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Abstract

Purpose: The aim of this study is to evaluate the perceptions of stigmatization regarding sexual and reproductive
health and the associated factors among female students at Pamukkale University Faculty of Medicine.
Materials and methods: This study is a cross-sectional research conducted at Pamukkale University Faculty of
Medicine between February 17 and 27, 2025. The study population consisted of 850 female students enrolled
in the 2024—2025 academic year, and based on the sample size calculation performed using the G*Power
program, a minimum of 369 participants was determined. A convenience sampling method was employed. The
dependent variable of the study was the Sexual and Reproductive Health Stigmatization Scale in Young Women.
Data were collected through Google Forms. Higher total scores obtained from the scale indicate increased
stigmatizing attitudes toward sexual and reproductive health. The minimum possible score on the scale is 0,
while the maximum score is 20.

Results: Female students scored 7.20+2.98 points on the scale. Approximately 25.2% (n=93) of the participants
reported obtaining their basic knowledge on sexual matters from friends, while 26.6% (n=98) stated that their
families exert pressure on their freedom of life and worldview. Within the family context, about 82.3% (n=304)
indicated that sexual health issues were not discussed. The stigmatization score of those who obtained basic
knowledge from their families (6.58+3.64) was significantly lower compared to those who obtained information
from websites (7.75+2.78) (p=0.024); on the other hand, the stigmatization score of participants who perceived
family pressure (8.13+2.61) was significantly higher (p<0.001).

Conclusion: The sexual and reproductive health stigmatization scores of female students were below the
moderate level. This finding indicates that even medical education does not completely eliminate stigmatization.

Keywords: Sexual and reproductive health, stigmatization, sexual health, stigmatization of sexual and
reproductive health among women.
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Amag: Bu galismada, Pamukkale Universitesi Tip Fakiiltesi’ndeki kadin égrencilerin cinsel ve ireme saghgina
dair damgalama algilari ve etkileyen faktorlerin degerlendiriimesi amaglanmaktadir.

Gereg ve yontem: Pamukkale Universitesi Tip Fakiiltesi'nde 17-27 Subat 2025 tarihleri arasinda gergeklestirilen
kesitsel bir calismadir. 2024-2025 akademik yilinda 6drenim gdéren 850 kadin dgrenci evreni olustururken,
G*Power programi kullanilarak yapilan 6rneklem hesabinda, minimum 369 katimci belirlenmistir. Kolayda
drnekleme ydntemi kullaniimistir. Aragtirmanin bagimh degiskeni, Geng Kadinlarda Cinsel ve Ureme Saglig
Damgalama Olcegi'dir. Veriler, Google Forms lzerinden toplanmistir. Olgekten alinan toplam puanin artmasi
cinsel ve lreme sagligina yénelik damgalama tutumunun arttigini gdstermektedir. Olgekten alinabilecek en
duslk puan “0”, en yuksek puan “20*dir.

Bulgular: Kadin 6grenciler dlgekten 7,20+2,98 puan almislardir. Katilimcilarin yaklasik %25,2’si (n=93) cinsel
konularla ilgili temel bilgilerini arkadaslarindan edinmekte, %26,6's1 (n=98) ise ailelerinin yasam 6zglrligu
ve dinya gorist Uzerinde baski olusturdugunu distnmektedir. Aile iginde, katihmcilarin yaklasik %82,3'U
(n=304) cinsel saglik konularinin tartisiimadigini belirtmistir. Temel bilgiyi aileden edinenlerin damgalama puani
(6,58+3,64), web sitelerinden bilgi alanlara (7,75+2,78) gére anlamli olarak daha diislk (p=0,024); aile baskisi
algisi olanlarin damgalama puani (8,13+2,61) ise anlamli derecede daha yliksektir (p<0,001).
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Sonug: Kadin égrencilerin cinsel ve Ureme sagligi damgalama puanlari orta diizeyin altindadir. Bu durum tip
egitiminin dahi damgalamayi tam olarak ortadan kaldirmadigini géstermektedir.

Anahtar kelimeler: Cinsel ureme sagligi, damgalama, cinsel saglik, kadinlarda cinsel tUreme saglig

damgalamasi.

Seving O, Pegdere S. Pamukkale Universitesi Tip Fakiiltesinde 6grenim géren kadin tip égrencilerinin
perspektifinden cinsel ve Ureme sagligi damgalanmasi ve iligkili etmenler: kesitsel bir calisma. Pam Tip Derg

2026;19:429-441.

Introduction

According to the World Health Organization
(WHO), sexual health is not merely the absence
of disease, dysfunction, or disability; rather,
it is defined as a state of complete physical,
emotional, mental, and social well-being in
relation to sexuality. This concept underscores
the importance of safe, consensual, and
respectful sexual experiences, devoid of
coercion, discrimination, and violence [1-3].
Reproductive health, a closely related concept,
encompasses the right to access reproductive
healthcare services and information throughout
one’s life, beginning in adolescence and
continuing into adulthood [4].

The United Nations Population Fund
(UNFPA) and WHO categorize individuals aged
10-19 as adolescents and those aged 15-24 as
youth, defining the broader group of 10-24-year-
olds as the “young population” [5]. Individuals
in this age range are particularly vulnerable to
reproductive health issues, including unwanted
pregnancies, unsafe abortions, sexually
transmitted infections (STIs), sexual violence,
and early or forced marriages [4].

Empirical studies have consistently revealed
insufficient levels of sexual and reproductive
health (SRH) knowledge among youth in
developing countries [6-9]. In Turkiye, research
has also shown that young people, particularly
women, lack adequate information on SRH
issues [10-12]. According to the 2023 Turkiye
Youth Research, most young individuals seek
information about SRH through digital platforms;
64% report using the internet, and 22.9% use
television, while interpersonal communication
on such topics remains limited [13].

In examining SRH behaviors and access
to services, stigma emerges as a significant
sociocultural barrier. Stigmatization in this
context is shaped by dominant social, cultural,
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and religious norms that label certain sexual
or reproductive experiences (e.g., premarital
sex, pregnancy, abortion, STls, or gender
transition) as morally deviant or unacceptable
[14]. Drawing from Goffman’s seminal Stigma
Theory, stigmatization is conceptualized as a
socially constructed process involving labeling,
stereotyping, separation, status loss, and
discrimination, operating within existing power
structures and societal hierarchies [15-17]. It
undermines individual identity and facilitates
exclusion and marginalization by society [18,
19].

Stigma related to SRH can manifest in
multiple, overlapping forms: Perceived stigma
refers to individuals’ anticipation of being
judged or rejected by others, often resulting
in avoidance behaviors. External stigma
involves actual experiences of prejudice and

discrimination, whether from family, peers,
healthcare providers, or broader society.
Internalized stigma describes the internal

absorption of negative societal beliefs, leading
to diminished self-worth, guilt, and shame [17-
22].

These layers of stigma can profoundly impact
young people’s mental health, contributing to
anxiety, depression, substance use, and even
suicide ideation [23-25].

In particular, young women aged 15-24
face compounded vulnerabilities: higher risks
of unintended pregnancies, limited access to
contraception, and exposure to social judgment
when seeking care [26-29]. In Turkiye, female
adolescents show greater disapproval of early
marriage and premarital sexual activity, signaling
the influence of gendered moral expectations in
shaping attitudes and access to SRH resources
[13].

From a theoretical standpoint, stigmatization
can be wunderstood through intersectional
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frameworks that explore how gender, age, and
sociocultural context intersect to exacerbate
reproductive health inequities. In many cases,
cultural constructs of honor, shame, and morality
reinforce silence and misinformation around
sexual issues, further deepening stigmatization.
Moreover, structural stigma, perpetuated by
healthcare systems or legal policies, may
deter young people from accessing essential
services such as STI testing, contraception, or
counseling [30-34].

In this context, stigmatization not only
limits access to healthcare but also constitutes
a violation of fundamental human rights,
especially for young women. Promoting sexual
health requires dismantling such stigma to
ensure safe, respectful, and inclusive care
environments. This is particularly important
for medical students, whose knowledge,
attitudes, and future clinical practices will shape
the reproductive health landscape of future
generations [35].

This study aims to examine the
stigmatization of sexual and reproductive health
and its associated factors from the perspective
of female students studying at Pamukkale
University Faculty of Medicine. By exploring this
issue within a specific cultural and educational
context, the study seeks to contribute to the
broader understanding of how stigmatization
functions as a barrier to SRH among future
healthcare providers.

Materials and methods

The study was designed as a cross-sectional
study and was carried out at Pamukkale
University Faculty of Medicine between 17
and 27 February 2025. The study population
consisted of 850 female students enrolled at
the Pamukkale University Faculty of Medicine
during the 2024-2025 academic year.

Sample size calculation was performed
using the G*Power program (version 3.1.9.7)
[36]. The dependent variable of the study was
the total score obtained from the Sexual and
Reproductive Health Stigmatization Scale for
Young Women. For the sample size estimation,
effect sizes reported in previous studies on
sexual and reproductive health stigmatization
were used as a basis [37]. The effect size was
calculated as d=0.19. Based on a power of 0.95,

a significance level of a=0.05, and an effect size
of d=0.19, the minimum required sample size
was determined to be 369 [36].

Female students who were enrolled during
the 2024-2025 academic year at Pamukkale
University Faculty of Medicine and who
voluntarily agreed to participate were included
in the study. A convenience sampling method
was employed. The rationale for this choice is
that, within the timeframe and conditions of the
research, it was practical and feasible to collect
data from individuals who were accessible
and available. Moreover, this method provided
direct access to the target population, making
it efficient in terms of time and resources. As
the data collection form was in Turkish and
distributed via an online/mobile system using
the Google Forms survey method, individuals
experiencing communication difficulties due to
language issues were excluded. As the data
collection method, an online survey (Google
Forms) was preferred instead of a face-to-face
questionnaire. The main rationale for this choice
was to reach participants more easily and
quickly, ensure efficiency in terms of time and
cost, and encourage more candid responses
by maintaining anonymity. Furthermore, the
online survey method minimizes potential data
entry errors and facilitates the analysis process
by automatically recording and organizing
responses in digital form.

The dependent variable of the study was
the total score obtained from the Sexual and
Reproductive Health Stigmatization Scale for
Young Women (SRHSSYW). The independent
variables included the students’ age, class (year
level), marital status, family income status, place
of residence, parents’ education levels, family
structure, the primary source from which they
first acquired basic information about sexual
topics, the extent to which the family exerts
pressure on lifestyle freedom and worldview,
and the family’s approach towards sexual topics.

Data collection instruments comprised eight
questions addressing the socio-demographic
characteristics of the participants. Sources of
initial information on sexual topics were recorded
with options including family, friends, websites,
social media, faculty/courses/books, healthcare
personnel, and others. The extent to which the
family was perceived to impose restrictions on
lifestyle freedom and worldview was assessed
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using a five-point Likert scale. Three items
evaluated the family’s approach towards sexual
topics with statements such as “sexuality-related
information is provided and discussed,” “sexual
topics are seldom discussed within the family,”
and “discussing sexual topics is prohibited.” The
Sexual and Reproductive Health Stigmatization
Scale for Young Women (SRHSSYW) consisted
of 20 items.

The SRHSSYW was originally developed
by Hall et al. [38] in 2017 to assess sexual
and reproductive health stigmatization among
women aged 15-24, and its Turkish validity and
reliability were established by Bayrakceken
and Eryilmaz in 2018 [14]. The scale has a
three-factor structure: items 1, 2, 3, 4, 5, and 6
represent external stigmatization; items 7, 8, 9,
10, 14, 15, 16, 19, and 20 represent perceived
stigmatization; and items 11, 12, 13, 17, and
18 represent internal stigmatization. The
items are scored on a three-point Likert scale
(“0=Disagree, 0=Neutral, 1=Agree”), and the
total score is obtained by summing the scores
of each item, yielding a possible range from 0
to 20. No reverse-coded items are present in
the scale; therefore, an increase in the total
score indicates a more pronounced stigmatizing
attitude toward sexual and reproductive health.
In the study establishing its Turkish validity and
reliability, the Cronbach’s alpha coefficient was
found to be 0.83 [14].

The survey was distributed via Google Forms
to participants who agreed to take part in the
study. Between 17 and 27 February, the survey
link was shared daily through the common
WhatsApp groups of class representatives
from the medical faculty. To boost participation,
the research team also visited problem-based
learning classes and common break periods
to verbally encourage students to complete
the survey. Completing the survey took
approximately 8-10 minutes for each participant.

Statistical analyses

Data were analyzed using SPSS version 29.
Descriptive statistics for categorical variables
were presented as frequencies and percentages
and for continuous variables as arithmetic
meanzstandard deviation, median, minimum,
and maximum values. The Kolmogorov-
Smirnov test was used to assess the normality
of the data distribution; since the parametric test
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assumptions were not met, the Mann-Whitney
U test and Kruskal-Wallis tests were employed.
A p-value of <0.05 was considered statistically
significant.  Following the Kruskal-Wallis
test, pairwise comparisons between groups
were performed using post-hoc analysis with
Bonferroni correction.

Ethical approval was obtained from the
Non-Interventional Clinical Research Ethics
Committee of Pamukkale University Faculty
of Medicine on 11 December 2024 (decision
no: E-60116787-020-622694). Additionally,
the administrative permission was granted on
14 February 2025 (decision no: E-75867404-
020-654286). Necessary permission was also
obtained from the developer of the scale prior to
the commencement of the study.

Results

When examining the socio-demographic
characteristics of the study participants, the
mean age was determined to be 21.3+1.9 years.
By year, participants were distributed as 15-6™"
years: 16.0%, 16.8%, 19.0%, 14.9%, 14.9%,
and 18.4%, respectively (Table 1). All were
single (100%). Family income was reported as
below expenses (37.2%), equal to expenses
(53.9%), or above expenses (8.9%).

Regarding residence, 45.8% of participants
lived in dormitories or alone in apartments, while
21.1% lived with their families. Maternal and
paternal higher education levels were 48.0%
and 59.9%, respectively. Most participants
(85.6%) belonged to a nuclear family (Table 1).

As shown in Table 1, SRHSSYW total
scores differed significantly by academic year
(p=0.002), specifically between 6" and 1%t years
and 6™ and 5™ years; with all participants being
single, the mean score by marital status was
7.21+2.98 (Table 1).

Mean SRHSSYW scores by family income
were 7.39+3.31 (income > expenses),
7.03+£2.77 (income= expenses), and 7.55+2.76
(income<expenses), with no  significant
difference among groups (p=0.525) (Table 1).

Mean SRHSSYW scores by residence
were 7.10£2.86 (student housing), 7.37+£2.82
(dormitories), and 7.30+3.45 (with family/
relatives), with no significant differences
observed (p=0.725) (Table 1).
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With respect to the mother’s education level,
children of mothers who were college/university
graduates had a mean score of 7.09+2.94,
whereas those whose mothers were high school
graduates had a mean score of 6.89+3.10; these
differences were not statistically significant
(p=0.161). Mean SRHSSYW scores by father’s
education ranged from 6.67 to 7.66, with no
significant differences across education levels
(p=0.672) (Table 1).

Finally, regarding family structure,
participants from nuclear families had a mean
score of 7.20%£3.02, those from extended
families scored 7.66+3.13, and those raised
in fragmented families had a mean score
of 6.75+2.19, with no significant differences
identified among the groups (p=0.654) (Table

1).

Table 1. Socio-Demographic characteristics of the participants and distribution of the SRHSSYW
total score means according to participants’ sociodemographic characteristics

i p-value
Variabl =36 9 Mean*SD
ariables (n=369) n % eants (Kruskal Wallis H)
Age (MeanzSD) 21.33+1.93
Class
2" year 62 16.80 7.2412.63 Significance is
3¢ year 70 19.00  6.71+2.58 attributable to
N differences between 6™
4t year 55 14.90 7.55+3.09 year and 1% year, and
5" year 55 14.90 8.20+3.72 between 6" year and 5™
6 year 68 18.40  6.13+2.95 year
Marital Status
Single 369 100.00 7.21+2.98 -
Family Income
Less than expenses 137 37.20 7.55+2.76
0.525
Equal 1 . 7.03+2.77
qual to expenses 99 53.90 03 (kw:1.28)
More than expenses 33 8.90 7.39+3.31
Place of Residence
Student dorm/Apartment (alone) 169 45.80
7.10+2.86
Student dorm/Apartment (with friends) 29 7.90
Private dorm 15 4.00
Public d 5 20.60 7.37+2.82 0.725
ic dorm 7 .
e (kw:0.64)
With family 78 21.10
With relatives/acquaintances 1 0.30 7.30£3.45
Other 1 0.30
Mother’s Education Attainment
Not literate 2 0.50 14.0015.66
Literate 5 1.40 6.40+1.52
Primary school graduate 75 20.30 7.68+2.80 0.161
Middle school graduate 27 7.30 7.30+2.93 (kw:7.91)
High school graduate 83 22.50 6.89+3.10
College/University graduate or higher 177 48.00 7.09+2.94
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Table 1. Socio-Demographic characteristics of the participants and distribution of the SRHSSYW
total score means according to participants’ sociodemographic characteristics (continued)

Father’s Education Attainment

Not literate - - -

Literate 3 0.80 6.67+4.16

Primary school graduate 40 10.80 7.10+3.54 0.672

Middle school graduate 31 8.40 7.42+2.26 (kw:2.34)

High school graduate 74 20.10 7.66+3.21

College/University graduate or higher 221 59.90 7.05+2.87

Family Structure

Extended family 29 7.90 7.66+3.13

Nuclear family 316 85.60 7.20£3.02 0.654

Broken family 22 6.00 (kw:0.84)
6.75+2.19

Other 2 0.50

SD: Standard Deviation, *:p<0.05 statistically significant, Kw: Kruskal Wallis Test Statistic

Table 2, comprehensively presents the
participants’ sources of information on sexual
and reproductive health, as well as their
perceptions of family attitudes toward these
topics.

In evaluating whether they believe the
family imposes restrictions on freedom of life
and influences their worldview, 19.80% of the
participants responded “I think so,” 17.10%
indicated that they were undecided, and 40.70%
stated “I do not think so.”

Furthermore, when assessing the family’s
approach toward sexual health topics, 78.00%
of the respondents reported that sexual topics
are rarely discussed within the family, 17.60%
noted that sexual information is provided and
discussed, and 4.30% indicated that talking
about such topics is forbidden (Table 2).

On the right-hand side of the table, the
distribution of the SRHSSYW total scores
according to questions related to sexual and
reproductive health is shown. Analysis based
on the source from which participants first
acquired basic information on sexual topics
revealed that those who obtained information
from friends scored 7.55+2.52, those who
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relied on websites scored 7.75+2.78, and those
who received information from family scored
6.5813.64. The difference among these groups,
particularly between the ‘from family’ and ‘from
websites’ categories, was statistically significant
(p=0.024), with higher stigma scores observed
in the ‘from websites’ group (Table 2).

Regarding participants’ perceptions of
whether their family exerts pressure on their
personal freedom and worldview, those who
responded “agree” received a mean score
of 8.13+2.61, while those who responded
“‘undecided” and “disagree” obtained mean
scores 0f 6.97+2.33 and 6.85+3.23, respectively;
these differences were highly statistically
significant (p<0.001) (Table 2).

Finally, in the examination of the family’s
approach to sexual health matters, participants
who indicated that “sexual topics are rarely
discussed within the family” scored 7.20£2.91,
those who stated that “information on sexual
issues is provided and discussed” scored
6.95+3.38, and those who reported that
“discussion of sexual topics is forbidden” scored
8.44x2.39. The differences among these groups
were not statistically significant (p=0.121) (Table
2).
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Table 2. Distribution of participants according to sexual and reproductive health questions and
distribution of SRHSSYW total score means according to sexual and reproductive health-related

questions
n % MeantSD  p-value
From friends 93 25.20 7.55+2.52 0.024*
. (kw:14.24)
From websites 80 21.70 7.75+2.78
. Significance in
From family 65 17.60 6.58+3.64 B
i the “Source of
Source of Basic Information” grou
Information on From faculty/courses/books 55 1490 6.95+3.36 . ) group
. is attributable to
Sexual Topics the differen
From social media 54 14.60 6.70+2.44 © drfference
between the
From health professionals 7 190 886422  'omFamiy”and
“From Websites”
Others 15 410 693266 categories
| definitely agree 25 6.80
8.13+£2.61
Perceptions | agree 73 19.80
Regarding the <0.001*
Family’s Restrictions | am undecided 63 1710 6.97+2.33 i
. (kw:15.97)
on Freedom of Life
and Worldview | disagree 150 40.70
6.85+3.23
| definitely disagree 58 15.70
S | topi I
exualfopics are rarely 288 78.00 7.20+2.91
discussed within the family
S | inf tion i ided
Family’s Approachto  — o' [MOTMALONIS PIOVIASA g5 47 60 5054338 0.121 (kw:4.21)
) and discussed
Sexual Health Topics Talki bout | topics |
alking about sexual topics is 16 430 8444239

forbidden

SD: Standard Deviation, *:p<0.05 statistically significant, Kw: Kruskal Wallis Test Statistic

Table 3 displays the distribution of items
related to the subdimensions of the Sexual
and Reproductive Health Stigmatization Scale
for Young Women (SRHSSYW) as well as the
distribution of the total scale scores. In the
analyzed data, the mean score for the external
stigmatization subdimension was found to be
4.00£2.98, with a median of 4.00 (0-6); the
possible score range for this subdimension is
between 0 and 6. For the false stigmatization
subdimension, the mean score was 1.15+1.25,

with a median of 1.00 (0-9); the score range
for this subdimension is defined as 0 to 9. In
the internal stigmatization subdimension, the
participants’ mean score was determined
to be 2.05+1.17, with a median of 2.00 (O-
5); the designated score boundaries for this
subdimension range from 0 to 5. Considering
the overall scale score, the general mean was
7.20+£2.98, with a median of 7.00 (1-18), and
the total possible score range on the scale is
between 0 and 20.
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Table 3. Sub-dimensions and total score averages of the Sexual and Reproductive Health
Stigmatization Scale for Young Women (SRHSSYW)

Sexual and Reproductive Health Stigmatization Mean+SD Median Possible Scale
Scale for Young Women (Min-Max) Score Range
External Stigmatization 4.00+2.98 4.00 (0-6) 0-6

False Stigmatization 1.15+1.25 1.00 (0-9) 0-9

Internal Stigmatization 2.05+1.17 2.00 (0-5) 0-5

Total Score 7.20+2.98 7.00 (1-18) 0-20

SD= Standard Deviation, Min=Minimum, Max=Maximum

Discussion

Female medical students participating in this
study obtained an average score of 7.20+2.98
out of 20 on the Sexual and Reproductive
Health Stigmatization Scale for Young Women
(SRHSSYW). Although this score is below a
moderate level, it is relatively high for individuals
receiving medical training. This suggests that
mere acquisition of medical knowledge is
insufficient to overcome internalized or societal
stigmatization related to sexual and reproductive
health [35].

In previous studies, scores on the Sexual
and Reproductive Health Stigmatization Scale
for Young Women have shown considerable
variability. For instance, Bakir et al. [37]
reported an average score of 8.26+3.84 in a
study conducted in 2020 among 371 female
trainees aged 18-24 in the Mediterranean
Region. Similarly, Yildiz et al. [39] found a
median score of 8 (6) among 282 participants
aged 18-24 in I3dir in 2020. In Erzurum,
Bayrakceken and Eryilmaz [14] reported a
score of 9.96+4.50 among 392 students in
2018, whereas Dagli and Reyhan [40] found a
score of 6.78+4.00 in a 2023 study conducted in
Mersin among 356 students. In contrast, Polat
and Senol [41] reported a notably higher mean
score of 14.46+3.71 among 385 students in
Osmaniye in 2020. These differences in scores
may reflect variations in knowledge levels,
family structures, and social environments
across regions and cultures, as suggested
by the literature. Nevertheless, the findings
consistently indicate that contemporary young
women tend to be hesitant to discuss sexual
and reproductive health issues, influenced by
prevailing gender roles and societal judgments.
Importantly, even among medical students—
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who receive specialized education in sexual and
reproductive health—this study revealed stigma
scores higher than expected, highlighting the
persistent and significant nature of sexual and
reproductive health stigmatization.

When examining the scores of female
students in their 6" year, the data suggest that
medical education might have a mitigating
effect on sexual and reproductive health
stigmatization. However, the observed increase
in scores among 5th-year students, combined
with the absence of a consistent trend in the
other years, indicates that medical education
does not exert a pronounced effect on reducing
sexual and reproductive health stigmatization.
In contrast, the study conducted by Dagl and
Reyhan [40] on midwifery students revealed
statistically ~ significant differences across
academic years. Midwifery students, who
assume direct responsibilities in the delivery
of reproductive health services and play more
visible roles within society, may be more
sensitive to and open about these issues. This
difference may account for the discrepancies
observed among the studies.

Therefore, it is crucial to integrate
comprehensive, structured, and evidence-based
modules into medical education starting from the
early years. These modules should address not
only the biological dimensions of reproductive
health but also gender equality, human rights,
and communication skills. Implementing case-
based discussions, simulation activities, and
reflective practices would allow students to
identify and confront their own biases.

In our study, no significant effect of parental
education levels or family structure on
stigmatization was observed. In contrast, Dagli
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and Reyhan [40] found a relationship between
parental education and stigmatization, whereas
Bakir et al. [37] reported results similar to ours,
with no significant association between parental
education and stigmatization. The literature
suggests that psychological, social, and
environmental factors may play a more decisive
role in stigmatization [42, 43]. Moreover, it is
posited that complex mechanisms are involved
in the formation of stigmatization [16, 41]. In light
of these considerations, the complex interplay
of multiple factors may have overshadowed the
potential impact of important variables such as
parental education and family structure.

Regarding income level, our study did
not reveal a significant relationship with
stigmatization. Although several studies [37,
40] suggest that income level may either
increase or decrease stigmatization, there is no
clear consensus in the literature on the role of
socioeconomic factors in stigmatization [37, 40,
41]. This ambiguity could be attributed to the
fact that stigmatization, grounded in social and
psychological principles, is a complex construct
influenced by numerous elements such as
cultural factors and educational attainment.
This complexity may also account for the
discrepancies observed across different studies
[16, 41].

Furthermore, when examining the sources
from which participants first obtained basic
information about sexual topics, the significant
difference was attributed to the contrast
between family and websites. The lower
stigmatization levels among participants who
reported acquiring their initial sexual information
from family may be explained by the fact that
information received within the family tends to
be more controlled, reliable, and accurate and is
obtained in a less judgmental environment. This
finding also implies that acquiring sexual health
knowledge in a natural and proper manner from
family may be a healthier process for young
individuals [44, 45].

Those who acquire basic sexual and
reproductive health information from their family
demonstrate lower levels of stigmatization. This
finding underscores the importance of providing
comprehensive sexual education in an open
and transparent manner within the family from
an early age [44]. Information obtained from
family members contributes to the development

of a more positive and healthy perspective on
sexual health. Moreover, open discussions
about sexual health within the family can prevent
the formation of taboos and reduce stigmatizing
behaviors [45].

In contrast, individuals who initially obtain
basic information on sexual topics from websites
exhibit higher levels of stigmatization. This may
be attributed to the exposure to inaccurate,
distorted, or even stigmatization-reinforcing
content [46, 47]. The broad accessibility of
diverse information sources online—many of
which may lack accuracy and reliability—can
lead to the dissemination of misinformation,
particularly among young people, thereby
contributing to increased stigmatization.

Furthermore, participants who perceived that
their family exerts pressure on their personal
freedomand worldview were found to have higher
levels of stigmatization. It is expected that an
increase in family pressure would be associated
with higher stigmatization levels [4, 5, 7]. In
individuals from controlling family environments,
discussions about sexual health are frequently
considered taboo, forbidden, or inappropriate
[45, 48-50]. The pressure exerted by one’s
family can affect an individual’s self-perception,
self-esteem, and attitudes toward themselves
within the larger society. As family pressure
intensifies, individuals may feel increasingly
controlled, restricted, and deprived of their
freedom, which in turn can result in a diminished
sense of self-worth or in the internalization of
societal stigmatization. Moreover, a reluctance
to discuss sexual health openly within the family
may lead to hesitancy in accessing sexual
health services, the development of prejudices,
and the internalization of negative societal
judgments regarding sexuality. Consequently,
this may foster a closed-minded attitude toward
sexual health, thereby elevating the level of
stigmatization experienced [48, 50].

In conclusion, fostering open communication
within the family and minimizing the perception of
family-induced pressure can enable individuals
to acquire more effective and accurate sexual
health information, which may, in turn, reduce
the tendency toward stigmatization [45].

As far as we know, this is the first study
conducted in Denizli using a sample of medical
faculty students. To minimize social desirability
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bias, data were collected via an online survey.
Due to the cross-sectional design of the study,
causal inferences cannot be made. A non-
probabilistic sampling method was employed,
and data were collected exclusively from female
medical students; therefore, the findings cannot
be generalized to the broader population.
Additionally, the timing of data collection during
the examination period may have contributed to
a lower response rate.

In conclusion, female students at Pamukkale
University Faculty of Medicine exhibited below-
moderate levels of sexual and reproductive
health stigmatization. Approximately one-
quarter of participants reported obtaining
their basic sexual health information from
friends, while a similar proportion perceived
familial pressure on their personal freedom
and worldview. Discussions about sexual
health were absent in nearly 85% of families.
Stigmatization scores were lowest among 6th-
year students and highest among 5th-year
students. Notably, students who relied on family
for basic sexual information had significantly
lower stigmatization scores than those who first
consulted websites, whereas those perceiving
familial restrictions on freedom and worldview
showed higher scores.

Stigmatization related to sexual and
reproductive health can profoundly affect
individuals, families, communities, and society
at large. Consequently, it is imperative to
implement measures to prevent stigmatization
in settings such as the family, the workplace,
and healthcare institutions. Enhancing public
education on sexual and reproductive health
issues may help reduce stigmatization.
Moreover, initiatives to raise public awareness
regarding stigmatization tendencies should
be organized, with an emphasis on providing
confidential counseling and healthcare services
and increasing educational and awareness-
raising efforts.

Although healthcare professionals have
the potential to influence attitudes toward
sexual and reproductive health, this study does
not provide evidence on their impact, as the
stigmatization score was relatively high despite
only seven participants being healthcare
professionals. Therefore, conclusions regarding
the role of healthcare professionals in reducing
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stigmatization should be interpreted with
caution, and further research with larger
samples is needed to explore this effect.

On a broader scale, national education
policies should ensure that anti-stigma training
is a mandatory component of healthcare
education. In addition, encouraging medical
students to engage in community projects or
youth reproductive health services may promote
positive attitudes and increase awareness of
the social determinants affecting reproductive
rights.

In the present study, a multivariable analysis
(e.g., multiple linear regression) was not
performed. This is considered a limitation of the
study. For future research, it is recommended
to employ multivariable models to control for
potential confounding variables.

Finally, the formulation of policies that
protect sexual and reproductive health rights
represents an essential step in preventing
stigmatization. Support groups and counseling
services can assist individuals in managing their
experiences with stigmatization by sharing their
stories. The media, as a powerful tool in shaping
public perception of sexual and reproductive
health issues, can contribute to reducing
stigmatization through the dissemination of
positive and accurate messages. Consequently,
further research is required to develop effective
strategies for preventing sexual and reproductive
health stigmatization.
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