.

Monthly average income was 302.7 ± 79.4  USD and

60.5% of the workers had no health insurance.    

Only 7 of them (3.5%) had never smoked.

Seventy-three percent of the participants were still

smokers. The minimum onset age of smoking was 8.

Fifty-two point one percent and 39.0% of young

male workers began smoking between the age 12-15

and were planning to stop smoking, respectively.

The participants who were regular alcohol consu-

mers was %50.8. Nine point one percent of the young

adults were drinking more than once a week and

11.2% of them were drinking up to be totally drunk

(binge drinking). Five percent of the participants

had ever tried any kind of drugs and 46.5% of the

young male workers were carrying some kind of

weapon on their body. Those who carried a gun wit-

hin the last year was 3.5%. Other types of weapons

carried by the young workers were different types

of blades and knives. The percentage of the partici-

pants who superimposed physical violence on some-

body with in the last one year period was 30.0%. 

Seventy-three point two percent of young adults

had sexual intercourse with sex workers within the

last one year and 39.4% used condoms during their

last sex. 

Health perception and its determinants
(risk estimates)

The percentage of poor health perception and risk

estimates of determinants were presented with

Table 2.

The participants who stated that their health

status was “fine or very fine” and “poor or very

poor” was 75.0% and 25.0% respectively. According

to GHQ scale 42.0% of the young adults had poor

health perception. 

The highest “fine” health perception percents

were determined for workers who had a monthly

income more than 300 USD and who never abused

drugs (80.0% for both); but, this was not statistically

significant. Low educational status of father (lower

than secondary school) 1.8[1.2-2.8], lack of alcohol

consumption 1.3[1.1-1.7], high work duration at

current job 1.7[1.1-2.8] and high ever work dura-

tion 1.6[1.1-2.4] were determined to increase poor

health perception (p<0.05 for all). 

Discussion
This manuscript achieved to perform the GHQ to

screen the health perception of highly disadvanta-

ged young male workers. It was determined that the

young workers in the study population had several

risk behaviors and these behaviors affect their

health perception. 

When young adults are asked to report their

health status, their responses are likely to be

influenced in part by gender norms. In most

countries, girls are more likely to be attuned to
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health problems, whereas boys may be more likely

to ignore them; to diminish their importance, not to

report them and not to seek health services when

they need them1. The young male workers in our

study had heavy smoking behaviors, unsafe sexual

relations, high alcohol consumption, drug use habit,

imposed physical violence and carrying different

kinds of weapons. These types of risk behaviors are

common at young adults and effect their health

status1, 6-11. Controversial to the determinants men-

tioned above, the prolonged ever work duration

and work duration at current job were found to

effect health perception of young male workers in a

bad manner. This may be due to unsafe and heavy

work conditions and also the lack of health insuran-

ce. The preservation of the occupational rights of

Table 1. Sociodemographics and unhealthy risk behaviors of study population     

Sociodemographic characteristics n %

Age ≥ 21 129 69.5

< 21 71 30.5

Marital status Single 127 63.5

Married 34 17.0

Engaged 39 19.5

Education Illiterate 3 1.5

Literate 12 6.0

Primary 106 53.0

Secondary 59 29.5

High school 20 10.0

Education of mother* Illiterate 35 17.5

Literate 69 34.5

Primary 82 41.0

Secondary 3 1.5

High school 1 0.5

Education of father* Illiterate 5 2.5

Literate 24 12.0

Primary 101 50.5

Secondary 52 26.0

High school 13 6.5

Health insurance Yes 79 39.5

No 121 60.5

Risk Behaviours

Smoking Current smokers 146 73.0

Never smoked or tried 54 27.0

Alcohol Use Yes 100 50.8

No 97 49.2

Drug Use Current user and tried 10 5.0

Never tried or used 190 95.0

Carrying weapon Yes 93 46.5

No 107 53.5

Impose physical violence Yes 60 30.0

No 140 70.0

Ever sex with sex workers Yes 104 73.2

No 38 26.8

Condom use at last sex Yes 56 39.4

No 86 60.6

*  10 and 5 participants did not know the education of his mother and father’s educational status, respectively.
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Table 2. Determinants and risk estimates of health perception according to GHQ scale 

% of subjects  
with poor Odds Ratio

Determinants health perception [95% C.I.] P

Sociodemographic characteristics

Marital

Married / Single 40.9 / 47.1 0.8[0.5-1.3] 0.561

Education

Lower than secondary / secondary and upper 40.7 / 43.1 0.9[0.6-1.3] 0.774

Education of mother

Lower than secondary / secondary and upper 42.5 / 35.7 0.9[0.6-1.4] 0.781

Education of father

Lower than secondary / secondary and upper 50.0 / 27.1 1.8[1.2-2.8] 0.003*

Risk Behaviours

Income (monthly)

<300 / ≥300 USD 43.2 / 20.0 2.1[0.6-7.5] 0.197

Alcohol Use

No / Yes 49.5 / 34.7 1.3[1.1-1.7] 0.045*

Work duration at current job

≥24 months  / 0-24 56.4 / 36.6 1.7[1.1-2.8] 0.016*

Ever work duration

≥36 months / 0-36 55.1 / 33.6 1.6[1.1-2.4] 0.003*

Drug Abuse

Current user-tried / Never used 43.2 / 20.0 2.1[0.6-7.5] 0.197

Smoking

Current smoker / Never smoked and tried 39.7 / 48.1 0.8[0.5-1.1] 0.334

Impose physical violence

Yes / No 34.8 / 45.8 0.7[0.5-1.1] 0.175

Carrying weapon

Yes / No 35.5 / 47.7 0.7[0.5-1.0] 0.087

Ever sex with sex workers

Yes / No 35.6 / 44.7 0.7[0.5-1.2] 0.335

Condom use at last sex

Yes / No 42.9 / 34.9 1.2[0.8-1.8] 0.379

* Statistically significant

young workers including regular salary, health

insurance is a highly important issue of public

sector and the Ministry of Labour.  

As an interesting result, we determined that the

workers who were regular alcohol consumers

perceived their health better than workers who did

not consume alcohol. Alcohol consumption could be

accepted as an escape from the problems of real

world and poor health perception may increase

alcohol consumption. On the other hand it is also

possible that alcohol consumption may lead to

overestimation of health status.

It should not be forgotten that this study was an

exploratory and descriptive study. The statistical

relations determined were cross-sectional relations.

The limitation of the study design should be kept in

mind when considering the results of the study. One

of the limitations was the determination of study

sample. Because of the lack of registries regarding

number of workers and their gender distribution,

we had to assess a convenience sample size. These

conditions may result a bit of bias in this study.     

It is important to keep in mind cultural variati-

ons in the concept of youth. There are major cultural
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and urban-rural differences in terms of whether the

passage from childhood to adulthood is fairly short

and direct, or whether it is prolonged (as in many

modern, Western societies) and frequently marked

by extended formal schooling and conflicting role

expectations, among other common characteristics.

In spite of cultural and contextual differences, there

is a general consensus that adolescence implies, in

addition to new reproductive capacities: 1) an

increase in cognitive abilities, and as a consequence,

concern over future roles and identity; 2) greater

social expectations that the young person contribute

to household income, maintenance and production;

and 3) social expectations of greater economic

independence from the family of origin and/or the

formation of a new family unit1. 

The educational status of the young adults in this

study was very low and most of them had to work

and had social expectations to increase their

families’ income. In the middle-east countries there

is always a social expectation from male young

adults; to earn money for their families. Unfortu-

nately this occasion affects their health. It was

determined that these disadvantaged male young

adults also gained several risk behaviors which

were found to effect their health next to earn money.

Most of them had no health insurance (60.5%) and

worked in heavy working environment. They began

to smoke at early ages, had unsafe sexual relations

and having risk for sexually transmitted diseases

like AIDS (alcohol and other substance use often

accompany the early (and later) sexual experiences

of young men), had drug addiction and joined in

physical fights and imposed physical violence.

The transition of unhealthy risk behaviors from

adolescence to early adulthood and from early

adulthood to all life is an important issue. The

screening of risky population like the groups in our

study was essential to promote the health status of

disadvantaged groups. This study showed that

health education and promotion programs should

be provided to disadvantaged groups by taking

cultural variation, roles of gender into account12.

High parental support which can be easily available

in Turkish families and parental monitoring during

adolescence were related to greater self-esteem and

lower risk behaviours13. The heavy working condi-

tions and occupational rights of young workers

should be preserved by governments. Besides these

preventive actions, the governments have to

perform programmes attempting to take account

the gender and diversity - of the different needs and

experiences of young men, especially those who

belong to disadvantaged groups in their society14, 15.   

Conclusions
This disadvantaged group of young male workers

who had to work to survive under heavy conditions

had several unhealthy risk behaviors which affected

their health perception in a negative manner. Health

education programs regarding unhealthy risk

behaviors should be provided to disadvantaged

groups of working young males, by taking working

conditions and gender into account.
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Introduction
The acquired immunodeficiency syndrome (AIDS),

in the third decade, is one of the greatest global

challenges. Since the earliest days of the epidemic,

persons with HIV/AIDS (PWAs) have been sub-

jected to social ostracism, discrimination, and

violence1. Stigma and discrimination associated

with HIV/AIDS are common around the world and

have a profound impact on health. First of all, they

are important barriers in infection prevention,

providing adequate care, support and treatment1,2.

It also reduces the capacity of communities to over-

come the challenges. In addition, PWAs internalise

the stigma, which can lead to self-loathing, self-

blame, lack of self-worth and self-destructive beha-

viours1. In brief, public health has been negatively

affected by stigma and discrimination. 

The terms of social distance, stigma, and discri-

mination are closely related terms. Social distance is

described as perceived distance between individu-

als or groups, and the concept has a long history in

social science3. Stigma can be defined as all unfavo-

urable attitudes, behaviours, beliefs, and policies

directed toward to people and to their social groups.

Discrimination refers to the action usually taken as

a result of prevailing stigma1. Social distance in

AIDS may be increased like in many diseases and it

is closely related to stigma, discrimination, and

social exclusion. 

With regard to control of the epidemic, tackling

stigma and discrimination are the major issues.

However, it requires a comprehensive approach

including education of health professionals and

community leaders, provision of mental health ser-

vices, scientific research, legislation, and education
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campaigns for the whole community4. Researches

are also needed to identify effective methods of

tackling stigma and discrimination. 

This study reports the data obtained from

Turkish high school students in two provinces. The

aim was to determine risk perceptions, AIDS

knowledge, beliefs, and social distance of the

students to PWAs, to explore social distance by

some socio-demographic variables such as age,

gender, parent education, and residency, and to

evaluate the effects of the high school types on social

distance. 

Although the first AIDS case in Turkey was

reported in 1985, little is known about the AIDS

related social issues in Turkey. The total number of

people with HIV/AIDS was 1712 at the end of

20035. However, the data does not reflect the real

number of HIV infected people because of

insufficient registration system. On the other hand,

it is clear that AIDS related social problems are

getting more important in the Turkish population

because of the increasing case number and no

intervention related to this issue. 

Methods

Setting

The data was obtained from two provinces in this

study. Erzurum which is in the eastern part of

Turkey, is one of the least developed regions. Its

total population is 959,000 of which 40.0 % is in

villages. Istanbul is the biggest province and is in

the western part of Turkey. Its population is 11.6

millions, of which 9.0 % lives in the villages6.

Sampling

In this cross-sectional study, the data were collected

in 2004 and the study sample consisted of 1410

students drawn from 9 state high schools. These

schools include general, health, and religious high

schools and they were randomly selected from each

city centre. There were one religious high school,

one health high school, and 10 general high schools

in Erzurum. A total of 9 schools were selected

accounting for 3 schools in Erzurum, 6 schools in

Istanbul. Each school was selected from different

district in centre of Istanbul. Three schools were on

the Anatolian side (Kadikoy, Uskudar, and Kartal),

and three schools were European side (Bakirkoy,

and Kagithane). The data was obtained from the

selected 6 six schools, and no permission problems

occured. In the case of schools being more than one,

the school was selected by simple random sample.

According to the number of the classes, every third

class from each grade (grade 9, 10, and 11) were

randomly selected and all of the students in these

classes had completed a structured questionnaire

under observation. The response rate was 98.0%. 

The Questionnaire

The questionnaire consisted of three sections and

was applied in advance to 20 students to confirm

clarity. Items in the first section were related to

descriptive variables; age, gender, school type,

grade, parent education, and risk perception. The

second section had 25 questions to evaluate AIDS

knowledge including general characteristic, trans-

mission routes, and prevention measures. Each item

had three choices, and it was pointed as follows;

correct answer = 1, incorrect answer or no idea = 0.

The points were summed to calculate the total

knowledge score with minimum zero point and

max 25 points. The Social Distance Scale was used in

the last section in order to measure distance

between oneself and a person with HIV/AIDS7.

Each item has a 7-point scale ranging from 1 (no

discomfort) to 7 (absolutely discomfort). The item

points were summed in order to calculate the total

score with minimum 14 points and maximum 98

points. Chronbach’s alpha value of the scale was

0.93 in our sample.

Statistical analyses 

Statistical procedures were carried out using the Epi

Info version 3.3. 2 developed by Centers for Disease

Control and Prevention. T-test, pearson correlation

and analysis of variance were used for the data

analysis. p < 0.05 was chosen a as statistically signi-

ficant. 

Legal ethical consent 

The students and authorities of the schools were

informed about the study, and informed verbal

consent was obtained from the participants. Any

variable about student identification was not

obtained.
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Results
A total of 1387 (98%) students completed the

questionnaire accounting for 43.6% male, 56.4%

female. With regard to gender by the school types,

of the students in the health high schools, 98.3%

were female, and 1.7% were male. Of the students in

the general high schools, 39.4% were female, and

60.6% were male. Of the students in the Islamic

religious schools, 54.2% were female, and 45.8%

were male. The mean age of the students and the

standard deviation (SD) was 16.4 ± 1.1, ranging

from 14 to 19 years. 

In terms of AIDS risk, 94.5% of the students

believed that AIDS is an important problem for the

Turkish society. However, 54.4% of the subjects

stated that they have no HIV risk in the future. Main

sources of knowledge about AIDS were media,

lessons, and friends respectively. Of the students,

52.7% stated that PWAs should be publicly announ-

ced or somehow marked as HIV+. 

The responses to the AIDS knowledge questions

include general characteristics, transmission and

prevention methods which are presented in Table 1.

The overall correct response rate was 59.8%, while

24.3% of the students had no idea. 

Although vast majority of the students had

correct knowledge about the item that AIDS is a

contagious disease, the correct response rate for the

Table 1. The students knowledge about general characteristics, transmission route and 
prevention (n=1378)

General characteristics Correct Incorrect No idea

answer (%) answer (%) (%)

AIDS is a contagious disease 93.7 2.7 3.6

There is no curative treatment 44.8 32.2 23.0

There is a vaccine for AIDS 47.1 23.7 29.2

A person infected with HIV looks healthy 75.6 7.2 17.2

AIDS is seen only in homosexual persons 65.0 7.1 27.9

An infected person with HIV may have lived for years without any symptoms 46.2 23.7 30.1

Diagnosis of the disease needs blood tests 61.8 9.5 28.7

AIDS is a disease that impairs immune system 58.8 6.5 34.7

Chronic diarrhoea, and lesions in mouth are among the first findings 24.2 12.3 63.5

Average percentages 57.5 13.9 28.6

Transmission routes

Sexual contact with an infected person 97.5 0.5 2.0

Blood transfusion and organ transplantation 87.4 2.8 9.8

An infected pregnant woman is infecting her unborn baby 73.0 6.0 21.0

The breast feeding of an infected person 38.3 24.5 37.2

Holding and shaking hands with an infected person 75.3 7.8 16.9

Sharing razor blade with an infected person 49.3 28.2 22.5

Cheek kissing 66.5 14.2 19.3

Sharing public bath or toilets with an infected person 48.5 25.8 25.7

Sharing needle with an infected person 75.8 6.2 18.1

Sharing the same glass, towel, or fork 44.3 33.2 22.5

Insect and and/or mosquito bite 36.9 31.7 31.3

Sneeze, cough 44.1 29.6 26.3

Average percentages 61.4 17.5 21.1

Prevention methods

Condom use 66.1 3.9 30.0

Monogamy 72.8 9.7 17.5

Not sharing needle 82.9 3.8 13.3

Physical exercise 32.8 36.0 31.2

Average percentages 63.7 13.3 23.0

Overall 59.8 15.9 24.3
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general characteristics of the HIV/AIDS was 57.5%.

In addition, 28.6% had no idea about the general

characteristics. 

In terms of transmission routes, the correct

response rate for 12 items was 61.4%. On the other

hand, 21.1% students had no idea about transmissi-

on routes. The correct response rates were lower

than 50% in the items about insect and mosquito

bites, breast feeding, sharing razor, public bath and

toilets, sneezing, and coughing. 

With regard to preventive methods, correct

response rate was 63.7% and 23% of the students

had no idea. The percentages of students who stated

condom as a preventive method, was lower than the

percentages of students who stated monogamy and

not sharing the needle is a preventive methods. 

The AIDS knowledge scores by socio-demograp-

hic variable were presented in Table 2. A statistically

significant association was found between age,

grade, place of childhood habitat, and parent

Table 2. AIDS knowledge scores by socio-demographic variables

Mean knowledge score, 

Socio-demographic variables and standard deviation Statistical value
Age

14 14.3 ± 2.4

15 15.0 ± 2.3

16 15.3 ± 2.4 r = 0.12, p < 0.001

17 15.4 ± 2.6

18 15.9 ± 2.4

19 15.5 ± 2.3

Gender
Male 15.4 ± 2.5

t = 0.8

Female 15.3 ± 2.4
p = 0.4 

Grade
1 15.1 ± 2.3

2 15.3 ± 2.5
F = 20.9, p < 0.001

3 16.0 ± 2.3

High school type
Health 15.9 ± 2.0

F = 23.2, p < 0.001
General 15.5 ± 2.5

Religious 14.7 ± 2.5

Provinces 
Erzurum 15.3 ± 2.4 t = 0.8, p = 0.4

Istanbul 15.4 ± 2.4

Childhood habitat
City 15.5 ± 2.3

F = 10.2, p < 0.001
Town 15.4 ± 2.4

Village 14.7 ± 2.8

Mother Education
Illiterate 15.3 ± 2.7

Primary school 15.2 ± 2.4

Secondary school 15.8 ± 2.4
F = 4.5, p = 0.001

High School 15.7 ± 2.7

University 16.2 ± 2.1

Father Education
Illiterate 14.7 ± 2.7

Primary school 15.2 ± 2.6

Secondary school 15.6 ± 2.3 F = 4.1, p < 0.001

High School 15.5 ± 2.2

University 15.6 ± 2.3

Overall mean 15.4 ± 2.4
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education with the AIDS knowledge score (p<

0.001). The knowledge scores increased with age

and grades. The scores were lower if that childhood

habitat was a village rather than the others. A

positive relationship was observed between parent

education level and the knowledge scores. The

differences in the AIDS knowledge score by the

school type were also significant (p<0.001). The

lowest AIDS knowledge score was in the religious

high schools while the highest score was in the

health high schools (14.7 vs 15.9 respectively). The

knowledge scores by gender and cities did not show

any significant difference (p > 0.05).

Attitudes of the subjects towards PWAs by

selected items are presented in Table 3. Nearly half

of the students expressed discomfort at the prospect

of contact with PWAs. Although the students in the

health high school had the highest knowledge score,

their social distance scores did not differ from other

students (p>0.05). 

The social distance scores by socio-demographic

variables are shown in Table 4. The social distance

was increasing with age. Differences in the mean

scores by grades and place of childhood habitat

were significant (p < 0.001). The lowest score was in

the first grades while the highest score was in the

third grades. In terms of childhood habitat, the

lowest score was in the city while the highest score

was in the village. The social distance towards

PWAs was significantly lower in Istanbul than in

Erzurum (p < 0.001). The differences in the social

distance by school type was also significant

(p<0.001). Social distance among students of health

high schools was higher than the others. Control-

ling for gender, the students of the health high

schools had still the highest social distance score.

The differences in the social distance by gender

were not significant (p > 0.05). With regard to

parent education, difference in social distance by

mother education was not significant while it was

significant by father education (p < 0.05). Social

distance scores were higher in the students whose

fathers were illiterate and had university education,

than the others. 

When we wanted to see association between

knowledge and attitude; we have seen that there

was no significant correlation between knowledge

score and social distance score (r = 0.04, p > 0.05).

However, a slightly negative correlation was found

between knowledge score and social distance score

of the students in general high schools ( r= -0.1, 

p = 0.010). This relation was not observed for the

other students (data was not shown). 

Table 3. Attitudes of the students by the items of the SDS (n=1378)

Some attitudes towards to PWAs Discomfort % Absolutely discomfort % Total %

Sitting side-to-side in a public bus for a short travel 26.2 22.0 48.2

Sitting side-to-side in a public bus for a long travel 30.6 17.6 48.2

Shopping from a shopkeeper with AIDS/HIV 27.4 18.4 45.9 

A doorkeeper with AIDS/HIV in your apartment 27.8 17.1 44.8 

Your lease holder with AIDS/HIV 26.0 17.4 43.4 

Joining a family meeting with a HIV positive person 30.6 15.3 45.9 

Playing a game with a HIV positive person 29.1 18.3 47.4  

To talk about your country problems with a HIV positive person 26.2 19.3 45.5  

To talk about your dairy problems 25.3 19.6 44.9

A close neighbour with AIDS/HIV 30.1 18.8 48.9  

Your hairdresser or coiffeur with AIDS/HIV 26.1 25.4 51.5  

Sharing a room in your workplace with a person AIDS/HIV 30.3 19.2 49.5  

Sharing a workplace but in different rooms 25.2 19.1 44.3

That your sister want to marry with a person AIDS/HIV 14.2 35.9 50.1  

Total 26.8 20.2 47.0
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Discussion
This study evaluated risk perception, AIDS know-

ledge, and social distance to PWAs among Turkish

high school students. Nearly, all of the students

stated that AIDS is an important problem for the

Turkish society. In a similar study which was done

11 years ago in Turkey; this percentage was found as

86%.8. The difference may be due to the increasing

number of cases both in Turkey and in the world. In

a recent study in Iran, 93.0% of the students

reported that AIDS was an important problem for

their community9. In Greece, 90 % of the students

considered AIDS to be a big threat for the society10.

The current percentages are very close in the

neighbour countries9,10. Nearly all of the students

thought that AIDS was a big threat for their society. 

Table 4. Social Distance Scores (SDS) by socio-demographic variables

Socio-demographic variables Mean SDS and SD Statistical value

Age

14 57.3 ± 17.8 r = 0.14, p < 0.001

15 53.9 ± 20.9

16 57.6 ± 21.5

17 61.6 ± 20.2

18 62.0 ± 20.0

19 62.2 ± 20.2

Gender

Male 59.6 ± 21.0 t = 1.4    p = 0.16

Female 58.0 ± 20.9

Grade

1 55.7 ± 21.5 F = 12.8, p < 0.001

2 60.0 ± 20.3

3 62.9 ± 19.8

High school type

Health 62.1 ± 18.7 F = 6.9   p = 0.001

General 58.7 ± 24.4

Islamic religious 56.2 ± 20.9

Provinces 

Erzurum 65.1 ± 18.9 t = 12.0   p < 0.001

Istanbul 52.2 ± 20.9

Childhood habitat

City 57.0 ± 21.4 F = 6.0, p = 0.002

Town 59.7 ± 20.4

Village 62.3 ± 20.0

Mother education

Illiterate 60.6 ± 17.8 F = 1.9, p = 0.1

Primary school 57.4 ± 21.3

Secondary school 61.1 ± 21.1

High School 58.2 ± 22.4

University 60.8 ± 21.7

Father education

Illiterate 62.6 ± 18.7 F = 2.5, p = 0.04

Primary school 57.9 ± 21.0

Secondary school 57.7 ± 19.8

High School 57.7 ± 21.6

University 62.2 ± 22.0

Overall 58.7 ± 20.9 
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On the other hand, more than half of the students

do not believe that they are likely to become infected

with HIV in the future. In Austria, 65 % of the

students said they were worried about the possibi-

lity of being infected11. In Greece, one out of three

students were worried about already being HIV

infected10. The risk perception of Turkish students is

lower and it may encourage students about risky

behaviours. In the education programs, more

attention should be given on individual risk

perception related to HIV/AIDS.

AIDS Knowledge

In term of AIDS knowledge, more than half of the

students had correct information about general

characteristics of the disease. Although most of the

students stated main transmission routes correctly,

data indicated misconceptions about the transmissi-

on routes such as sneeze, cough, towel, glass and

fork, insect bites, and using public baths and toilets.

Rate of the hand shaking and kissing as a transmis-

sion route was relatively less than the other miscon-

ceptions mentioned above. The rates of misconcep-

tions in this study are similar to the results of a

study carried out in Iran9. However, the misconcep-

tions are more common than in general populations

of the United States12. This result indicated that the

misconceptions should be one of the main compo-

nents of AIDS education.

With regard to prevention, that the percentage of

the students who stated ‘condom use’ was lower

than the percentage of the students who stated ‘not

sharing needle’ and ‘monogamy’ is a notable fin-

ding. The AIDS education campaigns which stressed

monogamy in Turkey may play a role in this result.

Despite to an increased number of the students who

stated ‘condom use’, this finding suggested that

more effort has to be given on this issue.

The data supported that AIDS knowledge

increased with age, and grades. Village, as a place of

childhood habitat, low level of parent education

have negative effect on the knowledge scores.

Similar results were also reported in previous

studies13,14. In term of school type, students in the

health high schools have more knowledge as an

expected result. On the other hand, there is no

significant difference of AIDS knowledge by gender.

Results of the studies on this issue were inconsis-

tent; male were more knowledgeable in some

studies15,16 while female were more knowledge-

able in other studies about reproductive health

issues14,17.

Despite the high AIDS knowledge scores of the

students in health high schools, their attitudes were

not more positive than the other students. 

As an expected result, the AIDS knowledge of

the students coming from cities was higher than that

of the others. Students those childhood habitat were

city or town had more knowledge than the other

students those childhood habitat was village 

Social Distance

Nearly, half of the students expressed discomfort at

the prospect of personal contact with PWAs. Savaser

reported that half of the Turkish students believed

that PWAs should be able to attend school and

should not have to stop working13. Similar results

were also reported among the students in Iran9. In

Greece, it was reported that one-fourth felt uncom-

fortable having contact with PWAs12. All of the

studies indicated that stigmatising responses and

discrimination against PWAs were common. 

Despite the laws, more than half of the students

thought that people with AIDS should be made

public. This percentage is 16.3% in general populati-

on in the United States12. Of the students in Austria,

90 % said they would accept someone with AIDS in

their class11. This finding supported that patient and

human rights had to be among the main issues. 

One may be use a slogan like this; ‘Our enemy is

HIV/AIDS, not PWAs’. 

Increasing of the social distance with age and

grades is a notable finding. This is also consistent

with a previous study from the United States18.

Although the social distance in male and female

were similar in our study, it was reported that girls

were more compassionate to AIDS patients than

boys in two other studies6,19.

The students in Istanbul have lower social

distance score than the students in Erzurum. This is

most likely related to socio economic and cultural

factors of the cities. Istanbul is a more developed

city than Erzurum. 

With regard to the childhood habitat, the highest

score was in the students from villages while the

lowest score was in the students from cities.

Similarly, Lal reported that students in urban areas

demonstrated more favourable attitudes towards

AIDS20. Our study indicated that students from

rural areas are having lower knowledge about

AIDS-HIV and more social distance. 
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The differences in social distance by mother

education were not significant (p > 0.05), while it

was significant in the knowledge score. This finding

suggested that mother education has positive effects

on AIDS knowledge but no effects on social dis-

tance. A notable finding is that social distance scores

in the students whose fathers were illiterate or had

university education is very close to each other. And

these two groups had higher scores than the others.

It seems that the association between father

education and social distance was not linear. 

With regard to school type, it is an interesting

finding that the social distance score in the religious

schools is lower than that of the others. Despite their

highest knowledge score, the students in the health

high schools have more social distance. This finding

suggests that knowledge is not enough in order to

gain positive attitudes. On the contrary, the know-

ledge may have negative effects on social distance

towards people with AIDS. In other words, lack of

psycho-social approach to the education in the

health schools may contribute to this result. Curri-

culum of the health schools should be focused on

positive attitudes as well as knowledge. In another

study carried out on a health high school and social

science schools in Turkey, any significant difference

of prejudice by the school type was reported21.

Sachdev, in this study, asserted that social work

students were likely to be more positive in their

attitudes toward AIDS victims than those in nursing

or humanities22. Our data asserted that current

education methods in health high schools did not

reduce social distance to PWAs. 

Although many variables are associated with

social distance, no association was found between

AIDS knowledge and social distance. Previous

studies were inconsistent about relation between

knowledge and attitude in terms of reproductive

health: There is no association of knowledge scores

with attitude and practice scores among out of

school youth in Ethiopia23. In another study, it was

reported that knowledge did not increase the use of

safe sex, but limited sexual behaviour24. Similarly,

no significant correlation was found between

knowledge score and attitude score while a signifi-

cant correlation was found between fear scores and

attitude scores in a study carried out in South

Africa15. In the study population, the data did not

support that knowledge has positive effects on

social distance between students and PWAs. Howe-

ver, Sachdev suggested that knowledge was positi-

vely related to attitudes and perception of risk22.

Similar result was also reported that students with

high AIDS knowledge level have less negative

attitudes among the German nursing students25.

Valimaki indicated that education might have diffe-

rent effects in different groups and that teaching

methods were extremely important18. It seems that

knowledge is not always enough to change attitudes

alone26,27. Method and content of the education, and

feature of the groups are important factors on

changing attitudes. 

Conclusion
It was concluded that the high school students had

knowledge gap about HIV/AIDS and misconcepti-

ons were common. AIDS knowledge level was

associated with age, grade, school type, place of

childhood habitat, and parent education. Individual

risk perception is very low while all of the students

stated that HIV/AIDS is an important problem for

Turkey. Nearly half of the students expressed

discomfort at the prospect of contact with PWAs.

Social distance was also associated with age, grade,

school type, province, and place of childhood

habitat. Intervention programs to reduce social

distance should be one of the priority issues in

Turkey. 

Curriculum of the health schools should be

reconsidered in terms of positive attitudes and

behaviours towards people with AIDS or other

diseases. 
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Introduction
ICPD (International Conference on Population and

Development) recommended that family planning

services should be everybody’s right, married or

unmarried, young or old, male or female1. It was

emphasized that before they were sexually active,

males and females needed to be educated to go

through a healthy sexual and reproductive phase. It

is therefore necessary to present reproductive health

information that includes contraception details for

adolescents2.  

Sexuality is a taboo subject in Turkey and sexual

relations outside marriage are generally not

accepted for females. They usually experience their

first sexual intercourse when they get married. The

median age of girls for first marriage is 203. Sexual

relation before marriage is considered normal for

males and the average age for their first sexual

relation is 19.24. Inadequate or incorrect information

and the conflicting messages received on reproduc-

tive health from the mass media devices is a serious

problem for young people. The traditional informa-

tion-supplying role of family and friends has now

become less important; but systematical education

inside and outside of the school has not been able to

take its place5.
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Contraception and sexual information is

presented in the 9th class (first year of high school,

when students are 14-15 years old) within the health

information course in all high schools. This course is

two hours per week and 64 hours per year. High

schools have various programs according to the

Main Law of National Education. Examples are

Technical Schools, Female Vocational Schools and

Religious Schools6. These names are given accor-

ding to their core curriculum. Children who are

attending these schools, which have different

structures to one another, also have families of

different sociocultural and financial structure.

Taking into consideration the teachers’ and stu-

dents’ approach to life and the differences between

schools, one should expect that children could

receive a variety of information from various

sources, on the subject of reproductive health.

We have aimed to determine and compare the

knowledge levels on contraception in final year high

school students from schools of different structures.

Methods
This study was carried out with students attending

the final year of high school (11th grade) in the

Elmadag town of Ankara in June 2000. Elmadag is

located at a distance of 41 km from Ankara7, and has

a population of 43 3748. The town has five high

schools of different structures [Normal high school

(NHS), Religious high school (RHS), Health vocati-

onal high school (HVHS), Industrial vocational high

school (IVHS) and Female vocational high school

(FVHS)]. All high schools in this town were

recruited in the study. These high schools consist of

the 9th, 10th and 11th and/or 12th (according to the

type of school) grades. The total number of final

year students in these high schools was 370, and 344

(92.97%) of them participated in this study. The

remaining students were absent at the time of the

study application. A written consent from the school

administration and a verbal consent from the

students were taken.  

Researchers developed a 27-item questionnaire

which was conducted under observation. Seven

questions addressed were on sociodemographic

information, eleven on contraception knowledge,

four on contraception beliefs and five on source of

knowledge. When the responses to the question

“What is the definition of contraception?” were

being evaluated, the following four criteria that

should have been included in the definition were

taken into consideration: 

1. To protect myself from sexually transmitted

disease

2. To have children when desired

3. To have the desired number of children

3. To have the number of children that one can take

care of in every way9

The response was evaluated as ‘knows’ if it

contained two of these criteria, and as ‘does not

know’ if one criterion was included or if there was

no response or if the student replied that he/she did

not know the answer. 

Statistical analysis of the data was carried out

using the chi square test on the Epi Info software,

version 6.0. A p value  <0.05 was considered to be

statistically significant.

Results
This study included 344 (92.97%) adolescent

students. The median age and number of siblings

were 17.0 (15-19), 3.0 (1-5) respectively. Among the

students from all schools, 8.6-10.8% had an illiterate

mother and 1.1-3.2% had illiterate fathers. Almost

all the mothers were housewives and 2.1-6.5% of the

fathers were unemployed. Some sociodemographi-

cal characteristics of the students according to their

schools are presented in Table 1.

The first sources of information were press

(43.4%), friends (40.1%), teachers (50.1%), press

(23.4%), and family (37.5%) for schools NHS, RHS,

HVHS, IVHS and FVHS respectively. When all

students were considered without taking sex into

consideration, there was a difference as to the

contraception information source between schools

(p<0.05) and this difference was due to NHS

students. NHS students used the press more than

other school students to obtain this information.

There were significant differences between schools

for males and females (p<0.05) according to their

information sources and these differences were due

to the HVHS. Among RHS students, 62.5% of the

males received their information from the press

while 50.1% of the girls obtained the information

from their friends and there was a significant

difference between the sexes (p<0.05) (Table 2).   
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Table 1. Sociodemographical characteristics of the students by school, 2000, Ankara, Turkey
Characteristics Schools
n=344 Normal High Religious High Health Vocational Industrial Vocational Female Vocational

School School High School High School High School
(n=140) (n=31) (n=62) (n=95) (n=16)

Sex % % % % %
Male 40.0 25.8 38.7 100.0 —-

Female 60.0 74.2 61.3 —- 100.0

Mother’s education
Illiterate or less than 5 years 18.6 22.6 19.4 20.0 31.3

Graduate of primary school 46.4 61.3 61.3 63.2 50.0

Graduate of secondary school 14.3 9.6 14.5 10.5 12.5

Graduate of high school 17.1 6.5 4.8 4.2 6.3

Graduate of university 3.6 —- —- 2.1 —-

Father’s education
Illiterate or less than 5 years 4.3 3.2 3.2 2.2 —-

Graduate of primary school 25.0 32.3 38.7 40.0 31.3

Graduate of secondary school 16.4 35.5 29.0 23.2 37.5

Graduate of high school 39.3 25.8 24.2 30.5 25.0

Graduate of university 15.0 3.2 4.8 4.2 6.3

Mother’s occupation
Housewife 91.4 100.0 98.4 95.8 100.0

Manual worker 2.1 —- 1.6 2.1 —-

State servant 3.6 —- —- 2.1 —-

Other 2.9 —- —- —- —-

Father’s occupation
Unemployed 2.1 3.2 6.5 5.3 —-

Manual worker 35.0 48.5 32.3 35.2 62.6

Farmer 3.6 8.4 14.5 8.4 6.2

State servant 31.5 16.1 29.0 26.3 6.2

Self-employed 10.7 16.1 1.6 7.4 —-

Other 17.1 9.7 16.1 7.4 25.0

% Column percentage

Table 2. Sources of Information about contraception by sex and school 2000, Ankara, Turkey
Schools (%)

Health Industrial Female
Source of Normal High Religious High Vocational Vocational Vocational 
Information School* School** High School*** High School High School

Male# Female§ Total† Male# Female§ Total† Male# Female§ Total† Male# Female§

(n=56) (n=84) (n=140) (n=8) (n=23) (n=31) (n=24) (n=38) (n=62) (n=95) (n=16)
Teacher 11.3 4.8 7.4 12.5 13.6 13.3 45.8 52.6 50.1 16.7 12.5

Friend 17.0 18.1 17.6 12.5 50.1 40.1 12.4 —- 4.8 14.4 18.8

Family 15.1 20.5 18.4 —- 18.2 13.3 —- 2.6 1.6 11.1 37.5

Health Staff 7.6 8.4 8.1 —- 4.5 3.3 33.4 18.5 24.2 17.8 6.2

Press 47.2 41.0 43.4 62.5 9.1 23.4 4.2 26.3 17.7 23.4 25.0

Other 1.8 7.2 5.1 12.5 4.5 6.6 4.2 —- 1.6 6.6 —-

% Column percentage 
* Between male and female students of Normal High School,  p>0.05
** Between male and female students of Religious High School,  p=0.0066
*** Between male and female students of Health Vocational High School ,  p>0.05
# Between male students of all high schools, p=0.0001 
§ Between female students of all high schools, p=0.0072
† Between students of all high schools, p=0.0342



There were no differences between the schools,

and between the sexes for schools other than HVHS,

as to the percentage knowing the definition of

contraception (p>0.05). However there was a

difference between schools when girls and boys

were evaluated within themselves (p<0.05). Almost

none of the RHS, IVHS and FVHS students knew

the definition of contraception (Table 3).

There was a significant difference between the

sexes as to knowing at least one modern contracep-

tion method in NHS and RHS (p<0.05). When male

and female students were evaluated within themsel-

ves there was a difference between schools (p<0.05).

This difference was due to HVHS for the females,

because of higher correct answer rate than others

and NHS and HVHS for the males. When all stu-

dents were evaluated together there was again a

difference between schools for knowing at least one

modern method (p<0.05) and this difference was

due to HVHS. A higher percentage of HVHS stu-

dents answered the question correctly (Table 3).

Girls in RHS were being taught appropriately of

contraception at school as a course at significantly

lower rate, and boys in HVHS were oppositely at

significantly higher rate (p<0.05) (Table 3).  
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Table 3. Distribution of correct answers given to selected questions by sex and school, 2000,
Ankara, Turkey

Schools

Normal  Religious Health  Industrial Female 
High High Vocational Vocational Vocational

Questions Sex School* School** High School*** High School High School

Definition of contraception M# 30.4 0.0 54.2 5.3 —-

F§ 44.0 13.0 81.6 —- 18.8

T† 38.6 9.7 71.0 5.3 18.8

Name of at least one  M# 60.7 12.5 95.8 12.6 —-

effective contraceptive F§ 77.4 82.6 100.0 —- 56.3

method T† 70.7 64.5 98.4 12.6 56.3

Positive attitude towards M# 89.3 62.5 95.8 68.4 —-

teaching contraception F§ 89.3 52.2 100.0 —- 93.8

at school as a course T† 89.3 54.8 98.4 68.4 93.8

% the percentage of correct answer by sex and by total

For the first question 
*** Between male and female students of Health Vocational High School, p=0.0205
# Between male students of all high schools, p=0.0001 
§ Between female students of all high schools, p=0.0001
† Between students of all high schools, p=0.00001

For the second question
* Between male and female students of Normal High School, p=0.0337
** Between male and female students of Religious High School, p=0.0007
# Between male students of all high schools, p=0.0001 
§ Between female students of all high schools, p=0.0010
† Between students of all high schools, p=0.0001

For the third question
# Between male students of all high schools, p=0.0019 
§ Between female students of all high schools, p=0.0001
† Between students of all high schools, p=0.0001



Discussion
Adolescents make up an important percentage of

our population (19.7%) and need information on

contraception and its methods. They also state that

they want to receive this information10,11. Studies

from various countries have also reported that

adolescents need information on reproductive

health subjects such as family planning and sexual

health12-15. 

In our study the main information source for

contraception was the press for male students in all

schools except HVHS, while the source varied for

female students. The source of information was the

teacher for both male and female HVHS students.

For schools other than HVHS, the teachers from

NHS made up 4.8-16.7% of the information sources.

This revealed that the health information course on

the subject of reproductive health at schools was not

as effective as desired. Contraception is a part of

reproductive health and is one of its main subjects.

Reproductive health and contraception are learned

from similar sources. Studies in our country have

reported the information source for reproductive

health and family planning as media devices such

as the television, radio, newspapers and magazi-

nes16-19. 

Studies from various countries have also pointed

to the press as the sexual information source for 32-

70% of adolescents13,20-22. One of the action plans

suggested at the Cairo Conference was to ensure

that the reproductive health programs of the

countries met adolescents’ requirements1. Although

services are provided for adolescents at primary

healthcare institutions in our country, contraception

is still learned from the press. 

It is important that female students, the mothers

of the future, know the definition of contraception

better than the male students but this is not

sufficient for either sex. Although there is a health

information course during the first year of all high

schools, the fact that almost none of the RHS, IVHS

and FVHS students knew the definition of contra-

ception made the efficacy of the course doubtful.

The students of these schools defined their contra-

ception information source as their friends and

family, which meant that it was not possible to

correct, possibly misguided information, with the

health information course. In a study from India, on

the level of knowledge on fertility control, girls

whose mothers were working and had a higher

level of education had more information than girls

whose mothers were housewives and had a lower

level of education23. The fact that all the mothers of

RHS students and almost all the mothers of the

students of other schools were housewives and that

the mothers of the FVHS, RHS and IVHS students

had not attended school at all or had attended for

less than five years, support the study from India

with similar results. 

When female students, male students and all

students were evaluated for knowing at least one

effective contraception method, there was a

statistically significant difference in all three groups

(p<0.05) and this difference was due to the HVHS

students in all three groups. The reason for this is,

probably better contraception of the HVHS students

as they receive education relevant to their future

occupation. A study on high school students has

reported that 75.7% are aware of at least one

effective contraception method24.

Teachers made up NHS students’ 4.8 to 16.7% of

the information sources, providing contraception 

information, one of the main subjects of reproduc-

tive health, for schools other than HVHS. This

means that the health information courses at schools

do not achieve the desired results for reproductive

health subjects. 

Although the knowledge of students on repro-

ductive health was very limited, the percentage of

those thinking that ‘teaching contraception at

schools as a course was appropriate’ was 90% at

NHS, HVHS and FVHS but lower at RHS where

religious education is present, and IVHS where

NHS male students attend (62.5% and 68.4%

respectively) and NHS 52.2% among females

attending RHS. This result shows that discussion of

reproductive health information is taboo between

those receiving religious education and closed

communities. As RHS students are being educated

to become religious leaders and will be influencing

large masses after they graduate, it is important that

they have to have more reproductive health

knowledge than other students their age. 

According to our study results mandatory sex

education is not working well. Turkey, who has

signature under action plans and has participated in

international conferences and congress needs to

promote education of students on reproductive

health, systematically. It also has to be ensured that

the press as one of the main sources of information,

publishes reproductive health articles that are

correct, clear and easy to understand.
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