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ABSTRACT
Objectives: This research was carried out to investigate the sexual and reproductive health stigmatization
levels of young women.
Methods: This cross-sectional study was conducted between 18-24 years old women registered in the Family
Health Centers located in Igdir city center between March and April 2020.
Results: In this study, the median value of the Sexual and Reproductive Health Stamping Scale was 8.0 [6.0] in
young women. The median value of "Accepted stigma", "Internalized stigma", "Stigma based attitudes", which
are sub-dimensions of the the Sexual and Reproductive Health Stamping Scale in young women, were found
as 3.0 [3.0], 2.0 [4.0], 3.0 [3.0], respectively. A positive statistically significant relationship was found between
the Sexual and Reproductive Health Stigma Scale subscales Attitudes Based on Stigma and age in young women (r=0.171, p=0.004).
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Conclusion: The results suggest that the level of stigmatization may vary according to the level of education
and income, and it is recommended to provide training on stigmatizing sexual and reproductive health for
this group.
Keywords: Health, sexuality, stereotyped behavior, women

INTRODUCTION
The adolescent period that starts with puberty and continues until adulthood is a period
when biological and psychological changes occur.[1] Young individuals are responsible for
their own health needs and accurate information about their health, especially reproductive health,to receive.[2–4] Young people living in developing countries do not have sufficient
information on sexual and reproductive health issues.[2–4] Studies in our country also show
that young people do not have sufficient information about issues involving sexual and
reproductive health.[2–4] Reproductive health refers to the right of people to be responsible,
satisfying and safe in their sexual lives and to decide and choose when and how often they
should use their reproductive capacity.[5] Many young individuals in the adolescent period
become sexually active.[6] However, individuals in this period may not think about what the
consequences of their sexual behavior will bring.[7] As a result of unconscious risky sexual
behaviors, some sexually transmitted diseases (STIs) are exposed, and these young individuals may face stigma due to reproductive health problems. Charlton states that structural stigmatization is a potential risk factor for negative reproductive health among female
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adolescents in the sexual minority.[8] Stigma is defined as
a highly reputable, humiliating situation made by other
people towards individuals.[9] The most common stigma
about health includes mental diseases, obesity, HIV/
AIDS, disability and bisexual and homosexual types.[10–12]
Prejudices and beliefs form the basis of stigmatization.[13]
Social, cultural and religious norms define the situations
that may occur as a result of adolescents' sexual behavior (e.g., pregnancy, premature birth, abortion and STI)
as immoral and cause stigmatization of the individual.
[13–15]
Stigma also prevents the young person from receiving reproductive health services and benefiting from
counseling services, HIV testing, health care, treatment
and access to preventive services.[16] In addition, stigma
may lead young people to anxiety, depression, substance
abuse and suicide.[17]
This research aims to stigmatize the sexual and reproductive health of women going through a sensitive period and
aims to add new information to the literature due to the
limited number of studies on this subject.

METHOD
This cross-sectional study was conducted between 18-24
years old women registered in the Family Health Centers
located in the city center of Igdir between March and April
2020. The population of the study comprised of 137.613
individuals registered in the Family Health Centers in Igdir
province, 12.2% of whom were women aged 18-24 years.
The sample of this study was 1.6% women in this age group
who agreed to participate in this study.
In the collection of the research data, the Introductory Information Form and the Sexual and Reproductive Health
Stigma Scale (SRHSS) in young women were used. After
the purpose of this research was announced and verbal
permission was obtained from the individuals who voluntarily agreed to participate in this research, the data were
applied to individuals online using social media with the
Google form prepared by the researchers.
Data Collection Tools
Introductory Information Form: It consists of questions
that were prepared by researchers and contain the introductory features of individuals.
SRHSS Form: SRHSS was developed by Hall et al. to investigate the stigma of sexual and reproductive health
in women aged 15-24 years in 2017.[18] The original scale
consists of three sub-dimensions and 20 items: Accepted
stamping, Internalized Stamping, and Attitudes Based on
Stamping. The lowest score that can be obtained from the
total of the scale is 0 and, the highest score is 20. Each item

of the scale is rated as 0 = disagree, 0 = neutral, 1 = agree.
The increase in the score obtained from the scale indicates
that the stigma has increased. Bayrakceken performed the
Turkish validity and reliability of the scale. Cronbach's alpha
value was 0.74.[19]
The data obtained in this study was analysed on the computer using the SPSS statistical software. Frequency, frequency, percentage, mean, standard deviation, median and
interquartile range [IQR] were used as descriptive statistical
methods. Kolmogorov-Smirnov test was used to test normality distribution with analytical tests. Mann-Whitney U
test was used for binary groups and, Kruskal-Wallis test was
used for groups more than two. Spearman correlation test
was used to investigate whether there was a linear relationship between the two numerical measurements. A p-value
less than 0.05 was considered significant.

RESULTS
A total of 282 women were included in the study and the
mean age was 21.2±1.7 years. Sociodemographic characteristics of the individuals are summarized in Table 1.
The SRHSS score in young women was statistically significantly higher in primary school graduates, individuals with lower income and without health insurance
(p=0.036, p=0.047, p=0.033, respectively). SRHSS scores
according to sociodemographic characteristics are summarized in Table 2.
According to the results obtained from this study, the median value of the total SRHSS score was 8.0 [6.0] in young
women. SRHSS total and sub-dimension scores in young
women are summarized in Table 3.
When the relationship between SRHSS subscale scores
and age was evaluated, the results showed that there was
a positive relationship between ''Attitudes Based on Stigma'', one of the SRHSS subscales, and age in young women
(r=0.171, p=0.004). Relationship between SRHSS scale total
and sub-dimension scores with age in young women are
summarized Table 4.

DISCUSSION
For STIs, physical pain is mild and decreases fairly quickly
when treatment begins. However, when it comes to the
emotional pain caused by the stigma associated with STIs,
the probability of living with STIs for the rest of a person's
life may be more destructive.[20] Nurses should be able to
talk to patients about sexual and reproductive health issues, which are considered confidential and not easily
communicated among people, and to identify individuals
at risk early. They should provide training and consultancy
services to these risky groups.[21]
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Table 1. Sociodemographic characteristics of the
individuals
		
Age (years)
		
Nationality
Turkey
Azerbaijan
Marital status
Single
Married
Education level
Primary education
Secondary education
High education
Income rate
Less than income
Income equal to the expense
More than income
Health assurance presence
Yes
No
Family type
Nuclear family
Extended family
Fragmented Family
Place of residence
Village
District center
City center
Profession
Officer
Worker
Housewife
Not working
Other
Level of religious worship
Very low
Low
Middle
High
Very high
Religious knowledge level
Very low
Low
Middle
High
Very high
Movement level according to belief
Never
Sometimes
Most of the time
Always

Mean±SD
21.2±1.7
n (%)
89 (31.6)
193 (68.4)
236 (83.7)
46 (16.3)
34 (12.0)
179 (63.5)
69 (24.5)
118 (41.8)
116 (41.1)
48 (17.1)
224 (79.4)
58 (20.6)
203 (72.0)
70 (24.8)
9 (3.2)
63 (22.3)
76 (27.0)
143 (50.7)
57 (20.2)
49 (17.4)
24 (8.5)
46 (16.3)
106 (37.6)
23 (8.2)
26 (9.2)
141 (50.0)
74 (26.2)
18 (6.4)
6 (2.1)
15 (5.3)
163 (57.8)
87 (30.9)
11 (3.9)
8 (2.8)
37 (13.1)
133 (47.2)
104 (36.9)

In this study, the median value of the SRHSS was 8.0 in
young women. The median value of the SRHSS sub-dimensions in young women; "Accepted stigma" 3.0, "Internalized
stigma" 2.0, "Stigma based attitudes" were found as 3.0.
Bayrakceken also found a similar result in his study with individuals aged 18-24.[19]
SRHSS median score in young women was statistically
significantly higher in primary school graduates. Similar
results were found in the studies on stigmatization in the
literature.[22–24] The modernization of nursing roles has had
an impact on nurses' independent decision-making skills.
A nurse-led interaction and training initiative can reduce
stigma.[25]
SRHSS median score was found to be statistically significantly higher in young women with less than income. In
the literature, some studies showed that individuals with
high-income levels had less negative attitudes, and stigmatizing attitudes were lower.[26, 27] In this study, SRHSS scores
were found to be statistically significantly higher in young
women and those without health insurance. The results
suggests that the absence of social security results from
low income and this increases stigma.
To our knowledge, there is no similar study in the literature
that showed that as the age increases, the negative attitudes based on stigmatization increase, which suggests
that the negative norms of the society increase with the
advancement of age. Logieet al. stated that health services
should be adjusted according to gender and age.[28] Thus,
it is crucial to pay attention to the adolescent age group,
which is an important group for sexual and reproductive
health. The results obtained in this study suggest that there
was a positive statistically significant relationship between
“Attitudes Based on Stigma” and age in young women.
There was no statistically significant difference between
the median score of SRHSS in young women, and performing religious prayers, acting according to religious knowledge level and belief. In the study conducted by Hall et
al., no significant difference was found between religious
knowledge, behavior and emotional questions.[18] This situation can be interpreted as the stigmatization levels of individuals are not based on religious beliefs, and there are
different underlying factors.
This study has some limitations. Only volunteers among
women aged 18-24 participated in this study. Individuals
who know how to use a computer/phone to fill the online form and individuals who know how to fill the online
form were included in this study. In addition, since the data
collection process was limited to one month, 1.6% of the
group was reached.
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Table 2. SRHSS scores according to sociodemographic characteristics
		
Nationality
Turkey
Azerbaijan
Marital status
Single
Married
Education level
Primary education
Secondary education
High education
Income rate
Less than income
Income equal to the expense
More than income
Health /Insurance assurance presence
Yes
No
Family type
Nuclear family
Extended family
Fragmented Family
Place of residence
Village
District center
City center
Profession
Officer
Worker
Housewife
Not working
Other
Level of religious worship
Very low
Low
Middle
High
Very high
Religious knowledge level
Very low
Low
Middle
High
Very high
Movement level according to Belief
Never
Sometimes
Most of the time
Always
SRHSS: Sexual and Reproductive Health Stamping Scale
*Mann-Whitney U test, †Kruskal Wallis test.

n (%)

Median [IQR]

p

89 (31.6)
193 (68.4)

8.0 [6.0]
8.0 [5.0]

0.740*

236 (83.7)
46 (16.3)

8.0 [6.0]
8.5 [5.0]

0.479*

34 (12.0)
179 (63.5)
69 (24.5)

9.5 [5.0]
8.0 [5.0]
5.0 [10.0]

0.036†

118 (41.8)
116 (41.1)
48 (17.1)

8.0 [5.0]
9.0 [5.0]
6.0 [7.0]

0.047†

224 (79.4)
58 (20.6)

8.0[6.0]
9.0[5.0]

0.033*

203 (72.0)
70 (24.8)
9 (3.2)

9.0 [6.0]
8.0 [4.5]
7.0 [3.0]

0.430†

63 (22.3)
76 (27.0)
143 (50.7)

8.0 [4.0]
8.0 [5.0]
8.0 [6.0]

0.525†

57 (20.2)
49 (17.4)
24 (8.5)
46 (16.3)
106 (37.6)

8.0 [7.5]
8.0 [4.5]
7.5 [5.2]
8.5 [5.0]
9.0 [6.0]

0.420†

23 (8.2)
26 (9.2)
141 (50.0)
74 (26.2)
18 (6.4)

10.0 [3.0]
8.0 [7.2]
8.0 [5.0]
8.0 [8.0]
8.0 [6.0]

0.457†

6 (2.1)
15 (5.3)
163 (57.8)
87 (30.9)
11 (3.9)

9.0 [4.2]
8.0 [5.0]
8.0 [5.0]
8.0 [6.0]
10.0 [6.0]

0.638†

8 (2.8)
37 (13.1)
133 (47.2)
104 (36.9)

9.0 [8.5]
9.0 [5.5]
8.0 [6.0]
8.0 [5.0]

0.978†
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Table 3. SRHSS total and sub-dimension scores in young
women
		

Median [IQR]

Total SRHSS
Accepted stamping sub-dimension
Internalized stamping sub-dimension
Attitudes on stigmatization sub-dimension

8.0 [6.0]
3.0 [3.0]
2.0 [4.0]
3.0 [3.0]

SRHSS: Sexual and Reproductive Health Stamping Scale.

Table 4. Relationship between SRHSS total and subdimension scores with age in young women
			 Age (years)
		
Total SRHSS
Accepted stamping sub-dimension
Internalized stamping sub-dimension
Attitudes on stigmatization sub-dimension

r		

p

0.107		0.073
0.043		
0.472
0.039		
0.517
0.171		
0.004

SRHSS: Sexual and Reproductive Health Stamping Scale.
Spearman Correlation.

CONCLUSION
It has been determined that the level of stigmatization varies according to the level of education and income, and it
is recommended to provide training on stigmatizing sexual
and reproductive health for this group.
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