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Abstract

Background: Access to sexual healthcare is a significant challenge, particularly for the male
population, an area that remains under-researched. This study delves into the factors
influencing access to sexual healthcare services among young adult males in Istanbul, with a
special focus on the role of sexual health literacy. The study explores the journey from
patient-physician interaction and active engagement in the appraisal of health knowledge and
risk, to the practical translation of this knowledge into the utilization of sexual healthcare
services. Methods: An anonymous e-survey, conducted in a cross-sectional format, gathered
data on sexual health knowledge, literacy (assessed through the Health Literacy
Questionnaire), self-reported perceived risk for STIs, indicators of risk, and perceived barriers
to sexual healthcare. The survey aimed to capture a comprehensive picture of the various
factors affecting access to sexual healthcare. Results: The research revealed a generally low
access rate to sexual healthcare services among the study participants, coupled with
significant disparities in service utilization, knowledge, literacy, and risk perception. Notably,
it was observed that education and proactive interaction with healthcare providers were linked
to enhanced knowledge. The study also identified crucial connections between the level of
knowledge, active self-management, and other factors in influencing risk perception and
access to healthcare services. Conclusion: The findings underscore the need for
comprehensive sexual education and literacy programs that are culturally appropriate and
suggest changes in service delivery methods to be more proactive and confidential. Peer
education emerged as a potential strategy. The study highlights the importance of accurate
public health risk messaging and need for bridging the cognitive gap in risk appraisal. The
knowledge-action gap to access requires further research to investigate disparities in access to
health information, including longitudinal and qualitative studies to understand the role of

appraisal of information in health literacy and healthcare seeking behaviour.

Keywords: Sexual Healthcare Access, Young Adult Males, Istanbul, Sexual Health Literacy,
Health Literacy Questionnaire, Risk Perception, Cross-Sectional Study, Public Health,

Behavioral Interventions.
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Chapter 1: Introduction

Defining the Problem:

Sexually transmitted infections (STIs) persist as a critical public health issue globally. The
World Health Organization (WHO) reports that over one million STIs are acquired daily,
signifying a substantial epidemiological burden. An estimated 376 million new infections
per annum are attributed to common STIs such as chlamydia, gonorrhea, syphilis, and
trichomoniasis. (1) Recent data indicates a sustained rate of approximately 30,000
new HIV diagnoses annually within the EU/EEA, translating to roughly 6 cases per 100,000
population. (2)

Despite international consensus on the imperative nature of testing, notable disparities in
infection burden and access to diagnostic and healthcare services are evident,
disproportionately impacting migrant communities. (3-5) Consequently, addressing healthcare
access barriers for these vulnerable populations is essential for effectively integrating
immigrant minorities into sexual healthcare frameworks and enhancing their participation in

testing and screening programs.
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Chapter 2: Background and Literature Review

2.1- Sexually Transmitted Infections (STIs)

STIs are a group of infections or illnesses caused by various agents transmitted through
sexual contact. These infections can be transmitted through sex, sharing sex toys, or genital
contact and can affect different anatomic body sites, including genitals, rectum, anus, mouth,
and throat. (1, 3, 5) Susceptible, uninfected persons are prone to catch these infections when
they engage in sexual contact with infectious persons. The primary pathogens behind these
conditions are subdivided into bacteria, viruses, and parasites. Important bacterial STIs
include chlamydia, gonorrhea, and syphilis. Key sexually transmitted viruses of high
importance include HIV (Human Immunodeficiency Virus), HBV (Hepatitis B Virus), and
HPV (Human Papilloma Virus). Trichomoniasis, for example, is a parasitic infection.

However, other medically significant STIs also exist. (1, 3, 5)

STIs often have long infectious periods, and many tend to be asymptomatic for all or some
of this time, meaning they could show no symptoms at all. (3, 5) Thus, they often go
undiagnosed, and if someone does not know their status, they might transmit these infections

to others unknowingly.

Reports on STIs and numbers from different countries and health-regulatory bodies,
despite many of these infections going undiagnosed or underdiagnosed, remain alarming on a
global aspect. The WHO estimates more than one million daily incidences of new STI cases
and more than 370 million annually. (1) According to the European Center for Disease
Prevention and Control, in 2017 alone, the EU/EEA member states reported more than
400,000 chlamydia infections, almost 90,000 new gonorrhea infections, and more than 33,000
new syphilis cases. (2) Additionally, over the past decade, almost 30,000 new HIV diagnoses
have been reported each year in the EU/EEA. (6) However, these trends varied within each
individual country. For example, there has been a significant increase in some STIs in the
U.K., such as chlamydia, syphilis, gonorrhea, and shigella, accompanied by some decrease in
HIV and genital warts due to certain successful efforts. (5) In Tiirkiye, according to data
issued by the Public Health Agency of Tiirkiye and the Ministry of Health, by the end of

12



2019, there were 24,237 HIV positive cases reported and 1,927 AIDS cases. (7) As per World
Health Organization’s data, new diagnoses in Tiirkiye increased by 452%. (8) While new

diagnosis rates decline globally, there’s a rapid growth in Tiirkiye.

2.2- Disparities in the Burden of STIs

Anyone who has sexual encounters is at risk of contracting an STI, but some groups are
more affected. The burden of STIs is not evenly distributed, with apparent discrepancies
between different age groups, sexes, and communities. (1, 5, 9) Young adults are the most
affected group by STIs and HIV. (1, 2, 5, 6, 9, 10) People aged 20-24 have the highest rates of
STIs in the EU/EEA. (6) Nearly half of the new STI diagnoses in the U.K. in 2018 were
among young people (15-24 years old). (5) Young heterosexual women are more likely to be
diagnosed with an STI compared with their male counterparts. (5, 10) Sexual minority men,
or men who have sexual encounters with other men (MSM), are also disproportionately

affected by STIs, including HIV. (3, 5)

Racial and ethnic discrepancies also exist, with immigrants and ethnic minorities having
higher rates of STIs/HIV. (2, 3, 5, 11) An immigrant/international migrant is defined as “any
person who lives temporarily or permanently in a country where they were not born and has
acquired significant social ties to this country.” (12) Around 37% of the new HIV diagnoses in
the EU/EEA area in 2015 were among immigrant populations. (11) According to the CDC’s
2018 annual surveillance report, unacceptably high levels of chlamydia, gonorrhea, syphilis,
and other STIs continue to persist among ethnic minorities and immigrants in the United
States. (2) Doganay M. argues in his article on the impacts of the refugees of the Syrian civil
war on infectious diseases and biosecurity in Tiirkiye that refugees are more prone to sexually
transmitted diseases. (13) Unfortunately, many general or unique pre-migratory or post-

migratory factors exist and intersect, favoring this inequality.

Other high-risk groups with a high burden of STIs/HIV include transgender individuals,
sex workers, and homeless people. (1, 5) Recognizing the intersectional nature of the factors
that might exacerbate inequalities and discrepancies in the magnitude of these infections

among these various populations is important.
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2.3- Risk Factors for STIs

The context of practicing sexual behavior and expressing sexuality can become high-risk
and abnormal. Risky (i.e., “high risk”) sexual behavior has been defined by researchers as
sexual activities and practices that expose the person to a higher risk of contracting STIs. (14)
Important risky behaviors include unprotected condom-less sexual relationships, multiple
sexual partners, alcohol or drug use, engagement in sex work, and engagement in sex with a
partner of unknown STIs/HIV history. (3, 5, 14, 15) Early sexual debut and premarital sexual
relationships are also included in the definition of risky sexual behaviors. (14) Additionally,
increased online sexual activity and the use of online dating applications such as “Tinder”
have been linked to a higher number of previous sexual partners. (16) Other risk factors
include being young, having low knowledge about STIs, having had previous STIs, being
HIV positive, and having legal or familial conflicts. (5, 14) Some STIs have special routes of
transmission, such as HIV and hepatitis B and C viruses, which are blood-borne infections
(i.e., transmitted through blood contact) as well. Additional risk factors for these blood-borne
infections exist and include injecting drugs and sharing syringes, receiving unsafe injections
or blood transfusions, unsterile cutting or piercing, and being exposed to accidental needle

sticks (particularly in health workers). (9)

2.4- Impacts of STIs

2.4.1- Physical Signs and Symptoms

STIs, other than HIV, can have a range of physical signs and symptoms. Many infections
are asymptomatic and could go unnoticed. (3) Localized or systemic symptoms could include
having an unusual or odd-smelling urethral/vaginal/anal discharge, painful or burning
urination, pain during sexual intercourse, anogenital ulcers or blisters, anogenital warts, sore
swollen lymph nodes particularly in the groin area but sometimes more widespread, fever,
rash over the trunk, hands or feet. (5, 17) Depending on the organism causing the infection
and the host, signs and symptoms may appear a few days after exposure or may take years

before any noticeable problem. (5, 17)
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As for HIV, the symptoms depend on the stage of the infection. (9) 80 percent of the cases
are characterized by an influenza-like illness that occurs 2-6 weeks after contracting the virus,
with symptoms including fever, headache, rash, or sore throat. (9) As HIV progresses, the
host's immunity weakens, and other symptoms occur due to contracted other infections and

could include swollen lymph nodes, weight loss, fever, diarrhea, and cough. (9)

2.4.2- Morbidity

Complications due to STIs have a profound impact on sexual and reproductive health.
Untreated, STIs can cause medical problems even in the absence of symptoms. Long-term
morbidities include pelvic inflammatory disease (PID), ectopic pregnancies, infertility,
immunodeficiency, and AIDS, cancers like cervical or anal cancer, and fetal and perinatal
health problems, in addition to many other conditions (3, 5, 18, 19). These morbidities are not
confined to the genitals. For example, untreated genital chlamydia can cause painful
conditions that affect the joints (reactive arthritis) and the liver (hepatitis); or if transmitted
vertically to a child from the mother during birth, might lead to blindness (3, 5, 18, 19).
Without treatment, HIV infection progresses into its last stage known as AIDS, where patients
could also develop severe illnesses such as tuberculosis (TB), cryptococcal meningitis, severe
bacterial infections, and cancers such as lymphomas and Kaposi's sarcoma (9). Additionally,
individuals may get infected with more than one STI at the same time (3, 5, 18, 19). This
might be due to the fact that STIs share a common mode of transmission. Also, infection with
STIs has been proven to facilitate the transmission of HIV as well (3, 5, 17-19). Therefore,
those who have tested positive for an STI are advised to test for other STIs, including HIV (3,
5, 18, 19). Most bacterial STIs can be cured, and early diagnosis and treatment reduce the risk
of complications; however, antibiotic resistance has become a problem for some, especially

gonorrhea (3, 5).

2.4.3- Psychosocial Impact

Getting infected with an STI can be very distressing and raises many concerns regarding its

implications and medical manifestations, testing, social fear and stigma, and implications on
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interpersonal relationships between partners, family members, and communities. All these
concerns are translated in the healthcare-seeking behavior and could impose barriers to

accessing services.

2.5- Access to STIs Testing Services

Testing for STIs is a key intervention. Not only does it ensure that an individual can get
prompt diagnosis and treatment, but it also helps to prevent the onward transmission of
undiagnosed cases. Similarly, testing for HIV represents the “entry point to the HIV
continuum of care”. It links diagnosis to treatment initiation and adherence to ART (Anti-
retroviral therapy) (5). The UNAIDS initiated the 90-90-90 HIV treatment plan in 2014 for
HIV where the st target states that “by 2020, 90% of all people living with HIV will know
their HIV status” (20). And to achieve such a target, it is important to improve access to

testing.

Increasing access to STIs and HIV testing services is one of the public health priorities and
is crucial to slow down the evolving epidemics of STIs. Screening and testing reduce
infectivity at the community level and reduce transmission rates as more people know their
status (5). Identifying people with STIs allows for not only the benefit of treatment but also
for prevention education, HIV testing, identifying HIV-infected persons in need of care, and
partner notification for STIs or HIV infection. And since young adult immigrant minorities
are disproportionately affected by STIs and HIV, it is critical to understand the barriers and

the facilitators to these services to break the chains of transmission.

2.6- Sexual Healthcare Services and Policies in Tirkiye

During the past two decades, there has been a shift in sexual health policies in Tiirkiye.
Between 2003 and 2007, a collaborative project between the Turkish Ministry of Health and
European Commission emerged and significantly promoted sexual health policies in the
Turkish healthcare system (21). Sexual health services’ standards were listed and identified
STI prevention and family planning as core components. This was seen as a shift towards
rights-based sexual health policy. A national action plan for 2005-2015 was issued, however,

it got halted in early 2010, and afterward, a shift in policy was seen with the marginalization
16



of sexual health policies (21). In the government’s 2014-2018 national development plan,
references to sexual health were removed, which undermined the autonomy of sexual health

in Tiirkiye (21).

Despite the shift in policies, there has been no reduction in the universal social insurance
package. STIs (including HIV) testing and treatment services continue to be provided freely
(8, 21). The publication of the Turkish Ministry of Health on HIV/AIDS control program in
2019 promised to strengthen STI testing and treatment services (21). In addition, private

hospitals and private clinics provide these services for a charged fee.

Confidential and anonymous testing is not an option in Turkish hospitals. However, some
district municipalities, especially in Istanbul, have challenged the national policy and
provided confidentiality and anonymity for these services (8, 21). In Istanbul, the district of
Sisli has offered anonymous testing since 2014, in response to appeals from LGBT
communities (21). Besiktas district followed afterward with the same service. The Positive

Living Association also provides similar services in two centers in Istanbul (8).

2.7- Syrian Refugees: Access to Healthcare in Tiirkiye

Syrian refugees in Tiirkiye have their rights to exist and rights to services guaranteed under
the Temporary Protection Right (TPR). Tiirkiye grants TPR to Syrian asylum seekers who
have registered with the United Nations Higher Commission on Refugees (UNHCR) or an
associated government entity (22). TPR has been in effect since 2014 and guarantees Syrian
migrants identity cards, which allow access to legal rights and social services such as
healthcare, education, and work permits. Registered refugees can seek healthcare services at
family practice primary care services, Syrian refugee health clinics, or any Ministry of Health
public hospital (23). They can use all primary health services, including preventive care,
immunization and vaccinations, women’s and reproductive health services, child health
services, and other services (22, 23). They are transferred to private hospitals or University
Health Centers for tertiary care if required. Refugees are guaranteed a 20% co-pay on the cost
of medications, and all other health expenses, including hospitalization and surgical care, are

also covered (23). All refugees are offered voluntary testing, counseling, and medication
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treatment for the STIs (24). However, unregistered migrants are not guaranteed access to care

(22, 23).

2.8- Challenges to Accessing Sexual Healthcare Services

A recent cohort from Tiirkiye assessed how far Tiirkiye is from the UNAIDS 90-90-90
targets and found that 72% and 74% of all HIV patients had been diagnosed in 2016 and
2017, respectively (25). This shows that Tiirkiye is still short of the first target (i.e., getting
90% of HIV cases diagnosed). As for the other targets, 92% of diagnosed cases were on ART
(2nd target), while 70.2% were virally suppressed (3rd target) (25). Another cohort from
Tiirkiye found that 49.4% of newly diagnosed HIV cases between 2003 and 2016 were late
presenters, half of which presented with advanced HIV disease (26). More work is needed to

improve access and utilization of testing services.

The barriers preventing this population from accessing these services are varied and
challenging. These factors are usually categorized into three main levels: individual,

structural, and social level.

2.8.1- Individual Level Barriers

Individual-level barriers can be sub-classified into demographic factors and factors relating
to knowledge and health literacy, attitudes, and behaviors. Age is an important factor in
accessing services, with increasing age linked to higher odds of having been tested for STIs
including HIV (5, 27). In general, male gender is considered a barrier to accessing testing
services (5). This is usually explained by women being more likely to have been tested for
STIs/HIV during their lifespan, as such tests are often part of antenatal screening programs,
and women are generally more involved in healthcare services. Other factors such as the level
of education attained, and income level may also represent challenges and barriers to target
services, with a higher level of either being associated with higher odds of testing (5, 27).
Similarly, self-identifying as homosexual correlates with higher odds of testing (5, 27). This
might be due to heavy awareness and screening campaigns among sexual minority groups

everywhere. Being married or in a monogamous relationship has been reported as a barrier to

18



testing as well (5). In a cohort that examined late presentation of HIV infection in Tiirkiye,
married individuals were usually late presenters (26). This is usually explained by fear of

breaches of confidentiality and societal consequences.

Migration-Related Factors

Acculturation usually increases knowledge about STIs/HIV and familiarity with the new
health system and rights to services (28). However, being a second-generation immigrant is
considered a barrier (29). Also, not speaking the language of the host country is a barrier for
both testing and entering the healthcare system (15, 28, 29). Syrian refugees in Tiirkiye face
the language barrier within the Turkish health system, as not all health facilities in Tiirkiye
have capable interpreters (22, 30-32). Not being able to use the language of the health system
and the local language makes it very difficult for effective health communication to happen
and causes a delay in health communication. For instance, an interesting randomized clinical
trial was conducted in Tiirkiye where it was determined that health education given to Syrian
refugee women in their own language led to a significant positive effect on breast and cervical

cancer awareness (33).

Factors Related to Knowledge, Attitudes & Behaviours

Knowledge about STIs/HIV has been measured in many studies and it has been found that
higher knowledge is a facilitator of testing, whereas lower knowledge is a barrier (5). Less

educated individuals have been found as late presenters of HIV infection in Tiirkiye (26).

Familiarity with the nature of the testing services (e.g., anonymity of test) and knowledge
of how to navigate the healthcare system and how to reach health information are factors that
ease the utilization of STI testing services (5). For example, Syrian refugees in Tiirkiye find
navigating the Turkish health system as an obstacle for treatments. Syrian refugees may not
be well informed about their personal rights and their entitlements under the TPR. They could
lack information about what health services are available in Tiirkiye and what services they

are entitled to with their health cards (22, 30).

Lack of symptoms and feeling healthy is a critical barrier. Symptoms have been identified
as the main reason for people to attend health services appointments (17, 26). This highlights

the need for innovative recruitment techniques to be able to reach participants from outside
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health centers, which would probably not attend to health facilities as many of the STIs are

usually asymptomatic.

Individual perception of risk has been examined in different studies. The lower the
perception of risk, the more of a barrier it acts (5, 27). Those who perceive themselves as at

higher risk of acquiring HIV, for example, are more likely to get tested (5, 34).

Engaging in a risky sexual behavior has been found as a trigger for testing (27, 34, 35).
Important risky behaviors include condom-less sex, multiple sexual partners, drug use, and

engagement in sex work and engagement in sex with a partner of unknown STIs/HIV history

(16,27, 35).

Additionally, having been tested previously for an STI/HIV or hearing that a friend has
tested positive for HIV, for example, have been found to be facilitators to subsequent testing
(34). Lastly, fear of testing positive and subsequent consequences such as a partner leaving, or

family denial are important barriers to STIs/HIV testing (5, 34).

The Challenge of Health Literacy

Health literacy has gained global attention in the last decades (36). The term ‘“‘health
literacy” goes back to the 1970s (37) and is defined as “the personal characteristics and social
resources required for individuals and communities to access, understand, appraise, and use
information and services to make decisions about health” (36). It is a wide, multifaceted, and
multidimensional concept that addresses environmental, political, and social factors that
determine health, and encompasses a variety of skills and competencies a person develops
over their lifespan that allow them to seek out, access, understand, and utilize health
information to improve health and avoid risks (36, 38-41). It is mediated by education level
and is affected by culture, language, and the characteristics of health-related settings (38, 39,
41, 42).

Health literacy is a barrier to care and a strong predictor of health. Limited health literacy
significantly affects health and associates with high health system costs (36). Low levels of
literacy have been linked to a wide range of health-related outcomes including less
participation in health-promoting and disease detection activities (36), lower use of preventive

medical services such as mammography screening for breast cancer (41, 43) and screening for
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cervical cancer (44), inadequate management of long-term conditions such as HIV infection
(36, 37, 41), riskier health choices such as higher rates of smoking, poor adherence to
medication, increased hospitalization and rehospitalization, and ultimately increased
morbidity and mortality (36). Thus, increasing the costs and charges on both the individual
and the health system.

Unfortunately, as our societies keep modernizing, a health literacy crisis in Europe and
beyond keeps unveiling (36). According to the European health literacy survey which was
conducted in eight European countries, 47% of the respondents showed insufficient or
problematic health literacy (45). This could be explained by the increasing unhealthy lifestyle
markets globally as well as the increasing complexity of health systems which makes it harder
for individuals to properly navigate the health system and to take better informed decisions
regarding their own health. In addition, education systems are often behind when it comes to
providing skills and competencies for people to adequately handle these challenges (36).
Ozdemir et al. assessed the level of health literacy in Tiirkiye by using two different measures:
REALM (a word recognition and pronunciation test) and NVS (a test which involves
interpretation of a nutritional label) and found that 58.7% of participants had an adequate
level of health literacy on REALM compared to 28.1% on the NVS test (39). However, this
study did not include the assessment of information and decision-making skills that people

make for health, thus limiting the results.

Immigrants, in general, score lower on health literacy scales than native populations (32,
36, 37). They usually have significant language and health literacy difficulties which are
usually exacerbated by other cultural and economic challenges (32, 46). This translates into
having poorer access to both health information and disease prevention and care services
which may explain disparities and inequalities in the burden of diseases (32, 36, 37). In a
population study conducted by the IOM and WHO, a total of 7105 Syrian refugees in Tiirkiye
participated in this mixed-methods design. Health literacy levels were inadequate or
problematic in 82.8% of the participants (32). In another cross-sectional study assessing
general health literacy and associated factors among Syrians under TPR residing in Gaziemir

district in Izmir, which is the second-largest city in Tiirkiye, 70.8% out of the 280 participants
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had inadequate general health literacy, and 22.7% had problematic levels, and only around 7%
had adequate to excellent levels (47).

2.8.2- Structural Factors

Structural barriers are those that are outside one’s own control. They can worsen the health
status of an individual, increase vulnerability to diseases and infections, and precipitate

negative outcomes of the disease.

Location of facilities and waiting times for services have been identified as barriers for
testing (5). Also, routine mandatory screening is viewed as discriminatory against immigrants
in general and acts as a barrier as well (28). However, Syrian refugees in Tiirkiye are offered
voluntary testing for STIs rather than obligatory (24). Structural financial barriers such as the
costs of STI testing and treatment services and lack of governmental funding impose barriers
on the utilization of these services (21). Also, a lack of health insurance, for example, has

been found to impact individuals' access to healthcare services in Tiirkiye (48).

And lastly, the legal status of immigrants plays a big role as well. Undocumented status
means no entitlement to health services and the fear of deportation escalates the problem (11,
28). Syrian refugees who are not registered under the TPR are not guaranteed access to

healthcare including sexual health services (13, 22-24).

2.8.3- Social Factors

Barriers that are social in nature are probably the most interesting when we talk about STI
and sexual healthcare. It is interesting how social views concerning these topics constitute
hurdles for certain populations that need to surmount to benefit from services when available
and effective. Despite services being there and being effective, this does not guarantee that
they would be utilized. And when underutilized, these are situations usually known as
“missed opportunities”. And deciding on whether to seize an opportunity or simply to just

avoid it is usually conditioned by these societal factors as well as the factors discussed before.

Immigrants fear testing positive for an HIV test due to related social consequences (11,

29). Perceived lack of support from families, friends, relatives, or religious leaders are a few
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of the main reasons for fearing to test. This could be explained by the fact that HIV/AIDS is
still a lifetime infection and progressed stages of the disease are of significant morbidity and
mortality. It might be different from other STIs in being of higher seriousness; but it

resembles other STIs through sharing some common societal barriers.

Out of the main social barriers to STIs and HIV testing are the stigmas that surround these

infections, the shaming, and the discrimination (5, 27, 35).

2.8.4- The Stigma

Si2ce the early start of the HIV/AIDS era, there has been a parallel epidemic of stigma that

affects those who are infected with it. Similarly, other STIs are stigmatized as well.
Defining Stigma

Stigma is a socially constructed process of shaming and marginalizing individuals of
certain characteristics and or identities. In the context of STIs, stigma has been defined as ‘an
attribute or label that sets a person apart from others and links the labeled person to
undesirable characteristics’ (49, 50). The CDC defines HIV stigma as “negative attitudes and

beliefs about people living with HIV. It is the prejudice that comes with labeling an individual
as part of a group that is believed to be socially unacceptable” (51).

Goffman described three types of stigma manifestations (29, 50). The first relates to
“abominations of the body” and this could be seen as body deformities or symptoms of a
disease (50). In understanding sexual seeking behavior, Mapp et al. highlighted the idea of
how symptoms of STIs can trigger health-seeking behavior and “disrupt ideas of the self,
causing feelings of self-disgust, loss of innocence, and shame” (52). The second type of
stigma relates to taboo behaviors (i.e., “blemishes of individual character”) and the third type
is “tribal” in its nature and relates to race, nation, or religion (50). Thus, with these three
characteristics being shared by ST1Is, it becomes clear how HIV/STIs are prone to

stigmatization (50, 53).
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Sources of Sigma

The nature of STI/HIV-associated stigma is complex and has many sociocultural roots.
Negative perceptions and the mistreatment that stems from it are associated with individual
beliefs and attitudes, as well as cultural and religious norms (52). STIs are associated with
taboo behaviors and sexuality topics such as sexual orientation (e.g., homosexuality), gender
identity, sexual rights, sex work, and substance use (52). Topics like infidelity to a partner and
pre-marital casual sex may be involved which are considered immoral among various
cultures. Thus, they are seen usually as “symbols of immoral behavior” (52). Historically,
women have been blamed and judged for STIs much more than men as some believed that
women were vectors of these infections; and thus, women tend to be more affected by stigma
(54). In addition, religiosity associates with higher levels of shame and stigma (52).
Eventually, this culture of stigma feeds on many other factors to grow such as media and
education where inappropriate images or inappropriate terms are used (52). For example, Julia
Marcus from the department of population medicine at Harvard Medical School, argues in

one of her latest commentaries published in 2020 that the continued use of ambiguous and

99 ¢ 29 ¢

stigmatizing language in the scientific literature such as “unsafe sex,” “risky sex,” “risky
sexual behavior,” or “high-risk sexual behavior,” continues to feed the stigma surrounding
STIs and change into more neutral terms should be enacted in order to reduce stigma (52).
Also, it 1s very important to highlight the role of misconceptions and wrong information about

STIs in general and HIV specifically (51).

Forms and Contexts of Stigma

STIs/HIV-related stigma can be experienced in various forms and throughout different

contexts.

A- Internalized (Self) Stigma

Internalized stigma refers to the extent of validation and endorsement of the negative
feelings and acceptance of discredited status as valid, and development of negative self-image
(51). This type of stigma has been studied repeatedly in the context of HIV and has been
found to be associated with greater depressive symptoms, lower treatment-seeking behavior,
and lower adherence to treatment (29, 51). The fear of discrimination and self-stigmatizing

beliefs such as self-shaming and self-blaming not only undermine health-seeking behavior but
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also damage the emotional and mental well-being. Self-stigma has been found to be a barrier

to STI/HIV testing (5, 29, 51).
B- Healthcare Stigma

Many studies report HIV/STI-related stigma within healthcare settings (55). Negative
attitudes of healthcare professionals (HCPs) towards people of black race, for example, who

are infected with STI/HIV are reported repeatedly (29, 49, 56).

Agnes et al. explored the experiences of immigrant black women living with HIV within
healthcare settings in Belgium. However, it is important to note that this study was limited by
purposive sampling and snowballing technique which might have caused research bias. They
had a good number of participants, and although most of the participants did not report
stigmatizing behaviors from HCPs, they were able to construct knowledge about causes and
consequences of stigma in this context. The main causes were ‘linkage of HIV to immoral
behavior’ where participants perceived HIV as a foreign disease and felt blamed for it; ‘Fear

of contamination’; and ‘Lack of proper knowledge and awareness of HIV transmission’ (54).

The forms of stigma experienced in the same study varied from delayed/denial of care,
excessive precautions, unlawful disclosure of status, and blame and humiliation (52). Whereas
consequences varied from reporting undermined self-esteem and mental health, non-
disclosure of status to non-HIV treating personnel, and avoidance or delay in seeking help
(56). Thus, it is important to address this barrier as such experiences may leave people afraid

to seek out healthcare services.

In a Turkish qualitative study on HIV-related stigma, all participants had experiences of
being treated differently from physicians or nurses (50). They experienced hesitation of
delivery of healthcare due to fear of contagion (50). Thus, the forms of stigma experienced in
healthcare vary from delayed/denial of care, excessive precautions, unlawful disclosure of
orientation or status, and blame and humiliation (49, 51, 52). Whereas consequences varied
from reporting undermined self-esteem and mental health, non-disclosure of status to non-
HIV treating personnel, and avoidance or delay in seeking help (49, 51, 52). Thus, it is

important to address this barrier and to recognize the intersectional layers of the stigma
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arising from stigma towards STIs and HIV and the stigma towards sexual orientation as such

experiences may leave people afraid to seek out healthcare services.

C- Other Forms of Stigma

Other forms include stigma and discrimination related to employment/at-work, or
community and household level stigma. These usually include discriminatory practices such
as termination or refusal to renew work contracts or forcing infected individuals to leave their
home and so on. Most of the HIV-positive participants in qualitative research on HIV-related
stigma acknowledged their fears of losing their jobs if disclosing their HIV status to their
workplaces and many had fears of losing their family support (50).

D- Intersectional Stigma

People living with HIV are prone to higher levels of stigma due to the intersectionality
between stigma and other oppressive and discriminating rejection culture imposed by society.
Mutual, overlapping, and multilevel forms of discriminative inequities have been theorized to
impact the level of STI/HIV testing including STI/HIV-related stigma, sexism, racism, and
homo/transphobia (29, 57).

2.9- Rationale for the Study and Study Significance

STIs lead to various medical and psychological consequences in millions of men globally,
causing acute illnesses, long-term disabilities, and death. Many of these conditions are
treatable and preventable, yet certain barriers need to be addressed. Research has shown that
men from immigrant minorities are disproportionately affected by both the magnitude of these

conditions and the inhibitory barriers that impede their access to sexual healthcare services.

Due to methodological limitations and a low access rate among Syrians, the study was
unable to perform subgroup analyses for Turkish and Syrian men separately. Instead, an
integrated analysis was conducted, which provided insight into how various factors interplay
among both groups. This approach is crucial for understanding the utilization patterns of
sexual healthcare services and allows for improvements in sexual healthcare policies and
service delivery. These enhancements could ultimately increase access to these services and

reduce the prevalence of these conditions in the community. While significant gaps in
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knowledge remain, especially regarding access among specific subgroups, this study
contributes to a broader understanding of the barriers to sexual healthcare services and
highlights the need for tailored approaches to address these challenges. The findings
underscore the importance of considering the diverse needs of different populations in sexual

health literacy programs and policy formulations.
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Research Question

"What factors influence access to sexual healthcare services among young adult Syrian and
Turkish males, and how do elements such as sexual health literacy and perceived risk interact

and differ between these two groups?"
Aim
To investigate the determinants of access to sexual healthcare services among Syrian and

Turkish young adult males living in Istanbul, with a focus on understanding how variations in

sexual health literacy, risk behaviors, and perceived risk influence this access.

Objectives

a. Assess the impact of socio-demographic and economic backgrounds on access to
sexual healthcare services among young adult Syrian and Turkish males in Istanbul.

b. Examine the role of health literacy dimensions in facilitating or impeding access to
sexual healthcare services, focusing on differences between Syrian refugees and
Turkish nationals.

c. Investigate the level and sources of knowledge about STIs among the study
population and its influence on healthcare access, with a comparative analysis
between Syrian and Turkish young adult males.

d. Evaluate the prevalence and impact of STI-related risk behaviors on access to
sexual healthcare services, comparing the experiences of Syrian and Turkish young
adult males.

e. Understand the variations in STI risk perception between Syrian and Turkish young
adult males and how this perception influences their healthcare-seeking behavior.

f. Explore individual, social, and structural barriers affecting access to sexual
healthcare services as perceived by Syrian and Turkish young adult males.

g. Contrast the level and nature of access to sexual healthcare services, including STI
or HIV testing and diagnoses, between Syrian and Turkish young adult males.

h. Recommend targeted interventions and policy modifications to improve access to
sexual healthcare services for Syrian and Turkish young adult males in Istanbul,

addressing identified barriers and enhancing sexual health literacy.
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Chapter 3: Methodology

3.1- Introduction to Methods

This chapter details the type of the study with its methods and instrument that were used to
grasp ideas on the associated factors to access to sexual healthcare among 18-29 years old
males residing in Istanbul. The methodology was designed to explore the barriers and
enablers that affect the utilization of and access to sexual healthcare services within our
specified demographic group. This methodological framework sets the stage for the empirical
findings that follow and ensures that the study's objectives are addressed systematically and

rigorously.

3.2- Study Setting and Description of the Study Population

The study was conducted in Istanbul, Tiirkiye, utilizing an online questionnaire survey
administered primarily through the tool "Nettskjema." This tool, developed by the IT center at
UiO, is designed for user-friendliness, security, and privacy, adhering to Norwegian privacy
requirements. It enables respondents to submit answers anonymously from mobile devices

without collecting IP or email addresses.

Istanbul's selection was strategic; it's a highly populated metropolitan area with a high
number of registered Syrian refugees, facilitating swift recruitment. (58) As of 2020,
Istanbul's population exceeded 15 million. By May 2021, Tiirkiye hosted over 3.67 million
Syrian refugees, with more than 525,000 registered in Istanbul, representing 14.3% of the
city's population and 3.5% of Istanbul's total population. Specifically, male Syrian refugees
aged 19-29 constituted 13.7% of the refugee population, equating to around 72,000
individuals within the target age range for the study. (59) Top of Form

3.3- Research Design

This was a cross-sectional study in its design. The design was chosen for its efficiency in
measuring the prevalence of access to sexual healthcare services and the associated variables

at a single point in time.(60) This method was particularly suitable for achieving the
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objectives of this research, as it facilitated the concurrent examination of various factors,
which is both time-saving and cost-effective, aligning well with the constraints of a self-

funded master's degree thesis project.(60)

3.3.1- Participant Selection and Sampling

The nettskjema survey link was distributed on social media groups in Istanbul, especially
Syrian support groups. Convenience sampling and snowballing techniques were utilized, with
online anonymous survey to ensure inclusivity. Measures were taken to ensure the

confidentiality of participant data throughout the study.

3.3.2- Inclusion and Exclusion Criteria
The inclusion criteria for participants in this study were as follows:

a

Either Syrian refugees or Turkish nationals.
b- Males aged between 18 and 29 years.
c

d

Residency in Istanbul for a period exceeding 12 months.

Ability to read Turkish or Arabic and provide informed consent.

The exclusion criteria specified that individuals would not be considered for participation

if they:

a- Had never been sexually active, meaning no sexual experiences at all.

b- Refused to provide informed consent.

3.3.3- Measurements

Access to sexual healthcare: Initially, we defined access to sexual healthcare primarily as
the use of HIV or STI testing services within the 12 months prior to the study among sexually
active individuals. However, due to lower-than-expected prevalence rates, we adjusted our
approach. We expanded the definition of access to include any of the following within the
previous 12 months: STI testing, HIV testing, visiting an assigned family doctor, or receipt of

an STI diagnosis. Each of these indicators represents a distinct path for individuals to
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potentially obtain sexual healthcare services they need. We then created a new binary variable

denoting “access” within 12 months' timeframe.

Sexual health literacy: To effectively measure sexual health literacy among the study
participants, we employed a dual approach. STI knowledge was assessed through a set of five
questions adapted from previous literature, tailored to our target population.(61, 62) These
included two incorrect statements (“All sexually transmitted infections can be cured”; “You
can tell from someone’s appearance whether they have HIV or not”) and two correct
statements (“It is easier to contract HIV if a person has another sexually transmitted infection”
and “Hepeatitis B is a sexually transmitted infection). Answer options included true, false, or
not sure. Participants' responses were scored for accuracy, with a correct answer receiving one
point and an incorrect or unsure response receiving zero. One multiple-answer question
challenged participants' knowledge on the routes of transmission of HIV. They were asked to
identify correct transmission modes of HIV/AIDS from—contaminated needles, mosquito
bites, from mother to baby during birth, hugging, kissing, vaginal sex, anal sex, shared
toothbrush, and shared bathroom. Among the options, only five were true, including
contaminated needles, vertical transmission to the baby during birth, vaginal or anal sex, and
shared toothbrush. A correct answer for each question scored 1 point, and an incorrect answer
or “not sure” answer scored 0. Overall, the knowledge score was measured on a scale from 0

to 9.

In addition, the health literacy questionnaire (HLQ) was used to assess subjects’ general
health literacy level within various dimensions. The development of this instrument was
guided by the WHO definition of health literacy and has been out since 2013. (38,39,41,42)
It is a self-report questionnaire of high quality and encompasses 44 items within 9 scales.
Each of these scales measures a distinct construct of general health literacy. Subjects will be
asked to indicate how strongly they “disagree” or “agree” with a statement or to indicate how
“difficult” or “easy” a given task for them is. The first five domains had possible scores from

1 to4 while the other four scales had a possible range score from 1 to 5.

Self-Perceived Risk: Participants were asked to rate their perceived risk of contracting

STIs on a scale from 1 (no risk) to 5 (very high risk).
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Sexual Health and Indicators of Risk: We measured participants' sexual activity (both
ever and in the last 12 months) and a range of risk indicators. These indicators included the
number of sexual partners (in the last 12 months), engagement in unprotected sexual
encounters, ( ever and in the previous 12 months) use of dating applications or websites for
casual sexual encounters (cybersex) , frequency of condom use (on a Likert scale from 1 to 5
with never to always) , self or partner’s use of alcohol use before or during sexual encounters
and age at first sexual experience. (‘early sexual debut’ was considered when 1st sexual

experience was before the age of 16.)

Utilization of Healthcare Services: This aspect focused on the use of STI/HIV services
and visits to primary care physicians (PCPs) in the past 12 months. It also included whether

participants had been diagnosed with an STI within the same timeframe.

Preferred Source for Knowledge: A single-answer question was used to determine the
preferred sources for sexual health information. Options included various traditional and
digital media such as radio, television, mobile phones (SMS or calls), social media, email,
posters, leaflets, billboards, and community events. These sources were then categorized into
four groups: health professionals, digital media, traditional media, and other sources including

family and community.

Perceived Barriers to SHC: Participants were asked to identify barriers they faced in

accessing sexual health services. These barriers were categorized into three levels:

1- Individual-Level Barriers: Included lack of knowledge about where to access
services, affordability, fear of a positive test result, and perceived irrelevance of sexual
health services.

2- Social-Level Barriers: Encompassed negative attitudes of healthcare workers and
feelings of shyness or embarrassment.

3- Structural-Level Barriers: Addressed the lack of nearby health centers, concerns
about confidentiality and privacy, perceived low quality of healthcare services, and

time constraints.
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3.4- Sample Size and Power Calculation

By using a confidence level of 95 % and allowing a margin of error of 5 % (alpha= 0.05)
with a 50 % population proportion; using “Raosoft” online sample size calculator software,
the sample size for this study has been calculated as 386. However, after handling of data, the
282 were initially included into the study where the analysis for sexual health literacy was
done. Then only 224 participants were included in the other analyses, due to certain

limitations mentioned ahead.

3.5- Ethical Considerations

This study did not receive any financing.
License for use of HLQ was purchased and included in appendices. (Adppendix-A)

Recruitment of participants did not commence until final written ethics approval had been
received from the Regional Registered Research Ethical Committees (REC) of Oslo.
(Appendix-B). Additionally, ethical clearance was obtained from Yeditepe University in
Tirkiye (Appendix-C) and Oslo University in Norway. (Appendix-D)

We also received acceptance from the NSD (Norwegian Centre for Research Data) in
Norway to handle data correctly and protect the privacy and confidentiality of participants.

(Appendix-E) No personal data were handled at all during the study.

Participants were given an information leaflet at invitation where the study was explained
in detail. (Appendix-F) Also, an informed consent form (Appendix-G) at the beginning of the
online survey, where the study was explained, including what it entails, its outcomes, and
possible risks to them. These were included in Arabic or Turkish languages. Participants were
informed of their right to leave the study at any time. Submission of results was the cut-off

point for them to cancel their participation.

Storage of data was done using TSD. The TSD (in Norwegian, Service for Sensitive Data)
is designed for storing and post- processing sensitive data in compliance with the Norwegian
“Personal Data Act” and “Health Research Act”. TSD is developed and maintained by USIT

at the University of Oslo and supports research activities run at Norwegian public institutions.
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TSD provides virtual servers, backup-systems, storage-systems, high performance computing
facility and databases all confined within in a highly secured environment. Storage in TSD
makes use of a dedicated portion of the storage facility “Astrastore” provided by NorSTore,
the Norwegian data infrastructure provider. In addition, TSD offers a large set of software
tools for data management and analysis. TSD allows secure data harvesting, time-point

studies and strong identification of the respondents.

3.6- Pilot Study and Main Data Collection

After a nearly year-long setback caused by the outbreak of COVID-19 and having to leave
Norway due to visa issues, our research journey took an unexpected turn. We initially
attempted to conduct our research in Tiirkiye, but it faced rejection by the ethical committee
for reasons that remained somewhat unclear. Subsequently, we underwent a third
transformation of the project by shifting the focus to a comparative study between Syrian and
Turkish populations. This entire process spanned a year, filled with challenges and

adaptations.

Following the acquisition of all necessary ethical clearances, we conducted a pilot study to
validate our research instrument and methodology. Between September 20, 2021, and October
1, 2021, we recruited 30 participants. The analysis of this pilot study uncovered some
questions that were not well-understood by the participants, prompting us to refine and clarify
them. Additionally, we decided to remove one question related to HIV from the instrument.
We assessed Cronbach's alpha for all scales, which yielded promising results, affirming the
reliability of our measurements. Adaptations to the instrument were done such as deleting

some questions. For example, a separate question about perceived risk to HIV was deleted.

With the instrument finalized (4ppendix-H), data collection began in early January 2022
and continued until mid-April 2022. We primarily used social media groups and convenience
sampling. However, engaging Syrian participants proved to be challenging initially, as many
were hesitant to participate due to the sensitive nature of the topic or concerns about data
privacy, despite our assurances of stringent data protection measures. To overcome this

hurdle, I, as the lead researcher, ventured into areas densely populated by Syrians, changing
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locations daily to diversify our sample. Despite the difficulties, by mid-April, we successfully

completed this demanding phase of our research.

The anonymous, online, and sensitive characteristics of this study has made it not possible
to assess a response rate. However, there was a sensed difficulty in recruiting participants,
particularly Syrians, most likely due to lack of trust, concerns about sensitive data and
sensitivity of the topic itself. Despite knowing and speaking the Arabic language at a native
level, despite explaining the study and data handling, and despite the detailed study leaflets

and informed consents, these challenges continued throughout the recruitment phase

3.7- Data Analysis

We employed a diverse array of statistical methods to conduct a comprehensive analysis of
our dataset. Initially, we collected 355 survey responses, but to maintain data integrity, we
rigorously applied inclusion and exclusion criteria. Respondents who completed the survey
abruptly (within less than 2-3 minutes) or displayed indications of straight lining in their
responses were excluded from our refined dataset. Consequently, the initial literacy
description analysis was conducted on a final dataset consisting of 282 participants.
Subsequently, the sample size was further reduced to 224 individuals who reported engaging

in sexual activity within the preceding 12 months.

To analyze our study population comprehensively, we utilized descriptive statistics
encompassing sociodemographic factors, health literacy, knowledge levels, risk perception,
service utilization, perceived barriers, and sexual healthcare access. This systematic approach
facilitated meaningful comparisons between Turkish and Syrian individuals, identifying
disparities. For categorical variables, we employed chi-square tests, while for continuous

variables that did not follow a normal distribution, we utilized the Mann-Whitney U test.

To handle literacy scores, we computed the mean of individual scales, yielding a composite
mean score for each dimension. This mean score served as the cutoff value for literacy levels
within each domain, with a score at or above considered adequate and below considered
inadequate. Similarly, for knowledge, we determined the total score, using the median as the

cutoff value for levels.
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Associations with access were initially assessed using crude odds ratios and 95%
confidence intervals through binary logistic regression analysis. However, to account for the
effects of other variables and respect the theoretical and statistical significance of predictor
variables, we included most of the variables in our model, encompassing age, income,
education, relationship status, health insurance, knowledge, risk perception, source of
knowledge, literacy, and access as outcome variables. This comprehensive approach revealed

significant results among the adjusted odds ratios and unearthed previously masked findings.

For analysis, version 22 of IBM SPSS was utilized. A p-value of 0.05 was employed to

denote significance.
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Chapter 4: Results

4.1- Introductory Overview

The main purpose of this study was to examine recent access to sexual healthcare among
18-29-year-old males living in Istanbul, and ultimately assess its predictors and compare the
results between Syrian refugees and Turkish locals. For these purposes, we measured general
health literacy levels, knowledge about STIs and HIV, risk perception for STIs acquisition,
sexual behaviors, utilization of healthcare services such as Testing for HIV or other ST1Is,
perceived barriers for these services in addition to demographic and socioeconomic factors.
This chapter presents the results of the study, which were obtained through an anonymous e-
survey administered with a sample size of 282 participants. The findings of this study are
significant because they provide insight regarding the knowledge, practices, and risk
perceptions among vulnerable population, which can inform the development of targeted
literacy and interventions programs and public sexual health promotion campaigns. The
results are presented in six main sections that would cover the characteristics of the sample,
sexual health literacy, sexual practices and risk perception, perceived barriers to utilization of

services, and access to SHC services.

4.2- Participants’ Socioeconomic and Demographic Traits

The total number of male participants included in the study was 282. Participants'
demographic, socioeconomic and health-related details balanced against their ethnicity are

displayed in Table-1.

Among 282 participants, 160 (56.7%) were Syrian, while the remaining 122 (43.3%) were
Turkish. All participants were males as indicated by study inclusion criteria. Among 282
participants, 160 (56.7%) were Syrian, while the remaining 122 (43.3%) were Turkish. All
participants were males as indicated by study inclusion criteria. As for the age distribution
within the sample, 55% of participants fell into the 18 to 25 age group, with the remaining
45% aged between 26 and 29. A similar age distribution was noted among Syrian and Turkish

ethnic subgroups.
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Table 1: Sociodemographic and Economic Characteristics of Sample (N=282)

Variable Category Turkish Syrian Total

Age group 18 — 25 years 63(38.5%) 92 (39.4%) 155 (55%)

26 — 29 years 59 (61.5%) 68 (60.6%) 127 (45%)

Relationship In a relationship 24 (19.7%) 45 (28.1%) 69 (24.5%)
Status

Education ©~

Monthly Income*

Health Coverage*

Not in relationship

< High School

= High School

> High School

No or Low

Moderate

High

State Insurance

Private Insurance

None

98 (80.3%)

10 (8.2%)

31 (25.4%)

81 (66.4%)

10 (8.2%)

81 (66.4%)

31 (25.4%)

96 (78.7%)

31 (25.4%)

14 (11.5%)

115(71.9%)

36 (22.5%)

58 (36.3%)

66 (41.3%)

49 (30.6%)

91 (56.9%)

20 (12.5%)

58 (36.3%)

26 (16.3%)

76 (47.5%)

213 (75.5%)

46 (16.3%)

89 (31.8%)

147 (52.1%)

59 (20.9%)

172 (61.0%)

51 (18.1%)

154 (54.6%)

57 (20.2%)

90 (31.9%)

Note: Analysis was performed on 282 participants including 122 Turkish and 160 Syrian

participants. Chi-square tests were conducted to examine the significance of differences

between these two ethnic cohorts with a chosen significance level of p < 0.05.

Regarding relationship status, the majority (75.5%) were not in committed relationships,

including those who were single, separated, or divorced. Only a minority (24.5%) reported
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being in a partnership, marriage, or a relationship with a sole partner. The breakdown of
relationship status was similar for both Turkish (80.3% single, separated, or divorced) and

Syrian (71.9% single, separated, or divorced) participants.

When looking at educational attainment of the two groups, distinct results emerged. In
contrast to 66.4% of Turks and 41.2% of Syrians, totaling 52.1% of the sample, who had
completed higher education (Bachelor's, Master's, Doctorate, or equivalent degrees), a smaller
proportion of Turkish participants (8.2%) and a larger percentage of Syrian participants
(22.5%) did not complete primary school or receive formal education. Meanwhile, 25.4% of
Turks and 36.2% of Syrians reported that they had completed high school or its equivalent as

their highest achieved educational level

As for individual monthly income, 20.9% of participants, including 8.2% of Turkish
participants and 30.8% of Syrian participants, had no or low monthly income, equivalent to or
less than the minimum wage at the time of data collection. The majority of 61% had a
moderate monthly income, with 66.4% of Turkish and 56.9% of Syrian participants falling
into this income range. Only a small percentage (18.1%) were considered to have a high

monthly income, including 25.4% of Turks and 12.5% of Syrians.

There was also a significant difference in health insurance coverage, with 88.5% of
Turkish participants reporting possession of private and/or social health insurance, compared
to a lower percentage of 52.5% among Syrian participants. This also translated with 29.5% of
our participants reporting absence of health insurance coverage State Insurance was
significantly more common among Turkish participants (78.7%) compared to Syrian
participants (36.3%). Meanwhile, private insurance was reported by 25.4% of Turkish
participants and 16.3% of Syrian participants.

As shown in Table 1, we conducted Pearson chi-square test of significance and examined
the association between participants' ethnicity and sociodemographic variables. The p-value
for the chi-square statistic was less than 0.001, indicating a significant difference in the
distributions of highest completed educational level, possession of state health insurance,

lacking any form of health coverage and individual monthly income between Turkish and
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Syrian participants. Thus, there is a significant association between ethnicity and these

sociodemographic factors.

We also evaluated self-reported Turkish language proficiency among Syrian participants.
Out of the 160 participants, 23.8% reported a good to proficient level, 23.1% reported a poor

level, while more than half of the group reported a fair level of proficiency.

4.3- Sexual Health Literacy Analysis

4.3.1- Overview of Sexual Health Literacy

In this section of the thesis, we explore the participants' sexual health, aiming to gain
valuable insights into their behaviors and practices, particularly in terms of accessing sexual
healthcare services. We begin by examining their knowledge levels related to STIs and HIV
and identifying their preferred sources of knowledge. We then conduct an in-depth analysis of
their performance across various domains of general health literacy, as measured by the HLQ
assessment tool. Finally, we investigate the variations in sexual health literacy within different
sociodemographic characteristics while identifying significant associates. Throughout this

part, we draw comparisons between Syrian and Turkish cohorts.

4.3.2- Sexual Health Knowledge

Four statements were asked whether true or false. 68.9 % of Turks and 61.3 % of Syrians
knew that not all STIs can be cured. In contrast to a majority approximating 80 % of Turkish
individuals who knew that one cannot tell from someone’s appearance whether they have HIV
or not, around 52 % of Syrian participants were either unsure or answered incorrectly.
Interestingly, most of the participants, including 66.4 % of Turks and 85 % of Syrians, did not
know or were not sure whether having a concurrent STI other than HIV would make it easier
to contract HIV, and only 49.2 % of Turks and 34.4% of Syrians knew that Hepatitis B is a

sexually transmitted infection.

In addition to these statements, participants’ knowledge of five different transmission

routes of HIV were assessed using a multiple answer question. Most of our participants were
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able to identify contaminated needles and vaginal / anal routes of sex as virus spreading
mechanisms. In addition, only minorities in each group answered incorrectly and picked
mosquito bites, hugging, kissing, or sharing a bathroom as infection transfer routes. However,
less than half of the individuals within both cohorts, comprising remarkably around 47% and
43% of the Turks and Syrians respectively, failed to identify the possibility of vertical
transmission of HIV from mother to baby during vaginal delivery. Peculiarly, our results show
that those who truly knew that HIV can be contagious through sharing a toothbrush were less
than 30 % and 17% of the subjects from Tiirkiye and Syria respectively.

4.3.3- Composite Score of Knowledge Regarding STIs and HIV

To attain a more generalized understanding about participants’ knowledge levels of STIs,
we constructed a composite score scale with possible range from zero to nine by adding one
point for every correct answer. Total knowledge scores were computed among overall sample,
and as the data did not show normal distribution, the median score was used as a cutoff value
with scores equal to or above it indicates adequate to high level and scores below it

considered inadequate.

The overall median knowledge score was 5.0, with an interquartile range (IQR) ranging
from 3.0 to 7.0. Among Turkish participants, the median score was 6.0, with an IQR from 4.0
to 7.0, while Syrian participants had a lower median score of 4.0, with an IQR ranging from
3.0 to 6.0. We performed a Mann-Whitney U test (M-W test) to examine variations in
knowledge scores between Turkish nationals and Syrian refugees in our sample. We observed
a U statistic of 7245.5, along with a p-value less than 0.001, indicating a highly significant
difference. The Cohen's d effect size estimate for standardized mean scores was 0.48, which is
remarkably close to the benchmark of 0.5, signifying a moderate effect size. Our findings
suggest that the difference in STI knowledge between Turkish and Syrian groups in
noteworthy but not substantially huge.
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4.3.4- Preferred Sources of Sexual Health Knowledge

Understanding that participants’ information seeking behaviour for sexual topics play a
crucial role in accessing reliable and high-quality health information, which can consequently
impact one's access to sexual healthcare services, we instructed each survey respondent to
specify their single preferred source of information. The respondents' answers were
reorganized into four distinct categories: healthcare professionals, digital media, traditional
media, and family/community sources. This categorization allowed for a more structured
analysis of their preferred sources of information which was followed by conduction of chi-
square tests to assess differences in preferred sources between Syrian and Turkish

participants.

Among 282 participants, 45.8% favored digital sources, such as mobile phones or internet
websites, as their preferred choice for obtaining sexual health knowledge. Remarkably,
Syrian respondents demonstrated a greater preference toward digital sources (54.9%)
compared to Turkish participants (33.9%). Doctors and other healthcare professionals were
also a popular choice for both groups, though Turks (52.5%) presented a higher inclination
towards this category compared to Syrian individuals (23.3%). Meanwhile, traditional media
such as newspapers or posters and community and private sources including family and
friends were less favored by both cohorts. The Pearson chi-square tests confirmed a

statistically significant association between nationality and preferred sources for sexual health

knowledge (2 = 29.03, p < 0.001).

4.3.5- General Health Literacy Across Nine Domains

In our research, we implemented the 42-item Health Literacy Questionnaire to evaluate
health literacy in the context of sexual health, adhering to the original questionnaire design
without any customizations. Originally designed for general health literacy, we chose to apply
the HLQ to explore various dimensions of health literacy within the sphere of sexual health.
This comprehensive questionnaire, with its broad range of questions, provided valuable
insights into participants’ sexual healthcare. It thoroughly explored their grasp of healthcare

concepts, their knowledge base, their aptitude for navigating health-related information, their
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interactions with healthcare providers, and their proficiency in self-health management. We
followed the guidelines of data handling and analysis to aggregate interrelated items into nine

different sets where each represent a different literacy dimension.

Participants’ performances within each literacy domain are detailed in Figure-1 and Table-
2. Figure-1 displays histograms illustrating the distribution of the nine literacy scales mean
scores among participants. Meanwhile, Table-2 presents a comprehensive complementary
examination of the scales detailing descriptive metrics including mean scores, standard
deviations, 95% confidence intervals, standard error of the mean, variance, skewness and
kurtosis of the scales. Together, they provide a clear understanding of the overall health

literacy performance exhibited by our study participants.

It is worth noting that the data within most of the scales did not follow the normal pattern,

however, we relied on the robustness of the HLQ measures to represent central tendency.

Within the scales of range 1-4, there was a somewhat consistent and moderately perceived
response pattern among the 282 participants. Within the five scales, the scores ranged from
2.29 to 2.70 for means and 0.56 to 0.66 for standard deviations. In the domains of 'Feeling
understood and supported by healthcare professionals,' and ‘Having sufficient information to
manage health’, participants exhibited mean scores around 2.3, closer to the lower end of the
scales (minimum of 1), indicating relatively low literacy levels within these two dimensions,
and standard deviations of 0.66 and 0.57 respectively. However, they were less likely to face
problems with appraising or comprehending health information (mean 2.7, SD 0.56) or
actively manage their health (mean 2.56, SD 0.56) and perceived a moderate level of social

support when sick (mean 2.68, SD 0.59).

As we shift our focus to the scales with a range of 1-5, it becomes evident that moderately
low levels of health literacy were observed across the four dimensions. Despite standard
deviations approximating 0.8 to 0.9, indicating some variability in scores among participants
within these domains, the calculated mean scores consistently leaned towards the lower ends
of the scales. With means ranging from 2.65 to 2.78, it is apparent that participants in this

study reported moderately low levels of ability to actively engage with healthcare
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professionals, navigate the healthcare system, find reliable and trustworthy information, and

understand health information sufficiently to make informed decisions.

4.3.6- Variations of Literacy Levels

To better understand health literacy, we categorized participants into ‘Adequate’ and
‘Inadequate’ levels across all nine domains. The mean value for each scale was used as a
cutoff level for performance with those scoring below the sample mean allocated into
‘inadequate’ level within the respective scale. This categorization allows us to take a closer

look on those who are lagging behind and opens doors for interventions.

Among the 282 participants, we noticed that literacy levels displayed a fair degree of
uniformity, with most scales exhibiting a rather even distribution between those with
'adequate’ and 'inadequate' levels. However, a few domains showed distinct patterns. For
instance, the aspects related to 'feeling supported by healthcare professionals' and 'having
adequate health management information.' Approximately 57% and 62% of the participants
leaned towards 'inadequate’ literacy here, suggesting some challenges that are more likely t1

be general among the population.

Effects of Sociodemographic Traits on Literacy Levels

We examined the effect of participants’ sociodemographic traits and associations with their
levels of literacy across the nine scales. The distributions of literacy levels were analyzed
within ethnicity, age, education, income, relationship status, and access to health coverage
groups. Pearson Chi-square tests were utilized to compare associations. Across our entire
study cohort, we observed a clear and consistent trend: individuals of Turkish ethnicity, those
in older age brackets, those with higher income levels, those with more advanced education,
and those with access to health coverage consistently demonstrated higher health literacy
levels. For instance, within the domain of ‘actively managing health’, it was notable that more
than two-thirds to three-quarters of participants falling into any of the subgroups linked to
Turkish ethnicity, moderate to high income, tertiary education completion, age above 25, or
access to health coverage demonstrated adequate literacy in this aspect. On the contrary,

participants identifying as Syrian, those with lower income, less educational attainment,
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younger age, or lacking insurance faced more pronounced challenges in actively managing
their health. This pattern persisted across all nine scales and was marked by both its constancy

and statistical significance. (p < 0.001)

In the context of relationship status, our analysis revealed that it did not exert a statistically

significant influence on the literacy levels observed within any of the nine scales.
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Table 2: Descriptives of Nine Health Literacy Domains (N=282)

Literacy Domain: Mean + SD (95% Cl) SEM Var Skewness (SE) Kurtosis (SE)
Scale Range: 1-4
Feel supported by providers 2.33 £.66 (2.25, 2.41) .04 44 .363 (.145) -.104 (.289)
Have sufficient info. to manage health 229+ .57 (2.22, 2.36) .03 33 545 (.145) 635 (.289)
Actively manage health 2.56 £ .56 (2.50, 2.63) .03 32 173 (.145) -.324 (.289)
Social support 2.68 % .59 (2.61, 2.75) .04 35 -.141 (.145) -.408 (.289)
Appraisal of health info. 2.70 £ .56 (2.61, 2.77) .03 31 -.042 (.145) -.042 (.145)
Scale Range: 1-5
Active engagement with prof. 2.65 + .88 (2.55, 2.76) .05 7 .058 (.289) .058 (.289)
Navigating the healthcare system 2.78 £.78 (2.69, 2.87) .05 .61 .356 (.145) .356 (.145)
Ability to find good information 2.75 + .80 (2.65, 2.84) .05 .64 -.393 (.289) -.393 (.289)
Understand info enough to act 2.78 £.82 (2.68, 2.88) .05 67 408 (.145) 408 (.145)

Table Note: Analysis was conducted with a sample of 282 participants, and the nine literacy domains were derived from the 42-item

Health Literacy Questionnaire. Abbreviations utilized in the table: N (Sample Size), SD (Standard Deviation), Cl (Confidence Interval), SEM
(Standard Error of the Mean), Var (Variance), SE (Standard Error).
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Figure 1: Distribution of Participants by Health Literacy Scores (N=282)
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4.4- Risk Indicators and Risk Perception: A Comprehensive

Examination

4.4.1- Overview of Sexual Behaviours and Risk Perception

In this section of the thesis, we delve into the behaviors and practices of participants that
are pertinent to the risk of contracting HIV and other STIs. Investigating these actual risk
factors and the associated practices is imperative for our analysis of accessibility to HIV/STI
testing within our sample. To enhance the accuracy of our data and mitigate any potential
recall bias, we restricted our queries in parts of our instrument to events and behaviors that
occurred during the year immediately preceding participation in the study. Hence, we limited
our analysis to individuals who confirmed their sexual activity within the year preceding the
study (N'=224). Only two significant risk indicators, namely early sexual debut and engaging
in unprotected sexual relationships with unfamiliar partners, both extending beyond the 12-
month timeframe preceding participation, were retained in the study due to their significant

relevance in assessing actual risk.

4.4.2- Analysis of Sexual Behaviors and Indicators of HIV/STI

Among the 224 participants, 102 were Turkish nationals, while 122 were Syrian.

A notable proportion of individuals within our ethnic subgroups, comprising 20
participants from the Turkish cohort and 29 participants from the Syrian cohort, reported an
early sexual debut, accounting for 21.9% of the total sample. A somewhat higher percentage
of participants (30.4%), including 33 Turks and 35 Syrians, disclosed that they had engaged
in unprotected sexual intercourse more than 12 months prior to the study. The Pearson chi-
square test was performed and showed no significant association between either early sexual
debut or engaging in unprotected sexual relationships with unfamiliar partners over a year

before the study, as indicated by ¥*> = 0.56, p = 0.45, and > = 0.35, p = 0.55, respectively.

Table 3 displays a comparative analysis of self-reported risk indicators for any STI,

including HIV, within the 12 months leading up to the study, and shows differences between
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Syrian and Turkish participants. Clearly, a substantial majority of 73.7% of participants
reported having multiple sexual partners, with 133 individuals reporting numbers ranging
from two to nine, and another 32 participants reporting having ten or more sexual partners. In

contrast, only 26.3% of the participants reported having a single sexual partner.

A similar distribution was observed within ethnic subgroups, with 30.4% of Turkish
nationals and 23.0% of Syrians reporting a single sexual partner, while the greater portion
had multiple sexual partners. Moreover, a comparable distribution of participants engaging in
unprotected sex with unfamiliar partners was noted between Turkish and Syrian individuals,
with roughly half of both groups participating in this behavior. Regarding alcohol use, 47.8%
of our survey respondents, including 55.9% of Turks and 45.0% of Syrians, reported either
their own or their partners' use of alcohol during or just before a sexual encounter. Also,
approximately 55% of both Syrian and Turkish cohorts reported using apps or websites for
the purpose of hookups. As for the frequency of condom use, approximately 23% of the
participants reported consistent condom use. The same percentage was seen within the two
subgroups. In contrast, 11.8% of Turkish young males and a higher percentage of 21.3% of
Syrians reported never using condoms despite having sexual relationships in the 12 months
prior to the study. The largest portion of participants, however, accounting for around 60%,
reported inconsistent condom use, with responses ranging from seldom to mostly. Among
those who never used condoms, 57.9% did not have a relationship, while the rest were

married or partnered.
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Table 3: Comparison of STI/HIV risk exposure indicators between Syrian

and Turkish participants over the preceding 12 months (N=224)

Ethnic Group Pearson Chi-square
Turkish Syrian Total y>value p-value
Number of 1 N 31 28 59 1.82 0.40
sexual partners %  304% 23.0% 26.3%
2-9 N 56 77 133
%  54,9% 63,1% 59,4%
>10 N 15 17 32
% 14,7% 13,9% 14,3%
Unprotected Yes N 49 67 116 0.07 0.30
casual sex %  48.0% 54.9% 51.8%
No N 53 55 108
%  52.0% 45.1% 48.2%
Alcohol-enhanced sex Yes N 57 50 107 4.94 0.03*
%  55.9% 41.0% 47.8%
No N 45 72 117
% 44.1% 59.0% 52.2%
Cybersex Yes N 56 70 126 0.14 0.71
% 549% 57.4% 56.3%
No N 46 52 98
% 45.1% 42.6% 43.8%
Frequency of Never N 12 26 38 3.88 0.14
Condom Use % 11.8% 21.3% 17.0%
Inconsistent N 66 67 133
% 64.7% 54.9% 59.4%
Always N 24 29 53
%  23.5% 23.8% 23.7%

Note: The analysis was conducted on a sample size of N'=224, consisting of individuals who reported

being sexually active within the last 12 months before the study. Significant values are shown in bold.

Abbreviations used in the table (n) Count; (%) Percentage within Ethnic Group; (x?) Pearson Chi-

Square Test Value; p-value) Probability Value Significant with p < 0.05.
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4.4.3- Total Exposure Risk and Risk Perception

Participants' Actual total exposure risk score was calculated based on their responses to our
risk assessment items related to indicators of risk for STIs. Each component was assigned a
specific weight to reflect its relative importance in contributing to overall STI risk. The
individual component scores were then aggregated to produce an overall Actual Composite

Risk score, which ranged from 6 to 18.

When looking at the composite actual risk perception score for the entire sample, we find
that the median score is consistently 18.0, with an interquartile range (IQR) of 5.0. This
signifies that approximately half of the participants recorded scores between 13.0 and 18.0,
while the other half ranged from 18.0 to 23.0. Upon examining the Turkish and Syrian
subgroups, we observe that both groups share an identical median score of 18.0. However,
there is a minor distinction in their IQR. Specifically, the Turkish group maintains a tighter
IQR of 5.0, whereas the Syrian group displays a slightly broader IQR of 7.0. This indicates
that, despite their matching median scores, the Syrians demonstrate somewhat greater

variability in their actual risk when compared to the Turkish cohort.

We conducted the Mann-Whitney U test to compare the Sexual Risk Total Scores between
Syrian and Turkish groups, and the results showed no statistically significant difference (p =

0.464).

We used the median score of 18.0 as a cutoff value for actual risk levels, with participants
scoring less than 18 considered to have 'minimal to low actual risk' while those scoring 18 or
above considered to have 'moderate to high risk'. We found that a comparable proportion of
individuals within subgroups, approximately 57% of both Turks and Syrians, had a moderate

to high actual risk for STIs.

The results for perception of risk varied among subgroups. For Turkish participants, we
observed that 21.6% perceived their risk as minimal, 36.3% as low, 26.5% as moderate, and
15.7% as high to very high. Among Syrian participants, 15.6% reported minimal risk, 45.9%
perceived low risk, 33.6% considered their risk as moderate, and only 4.9% categorized it as
high to very high. A chi-square test was performed to examine the association between

perceived risk levels and nationality of origin, revealing a significant relationship (y*> = 9.82,
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df =3, p=0.020). Following, we regrouped the variable into two levels, with 60% of the 242
participants perceiving their risk as 'minimal to low,' with similar proportions observed among
both Syrians and Turks. The remaining participants perceived their risk for getting infected
with any STT as 'moderate to very high.' However, when the variable was grouped into
"minimal to low" and "moderate to high" levels of perceived risk, a chi-square test showed no
significant association between these risk levels and nationality of origin (> =0.305, df=1, p
=0.581). This demonstrates that the relationship between ethnicity and perceived risk among

our sample participants is influenced by the specific way the data is categorized.

We further explored the relationship between perceived risk levels and actual risk levels,
while comparing across the ethnicity of participants. Among Turkish participants with
minimal to low actual risk, a substantial 70.5% perceived their risk as similarly low, while
29.5% surprisingly considered it moderate to high. For those with moderate to high actual
risk, 48.3% remarkably saw their risk as minimal to low, while 51.7% acknowledged it as
moderate-to-high. As for Syrian participants, among those with low actual risk, the majority
of around 70% perceived their risk as minimal to low, while around 30% viewed it as
moderate-to-high. In contrast, among those with moderate to high actual risk, a majority of

55.1% saw their risk as minimal to low, while 44.9% characterized it as moderate-to-high.

Pearson chi-square tests were utilized to assess significant discrepancies between
participants' actual risk and their perceived risk for STI acquisition. Within the Turkish group,
a substantial difference was observed, indicating a significant discrepancy (3> = 5.05,p =
0.025). Conversely, in the Syrian cohort, the test did not reveal a significant divergence (> =
2.75, p = 0.10). Across the total sample of 242 participants, a notable difference was
identified, yielding x> = 7.52, p = 0.006.

4.5- Utilization of Healthcare Services

4.5.1- Overview of Section

In this section, we examined the use of three different, yet interrelated sexual healthcare

services, including testing for HIV, testing for other STIs, and visiting assigned primary care
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providers. We believe that the evaluation of the utilization of these services would provide
valuable insights into access to sexual healthcare. We also examined the perceived barriers to

these services that were reported by our study participants.

4.5.2- Disparities in Sexual Healthcare Services Utilization

Table 4 compares healthcare service utilization among the Syrian and Turkish populations,
based on a sample size of N’ = 224 individuals who reported being sexually active within the
last 12 months prior to the study. Based on participants’ self-reported use of services, we were
able to calculate utilization rates of services within two-time frames; within 12 months prior

to the study and all-time and portray some significant disparities in use.

Utilization of HIV Testing Services: 100 participants out of 224 reported receiving a test
for HIV at an earlier point in time. This translated into an overall all-time HIV-testing rate of
47%. However, a much lower rate of only 19.2% was revealed within the 12 months frame. In
addition, Turks had higher rates of HIV testing with 49% ever testing and 19.2% recently
testing, in comparison to Syrians who had 41% and 12.3% all-time and recent testing rates

respectively.

Utilization of Other STI Testing Services. Our survey found that the utilization rates for
other STI tests were lower when compared to HIV testing. In terms of all-time testing,
minimal variations were seen between the groups, with an overall rate of around 38% and a
consistent rate within both Turkish and Syrian populations. Also, within the previous 12
months, 14.7% of all participants, comprising roughly 20% of Turks and 10.7% of Syrians,

reported receiving recent tests.

Utilization of Primary Care Provider Services: Our analysis found that almost 25% of
our sample, including around 35% of Turks and 15% of Syrians, had sought care at their
assigned primary care provider within the 12 months prior to the study. Similarly, with an
overall utilization rate of 47.8%, a major difference was noted between subgroups, as all-time
primary care service utilization rates approximated 70% among Turks and a much lower rate

below 30% among Syrians.
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Table 4: Utilization of healthcare services among Syrian and Turkish

participants (N=224)

Utilization Rate Pearson Chi-square
Service Utilization Period
Overall  Turkish  Syrian y? value p-value
HIV Testing Within 12 months 19.2% 27.5% 12.3% 8.23 0.004*
All-time 44.6% 49.0% 41.0% 1.45 0.228
Other STIs Testing Within 12 months 14.7% 19.6% 10.7% 3.54 0.060
All-time 37.9% 38.2% 37.7% 0.007 0.935
Family Doctor Visit Within 12 months 24.1% 35.3% 14.8% 10.76 <.001*%*
All-time 47.8% 69.6% 29.5% 35.8 <.001**

Note: The analysis was conducted on a sample size of N'=224, consisting of individuals who reported being

sexually active within the last 12 months before the study. Significant values are shown in bold.

Abbreviations used in the table: (HIV) Human Immuno-deficiency Virus, (STI) Sexually Transmitted

Infection, (y?) Pearson Chi-Square Test Value, (p-value) Probability Value, Significant with p < 0.05, (*)

Significant at 0.01 level, (**) Significant at 0.001 level.

4.5.3 - Perceived Barriers to Sexual Healthcare

We investigated participants' perceptions regarding barriers to sexual healthcare, such as

HIV or STI testing, and compared the results between Turkish and Syrian subgroups. This

analysis yielded distinctive results. We organized these barriers into three primary categories:

Individual, structural, and social barriers. The results are summarized in Table 5.

Starting with individual-level barriers, significant differences were observed between the

two subgroups. Among 224 participants, almost 61% reported having at least one of the

several individual barriers, with around 53% of Turkish and 67% of Syrian participants,
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respectively. A Chi-Square analysis highlighted these differences with a statistically
significant result (3> = 4.74, p = 0.03). Syrians demonstrated a higher level of uncertainty
(27.9%) in accessing services compared to their Turkish counterparts (11.8%), a difference
supported by a Chi-Square value of 8.83 (p = 0.003). Concerns regarding the affordability of
services were more pronounced among Syrians (32.8%) than Turks (15.7%), supported by a
Chi-Square value of 8.66 (p = 0.003). Additionally, 28.4% of Turkish and 15.6% of Syrian
individuals feared a positive test result (%> = 5.45, p = 0.020). Regarding the perceived
importance of sexual health services, 31.15% of Syrians viewed them as unimportant, while
only 10.78% of Turkish participants shared this view, resulting in a highly significant Chi-
Square value of 13.48 (p <0.001).

Regarding structural-level barriers, around 45% of the total sample reported perceiving at
least one barrier within this category. Disparities between Turkish and Syrian participants
were noted, with 52.9% of Turks encountering at least one structural barrier compared to
38.5% of Syrians (y*> = 4.66, p = 0.031). Turkish participants faced more pronounced time
constraints (19.61%) compared to Syrians (5.74%), revealing a significant difference
supported by a Chi-Square value of 10.08 (p =0.001). Concerns regarding the proximity of
health centers showed minimal disparity, with 8.04% of Turks and 7.84% of Syrians reporting
this issue, without a statistically significant variation (%> = 0.009, p = 0.923). Moreover, Turks
raised concerns about the lack of confidentiality or privacy, with 23.8% expressing worry,
while 29.4% of Syrians shared similar concerns; however, statistical analysis did not reveal
significant differences (%> = 3.43, p = 0.064). Regarding the quality of healthcare services,
17.86% of Turkish participants and 18.63% of Syrians shared concerns in this regard, with no
statistically significant variations (y*> = 0.076, p = 0.783).

Shifting our focus to social barriers, 61.16% of all participants reported facing at least one
social barrier, including 47% of Turks and 73% of Syrians. Such a high contrast was
supported with a highly significant Chi-Square value of 15.678 (p <0.001). Around one third
of Syrians, compared to a quarter of Turkish individuals, reported concerns regarding negative
attitudes from healthcare workers (3> = 5.74, p = 0.017). Additionally, most participants (55%)
expressed feeling shy or embarrassed as a social barrier, with Turkish participants (42.2%)

experiencing this less frequently than Syrians (66.4%) (y*> = 13.205, p <0.001)
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Table 5: Variation of access to sexual healthcare across perceived barriers (N=224)

Perceived Barrier n % Access No Access Pearson chi square
n % n % x) p-value

Having at least 1 Yes 136  60.7% 39 459% 97 69.8% 12.63 <0.001

I ER FRR S 88 39.3% 46 54.1% 4730.2%

Tdon't know where  Yes 7 82% 39 281% 46 20.5% 12.7 <0.001

to get these services.” 5 78 91.8% 100 71.9% 178 79.5%

I cannot afford the  Yes 9 106% 47 33.8% 56 25.0% 1517 <0.001

cost of these services.” g 76 89.4% 92 66.2% 168 75.0%

‘T am afraid positive  Yes 22 25.9% 26 18.7% 48 21.4% 161 0.20

test result No 63 741% 113 81.3% 176 78.6%

Tdon’t think they  Yes 7 82% 42°730.2% 49 21.9% 14.91 <0.001

are important.” No 78 91.8% 97 69.8% 175 78.1%

Having at least 1 Yes 101 45.1% 42 49.4% 59 57.6% 1.03 0.309

Structural barrier No 123 54.9% 43 50.6% 80 42.4%

‘Lack of center in Yes 9 10.6% 9 65% 18 8.0% 1.28 0.272

close proximity.’ No 76 89.4% 130 935% 206 92.0%

‘Lack of Yes 21 24.7% 32 23.0% 53 23.7% 0.08 0.77

confidentialiy / No 64 753% 107 77.0% 171 76.3%

privacy.

Low-quality health  Yes 17 20.0% 23 165% 40 17.9% 0.43 0.51

care services.” No 68  80.0% 116  83.5% 184 82.1%

Tdon’t have time to _ Yes 12 141% 15 10.8% 27 12.1% 0.55 0.46

go- No 73 85.9% 124 89.2% 197 87.9%

Having at least 1 Yes 137 61.2% 44 518% 93 66.9% 5.0 0.024

gkt No 87 388% 41 48.2% 46 331%

‘Negative attitudes of  Yes 18 21.2% 41 295% 59 26.3% 1.88 0.17

healtheare workers.” =5 67 78.8% 98 70.5% 165 73.7%

‘Feeling shy or Yes 40 47.1% 84 60.4% 124 55.4% 381 0.05

embarrassed.” No 45  52.9% 55  39.6% 100 44.6%

Table Note: The analysis was conducted on a sample size of N'=224, consisting of individuals who reported being sexually active within
the last 12 months before the study. Significant values are shown in bold. Abbreviations used in the table: (x?) Pearson Chi-Square Test
Value, (p-value) Probability Value, Significant with p < 0.05, (*) Significant at 0.01 level, (**) Significant at 0.001 level.
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4.6- Regression Analyses

4.6.1- Introduction to Section

In this last section of our analysis, we present the interesting interplay of our primary
variables and the accessibility of SHC services, which are expected to exert a substantial
impact. To achieve our objective, we conducted a multivariable logistic regression analysis to
investigate the factors that influence the level of sexual health knowledge and perception of
susceptibility to STIs. Furthermore, we employed another multivariable logistic regression
analysis to explore the factors that are significantly associated with accessing services. A
performance summary is provided for each model, and a summary of key findings is
presented after. By the end of this section, a comprehensive understanding of the various

dynamics that either facilitate or impede the access of young adult males to sexual healthcare

will be established.

In our study, we used two approaches for analysis. First, we applied simplified models with
the backward Wald technique to explore how knowledge and perceived risk levels are related.
This method helped us focus on specific aspects of health behavior. Second, we used a
comprehensive model to understand the broader factors affecting access to healthcare. This
approach gave us a more complete picture of what influences people's ability to get healthcare

services. The results are presented in this section.

4.6.2- Determinants of Sexual Health Knowledge (STI knowledge)

The model presented in Table 5 has undergone 26 iterations and achieved an accuracy of
79%. This is a relatively high accuracy rate, suggesting that the model is effective in
predicting knowledge level. The Leme-show test, with a p-value of 0.943, indicates a good fit
of the model with a supporting Chi-square statistic at 2. 89. The model's likelihood ratio is
196.98, and it has a Cox & Snell R Square value of 0.384 and a Nagelkerke R Square value of
0.515. These R Square values suggest that 38.4 % to 41.5% of the variance in knowledge

levels could be explained and indicate a moderate explanatory power of the model. The
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Omnibus test shows a p-value of less than 0.001, which indicates that the model as a whole is

statistically significant.

In this analysis, several important determinants of knowledge were identified. First, the
active engagement with healthcare professionals significantly enhances knowledge levels.
Individuals who actively engage with their healthcare providers are about twice as likely to
have higher knowledge levels, as indicated by an Odds Ratio of 2.16 and a p-value of 0.04.
Similarly, having a history of HIV testing is a strong predictor of increased knowledge, with
those who have been tested for HIV more than three times as likely to have greater knowledge
(OR =3.37,p <0.01). The condom uses related risk standardized score also shows a
significant negative correlation with knowledge; thus, higher risk pertaining to less use of
condoms is associated with lower knowledge about STIs (OR= 0.43)

a higher reliance on protection using condoms is associated with higher knowledge).
Furthermore, tertiary education plays a crucial role, with individuals holding such education
being over four times more likely to have higher knowledge levels (OR =4.23, p <0.001).
Other factors like age group, social barriers, income, and private insurance were also

examined, but they did not show a statistically significant impact on knowledge in this model.

4.6.3- Significant Associations of Perceived Risk to STIs

The model for determining the factors influencing perceived risk achieved is presented in
Table 7. It has an accuracy of 72.3%, indicating a solid predictive capability. The Lemeshow
test result of 0.783 and a Chi-square statistic of 4.76 suggest a good fit for the model. The
likelihood ratio (L) of 239.0, along with Cox & Snell and Nagelkerke R Square values of
0.240 and 0.325 respectively, demonstrate a moderate level of explanatory power with 24% to

32.5% of variance explained by our model.

Adequate knowledge about STIs significantly increased the likelihood of perceiving a
higher risk (OR = 1.78, p = 0.01), while those with an adequate appraisal of health
information were less likely to perceive a high risk (OR = 0.29, p = 0.01). Experiencing social
barriers was linked to a higher perceived risk (OR =2.12, p = 0.03), and interestingly, having

private insurance correlated with a lower perceived risk (OR = 0.38, p = 0.03). Participants

58



who had been tested for STIs other than HIV at least once, or who had visited a family doctor
ever, were more likely to perceive a higher risk, though these associations were marginally
significant. Lastly, engaging in unprotected casual sex in the past 12 months was a strong

predictor of higher perceived risk (OR = 3.62, p < 0.001).

Table 6: Simplified model for associated factors to sexual health knowledge

Category 95% ClI
(Reference)

Wald df Sig. OR LB uB
Can actively engage w/ doctors 4.25 1 0.04 2.16 1.04 4.47
(ref. Inadequate)
Tested for HIV Ever 10.16 1 <0.01 3.37 1.60 7.10
(ref. never)
Condom Use Risk z-score 17.72 1 <0.001 0.43 0.29 0.64
Perceived at least 1 social- level barrier  3.03 1 0.08 0.52 0.25 1.09
(ref. No)
Age group: 26-29 years 5.15 1 0.02 2.50 1.13 5.50
(ref. 18-24)
Tertiary education 12.78 1 <0.001 4.23 1.92 9.31
(ref. < high school)
Moderate income 1.84 1 0.18 1.72 0.79 3.74

(ref. other)

Private Insurance 2.15 1 0.14 2.08 0.78 5.57
(ref. other)

Constant 9.71 1 <0.01 0.21

Note: Multivariable logistic regression analysis was run on 224 participants. Wald backward conditional
iterations was used. Significant associations at p < 0.05. Significant results are marked with bold.

Abbreviations: Wald (Wald chi-square test statistic), df (Degrees of freedom), Sig (Significance level or p-
value), CI (Confidence Interval), LB (Lower Bound of the Confidence Interval), UB (Upper Bound of the
Confidence Interval), ref. (Reference category or group in analysis).

(1) Condom Uses Risk Z score: This represents a standardized score for the frequency of condom use, with
the score being inverted. Higher values indicate less frequent use of condoms, whereas lower values
indicate more frequent use.
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Table 7: Simplified model for associated factors of perceived risk for STIs
(N=224)

Category 95% CI

(Reference) )

Wald Df Sig. OR LB UB

Adequate knowledge level 7,02 1 0,01 1,78 1,16 2,72
(ref. Inadequate)
Actively managing health 2,83 1 0,09 2,19 0,88 5,43
(ref. Inadequate)
Adequate appraisal of info. 7,05 1 0,01 0,29 0,12 0,72
(ref. Inadequate)
Perceived social barriers 4,85 1 0,03 2,12 1,09 4,13
(ref. No)
Private insurance 4,97 1 0,03 0,38 0,16 0,89

(ref. No private)

Tested for STIs other than HIV, 3,60 1 0,05 1,97 0,98 3,97

ever (ref. Never)

Visited family doctor ever 2,97 1 0,09 1,88 0,92 3,86

(ref. never)

Unprotected Casual Sex 13,86 1 <0,001 3,62 1,84 7,14
in previous 12 months

(ref. No)

Alcohol-enhanced sex 3,22 1 0,07 0,56 0,29 1,06

in previous 12 months
(ref. No)

Constant 8,46 1 <0,01 0,24

Note: Multivariable logistic regression analysis was run on 224 participants. Wald backward conditional
iterations was used. Significant associations at p < 0.05. Significant results are marked with bold.

Abbreviations: Wald (Wald chi-square test statistic), df (Degrees of freedom), Sig (Significance level or p-
value), CI (Confidence Interval), LB (Lower Bound of the Confidence Interval), UB (Upper Bound of the
Confidence Interval), ref. (Reference category or group in analysis).
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4.6.4- Associations of Access to Sexual Healthcare

Table 8: Associations of various factors with access to sexual healthcare:

Analysis of bivariate and multivariate models in a study of 224 Participants

Bivariate Multivariate

Categories

(Reference) COR 95% ClI p-value AOR 95% ClI p-value
Ethnicity: Syrian 030  (0.17-053)  <0.001 042  (0.15,1.23)  0.113
(ref. Turkish)
Age Group: 26-29 years 139  (1.22-158) <0.001 126 (1.04-152)  0.018
(ref. 18-25)
In a relationship 089  (0.47-1.69)  0.719 086  (0.31-2.36)  0.765
(ref. not in a relationship)
Education level: Tertiary 547  (2.96-10.10) <0.001 202  (069-597)  0.201
(ref- < high school)
Low income 0.09 (0.03-0.31)  <0.001 032  (0.06-1.84)  0.201
(ref. high income)
Moderate income 050  (0.27-092)  0.025 073  (0.25-210)  0.554
(ref. high income)
State health coverage 194  (1.10-342)  0.021 050  (0.15-163)  0.250
(ref. no state insurance.)
Private health coverage 595  (2.95-12.02) <0.001 213 (0.75-6.09)  0.158
(ref. no private insurance.)
Source of knowledge: Health prof. 275  (157-4.84) <0.001 099  (0.44-225)  0.985
(raf all nthar eniirrac)
Low perceived susceptibility to STIs 033  (0.19-0.60) <0.001 043  (0.17-1.08)  0.071
(ref. moderate-high)
Minimal perceived SUSCthIbI'Ity to STls 0.43 (022 _ 083) 0.013 1.87 (058 - 609) 0.298
(ref. moderate-high)
Perceived at least 1 individual barrier 0.37 (021 _ 064) <0.001 0.42 (019 _ 093) 0.033
(ref. no)
Perceived at least 1 structural barrier 1.32 (0.77 - 2.28) 0.310 1.41 (0.59 - 3.37) 0.437
(ref. no)
Perceived at least 1 social barrier 053  (0.30-0.92)  0.025 088  (0.37-212)  0.779
(ref. no)
Sexual health knowledge z-score 311  (2.16-4.48) <0.001 284  (156-5.14)  <0.001

(ref. -)
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Moderate to high actual risk 115  (0.67-1.99)  0.615 305  (1.23-755)  0.016
(ref. low)

Feel supp. by health providers 168  (0.97-2.89)  0.062 243  (0.78-757)  0.127
(ref. inadequate)

Having sufficient info. to manage health 124 (0.72-213)  0.449 083  (025-271)  0.752
(ref. inadequate)

Actively managing health 1.07  (0.63-1.85)  0.793 401  (1.09-14.76)  0.037
(ref. inadequate)

Social support for health 099  (057-170)  0.957 037 (0.12-112)  0.079
(ref. inadequate)

Appraisal of health info. 085  (0.50-147) 0570 012  (0.03-054)  0.006
(ref. inadequate)

Can actively engage w/ providers 134  (0.78-231)  0.289 083  (0.20-350)  0.797
(ref. inadequate)

Navigating the healthcare system 151  (0.87-259)  0.140 081  (0.22-3.04)  0.756
(ref. inadequate)

Finding good health information
_ 1.63 (0.94 - 2.81) 0.081 028  (0.06-1.41)  0.122
(ref. inadequate)

Understand info. well to act 131  (0.76-224)  0.336 176  (0.49-6.40)  0.390
(ref. inadequate)

Table Note: This analysis was conducted on a sample of 224 participants. Values with a p-value of 0.05 or less, indicating
statistical significance, are highlighted in bold for ease of reference. Abbreviations used in the table include AOR (Adjusted
Odds Ratio), CR (Crude Ratio), Cl (Confidence Interval), and p-value (probability value).

Each of the variables included in the study has theoretical significance. All of these factors
have been linked by several studies to healthcare access or utilization. Dismissing any of these
factors on the basis of statistical significance alone would become indefensible. Moreover, in
doing so, we would have failed to recognize valuable insights that we only gained from the

fair interplay of all the parameters together.

The table provides a summary of the findings of our univariate and multivariate regression
analyses. It includes crude and adjusted odds ratios, together with their corresponding p-
values and confidence intervals at the 95% level of confidence. The results revealed that
ethnicity plays a significant role, with Syrians having lower odds of accessing sexual

healthcare compared to Turks in the bivariate analysis (Crude Odds Ratio [COR] = 0.30), but
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this association was not significant in the multivariate analysis (Adjusted Odds Ratio [AOR]
=0.42). Also, Age was another influential factor; individuals aged 26-29 had higher odds of
accessing healthcare compared to the 18-25 age group (AOR = 1.26). However, being in a
relationship did not significantly affect healthcare access in either analysis. Similarly,
Education level emerged as a key determinant, with those having tertiary education more
likely to access healthcare (COR = 5.47), although this association weakened after adjustment
(AOR =2.02). Income level was a significant predictor in the bivariate analysis, particularly
for low income (COR = 0.09) and moderate income (COR = 0.50) groups, but this

significance was not retained in the multivariate model.

Health coverage, both state and private, initially showed a strong association with
increased access to healthcare (State: COR = 1.94; Private: COR = 5.95), but these

associations were not statistically significant in the multivariate analysis.

The role of health professionals as a knowledge source was noteworthy in the bivariate
model (COR = 2.75), but not in the multivariate model (AOR = 0.99). Perceived susceptibility
to STIs was significantly associated with healthcare access, especially for those with low

(COR =0.33) and minimal (COR = 0.43) perceived susceptibility.

Individual barriers significantly reduced the likelihood of accessing healthcare (COR =
0.37, AOR = 0.42), whereas structural and social barriers did not show a significant

association in either analysis.

Participants with higher sexual health knowledge scores were more likely to access
healthcare (AOR = 2.84). Those with moderate to high actual risk were more likely to access
healthcare in the multivariate model (AOR = 3.05).

In the adjusted analysis, actively managing health was significantly associated with
increased access to healthcare services, with adjusted OR of 4.01 (95% CI: 1.09 to 14.76, p =
0.037). However, this association was not significant in the unadjusted model. Similarly, for
appraisal of health information, the adjusted model showed a significant association, with an
AOR 0of 0.12 (95% CI: 0.03 to 0.54, p = 0.006), indicating that adequate appraisal of health
information was associated with reduced access to healthcare services. Again, this relationship

was not significant in the unadjusted analysis.
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Chapter 5: Discussion

5.1- Overview of Study and Results

Ensuring access to sexual healthcare services is a cornerstone of advancing public health,
with significant implications for both individuals and communities. Our study aimed to
explore factors impacting sexual healthcare access among 18-29-year-old Turkish and Syrian
males in Istanbul and compare these factors between the two ethnic groups. The analysis
included 224 participants, 120 Syrian and 102 Turkish, but was limited in ethnic subgroup
analysis due to methodological constraints. Nevertheless, we conducted an integrated analysis
to identify key factors and challenges affecting their engagement with sexual healthcare. This
study fills a crucial research gap and provides valuable insights for public health policy,
healthcare services, and tailored interventions, including sexual literacy programs, to meet the

specific needs of these communities.

We examined a comprehensive network of individual behaviors, sociodemographic factors,
perceived barriers, and health literacy. Age emerged as a significant determinant, with older
individuals accessing healthcare more consistently in both unadjusted and adjusted analyses.
Ethnicity appeared to influence access initially, showing higher utilization among Turkish
men compared to Syrians; however, this difference was not significant after adjusting for
confounders. While educational attainment was strongly associated with access in unadjusted
analysis, its impact diminished when considering other variables. Sexual health knowledge,
health literacy skills, and actual risk for STIs drove access, but perceived susceptibility lost
significance after adjustment, revealing hidden effects. Our findings also showed that
individual-level barrier perceptions significantly hindered access, highlighting areas needing

intervention.

We addressed research questions about barriers and facilitators to SHC among young
Turkish and Syrian males in Istanbul, discussing the implications of these findings. We
organized our discussion into themes around socioeconomic factors, sexual health literacy,

behaviors, perceived STI susceptibility, and perceived SHC barriers, building on existing
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research and suggesting policy changes. Finally, we outlined study limitations and proposed

future research directions.

5.2- Access to Sexual Healthcare: Unveiling Ethnic Disparities

Our study reveals a concerning low prevalence of access to sexual healthcare services, at
39.7%, suggesting significant obstacles for a large population segment. This issue is
exacerbated by disparities between ethnic groups, with a 52.9% access rate among Turks

versus only 25% among Syrian refugees.

Our results are consistent with those from an IPSOS survey, which identified "access to
treatment" as a significant challenge within the Turkish healthcare system. (63) A recent study
presenting data from Cukurova University Medical School Hospital in Adana shows that late
presentations to HIV care have increased in Tiirkiye. The rate of "late diagnosed" cases
increased significantly during the pandemic to 55.8% compared to 44.2% previously, and the
rate of "advanced diagnosed" cases increased significantly from 20.6% to 30.1%.(64)
Additionally, projections by Yaylali E. suggest a 27% rise in Tlirkiye's HIV incidence by
2040, emphasizing the urgency of addressing these healthcare access issues.(65) Furthermore,
31.4% of a 4761 sample reported never having tested for HIV in a study that looked at
awareness and knowledge about pre-exposure prophylaxis (PrEP) and HIV testing among
Tiirkiye's MSM population.(66) In the same study, younger and Arabic-speaking youth
reported lower rates of HIV testing, with a p-value of 0.001, indicating disparities in
interaction with services among ethnic minorities. Disparities in access to healthcare,
including sexual healthcare among Syrian refugees in Tiirkiye, were also noted, supporting

our findings. (22-24,30-33,68,70)

The consequences of limited access to testing for STIs and HIV, in particular, and other
sexual health services in general, are significant. Individuals who can't easily get healthcare
services are more likely to have infections that go unnoticed and untreated, increasing the risk
of unknowingly spreading these diseases, many of which are silent and do not show
symptoms.(64,69) Broader impacts mark risks for unintended pregnancies, untreated STIs,
and delayed diagnoses, which can ultimately affect the sexual, emotional, psychological, and

physical well-being of the population.(64,69) A continuum of SHC access disparities could
65



exacerbate the gap, especially for marginalized communities like refugees, who often face
additional challenges regarding healthcare.(22-24,30-33, 64,67,68,70,71) These findings
underscore the importance of inclusive policies and targeted interventions to ensure equitable
access to sexual health services for all individuals, regardless of their background or

circumstances, as a key step towards achieving social justice and inclusivity.

Overall, our research aligns with the literature in emphasizing the critical need for
substantial improvements in testing and diagnosis methods. Using the data at hand, we will
further investigate the factors significantly impacting service utilization and access to sexual

healthcare, concluding with suggested interventions to alleviate the identified issues.

5.3- Theme: Socioeconomic Characteristics and Access to SHC

Here we discuss the relationship between access to SHC and sociodemographic and
economic factors, including ethnicity, age, education, income, health coverage, and Turkish-
language proficiency. In our initial findings, ethnicity stood out as a significant factor
influencing sexual healthcare access, with Syrian participants less likely to seek services
compared to their Turkish counterparts. However, this clear-cut distinction based on ethnicity
diminished when we considered additional factors, indicating a web of complex influences
beyond ethnic lines. Similarly, the effects that education, income, and health insurance
seemed to have on healthcare access were lessened when a multivariate analysis was used,

showing that the factors that affect healthcare use are complex and linked.

In contrast, age remained a consistent predictor in our adjusted model, with older
individuals in our study demonstrating a higher propensity for healthcare engagement. This
sole sociodemographic variable's enduring significance suggests that age-related factors

uniquely contribute to the pursuit of sexual healthcare services.
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5.4- Theme: Sexual Health Literacy and Access to SHC

5.4.1- Introduction to theme

This section delves into the impact of STI knowledge and health literacy on engaging with
sexual healthcare services. We focus on the crucial role of sexual health literacy in enabling

access and discuss the wider implications of our findings.

5.4.2- Sexual Health Knowledge: Mapping ‘Power Blocks’

Understanding the factors influencing sexual health knowledge is vital for comprehending
its effect on healthcare access and informing effective educational strategies and policies. In
Table 6, our multivariate logistic regression analysis identified significant associations with
'knowledge.' Active engagement with healthcare providers and tertiary education completion
correlated with higher sexual health knowledge. Having ever tested for HIV was also linked
to enhanced knowledge, while a higher risk of contracting STIs was associated with lower
knowledge. Relationship status significantly influenced sexual health knowledge, implying

that existing knowledge impacts awareness.

The ability to actively engage with healthcare providers significantly correlated with
higher sexual health knowledge. Other factors, such as sufficient information to manage
health, actively managing health, and finding good health information, showed higher odds
but did not reach statistical significance. Our study thus suggests a significant link between
improved sexual health knowledge and adequate health literacy skills, especially in active
interaction. This aligns with Albright AE and Allen RS's findings that higher literacy is linked
to greater HPV knowledge and fewer misconceptions. (71) Active interaction between
patients and health professionals is a crucial factor in enhancing awareness and knowledge

about STIs.

Patient-provider relationships and active patient involvement significantly impact health
outcomes and reduce healthcare costs. (72, 73) Dang et al. found that trust in the clinician-

patient relationship is most effective when initiated early, through reassurances, encouraging
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questions, explaining test results, using non-judgmental language, and discussing treatment
goals. (72) Patient attitudes, such as willingness to ask questions, are crucial for enhancing
involvement in healthcare. Tools like ‘AskShareKnow’ and online applications have been
beneficial in preparing patients for appointments. (73) Implementing similar tools could

increase perceived engagement and empower patients in their sexual well-being.

To enhance patient engagement and sexual health knowledge, educational programs for
both patients and healthcare professionals are vital. Healthcare providers should be trained to
use welcoming, considerate language, particularly for sensitive topics like sexual health.
Patients could benefit from educational courses on appropriate language use and the

importance of active engagement.

Language barriers, especially among Syrian refugees, are another key element to target for
enhancing sexual health knowledge. More than half of Syrian participants reported only
moderate Turkish language proficiency, impacting the patient-provider relationship, as
language barriers can hinder healthcare access and information for Syrian refugees and

immigrants. (22-24,30-33,68,70)

Other predictors of sexual health knowledge included tertiary education (OR = 5.547) and
relying on healthcare professionals as the primary knowledge source. However, Turkish males
were more likely to choose health professionals, while Syrian immigrants preferred digital
media. Addressing these preferences is crucial for preventing misinformation and ensuring

access to quality health information in culturally and linguistically acceptable ways. (81)

Individuals with higher STI risk showed a negative association with knowledge, indicating
a need for proactive STI-information seeking behavior. Prior HIV testing experiences also
correlated with better sexual health knowledge, emphasizing the role of healthcare services in

providing comprehensive information.

Relationship status was inversely related to sexual health knowledge (OR = 0.321),
suggesting that individuals in relationships might seek less information about sexual health.
Healthcare providers and educators should address this gap by providing accessible resources

to those in relationships.
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In conclusion, proactive engagement with health professionals, education, and previous
service utilization are key. Targeting high-risk individuals with interactive educational

programs could raise awareness and access to SHC among young men in Istanbul.

5.4.4- The Power of Knowledge: An Empowering Force to Sexual Well-
being

Previously, we explored how health literacy influences knowledge. Here, we examine the

critical link between knowledge and service access.

Our study highlights sexual health knowledge's pivotal role in facilitating access. The final
model showed a significant association between total knowledge score and access probability,
with enhanced knowledge almost tripling the likelihood of engaging in sexual healthcare. This
underscores knowledge's transformative power in promoting interaction with medical services
and aligns with research on sexual healthcare determinants. (86-90) Good knowledge

facilitates informed decisions for sexual well-being.

Designing and implementing awareness and sexual education initiatives could be
transformative in enhancing service access, reflecting in community health promotion and
reduced healthcare costs. Notably, Turkish participants were more knowledgeable about STIs
than Syrians, indicating a need for culturally appropriate education in refugees' mother

tongue.

The acceptance and effectiveness of such programs among the targeted population warrant
further study. We did not test variables on sexual education program acceptance or

effectiveness but built on our findings through literature review.

5.4.5- Effectiveness and Acceptability of Sexual Educational Programs

The effectiveness and acceptability of sexual educational programs in Tiirkiye might be
questionable to many. Experimental research conducted by Ataman H. and Komiircii N.
assessed the effectiveness of sexual and reproductive health education among Turkish

adolescents who used alcohol or illegal drugs. It divided the adolescents into control and
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treatment groups based on the frequency of training. The findings revealed that repeated
education significantly improved sexual health knowledge, underscoring the importance of
ongoing and repetitive education in this context.(87) Another experimental study, with a
substantial sample size of 3941 participants, implemented in Mersin in Tiirkiye, highlighted
the importance of delivering accurate sexual and reproductive health information to young
individuals.(89) It revealed the positive influence of peer-led training programs, where forty-
one volunteer students from Mersin University School of Medicine served as peer trainers in
the city, each educating a group of 100 peers aged between 15 and 20 years. The results
emphasized the effectiveness of such initiatives in enhancing awareness and knowledge about

sexual and reproductive health, particularly during the vulnerable period of adolescence. (90)

Among Syrian refugee adolescent girls in Lebanon, following a peer-led model to develop
a SRH pertaining to this population was advised due to its effectiveness. However, challenges
related to community acceptance of such programs were pointed out. (89) Another recent
study in Lebanon investigated the effectiveness of formal education and communication with
mothers on sexual health knowledge, particularly HIV knowledge, among adolescent
displaced Syrian girls. This study confirmed that education plays a significant role in
increasing HIV knowledge, even outweighing the influence of maternal communication. (90)
A separate study in Tiirkiye revealed a positive correlation between fathers' attitudes

regarding their parental role in sex education and their actual sexual communication with

their children. (91)

Therefore, we conclude that the effectiveness of sexual education programs could be
maximized when introduced at an early age within the formal education system, as well as
through implementation of peer-led initiatives. Nevertheless, challenges related to parental

and societal acceptance of such programs continue to be a topic of debate.

Moreover, our results are consistent and adds to a body of existing research that has
examined the determinants of sexual healthcare. (79,93,94-99) There appear to be a
consensus on the facilitating effect of good knowledge on seeking sexual healthcare based on
an informed decision of individuals to look after their sexual well-being. Conversely, it is

harder to use these services when limited awareness and knowledge exist. (94-99)
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On the other hand, the incongruity between knowledge acquisition and subsequent
behavioral action is exemplified in the study conducted by Hatice Bal-Y1lmaz et al. (80) Their
research revealed that although nursing students in Izmir, Tiirkiye, demonstrated a substantial
understanding of Human Papilloma Virus, this did not translate into a commensurate rate of

HPV vaccination, with a striking 98% abstaining from the vaccine.

The later findings touch on what's known as the Knowledge-Action Gap. It's a state where
an increase in knowledge, through education, for example, does not inherently result in
behavioral action and the implementation of suggested health policies. (108) Thus, it
underscores the complexity of translating theory into practical knowledge, which is pivotal for
individuals to take care of their well-being. Most importantly, this aligns with our argument
that interactive awareness and educational programs could help fill the gap. Hence, it becomes
crucial to assess further and research the effectiveness and acceptance of interactive and
proactive sexual health educational programs as they seem valuable for tailoring targeted

educational and resonating interventions.

As we move forwards and discuss other interrelated factors, one shall develop a more

comprehensive understanding of sexual health literacy and access to SHC.

5.4.6- The Role of Health Literacy

The health literacy scales revealed, as well, interesting insights about the functional skills
that are involved in the process that eventually leads to service utilization. These scales are
part of the HLQ, which is a multidimensional tool that assess various aspects of health
literacy. (89) Overall, participants demonstrated moderate performance across the nine health
literacy domains, indicating room for improvement in health literacy skills within the context
of sexual health. It was remarkable that Turkish participants had significantly higher health
literacy levels compared to their Syrian counterparts. Furthermore, significant variations in
health literacy were evident across various socioeconomic factors, including age, income,
education, and access to health coverage. Notably, two dimensions, “actively managing my
health” and “appraisal of health information”, showed distinct associations with chances of

accessing sexual healthcare services.
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Managing Sexual Health: Proactive Self-efficacy

Among the literacy domains, "Actively Managing Health" demonstrated a remarkable
positive association with access (AOR: 3.63, 95% CI: 0.99 - 13.25, p = 0.05). Adequate skills
in actively managing own health had an isolated effect that increased the likelihood of access
above three folds. This is indeed an interesting finding. This scale particularly looks at

whether individuals are proactive about their health and feel responsible for their decisions.

(98-100)

Our results indicate that adults who take a proactive approach to their well-being and
prioritize their sexual health are more likely to seek medical advice and consult with health
professionals for timely diagnoses and treatments. Adequate skills within this domain are
most likely to be associated with preventive healthcare, as people would be engaged with
regular activities that have beneficial outcomes on health such utilization of services and
continuity of care. Therefore, we highlight the need for enhancing target groups’ sense of
responsibility through active self-management and self-care training programs, as well as the
imperative for adapting the methods of delivery of suitable sexual care services to better align

with their needs.

Our findings are consistent with those of other studies that have looked into the connection
between access to SHC services and proactive self-management. According to Camara et al.'s
study (100) on self-collection for HPV-based cervical screening, people are more likely to
participate in health-promoting behaviors, such as cancer screening, when they have access to
the knowledge and tools needed to actively manage their health. Moreover, an app-based self-
management program was tested in a randomized controlled pilot study conducted by Shim et
al. (101) for people living with HIV (PLWH) during the COVID-19 pandemic. The research
proved the efficacy of digital health tools in enhancing self-management behaviors and
increasing self-efficacy. The study also confirmed reduction of perceived stigma among
PLWH. These outcomes, along with ours, provide more evidence on the positive impact of
proactive sexual health management on healthcare access. However, the advancement in self-
management practices through app-based programs parallels a need for digital sexual health
literacy, which reinforces the necessity to adapt to the evolving scenario of the delivery of
healthcare services and information.
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Appraisal of Sexual Health Information

‘Appraisal of health information’ dimension of health literacy significantly associates with
access to sexual health care. Individuals who evaluate, select and understand health
information would be able to reach an informed decision to act upon their health needs, gains

and losses.

As healthcare shifts toward a patient-centered care and digital and online health
information proliferate, the significance of health information appraisal as an essential skill

for individuals seeking sexual healthcare becomes increasingly important. (81,82, 105)

However, the result was surprising as the association between these two factors exhibited a
reduced odds ratio, indicating that individuals with higher skills in appraising health
information had a lower likelihood of accessing sexual health care services. This finding is
indeed unexpected, as one might anticipate a higher utilization of services among those with

superior information appraisal skills.

The appraisal of health information, as described in the literature, encompasses several key
competencies that enable individuals to effectively evaluate, select, and apply health-related
knowledge for informed decision-making (83) Basic competence serves as the fundamental
building block, equipping individuals with essential literacy and information literacy skills, as
well as basic knowledge about sexual health. An open-minded perspective enables the lookup
of information through applying one's predisposition competence. Identification competency
acts as an essential guide to identify the relevant pieces of information before subsequently
assessing the quality of said information through checkpoints. Finally, selection competency
represents where one must carefully choose suitable resources. By applying appraisal
competencies to sexual literacy individuals become equipped to make informed decisions

about their sexual health and access sexual healthcare effectively.

As we compare our findings with other relevant studies, we observe a more complex
relationship. For example, appraising general health information tends to be more associated
with visits to primary care services, thus indicating a positive connection between appraisal
skills and healthcare access. (105) On the other hand, another study found that limited

literacy and appraisal competencies associated with increased unwanted visits to emergency
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service. (106) This suggests that the link between appraisal and healthcare access can be
different depending on the type of healthcare service being looked at. Individuals with strong
appraisal skills may be more inclined to seek primary care services for general health
concerns, as they are better equipped to assess and understand their own health status.
However, when it comes to urgent or acute medical needs, these individuals may rely on their
appraisal skills to determine if a visit to the emergency room is necessary, potentially resulting
in fewer visits overall. As such, the relationship between appraisal skills and healthcare access
is complex and can vary depending on the specific healthcare service being considered and

the perceived need for the service.

Moving closer, when it comes to sexual healthcare services, it becomes extremely
important to explore how individuals perceive and evaluate these services, as well as how
they perceive their need for them. (83,110) Our findings indicate that the appraisal of sexual
health information was linked to a reduced likelihood of seeking sexual healthcare services.

This prompts us to examine the potential reasons behind this phenomenon.

For example, in one study that explored sexual health literacy-related factors in university
students, having symptoms was a significant associated appraisal factor. (107-109) As we
draw parallels to our own findings, it becomes evident that certain individuals may view STI
testing services primarily as diagnostic tools for symptomatic sexually transmitted diseases.
Consequently, the absence of symptoms might lead to a significant underestimation of their
perceived need for sexual healthcare services. In line with this concept, in the same study,
participants indicated that the number and relevance of symptoms, their severity, and potential
outcomes significantly guided their decision to seek healthcare. Therefore, raising awareness
regarding the fact that many sexually transmitted infections can be symptom-free and go
unnoticed becomes very critical. Thus, we emphasize the significance of advocating for
regular testing, irrespective of the presence of symptoms. We also emphasize the importance
of examining the factors that influence the perceived need for sexual healthcare services.
Further qualitative research on the perspectives of Turkish and Syrian young adult males

regarding testing and sexual healthcare is needed.

Our findings gain further context from Weinstein and colleagues' critical analysis, which

reviewed around 60 studies exploring the connection between risk perception and behavior.
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(109) This extensive review identified significant conceptual and methodological issues in
much of the existing research. Key problems included a reliance on correlational data and a
lack of control for past behavior, highlighting the difficulty in conclusively determining the
relationship between risk perception and behavior. Weinstein and team particularly pointed
out the limitations of cross-sectional study designs, common in this research area. These
designs often fail to fully explore the motivational hypothesis, which posits that belief in the
efficacy of precautionary behavior to reduce risk drives individuals to act, and that perceived

risk tends to decrease once preventive actions are taken. (112)

Therefore, in studies where risk perception and behavior are measured simultaneously, a
negative relationship is often expected. Weinstein and colleagues advocate for longitudinal
studies, where risk perception is assessed at one point and subsequent behavior later, with
adjustments for past behavior. This approach would offer a clearer understanding of how risk
perceptions change over time and affect decision-making and behavior. Such methodology
could clarify the complex relationships we observed in our study between risk perception,
sexual health literacy, and health behavior, which shifted when adjusted for different factors.
Our study, while insightful, underscores the need for more longitudinal research in the field to
unravel the dynamic and potentially reciprocal relationship between risk perception and

sexual health behavior.

Having explored the critical role of sexual health literacy and its influence on SHC access,
we now can move on to discuss another pivotal aspect of our study. This next section
examines the interplay between sexual risk behaviors, individual perceptions of risk, and the

perceived barriers to accessing sexual healthcare.

5.5- Navigating Sexual Health: Indicators of Risk, Perceptions,

& Barriers

5.5.1- Introduction to Theme

This theme examines the relationships between objective STI risk, individuals' perceived
risk to STIs, perceived barriers to SHC and their engagement with these services. We analyze
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how these elements interact, providing a conceptual map of the dynamics influencing
healthcare seeking behavior and access. This theme is enriched by contrasting findings
between Turkish and Syrian groups, derived from descriptive statistics, revealing cultural and
systemic factors affecting sexual health practices. The aim is two-fold: to highlight the
interconnectedness of these factors and to offer insights for public health initiatives tailored to

the unique challenges and needs of these communities in accessing sexual healthcare.

5.5.2- Determinants of Perceived Susceptibility to STIs

Our analysis focused on factors influencing the perception of STI risk. A key finding was
the strong positive association with engaging in unprotected casual sex with unfamiliar
partners. Young men involved in unprotected sex in the preceding year were about 360%
more likely to perceive their risk as moderate to high compared to those who did not. This

finding highlights the potential for behavioral intervention in STI prevention.

Our study also emphasized the significant role of sexual health literacy in shaping risk
perception, acting through both knowledge and appraisal of information. Better understanding
of STIs was linked to heightened awareness of associated risks, underscoring the importance
of comprehensive sexual health education in STI prevention, in line with other studies (44, 47,
48). However, a notable discordance was observed between objective and subjective risk

assessment among adequately knowledgeable young men.

5.5.3- Interplay of Sexual Health Literacy, Risk Perception, and Utilization
of SHC Services

Our study's findings illuminate the intricate interplay between sexual health literacy,
including knowledge, risk perception, and access SHC services. A critical aspect we identified
is the strong influence of sexual health literacy on individuals' engagement with SHC. This
includes both their knowledge of STIs and the appraisal of health information, which
collectively shape their perception of STT risks.

We observed that individuals with a better understanding of STIs generally had a stronger

awareness of potential risks. This underscores the importance of comprehensive sexual health
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education in influencing individuals' perceptions and subsequent healthcare-seeking
behaviors. However, there's a noticeable gap between possessing knowledge about STIs and
the actual application of this knowledge in healthcare utilization. Many study participants,
despite being adequately knowledgeable about STI risks, self-reported a low perceived risk,
even when exposed to actual high-risk scenarios. This discordance between objective risk and

subjective risk perception is a key area for public health interventions.

In terms of accessing SHC services, we found that increased risk perception was generally
associated with higher utilization of these services. However, this relationship becomes less
straightforward when adjusted for actual sexual behaviors. This suggests that while
heightened risk perception may drive individuals towards healthcare services, it alone may not
be sufficient for effective healthcare utilization. This complexity was further highlighted by
the discrepancy between individuals' perceived risk of STIs and their actual sexual behaviors,
mirroring findings from the Natsal-3 survey conducted by Clifton et al. (108). A significant
portion of our participants engaged in high-risk behaviors yet underestimated their
susceptibility to STIs, aligning with observations in the British population where a majority

perceived themselves as being at minimal or no risk despite unsafe sex practices (108).

These insights emphasize the need for public health messaging that accurately informs
individuals about the risks associated with certain sexual behaviors and the importance of
utilizing SHC services appropriately. Health promotion efforts should not only raise
awareness about the dangers of unprotected sex and other high-risk behaviors but also
encourage proper healthcare usage. Our study, in conjunction with the Natsal-3 survey
findings, strongly suggests that interventions should be tailored to bridge the cognitive gap in

risk perception and practical barriers in accessing healthcare. (108)

To enhance the effectiveness of these interventions, educational awareness and knowledge-
promoting programs should incorporate proactive self-management health literacy programs.
These programs would empower individuals to act on their knowledge and use healthcare
services more effectively. The goal is not just to make people more aware of the risks but to
equip them to use healthcare services in the right way, thereby enhancing both individual and

public health outcomes.
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5.6- Limitations of the Study

Our study was conducted during a period marked by the COVID-19 pandemic faced many
challenges that are important to consider. The pandemic itself might have had an impact on
participants' answers because of the limitations and prevailing health concerns at the time,

which might have changed their regular health behaviours and access to medical care.

Self-reported data constituted an additional important limitation. While this approach is
common in research, participants in our survey might have been inclined to underreport
behaviors they perceive as socially undesirable or to overreport those seen as more
acceptable. To add, the specific focus on this demographic means that our findings may not be
applicable to other groups or regions, given the unique cultural and healthcare context of

Istanbul.

Moreover, our sampling methods, including snowballing and convenience sampling, might
have introduced a certain level of bias. These techniques might not fully represent the broader
population, as they tend to include individuals who are more easily accessible or within the
researchers' immediate networks. This limitation raises concerns about the generalizability of
our findings, as they might not accurately reflect the experiences of all young adult Turkish

and Syrian males in Istanbul.

The study also faced the issue of potential non-response bias, where those who chose not to
participate might differ significantly from those who did, possibly skewing the results.
Furthermore, the cross-sectional design of our study limits our ability to establish causality in
the observed relationships between sexual health literacy, perception, and access to healthcare
services. This is a notable drawback, as longitudinal studies would be more effective in

understanding these dynamics over time.

Lastly, our study was unable to conduct detailed subgroup analyses between Syrian and
Turkish participants due to the low access rate among these groups, which restricts our ability
to draw specific conclusions about the differences and similarities in their healthcare access

and behaviors.

Due to time constraints, the discussion in our study did not extensively explore the impact

of perceived barriers and interplay with risk indicators. This aspect remains an area open for
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further investigation, as understanding the influence of these barriers and interactions could
provide deeper insights into the challenges faced by young adult Syrian and Turkish males in

accessing sexual healthcare services.

5.7- Conclusion and Future Recommendations

In summary, our study underscored the disparities in access to sexual healthcare between
Turkish and Syrian young adult men living in Istanbul. Risky sexual behaviours are prevalent
within the demographic, however there is a mismatch with risk perception, especially among
Turkish males, despite having more adequate knowledge regarding STTIs. It highlighted the
crucial role of sexual health literacy in bridging the gap between awareness and action in the
context of sexual health. We discovered a positive cascade effect stemming from patient-
doctor interactions and active engagement with health professionals and proactive health
management. Firstly, increased interactions with healthcare providers lead to heightened
sexual health knowledge. This enhanced knowledge then increases the likelihood of
individuals undergoing testing, particularly for STIs and HIV. Furthermore, proactive health
management, which is strongly tied to knowledge, further amplifies the likelihood of testing.
By addressing the gap between theoretical concepts and practical knowledge, we can facilitate
increased access to sexual healthcare services, thereby reducing disparities and adverse
outcomes. Knowledge is not just about being aware of risks and healthcare options; it is about
translating that awareness into proactive behaviors. Educating individuals, especially within
the young adult Syrian and Turkish male populations, can empower them to make informed
decisions regarding their sexual health. This empowerment is key to reducing the existing
disparities in access to healthcare and mitigating the potential negative health outcomes

associated with these disparities.

Furthermore, our study suggests that focusing on individual-level barriers is crucial for
improving healthcare access. While our discussion did not extensively delve into the impact
of these barriers, recognizing and addressing them is essential for effective interventions.
Future studies and initiatives should aim to understand and dismantle these barriers, enabling
smoother access to sexual healthcare. Ultimately, by enhancing sexual health literacy and

addressing both knowledge gaps and individual-level barriers, we can foster a more equitable
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healthcare environment, where every individual, regardless of background, has the knowledge

and means to access the necessary sexual healthcare services.

To conclude, studies with bigger sample sizes should be conducted to be able to get more
evidence on specific barriers to ethnic minorities as Syrian refugees in Tiirkiye. Longitudinal
studies might be more appropriate to understand the role of appraisal of health information.
Moreover, qualitative studies and focused group discussions should be conducted to
understand sexual health related seeking behaviour among young adults, which will allow the
characterization and bridging of the knowledge —access gap. The social and psychologic
dimensions and their interrelationships with sexual wellbeing and their influence on access to

sexual healthcare should be studied.
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The Licence Fee is exchsive of G5T. K the
Licensee is an Australian entity, then G5T is
imposed on any supply made under this
agreement, the recipient of the taxable supply
must pay to the supplier an additional amount
equal to the G5T payable on the tasable supply.
Subject to the recipient receiving a tax imoice of
the supply, payment of the GST must be made at
the zame time as payment for the tasable
supgly.

Swinburme reserves the right to revise the
Licence Fes for:

amy use of the Questionnaine
in excess of the Mumber of
Authorised  Implementations
specified under Ieem 3
{Approved Purpose] in the
Schedule; or

any subsequent extension of
this Agreement

5.5.1

5.5.2

6. Dbligations of Licenses

B.1

B2

The Licensee undertakes to use the Licensed
Materials anly in accordance with the License.

The Licensee must  ensure  that  the
Questionnaire is only used for the Purpose, and
unless permission is granted in lkem 6 of the
Schedule, not modify or translate the

Questionnaire Licence Agreament— June 2019
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6.3

Questionnaire, without the
appraval of Swinburne.

EXpress written

The Licensee will ielf administer the
OQuestionnaire.  The Licensee acknowledges
and agrees that it must implement the
Questionnaire in a rranner that ensunas
Swinbur ne  may readily aoedit  (at
Swinburne‘'s  sole  discretion} the
monitoring, calculation and reporting by the
Licensee of usage of the Questionnaire.

6.4 Other than as pmvlﬂed in Clause 4.1, the Licenses

must not, and must not allow or
other person o

Caese anmy

6.4.1 reproduce, communicate or
copy the COuestionnaire by

any means or inany form;

6.4.2 give, licemse, sub-license,
lease, assign, transfer,
distritoute, disserminate,
disclase, or publsh the
Ouestionnaire in any form to
any ather person or attempt
to do any of these acts
withaut the written
authority of Swinbume;

6.4.3 TEVEMSE ENginesr the

Questionmnaire; or

alter, change, remowve or
obscure any notices or other
indications  (including but
not  limited to copyright
notices) as to ownership of
the Questionnaire.

Upon completion of a backend database,
Swinburne may reguest that the Lcensee
provides  Swinburne  with  de-identified
information (eg age, country and language)
about the person to whorm the Questionnaire
was administered in 2 locked Ewcel or other
standard database as agreed with Swinbume.
The Licensee agrees to provide to Swinburne
such de-identified information if =0 requested
by Swinburne.

Thie Questionnaire consists of separate individual
scales that measure separate aspects of health
lineracy. The Licensee may use the individual
scales as long as the Licensee ensures that each
selected scale contains all the guestions within
that scale and the guestions are in the exact
order as in the Questionnaire. The Licensee must
ensure the scales are scored as prescribed to
ensure interpretations of the data are consistent
with the development and psychometric studies.
Thie Licensee undertakes to ensure that it will
nat reveal or disclose the

individual scales in any publications made by the
Licenses,

6.7 The Licensee undertakes to keep secret and

protect  the confidential nature of all
information and documentation provided to it,
learnt by it or to which it has or has had access,
arising out of or in connection with any aspect
of the negaotiation or performance

of this  Agreement  including without
liritation, the Terms of this
Agreement, the Licence Fee, and

the Questionnaire (*Confidential
Information”). To this end the Licensee rmust
ot use, disclose of in any way communicate to
any other person the details of any Confidential
Information without the prior writien consent
of Swinburme.

7. 'Warranties and Limitation of Liability

1.

The Licensee agrees that, to the astent
permitted by Australian law, all warranties
(including  irmplied warranties), other than
express warranties given in this Agreement, in
respect of the subject matter of this Agreement
are excluded and of no effect.  Where the
exclusion of a given implied warranty would be
void of unenforceable, the Licensee agrees that
Swinburne's Nabdlity for 8 breach of such
warranty will be limited, at  Swinburng's
discretion to the re-supply of the Questionnaire
of the payment of the cost of the re-supply of
the Questionnaire.

For the avoidance of doubt, the Licensee agrees
that it uses the Questionnaire entirely atits own
risk, and Swinburme doss not warrant that the
Questionnaire is suitable for any particular
purpase, of that the Questionnaire will function
of perform in a particular manmer, or that the
Licensee will deriwe any particular  result or
outcome from its use of the Questionnaine.

The Licensee agrees that Swinburme's aggregate
liability for all causes of action against
Swinburne, whether contractual, tortiows of
otherwise, will not exceed the aggregate of
Licence Fees paid by the Lioenses as at the date
on which the first such cause of action arose.
Swinburne will not be liable to the Lcensee for
any indirect or consequential losses, damages,
costs and/or expenses incurred of sustained by
the Licenses wnder, of as a result of exercising
rights in, this Agreement (including as a result of
any negligence by Swinburne), and in particular
will mot be liable for any loss of revenue or
profits, loss of data, loss of goodwdll or failure to
realise an anticipated saving or benefit.

Questionnaire Licence Agresment— lune 2019

Page | 4



B.

9.

10.

7.4 The Licensee agrees to indemnify Swinburne from

and against liability and 2l loss and darmage of
any kind whatsoewer caused  directly or
indirectly by amy claim of action  against
Swinburme arising directly or indirectly out of
the Licensee's use of the Questionnaire or any
breach by the Licensee of the terms and
conditions of this Agreament.

Termination by Swinburne

B

If Licensee wviolates or fails to perform any
material term  of this Agreement, then give
Swinburne may  written notice of the of
default (Motice Default)to Licensee. If
Licensee does not rermedy the default within
thirty (30) days after the effective date of the
Motice of Default (Period to Cure), then
Swinburne may terminate this Agreement and
the Licence by a second written notice |Motice
of Termination) to Licensee.

If Swinburne sends a Motice of Termination to
Licensee, then this Agreement automatically
terminates on the date specified in the Motice of
Termination.

Termination does not relieve Licensee of its
obligation to pay any monies (if any)] owed at
the time of the date of termination and does not
impair any accrued right of Swinburne.

Upan termination of this Agreement, all licenses
granted under this Agreement will terminate,
and the Licensee must immediately cease all use
of the Questionnaire.

Termination By Licensee

B

Licensee has the right at any time to terminate
this Agreement by giving sixty (B0) days written
notice to Swinburne.

Any termination in accordance with clause 9.1
does not:

1 relieve the Licensee of any obligation
of ligbility accrued prior  to
termination.

9.2.2 rescind arything done by Licensee or
any payments made Do Swinbume
prior to the date of termination.

9.2.3 Terrnination does mot affect in any
manner any rghts of Swinbume
arising under this Agreement prior to
termination.

General

1

Interpretation

The following rules apply unless the context
requires otherwise:

1 words denoting the singular include
the plural and wice versa;

2 wiords  denoting natwal persons
include conporations and vice wersa;

3 wiords denoting any gender include all
genders;

a4 headings are for convenience only

and do not affect interpretation;

5 reference to any Party to  this
Agreement or any other relevant
agreement or document includes that
Party's successors and  permitted
assigns;

10.1.6 reference to any document of

agreement  is deemed to include to
references such docurnent or as
agreament amended, novated,
supplemented, waried or replaced

from tirme to time:

T references to any legislation or to any
provision of any legislation include any
maodification or re-enactment of such
legisiation or any legislative prowvisions
substituted for, and all legislation and
statutory instruments  issued under,
such legislation; and

B any reference to “GST", “recipient®,
“supplier”, “supply”, “tax invoice® and
“taxable supply” has the meaning
given to those expressions in the &
New Tax Syster [Goods and Services
Tax] Act 19599

No partnerships: This Agreement does not
create a partnershig, agency, fiduciary or other

relationchip, except  the relationship of
contracting parties. Mo Party is liable for the acts
or ornission of any other Party, save as set out in
this Agreement.

Assignment: The Licensee must not assign, sub-
contract, or transfer amny of its rights o
obligations under this Agreement to any person
without the prior written consent of Swinburme.
Such consent must not be  unreasonably
withheld.

Severability: If a clause or part of a clause can
be read in a way that makes i illegal,
unenforceable or invalid, but can also be read in
a way that makes it legal, enforceable and walid,
it must be read in the latter way. If any clause or
part of a clause is illegal, unenforceable or
invalid, that clause or part is 1o be treated as
removed from this Agreement, but the rest of
this Agreement s not affected and all other
provisions will remain in full force and effect.

Questionnaire Licence Agreement— June 2019
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Item 1 — The Questishnaire

Item 2 — Licence Fee

ltem 3 — Approved Purpose

Purpase

Murmber of Authorised
Implementations

Project Start Date

Project End Date

Item 4 — Duration of Licence

ltem 5 — Terribary

Schedule
Licence Mumber: L2D0TEIA

HLO — the health literacy questionnaire developed by Richard
Dsborme, Kachelle Buchbinder, Gerald EEworth and Roy Batterham
and more fully described in “The pgrounded psychometric
development  and  initial  walidation of the Health Lteracy
Cuestionnaire (HLO)" BMC Pubdc Heglth 2013, 13:658.

5250 [for the duration of the Term)

e of the HLO Ouestionnaire in the Emglish, MNorwegian, Turkish
[Australian) Language for the project “Health Literacy and Access to
Sexual Healthcare Services”

355

17 January 2021

15t July 2020

7 maonths, 15 days

Mo ey - Turkey

Item B — Cultural Adaptation andfor Translation Rights

Language of Translation

The following Questions must be completed within 3 months before the end of the Term. The response to

[The Licensee does not hove a right te prepare o obtain o cultural
adepiation af the Questionnaire|

[The Licenses does not have a right to abtain a transiation of the
Questiommaine |

L

the guestions should not exceed one side of an Adpage.

1)Please provide information on the particular purposes for which the guestionnaires have been administered in the

post 12 months?

2)What challenges [if any) hove pou encountered in the administrotion and collection of responses to the
guestionnaires in the lost 12 months?
3)what benefits hove occrued through the administrotion of the guestionnaires in the past 12 months? (this may

Inclwde but not Umited to mew interventions, re-ofignment of proctices, input to strotegic plons ond policy,

presentation to stokeholders and brooder audiences, publications etc)

4)Did the guestionnaire senve your specific needs and purpose? Do you have any suggestions on ways in which the

guestionnaires may better serve your specfic requirements ?

Questionnaire Licence Agreament— lune 2019 Page |8



APPENDIX- B: Answer from REC (REK, Oslo, Norway)

OREK

Rt B v el Tt War dato: VAT PRGN S
REK sar-astE Wadianne Carson ZIBAEE 17112020 184363

Desras rafarasma:

Tony Joakim Sandset

184363 Health Literacy and Access to Sexual Healthcare Services Among Young
Adults of Turkish Background in Norway

Forskningsansvarlig: Universitetet 1 Oslo
Soker: Tony Joakim Sandset
Sokers beskrivelse av formél:

AIM: This sty aims to butld on the knowledge concerning access to and wilization of
sexual health services including STIs testing: and to investigate the association between
sexual health literacy and the wiilization of these services in minorities of Turkish
background in Norway.

CHfectives of the study:

1. To measure the rate of §TIs testing and the level of urilization of sexual health services
2. To determine the level of sexual health leracy and measure fis association with the
urilization level and derive the related barriers to access.

3. To measure the associations between sociodemographic fuctors, self-perceived risk,
risky sexual behavior or GP visits with the utilization level.

REKs vurdering

Vi viser til seknad om forhindsgodkjenning av ovennevnte forskningsprosjekt. Seknaden
ble behandlet av Regional komité for medisinsk og helsefaglig forskningsetikk (REK
sor-ost B) 1 metet 28.10.2020. Vurderingen er gjort med hjemmel 1 helseforskningsloven §
10, jf. forskningsetikkloven § 10.

Vurdering

Slik komiteen forstir seknaden og forskningsprotokollen er studiens formal 4 £h ny
kunnskap om tilgang til og bruk av seksualhelsetjenester blant unge voksne med tyrkisk
bakgrunn 1 Norge. Det skal rekrutteres 350 personer med tyrkisk bakgrunn 1 alderen 20-29
dr som skal fylle ut et sparreskjema som kombinerer validerte og ikke-validerte
instrumenter kayttet til sosiodemografiske karakteristikker, helsekunnskap, selvopplevd
risiko for seksuelt overforbare sykdommer. seksuell helse og bruk av fastlegetjenesten.
Studien er samtykkebasert. Det overordnete milet er 4 bla. styrke tjenester rettet mot
etniske minortetssamfunn, og dermed bidra til ekt seksuell helse og velvaere i disse

gruppene.

Komiteen vurderer at prosjektet, slik det er presentert i seknad og protokoll, ikke vil g ny
kunnskap om helse og sykdom. Prosjektet faller derfor utenfor REKs mandat etter

REK sar-osst B Telefom:22 &4 55 11 | E-postyek-sorst@ medisin uio.no
Besnksadresse: Gullhaugveien |23, 484 Oslo ‘Weh: htips: ‘rekporinlen .no:
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helseforskningsloven, som forutsetter at formilet med prosjekiet er 4 skaffe til veie "ny
kunnskap om helse og sykdom™, se lovens § 2 og § 4 bokstav a).

Det kreves ikke godkjenning fra REK for 4 gjennomfere prosjekiet. Det er institusjonens
ansvar & serge for at prosjektet gjennomfores ph en forsvarlig méte med hensyn til for
eksempel regler for taushetsplikt og personvern samt innhenting av stedlige godkjenninger.
Vedtak

Avvist (utenfor mandar)

Prosjektet faller utenfor helseforskningslovens virkeomride, jf. § 2 og § 4 bokstav a). Det
kreves ikke godkjenning fra REK for 4 gjennomfere prosjektet.

Komiteens avgjerelse var enstemmig.

Med vennlig hilsen

Ragnhild Emblem
Professor, dr. med.
leder REK sor-ost B

Marianne Carson
ridgiver

Kopi sendes forskningsansvarlig institusjon og eventuelle medarbeidere som er gitt tilgang
til prosjektet 1 REK-portalen.

Klageadgang

Du kan klage pd komiteens vedtak, jf. forvaltningsloven § 28 flg. Klagen sendes til REK
sor-ost B. Klagefristen er tre uker fra du mottar dette brevet. Dersom vedtaket
opprettholdes av REK sor-ost B, sendes klagen videre 11l Den nasjonale forskningsetiske
komité for medisin og helsefag (NEM) for endelig vurdering.
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APPENDIX-C: Yeditepe University Ethical Clearance by

Non-Invasive Clinical Research Ethical Committee, Yeditepe University, Istanbul

T.C. YEDITEPE UNIVERSITESI Versiyos No
A GIRISIMSEL OLMAYAN KUNIK ARASTIRMALAR Ap
ETiK KURULU Soha1/2
KARAR FORMU

31.08.2021

| Exik Kurulun Adi | Yeditepe Universies: Grigimas! Olmayan Klisik Arsgtwmatar C1ik Sarui
Agik Adres Yechtepe Universies Dig Hekimbgl Fakultes), Bagdat Cad. No. 238 Ghrepe 34728
Kachiody, istankal -

BILGILERS

ETIK KURUL

Telefon 0216 363 60 44

E-posta | pemtk@yedarpa ciutr

| | Islak imzak bagvury dosyas, COsi ve efektrenik bagwary
 Aragtrma bighp ve sraytirmacdsnn ismlen

Bagnru dilekges = =
_”_ﬂmnﬂ!’l ]
. Miteligi
* _Cnemive dapin deger| .
_*_Amag e hadelleri

Yoroead
Yoretim| .

_ Bilglondirilmi; Ganillis Olur Foesmm (yapaan aragtirmays orel olarak haorianmy)

Taahhinname-1
Currye Tiz Birld Hebunkd BEchapesiner son verdyomamin we Sadid Robank @ nn 4 tie kit ionn obanisre dar

| taabhd;
Teahhdtrame-2

E
_.W!.mmwmm -
E‘

brny ca Ditgewnche yer druran we 23elSin0n keedisine veys Sosyal Glwen B Canumena o b
| Petrecat bitw o uapdenrapacapay day 1L

TashhitnameA4 B §
SEAI0-19 hastalaneca tadra yakaprias ve bkmael sovjtemoly gecelges charivgany dobe ks

| ﬁrmohmﬁﬁ; birkiing ait dogegmiy farmy
£k belgder {Varsy kulyndan olcek ginken vb.)

DEGERLENOIRILEN
BELGELER
.
i
]

Bagyury Numarasi 202106057

Toplant: Tarihi 13,08 301

ToplantiYed | Cesirim ig [Google Meet)
17

Karar No

KARAR
BILGILERI

Arxgoemann B3l Istankul'ds Yagayan Suryell Erkek MOReciern Sagik Oburgazark@ ve Dreme Sadik
Iemetierine Ergimmin Degerlendinimes! ve TOrk Erkeikiert e Kargdagtinbmas: Kesitsal

B Caligma
Ao '} H M, Torw S, Anne O, Altunok £C.

102



T.C. YEDITEPE ONIVERSITESI Versiyon No

GIRISIMSEL OLMAYAN KLINIK ARASTIRMALAR g
ETIK KURULU Swha/2
BASVURU NUMARASI: 202106067
KARAR 31.08.2021

] KABUL* CIRET
KAPSAM DIS! (GIRISIMSEL)
BILIMSEL VE/VEYA ETIK KURALLARA AYKIRI
BIR SORUMLU ARASTIRMACININ (TEZ ISE TEZ DANISMANI), BIR TOPLANTIYA iKI (2)
ADETTEN FAZLA CALISMA BASVURUSUNDA BULUNMAS!
] KURUM /Gl BASVURULARINDA YEDITEPE UZANTILI E-POSTA HESABI ILE GIRIS YAPILMAMIS
OLMAS!
] SARTL KABULDE BELIRTILEN REVIZYONLARIN ZAMANINDA VE/VEYA ISTENILDIG! SEKILDE
YAPILMAMIS OLMAS!

* BGOF gonulli ve tanik bilgi ve imza bolimleri eklendigi takdirde uygundur. Diger revizyonlar tamamianmigtir.

r. Didem OZDEMIR OZENEN
Baskan
Kauhm ‘ lliski ’

r. Elif SUNGURTEKIN EXGi
___Raportdr
Katihm Liski

|ﬂV‘ar Dvok [:IVar @d‘: .Var []Yok DVar mYok par | COvek | [var Blokr.

— —_—

[ 'prof.or.rﬁ.vfiaistnAsl [ 'ox.or.mon:é@n'&aﬁ ‘ Or. Ogr. Uyesi E. Gigdem KELE§

i Kath | Lk  aum || Kt iisk

m\lar DYok CJvar lj%k || Cvar mvok COvar | Dvok‘ Ovar * [Mvok | Divar | ok

% / X
nur OKAN BAKIR or. Or. Oyele uurémmn or. Ogr. }Jé?yksm

Katilm ik Kt s | i 5 o Nl

| VD(ar DVok [:]Var Ijok Var | []Yok ‘ DVar mcok | | Edvar — Ovok | [var ‘ [A%ok

Arastirmanin Bagl@  Istanbul'da Yasayan Suriyeli Erkek Miltecilerin Saglik Okuryazarligi ve Ureme Saglik
Hizmetlerine Erisiminin Degerlendirilmesi ve Tiirk Erkekler ile Kargilastinimas:: Kesitsel
Bir Calisma

Aragtirmacilar Hussein M, Tony S, Anne O, Altunok EC.
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APPENDIX-D: UIO Ethical Clearance

UiO ¢ Faculty of Medicine

University of Oslo
Hussein Miri

Date: 11 September 2020

Statement from the Program Ethical Committee

The Program Ethical Committee have processed your application, number go53063, about your
project “Health Literacy and Access to Sexually Transmitted Infections (5TIs) including HIV
Testing Services in Young Adults of Turkish Background in Norway™.

The committee believe your project fall under the Norwegian Health Research Law
(helseforskningsloven and forskningsetikkloven) and should be submitted to Regional Committees
for Medical and Health Research Ethic (REC) for approval. In addition, you also have to apply to
Norwegian Centre for Research Data (NSD) for approval. This is a new regulation.

If your project is to be conducted outside of Norway, you also need to submit the project to local
authorities for approval.

Supervisors for Hussein Miri's master project is:
- Anne Olaug Olsen, Associate Professor at Institute of Health and Society at ULO

- Tony J. Sandset, Researcher at Center for Health Science Education, ULO

Sincerely yours

{ <

Elia John Mmbaga
Associate Professor, MD, PhD

Program leader Terese Eriksen
elia. mmbaga@medisin.uio.no Senior Executive Officer

terese.eriksen@medisin. o, no
+47 22850526 or +47 22850550
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APPENDIX-E: NSD Assessment

49 Sikt

il § Ref. 355345
Messages
WWrite messsge.
4

Mats: Tre cantent af the message will be available to yousr instibatian as wel as ather propct mambers

- Ridden messege

o Completed
14012022 1516
Wi have received confirmation that the processing of personal data in this project is comgleted, and that the data
hawe pither been anomymised, dejeted, or archived.

» Maessage fram Karln Lilleveld (Adviser)
14012022 1516

Ok. Gaod 1o know. We then end our fallow up of your project.

Gavod ludck further!
Basst,
Karmn

Y Message from Hussein Miri

12012022 1318

Hello again,

Sorry for misunderstanding.

| thezughit cur survey forms collect P addres ses.

But | pust made sune with IT sarvices that it does not

Ard we can procesd withaut TSD s it has bean assessed anarymous.
Thani you,

Best,

Hussen

» Maessage from Karin Lilleveld {Advisor)
12012022 1226

Hs,

| amn sarry. | think we misunderstand each athar, We have previously given wou our assessment (datet 14,1 22020 and
259.06.2021) that you will not process data that can directly or indirectly identify individual persons. As a result, the
praject does not need an assesement from RS0,
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But ngw you e saving that youw will in fact process data that can directly or indirectly identify individual persens and
that you need aur assesirmeant amyway? What changes have bean made?

Message from Hussein Miri
11012022 21:46

Hallo,

This was a busy time due to Chrisimas and hobdays, Using Mettsigema fo collect data, although it will not collect
emalls of participants as the survey form is set to not collect emalls; IP addresses will be collected, TS0 will help hade
IP adkiresses. Thus wsing TS0 shall provide more privacy and anonymity, mare protection,

‘We have decided to wse it as the university gives aocess 1o it But still, TSD has gane us a limited time to get MS0's
appraval.

Message from Karin Lillewold {Adwisor)
19012022 16ta

Hi again,

If wou are mot processing any persanal data we will end our follow up of ywour project

Message fram Karin Lilleveld (Adviser)

16122021 1736

| doubt it, since it & our understanding that your data callection B anarmymous.
But please ask your supervisor,

Message frorm Hussein Miri
16122021 1306

g it is shill the sarme project.
Yo do not reed to use TAOT

Best,
Hussein

Message from Karin Lillewold (Advisor)

100122021 1748

Hi,

O assessment given on 29062021 was that this progect will nat process data that can directly or indirectly identify
individual pereans. | de not think you can use TSD lar anarymous data, ar?

Message from Hussein Miri

12 2021 1147

Hizllo,

| have sent im the new form to be assessed. It i the same praject, but we had some delays.

5o the end date of the project has been updated to 30, June. 2022 Besides this, there has been no change.



Twiould like to receive a confirmation regarding the extension of the progect from your side, 5o that | can wse 1o 1o
axtand the use for TSD far data caollection and storage.

Thank you,
bemsi®,
Huissiein ki

Sent into be adsessed
02122021 11:44

Hidden messoge

Message fram Hussein Mir
Z06 2031 1621

Hazlla,

Thank yoa,

| have updated the forn in regards to infarmal cansent where paricipants will nesd bo ek the bax that seyps they
agres an participating withaut the need for the formal signature or namees. Cn the pasticipant leaflet and on the 15t
page of the sursey, the general information regarding the study will be provided to parbcipants with contact details
of the student and the responible researcher in Turkey.

bwerst,
Huzsein

Message fram Karin Lilleveld (Adviser)
P06 2021 1516

Hs,

i remind yoi that if you are conducting the surey in an anamymos way (35 Ou pRevious assessment stated) wou
alia da notl peed thair formal consen. To get their namesigrature oaly lof the purpose of getling thair consant il no
other persnal data is bring collected would have worked agairst its purpose since you would have ohtfained the
personal data name through the wiitten consent Research ethically, it s still good to ge the partiopants
infonmation ahout wour project and Bow they can contact you, but then resmose the sectian on the participants’ rights
and corsent and the declaration of consent,

Bemst regands,

Kairin
M50

s g b e M
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Kessage from Hussein Miri
FEO62021 2146

Hallo,

The population of the praject has been changed. In the previous project we were suppased to compare owr resulks
brtwenn sevual minarity men and heterasesuals in istankbul, In this project we will ke comparing our results betasen
16-29 years old Turkish men <5, Male Syrian refugees in lstanbul

This has lead us to change some of the questions and vanables found in the questionnaine form:
- The first section of the questannaine which deals with Health Literacy has not besn changed.

- The second section of the form dealing with Sexual Health and behaviors; any guestion that was related 1o *
Homosexuality” has been remosed.

{Iterms like: Hanew you ever had same-sex seoual encounters?.L In question 15 {15) one variable choioe was added to
question | Place of testing : Refuges Health center). The two guestions dealing with * Ever got diagrosed with HW™
and “Rizk of contracting HIV" has been removed fram the questians st One question was added (021 which asks
about prefarred communication channel fo obtain sexual health infarmation [Radia, TV, Sk5% Social mediz, et

- The third section which deals with secio-stonomic variables, question 29 has bean added which asks about averags
mipnthly income of participants ( choices: 1-2024 Turkish Lira, === 8000 Turkish Lira or mone), Ako Cuestion 2 has
t=en added " On & scale from =paars 10 sprofcients, hoe would you rate wour Turkish language skills? - & Poor - 1
Fair - 2 ood - 3: Proficient™.

A for collecting data, = the presious groject we were supposed to recruil participams through dating applicatisns.
Howewer i the new project, sooal media pages in addition to snowballing techmigques will be used.

The sample size has been changed accordingly to the new population size. A total of 386 participant will be recruited
with 193 participant in each group (Syrian refegess Vs, Turkish yeung adult mmen.

Beside the abowe changes, the project nemains the same in regards to managing and protecting data.

all Lhe besl,
Hussein

Message fram Karin Lillewold (Adviser)
FEO6 021 1531

Hi,

Referring to the change regestered on 11 062021, Could you please summanze in a message bare what the changes
are since our last assessamem?

Best regands,

Karin
HSE

Sent in to be adsessed
11062021 1449

Hidden messoge

Seivt in to be assessed
14.122020 1212



‘Wi kindly ask you to answer if it B necessany for the participants to namas thair concrate aga, or if it will be possible to
miake boxes as "A0-23", "23-26" etc. The sarme about the question "IF Monrsegian by naturalization, How long has it
been w@nce you were granted the Morsegian dtizenship® and  In total, if not bom in Marway, how jong have you
bean livirg in Monsay™

Az, we ash you 1o defberate if at the question *Parent’s country of birth® will have an option to name a different
country, ar if this is just a box to mark.

1, At the page “project information®;

Al the page "project infarmation” below “Explasn why the processing of personal data | necessany® we kindly ask wou
by eiplain why it is necessary to process all data [that you hawe marked as “yes"] at the pags “personal data® and
“type of data” in the Matification farm,

4, Possible third persons

In thie gnline sy, wou will ask some guestions about the participants parents (oountry of birth, language,). If
necessary for the purpose of the project, you will nesed 1o register this a8 processing persanal data about third
parsons at the pege “third persons® in the Motification fomm

The legal graurd far such processing will be a task in the public interest, as we assume you will not haee direct

contact with those persors, Further, it will be possitle to make a esception from giving information {if not possible or
depropartionate effort - please explain at the page “third persens” i this is the case),

Wik &tk that you update your notification farm in accordance with the comments abeve. We rermind that you on the
last page of the form below “Serd in® must confirm submission When you haee dione this, we will continue reviewing
Wour project.

Returned
F1A0.2020 121

Ridden messpge

Sent in to be assessed
1002020 1&12
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APPENDIX- F: Informed Consent
ENGLSIH

Dear Invitee, would you like to help with health research?

My name is Hussein Miri. | am a master’s degree student at University of Oslo, International Community Health
program. I am Kindly requesting your participation in a research study that I am conducting titled:
“Determinants of Access to Sexual Healthcare Services Among

18-29-year-old Turkish and Syrian Young Adult Males Living in Istanbul.”

| am interested in assessing your health literacy, accessibility and the challenges you face or might face when
trying to use these health services. Because the research is about sexual health, it is important that participants
should have some sexual experience (have had sexual relationship at least once before). The study does not

involve doing any test for sexually transmitted infections.

The study involves completing a survey with three parts on basic demographic characteristics, health literacy and
sexual health. A sample of the questions that will be asked are listed below. Participation is completely voluntary,
and you may withdraw from the study at any time. The study is completely anonymous; therefore, it does not

require you to provide your name or any other identifying information.
If you would like to participate in the study, please read the Information Leaflet below.
To begin the study, click the survey link at the end.

Your participation in the research will be of great importance to assist in ensuring that sexual minorities are

receiving adequate and effective sexual health services and to help improving the available services.
The Survey will take about 10- 15 min to complete. It is provided in Turkish / Arabic.

Sample guestions from the survey:
1- How confident do you feel in your ability to find accurate health information on the internet?
2- Have you ever visited your Primary Care Provider service?.

3- How many of these visits were related to “sexual health” reasons?

Thank you for your time and participation.
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TURKISH
Sayin Davetli, Saghk arastirmalarina yardim etmek ister misiniz?

Benim adim Hussein Miri. Oslo Universitesi, Uluslararast Toplum Saglig1 programinda
yiiksek lisans 6grencisiyim. istanbul'da yasayan 18-29 yas aras1 Tiirk ve Suriyeli genc
erkekler arasinda Cinsel Saghk Hizmetlerine Erisimin Belirleyicileri baslikli bir
arastirma ¢aligmasinda sizin katiliminizi rica ediyorum. Saglik okuryazarliginizi,
erisilebilirligi ve bu saglik hizmetlerini kullanmaya c¢alisirken karsilasabileceginiz veya

karsilasabileceginiz zorluklar1 degerlendirmekle ilgileniyorum.

Aragtirmanin cinsel saglikla ilgili olmasi nedeniyle, katilimcilarin bir miktar cinsel deneyime
sahip olmalar1 6nemlidir (en az bir kez cinsel iligki yagamis olmalidir).Bu ¢alisma cinsel

yolla bulasan enfeksiyonlar i¢in herhangi bir test yapmay1 igermez.

Calisma, temel demografik 6zellikler, saglik okuryazarligi ve cinsel saglik hakkinda ii¢

boliimliik bir anketi tamamlamayi igerir. Sorulacak sorularin bir 6rnegi asagida listelenmistir.
Katihm tamamen goniilliidiir ve istediginiz zaman calismadan cekilebilirsiniz.

Cahsma tamamen anonimdir; bu nedenle adiniz1 veya diger herhangi bir tanimlayici bilgi
vermenizi gerektirmez. Caligmaya katilmak isterseniz, asagidaki Bilgilendirme Brosiiriinii
okuyunuz. Caligmaya baslamak i¢in sonundaki anket baglantisini tiklaymiz. Arastirmaya
katiliminiz, cinsel azinliklarin yeterli ve etkili cinsel saglik hizmetleri aldigindan emin

olmada ve mevcut hizmetleri iyilestirmede biiyiik 6nem tasiyacaktir.

Anketi tamamlamaniz yaklagik 10-15 dakika siirecektir. Dil: Tiirkce / Arapga.

Anketten 6rnek sorular:

1- Internetten dogru saglik bilgilerini bulma konusunda ne kadar kendinizi giivenl
hissediyorsunuz?

2- Daha 6nce Birinci Basamak Saglik Hizmeti saglayiciniza basvurdunuz mu?

3- Bu ziyaretlerin kag1 "cinsel saglik" nedenleriyle ilgiliydi?

Zamaniniz ve katilminiz icin tesekkiir ederiz.
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APPENDIX-G: Leaflet, Invitation

Would you like to help with health research?
Study Title:

“Determinants of Access to Sexual Healthcare Services Among
18-29-year-old Turkish and Syrian Young Adult Males Living in Istanbul”

An invitation to participate

You are being invited to take part in this study. Before you decide on whether you would like to participate, it is
important for you to understand why this research is being conducted and what it will involve. Please take time
to read the below information carefully to decide on your participation and contact the researcher on the details
provided, should you have any questions.

What is the purpose of the study?

This study aims to evaluate the use of sexually transmitted infections testing services by young adult Syrian
refugees in Istanbul. The purpose of this study is to gain a better understanding of the use of sexual healthcare
services.

Why have I been invited to participate?

You have been invited because you are a Syrian refugee / Turkish who is living in Istanbul. Your responses are
invaluable as part of this research.

Do I have to take part?

Participation in this research project is entirely voluntary. Please note that you are required to sign a consent to
complete and submit the questionnaire. You will be asked to indicate that you have read and understood the
information provided here. You can choose to withdraw your consent at any time without giving any reason. All
your personal information will then be deleted. It will not have any negative consequences for you if you do not
want to participate or late choose to withdraw.

What will happen to me if I take part?

You will be asked to complete an electronic (online) questionnaire. Please ensure you only complete one
version of the questionnaire, which will have 3 parts with a total of around 37 questions. The questionnaire
should take approximately 10 — 15 minutes to complete. The electronic questionnaire can be accessed on your
computer, laptop, iPad, or smartphone with an internet access. After submitting, the questionnaire will be
forwarded to the Oslo university’s secure encrypted account for analysis. If preferred, the printed questionnaire
with envelope can be sent to your mailbox or can be filled and dropped at the organization. Once completed,
please return it to return address provided with invitation letter. The questionnaires will then be collected by
researcher for analysis. Alternatively, if you agree, the researcher could visit you with his own iPad with
internet access for you to fill the questions.

What are the possible disadvantages and risks of taking part?
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It is possible that some questions could cause you distress or embarrassment, as they refer to your sexual
health. However, it is important, for the purpose of the research, to be informed that your answers are kept
confidential and safe for you to be able to feel safe and comfortable to fill your answers.

Will my taking part in this study be kept confidential?

All data is confidential and is treated in accordance with the privacy regulations. Please ensure you do not
disclose a third party’s personal information anywhere on the questionnaire. Data from electronic
questionnaires will be stored on a secured password encrypted database owned by the University of Oslo. Data
from printed questionnaires will be stored with researcher in a locked cabinet.

What will happen to the results of the research study?

The results will be used for the purpose of the Master’s degree dissertation International Community Health.
However, they might additionally be disseminated at conferences or published in peer-reviewed scientific
journals. If you are interested in receiving a copy of the final report, please contact the researcher on
husseim@uio.no or call 05449610369 and it will be sent to you.

Your rights:

As long as you can be identified in the data material, you have the right to:

- access to which personal information is registered about you, and to receive a copy of the information,
- to have personal information about you corrected or deleted

- to send a complaint to the Data Inspectorate about the processing of your personal data.

What entitles us to process personal information about you?

We process information about you based on your consent. On behalf of University of Oslo, NSD- Norwegian
Center for Research Data AS has assessed that the processing of personal data in this project is in accordance
with the privacy regulations.

Who is organizing and funding the research?

This study is organized and self-funded by the researcher Hussein Miri, a Master’s degree student in
International Community Health at the University of Oslo. In case of receiving any funding, the source will be
disclosed and announced.

Contact for further information or for clarification about this research:

Researcher / Student: Hussein Miri, MPhil. International Community Health, Department of Health and
Society, UiO. Email: husseim@uio.no or call at 0047 96805626.

Project Responsible Researcher in Tiirkiye: Dr. Cigdem Altunok, Head of Biostatistics department, Yeditepe
University ecaltunok@yeditepe.edu.trPhone: 0216 578 0000
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TURKISH

Saghk arastirmalarina yardim etmek ister misiniz??

Arastirma Bashgi:

"istanbul'da Yasayan 18-29 Yas Aras1 Tiirk ve Suriyeli Gen¢
Yetiskin Erkeklerde Cinsel Saghk Hizmetlerine Erisim Belirleyicileri"

Katilm Daveti:
Bu arastirmada yer almaniz i¢in davet ediliyorsunuz. Katilim kararinizi vermeden 6nce, arastirmanin neden
yapildigimi ve neyi kapsayacagint anlamaniz 6nemlidir. Liitfen bu bilgileri dikkatlice okuyun ve herhangi bir
sorunuz olursa arastirmaci ile iletisime gegin.
Arastirmanin Amaci Nedir?
Bu ¢aligma, Istanbul'daki geng yetiskin Suriyeli miiltecilerin cinsel yolla bulasan enfeksiyon test hizmetlerini
kullanimimi degerlendirmeyi amaglamaktadir.

Neden Davet Edildim?

Istanbul'da yasayan bir Suriyeli miilteci / Tiirk oldugunuz i¢in davet edildiniz.

Katilmak Zorunda Miyim?

Arastirmaya katilim tamamen goniilliidiir. Anketi tamamlamak ve géndermek i¢in bir onay formu imzalamaniz
gerekmektedir. Istediginiz zaman herhangi bir neden gdstermeden onaymizi geri ¢ekebilirsiniz.

Katilirsam Ne Olacak?
Elektronik (¢evrimigi) bir anket doldurmaniz istenecektir. Ankette toplam yaklasik 37 soru bulunmaktadir ve
yaklagik 10-15 dakika siirmektedir.

Katilmakla flgili Olas1 Dezavantajlar ve Riskler Nelerdir?
Bazi sorular, cinsel sagliginiza atifta bulundugu igin sizi rahatsiz edebilir veya utandirabilir. Ancak,
cevaplarimizin gizli tutulacagini bilmeniz 6nemlidir.

Katihmim Gizli Tutulacak mi1?
Tiim veriler gizlidir ve gizlilik yonetmeliklerine uygun olarak islenir.

Arastirma Sonuclari Ne Olacak?
Sonuglar, Yiiksek Lisans derecesi tezi i¢in kullanilacak ve bilimsel forumlarda paylasilabilir.

Haklarmmz: Verilerde kimliginiz tanimlanabilir oldugu siirece:
o Kayith kisisel bilgilerinize erigim ve bilgilerin bir kopyasin1 alma,
o Kisisel bilgilerinizin diizeltilmesi veya silinmesi,
e Kigsisel verilerinizin iglenmesine iliskin Veri Denetleme Kurulu'na sikayette bulunma hakkiniz vardir.

Arastirmay1 Kim Diizenliyor ve Kim Finanse Ediyor? Bu ¢alisma, Oslo Universitesi'nde Uluslararasi
Toplum Saglig1 alaninda Yiiksek Lisans 6grencisi olan aragtirmact Hussein Miri tarafindan diizenlenmekte ve
kendi kaynaklariyla finanse edilmektedir.

Daha Fazla Bilgi veya Arastirma Hakkinda A¢iklama i¢in iletisim:
Arastirmaci / Ogrenci: Hussein Miri, MPhil. Uluslararas1 Toplum Saglig1, Saglik ve Toplum Béliimii, UiO. E-
posta: husseim@uio.no veya 0047 96805626 numarali telefondan arayabilirsiniz. Tiirkiye'deki Proje Sorumlu
Arastirmacist: Dr. Cigdem Altunok, Biyoistatistik Boliim Baskani, Yeditepe Universitesi Telefon: 0216 578
0000
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APPENDIX-H: Measurement Instrument (Survey)

SURVEY ENGLISH
This Swvey has 3 Secions. Q2. Please indicate how difficult or easy the
Plzase be reminded that all answers are stricth following tasks are for you now. You can
confdendal check only one box for each statemen

Section |- Knowledge and Health Literacy

In this questionnaire, the term { l
“healthcare providers” refers to doctors. ? I i f
4
Q1. Please indicate how strongly you disagree or ’i/j!
agree with each of the following statements. You Jé
can check only one box for each statemeant.
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Q3. Please indicate if you think the
statement is “true" or “false”. if you are
not sure, please choose “Mot Sure”™

Mol
Sure

True Falze

Al sexually | (] J

transmitted
infections
can be
cured.

Youcan tell | ) (] )
fromi

EOMONSEs
appearance
whether
they have
HIN ar not

itis easier J C O
to contract

HIV if a
person has
anather
sexually
transmitied
infection

Hepatitizs B | (] J
is a
sexually
transmitted

infection

4-: HIV can be transmitted through:
(Pleaze =elect all relevant options]

O Contaminated needles [ Mosquito
bites 1 From mother to baby during
birth 1 Hugging O Kissing [ Vaginal
sex [ Anal zex [ Shared toothbrush O
Shared bathroom

Section Il: Sexual Health and
Practices

(5. Have vou ever had amy kind of sexual
infercoursefencounter?

Yes, during last 12 months
Yes >12 months ago
0 No O] choose not to answer

6. How old were vou when you had vour
first sexual encounter?

[l Below 16 years (11618 years [119-20
years [1.21-22 years [0 23-24 years [125
years and abowve 11 prefer not to answer

Q7. During the past 12 months: With how
many partner(z) have yvou had any Kind
of sexual practice?

Oo0-1 O2-3 O4-506-7 O35-3 O10-15
[0 16-25 [126-50 OO >50

L5, Have vou ever had “unprotected”
sexual intercourse with 3 non-steady
parimer?

[1Yes, during last 12 months [Yes >12

months agoe O No O choose not to
answer

9. In the last 12 months, how often were
condoms used when vou had intercourse?

O Hever O Seldom O Sometimes
O Mostly [ Always

Q10 In the last 12 months, have yvou used
dating applications or websites to meel
people for the purpose of "hookups™?

OYes OMo O] choose not to answer

111. In the past 12 months. have you or
your partner used alcohol before or during
sexual intercourse?

OYes OMo O] choose not to answer

2112, In the past 12 months. have you or
yvour partner used drugs before or during
sexual intercourse?

OYes OMNo O] choose not to answer
Q13- Have you ever tested for HIW 7

Yes, tested in the last 12 months
1Yes, tested > 12 months ago
1 Never tested

214-. Have you ever fested for STlz other
than HIV 7

Yes, tested in the last 12 months
1Yes, tested > 12 months ago

O Never tested



215, If ves, where did you seek testing?

O Primary care provider L1 Public
Hospital O Private hospital’clinic I
Refugee Health Center 1 Healthy Living
Centers (Besiktas or Sizli or Positive
Living As=sociation) (1 Other

16. Have vou ever been diagnosed
(tested positive) with any STI?

Yes, once [1Yes, more than once [
No O Prefer not to answer

Q17. Considering vour behaviors and
knowiledge of 5Tls, please indicaie how you
perceive vour risk of confracting STis?
Mo risk O Low O Moderate 1 High 1
Very high risk

18. Have you ever visited vour Pimary
Care Provider service?

OYes OO Mo

(119. Please indicate how many fimes did
yaou visit yvour primary care provider in the
last 12 months.

ONone O1O20304 0O>=5

(20, How many of these visits were related
to “sexual health” reasons?
OMone O1 O2 0304 0>=5

G21. Which of the following communication
channels do vou prefer fo obtain sexual
health-related information™?

[ Select only one)

O Radio and Television O Mobile phone
{SMS) OO Mobile phone {call) [ Social
Media [l Email I Posters O Leaflets

O Public announcements O Billboards
COCommunity events [ From health
workers [l Family and friends

sections lll: Sociodemographic

Information

0.22- Age:

(23, Gender:

O Male O Female O Other

(24, Marital Status:

O Single O Partnered or Married
O Gther

325, What is the highest degree or level of
school vou have completed?

O Know how to read’write but did not
finizh school

O Primary Education or legs

O Secondary Education (High School or
Vocational/ technical high school)

O Tertiary vocational education

[ Higher education (Undergraduate)

1 Higher education (Masters® degree)

[ Higher Education (PhD.)

26, What is vour current work stafus?
OWorking O Hot working O Prefer not
to say

Q27. Docupation:

O Student 1 Medicine or health-related
fields O Law or Justice [ Engineering or
Architecture O Tourizm,
accommodation, food, and drinks
services Ol Agriculture, hunting, fishing
[0 Media production, communication,
and publishing Ol Culture, Art, and
deszign O Trade, Sales, and Marketing [
Finance

O Other: Pleage  Specify:

(28, Do you have health insurance? (You
may choose more than onel

[1Yes, State health insurance [ SGK)
[TYes, Private health insurance

[0 Ho, don’t have health insuranc

029 What is your average monthhy
income?

O Ho income (1 — 2624 TL)
C(2525-4999 TL) C1(5000-7993 TL)
1 (3000 TL or more)

330, On a =scale from 'poor’ fo "proficient’,
howr would vou rate vour Turkish language
skills?

O0: Poor (01: Fair O 2: Good
[ 3: Proficient

G, What is vour religious affiliation?

O Christian O 1slam O Hindw / Buddhizm
O Jewish [ Atheist 1 Other O Prefer not
to respond



Q15. If ves, where did you seek testing?
O Primary care provider 1 Public
Hospital O Private hospital/clinic O
Refugee Health Center 1 Healthy Living
Centers (Besiktaz or Sizli or Positive
Living Association) C1 Other

216. Have you ever been diagnosed
(tested positive) with amy STI?

OYes, once [1Yes, more than once 1
Mo O Prefer not to answer

G17. Considering your behaviors and
knowledge of 3Tls, please indicate how you
perceive vour risk of confracting STis?

O Ho risk O Low O Moderate [ High O
Very high risk

@18, Have vou ever visited vour Primary
Care Provider service?

OYes OMNo

(19, Please indicate how many fimes did
you visit your primary care provider in the
last 12 months.

ONone O O203040>=5

220. How many of these visits were related
to “sexual health” reasons??
OMNone O1 020304 0>=458

@21. Which of the following communication
channels do yvou prefer fo obtain sexual
health-related information™

(Select only one)

O Radio and Televizion 1 Mobile phone
(SMS) O Mobile phone {call) O Social
Media 1 Email O Posters [ Leaflets

O Public annocuncements [ Billboards
OCommunity events [1 From health
workers [1 Family and friends

Sections Il Sociodemographic

Information

Q.22- Age:

(23, Gender;

COMale O Female O Other

G124, Marital Status:

[ Single 1 Partnered or Married
O Other

(325, What i= the highest degree or level of
school you have completed?

O Know how to readwrite but did mot
finish school

O Primary Education or less

[ Secondary Education (High School or
Vocational' technical high school)

O Tertiary vocational education

[0 Higher education (Undergraduate)

0 Higher education (Mazsters’ degree)

[0 Higher Education (PhD.)

26, What i= vour current veork status?
OWorking O Not working O Prefer not
to say

Q27. Occupation:

O Student O Medicine or health-related
fields O Law or Justice O Engineering or
Architecture O Tourizm,
accommeaodation, food, and drinks
services [ Agriculture, hunting, fishing
OO0 Media production, communication,
and publishing Ol Culture, Art, and
design O Trade, Sales, and Marketing [1
Finance

O Other: Pleaze  Specify:

328. Do you have health insurance? (You
may choose more than one|

O¥es, State health insurance [ SGK)
[TYes, Private health insurance

[0 No, don't have health insuranc

229, What is your average monthiy
income?

O No income ({1 — 2824 TL)
[1{2825-4999 TL) O (5000-79993 TL)
CI1(S000 TL or more)

(30. On a scale from 'poor’ fo "proficient’,
hiowr would vou rate vour Turkish language
skills?

O 0: Poor O1: Fair O 2: Good
O 3: Proficient

(31, What i= vour religious affiliation?

O Christian CIlslam O Hinduw { Buddhizm
O Jewizh O Atheizt O Other O Prefer not
to respond



Survey: Turkish

Saglik Okuryazarligs ve Soru 2:

Cinsel Saglik Hizmetlerinin Erigimi Liitfen asagidaki islerin sizin icin §u anda ne kadar
zor veya kolay oldugunu belirtin. Her ifade icin
yalmzca bir kutuyu isaretleyebilirsiniz.

BOLUM I: Cinsel Yolla Bulagan Hastaliklar

ve HIV Bilgisi / Saghk Okuryazarligi

olay
v

Soru 1: E § $
Liitfen asagidaki ifadelerin her birine ne kadar é f §¥
kesinlikle katilip katilmadiginizi belirtin. Her ifade icin 2t §
yalmzca bir kutuyu isaretleyebirsiniz. ¥ E s E
/ / I
d
j/f’j I Dopruaghk bbbk ooooo
2 Saghik bakum saflaycstanaun somnbanauz: dojre dirist 00ooo
1 Saphk koomsusds iy bigilere b ooy [ (7 0 [0 by era e
2 Bemm iy tseyan en 2 b safk bk safaywem var oooo 3 Sl souahn ke bl bk ooooo
. e TR koasradaby b
) bt wdotionbkeardiss 0000 B eermer el T i )
4 Depyik boyuklana edndipm saphk bilplenas by [ [ ] ]
s - g gl - § Tibbi foemlan doro olarak giveale dokdurmak 0opoo
6 Saghpuemn bakmaya aknif olarak bur hayh zamun bascryorum gooon $ Bml*h*yuhnﬂi N U D U U D
? wm::wmmww ooog 7 Saghpne hakionds dobtorlrh i porugeoeler vapmsk goooo
e nenENe. popo B Geeh gtk sl ek ooooo
O e S o0 g Mmoo whitbiabdm o000
somushanm ele olmak
10 :‘:w s b ok gyt o ) ”L::mdvumuwmm mm—
1l Yahm peekunines preacblecepmbuksmay 0000 bk b A T
p s man depyk aymakiardan eddiin safhk belplers . ;':&* o 00000
Kaeglagtin bensm icm en rynain oe oapm beacvern. 0 0 0 O
13 Yopamuds bus peler oo sapiih b mkitonenm. [ 17 01 00 12 Yazdh saphk bplenmm okvyup bk ooooo
etlah ¢le almuak besin St iy ) oha saghk bakumess edenmmek §
W T pOHG e mOR™ Doooo
15 Saphk andevulines beninie pekbikcek mube ke 00 ‘
s Elmbbm ok Nlees dpcbpomigmsd o - Safhk blpleren slavacapenz stoctklee che crock ooooo
babscapa buryorua Bisin) m kody .
i hw;mm:mmmm 0000 1 mew ooooao
18 Safk i keads hede Berum belleriny gooo 16 Hoag sapbk bakoos hzmetlenne ok oldopusdpennek 1 0 0 0 0
19 Adem veya ackadaghren bam i desek safhas oooo 17 Bigharm exkedennideks binsa bepilen okuyup askaook gooon
o Buldopm ik bplenss b bt ik bbom. - 0 o
21 Kendon diba sapikh kaloak wz diveali cbook ypebemye [ 0 0 O
——— —— 19 Keadumz i e m saik bakenn g okdopan bk 0 O 0 0 0
x S m ek obm ok bl edmek i aghk 0
2 Sapiho bokuak s bam gevek ol bostn blplere b [ 7] [ [ bk saglavacianms soree sormak oooo
3y Sathk bakomu sapaylanaun srm e yapenaun ooooo
*! edipes shank -
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Soru 10: Son 12 gy icinds, "sslesme” amactyvla
insanlarla tamgmak igin fart wygulamsalarm veva web
zitalarini kallamdmnz ma? (Or. Tinder, Badoo.)

=

Evet Havir

Cevap vermek isteamvorm

Soru 11: Gectizimiz 12 ay icinde, siz veva parmeriniz
cinsel iligki dmcesinde veya sirazmda alkal veva
wyagtarac koallandwnz v 7 (Chugumsog olarak
amfetaminler, metarnfetaminler, kokain, aroin, esrar
dzhil canmahis veyva hasiz, ekstax veya i G (GHE),
pappers, crack veva difer mustmuolan kastadivonz)

=

Evet Havir

Cevap vermel: istamivorm

Soru 12: Gectifimiz 12 &y icinde, pars veva
wyastaraonalke] veya basgka bir sey karahimds cinss]
ileskoye zirdiniz mi veva ba amacla cinee] iliska
aundmnz a7

Evet, son 12 3y iginde

Evet, 12 aydan umin sime dacs

I I

Havir Cenvap vermek istemivonm

Soru 13: Gectizimiz 12 ay icinde, sevahat siraznda
veya vurtdizma qikarken cinsal iligkive girdimiz mi?

Evet, son 12 gy iginde

Evet, 12 sydan uzin sime dace

r

Haywr Cevzp vermek istesriyanim

Thyanlanamas

9 3 7

Soru 14: Hip HIV veva bazka bir Cinzel Yolla
EBulzzan Enfekzivon (CYEE) testi yvapiordimz nu?

Evet, som 12 3y iginde tast oldum

Evet, 12 aydan nmin sire Gace test oldum

" Hig test olmadumn

Soru 15 Eger test vaplrdryzanes, nereds
vapiordunz?

B [

Aile heldminde Deviet hastanesinde

" Nilteci Safli Markez © Oizsl hastane

" SaBkh Yasam Merkezlerinde (Besiktas veya
Sisli veva Pozitif Yazam Dermagi)

" Diger (Litfan belininiz);

Somu 16: Highir CYEBE (Cinsel Yolla Bulagan
Exnfaksiyon) tashisi aldwnz mo?

Evet, bir kez

Evet, hirden fazls kaz

r

Hayr a Cevap venmek istemiyonum

Somu 17: Davramglanmz ve CYBE'ler haldomdald
bilginizi géz dwinde buhmdararak, CYBE kapma
rizkinizi naeil dafarlenditivorsumnz?

Riskyok = Digik

Vilssk | Colevidkesk

Cirta

Somu 18: Hig Aile Helorni hizmetlering zivarst
attiniz mi?

I I

Evet Havir

Soru 19: Soa 12 ay iginde kag kez zile heldminize
bagirdumnz?

r}ﬁ;rlrﬂ-rird-

5 weya daha fazla

Somu M Bu zivaretlsrin kap “cinsel saghic”
nedeniyleydi?



Soru 21: Cinzel sashida ilzili bilziler hemei ilstigim
kanzllanndan almay tercih edersimiz?

9 3 3 73 3 "

Fadvo ve T&lﬂ'iz'_l.'nnr
Mobil telefon (arams)’ Sosval Madys
Eposta’  Afisler | Brogirer
Kanm dayurulsn | Billboardlar

Saflhik galizamlan

Mobil telefon (SMS)

Tophuhik efkinlidleri =
Ajile ve aricadaslar

BOLTUM ITI: Sosvodemosrafik Bilziler

Soru 22: Yazmnz:

Soru 13: Cinsiyetims:

[w

Erkek " Eadm " Diger

Soru 24: Mdedeni Chnmpames:

r

Bekar | Evlivevabirlitelik | Diger

Soru 25; Temamladifimz en viiksel aFitin zeviyesi
nedir? Efer su ands Sfrepciveeniz, aldiZmiz an viksek
derece nadiz?

Ciloar-vazar ama okuhy bitirmadi
Iihcalkon] veya daha az

Ortaolail (Lise veya Meslek Lisexi)
Yiikseldrenim (Lisns)
Yiikselrenim (Yiiloek Liszms)
YiikzekfEranim (Taktors)

Somu 26: Mevoat czhizma dorormuens pedic?

r

Calgrvor Caligmuyar

Cevap vermel istamiyonm

Soru 17 MesleEiniz nedir?

a Oiremci a Tip veya zaghk alanlan

Hiuknik / Adalet = Midhendislik' Mimarkic
" Turizm konskdams,

vivecek ve ipecek hizmetleri

" Tanm aveilic balicpilie

hledya tiretirm, dletizin ve yaymcilb
Eliilriir, Samat ve tasarim
Ticaret, Bang ve Pazarlama
Diger (Litfan belininiz)

r

'_Finans

a1 O 3 7

Soru 1§: Saglk sigortanes var rm7 (Birden fazla
secens?i pavetlaysbilirsiniz)

" Evet, Devlet saglik sizartas: (SGK)

3 3 Haar,

Evet, Cizel sadhk sizortan
Soru M Avhi ortslama gelirmiz padir?

Geliryak | 1-28M4TL

r

2R25-4000 TL 3000-7982 TL

8000 TL veva daha fazla

Soru 30 Tiarkge dil becerilerinizd «zayif tan
adlariz ve kedar naml deferlendirirsiniz?

Yoz D ovom' ozl Do
leri
Somu A1 Dind insncues nedir?
.. . u . .
Hristiyan Izlam Hindn / Budizm
Yahudi | Atsist | Diger

Cevap vermel: istsmivonm



Survey: Arabic
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aaall dle Sl 5 e sleall ae ellalai 43S e oyl ALY e caal
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iy alaia ¥l 55 1) 8 gl e SN il X
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mal) 8L e Jalaill 8 e sl 8IS e glaa ol - »

agale Slaie V) i€y cpdll (alaiY) (e SN alh aclise ) dalay ES13) 2) )
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