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From Turkey
Ergen Sağlığında Kaçırılmış Fırsatlar: Türkiye’den Genel Bir Bakış
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Mustafa Tozun1
ABSTRACT
Introduction: Serious health problems and poor health habits persist among adolescents despite access to health information and medical care. The study
aimed to determine the status of access to health services, the need for health information, and the preferred source of information among adolescents in
Turkey. Method: In this descriptive study, a questionnaire developed by the researchers was applied online to individuals aged 18-25 between September December 2017. Descriptive statistics were shown with numbers (n) and percentages (%) or mean (m) and standard deviation (± SD). Pearson chi-square and
Kruskal Wallis tests were used for data analysis. Results: The mean age of the total 1807 participants was 20.28 (±1.89) and 57% were female. The rate of
adolescents whose number of visits to the family physician was accurate to national guidelines was higher among those who had attended public schools and
who lived in a nuclear family. This rate was lower among those who continued high school in the lower developed part of Turkey. Only 12% of the adolescents
had undergone a full physical examination and few were questioned about psychosocial aspects. The demand for counseling on health topics about risky
behaviors differed according to gender. While school was the main ‘past’ source for information, the family physician was the most ‘preferred’ one.
Conclusion: Missed opportunities exist in adolescent health. Adolescent health services should be maintained in a multidisciplinary manner. Especially
primary care services and school settings should be strengthened to provide accurate health information to young people.
Key words: Adolescent health services, preventive health services, school health, primary care physician, health education.

ÖZET
Giriş: Sağlık bilgilerine ve tıbbi bakıma erişilmesine rağmen, ergenler arasında ciddi sağlık sorunları ve kötü sağlık alışkanlıkları devam etmektedir. Bu
çalışmada, Türkiye'de ergenlerin sağlık hizmetlerine erişim durumu, sağlık bilgi ihtiyacı ve tercih edilen bilgi kaynağının belirlenmesi amaçlamıştır. Yöntem:
Tanımlayıcı nitelikteki bu araştırmada, araştırmacılar tarafından geliştirilen bir anket, 18-25 yaş arası bireylere Eyül – Aralık 2017 arasında, online olarak
uygulandı. Tanımlayıcı istatistikler sayı (n) ve yüzde (%) veya ortalama (m) ve standart sapma (± SD) ile gösterildi. Veri analizi için Pearson ki-kare ve
Kruskal Wallis testleri kullanıldı. Bulgular: Toplam 1807 katılımcının yaş ortalaması 20.28 (± 1.89) idi ve % 57'si kadındı. Aile hekimini ulusal yönergelere
göre uygun sayıda ziyaret emiş olan ergenlerin oranı devlet okullarına devam eden ve çekirdek bir ailede yaşayanlar arasında daha yüksekti. Bu oran
Türkiye'nin az gelişmiş bölgelerinde liseye devam edenler arasında daha düşüktü. Ergenlerin sadece % 12'si tam bir fizik muayeneden geçmiş ve çok azı
psikososyal yönler hakkında sorgulanmıştır. Riskli davranışlarla ilgili sağlık konularında danışmanlık talebi cinsiyete göre değişmektedir. Bilgi için
'geçmişteki' asıl kaynak okul olsa da, aile hekimi en çok 'tercih edilen' kaynaktı. Sonuç: Ergen sağlığında kaçırılmış fırsatlar bulunmaktadır. Ergen sağlığı
hizmetleri çok disiplinli bir şekilde sürdürülmelidir. Gençlere doğru sağlık bilgisi sağlamak için özellikle birinci basamak hizmetleri ve okul ortamları
güçlendirilmelidir.
Anahtar kelimeler: Ergen sağlığı hizmetleri, koruyucu sağlık hizmetleri, okul sağlığı, Birinci Basamak Hekimleri, sağlık eğitimi
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INTRODUCTION
Adolescence is a period of transition from
childhood to adulthood, where physical,
psychological, and economic changes occur. In
this period, supporting healthy behaviors and
taking steps to protect young people from health
risks are critical to prevent health problems in
adulthood.1 Risk-taking behaviors like tobacco,
alcohol and drug use, unprotected sexual
intercourse, inadequate physical activity,
unhealthy diet, and violence are common during
adolescence. These risky behaviors may result in
death or severe morbidity. Many premature
deaths due to risky behaviors can be prevented
with appropriate and on-time interventions. It is
critical to take precautionary measures before
adolescents develop unhealthy behaviors for the
prevention of health problems in adulthood.2
There are many opportunities to reach
young people; individually or collectively,
within or outside the health system. Likewise,
there are many choices for young people to
search for help or information. Family health
centers which are a part of primary health care
services in Turkey play an important role in
adolescent health since these services are easy to
reach and free of charge. Family health centers
constitute mainly the first point of contact
between individuals and the health system.
Family physicians working at family health
centers are expected to provide preventive,
therapeutic, and rehabilitative health services to
their registered population. Individuals can
register to any family physician of their own
choice. According to the Family Medicine
Practice Regulation (2013), every family
physician is required to update the health records
for each registered person -regardless of age and
gender- at least once a year. Besides, more
frequent monitoring of groups with certain
characteristics, such as women of reproductive
age, infants, children, and adolescents, is
recommended. Guidelines have been created by
the Ministry of Health for the standardization of
these follow-ups. According to the national
“Infant, Child & Adolescent Screening
Guideline” which is recommended for the use by
family physicians, adolescents should receive a
routine well-care visit during each stage of
adolescence: i) early adolescence (10-14 ages),
ii) middle adolescence (15-18 ages) and iii) late
adolescence (19-21 ages).3 In these visits, it is
aimed to conduct a general physical
examination, obtain information about the
adolescent’s psychosocial status within the
scope of the HEEADSSS (home, education,
eating, activities, drugs, sex, self-harm, safety)
assessment tool, and provide counseling if

needed. HEEADSSS is a psychosocial
assessment tool in which the following topics are
questioned; Home and relationships, Education
and employment, Eating, Activities and hobbies,
Drugs, alcohol and tobacco, Sex and
Relationships, Self-harm, depression and selfimage, Safety and abuse.3,4
The school environment, family
members, friends, books, and media tools are
common sources other than health care
professionals that adolescents seek health
information. However, the reliability of the
information of these sources is difficult to check
and may cause incomplete or incorrect
information.
Literature review and observations of
researchers of this study suggest that there
deficits and missed opportunities in adolescent
healthcare services in Turkey. This study aims to
determine the status of adolescents' access to
health services, the need for health information,
and the preferred source of information by
adolescents.
METHOD
In this descriptive study, an online questionnaire
was used to obtain data. Snowball sampling strategy
was used for the survey recruitment. The first point
of contact consisted of 45 voluntary first and secondgrade university students studying in a university in
Izmir (Turkey’s third-largest city located in the
western extremity of Anatolia). Participants were
asked to fill out the questionnaire and forward the
survey link to their friends who met the inclusion
criteria. The data collection phase was conducted
between September-December 2017.
Young adults aged 18-25 were identified as
the research group (see limitations). Participants
were asked to respond retrospectively in view of
their secondary and high school years. Answers
from participants under 18 and over 25 years of age
and those who attended secondary and/or high
school abroad were excluded (n=27). The responses
of all other volunteer individuals aged 18-25 were
included (n=1807).
The survey questionnaire was developed
within the scope of National Child & Adolescent
Monitoring Guidelines and current literature.2,3,5–8
The questionnaire covered these main topics: i)
Socio-demographic variables (age, gender, region,
school type, family characteristics), ii) type and
reason of health care received, iii) source of health
service/counseling received and iv) perception about
personal health knowledge and v) need for health
counseling.
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According to the Turkish national
educational program, secondary school students are
mainly aged between 10-13 and high school students
between 14-17 years. These two age groups are also
defined as ‘early’ and ‘middle’ adolescence stages.9
Therefore, the data obtained from this study reflect
these two stages of adolescence. The term "at least
two visits" used in this text, refers to those who have
visited the family physician at least twice, one in
secondary school and one in high school.
We performed descriptive analyses and
compared responses between subgroups; gender,
school type, family education level, economic
status, regional area. Five regions (West, South,
Central, North, and East) which are reflecting
differences in socioeconomic development levels
and demographic conditions, were defined
according to the 2013 Turkey Demographic and
Health Survey.10 Considering the recall factor, for
some questions, only the answers for the high school
period were analyzed.

Descriptive statistics are shown in
percentages (%) with numbers (n) and mean values
(m) with standard deviation (±SD). Pearson's chisquare, and Kruskal Wallis with Dunn-Bonferroni
test was used for data analysis. SPSS software 22.0
(IBM Corp., Armonk, New York, USA) was used
for analyses and p-values below 0.05 were
considered to be statistically significant.
Ethics permission for this study was
obtained from the ethics committee of Izmir Katip
Celebi University (24.11.2017/02).
RESULTS
A total number of 1807 questionnaires that met the
inclusion criteria were taken into consideration. The
mean age of the participants was 20.28 (±1.89) and
57% (n=1030) were female. Sociodemographic
characteristics of the study group, the region of
residence during school, and the type of school
attended are shown in Table 1.

Table 1. Socio-demographic characteristics of the study population
Characteristics
Gender
Female
Male
Mean age
Female
Male
Parent educational level
Illiterate
Literate
Primary & secondary school
High school
University degree
Missing answers
Perceived economic level
Very bad or bad
Intermediate
Very good or good
Missing answers
Family structure
Nuclear family
Extended family
Divorced or other
Missing answers
Region of residence
during school
North
South
East
West
Middle
Missing answers

% (n) or m (±SD)
% (n)
57.0 (1030)
43.0 (777)
m (±SD)
20.0 (±1.74)
20.6 (±2.02)
Mother % (n)
Father % (n)
7.4 (134)
1.4 (25)
4.5 (82)
2.6 (47)
38.3 (691)
29.0 (523)
22.3 (402)
24.5 (442)
27.4 (495)
42.5 (766)
0.2 (3)
0.2 (4)
% (n)
8.6 (155)
59.5 (1076)
31.8 (574)
0.1 (2)
% (n)
80.8 (1460)
12.3 (223)
6.3 (114)
0.6 (10)
Secondary school
High school
% (n)
% (n)
1.3 (23)
1.4 (25)
39.2 (709)
38.7 (700)
16.7 (301)
16.3 (295)
28.5 (515)
28.7 (519)
12.7 (229)
12.7 (229)
1.7 (30)
2.2 (39)
Secondary school
High school
Type of school
% (n)
% (n)
Public
82.9 (1498)
84.6 (1529)
Private
16.8 (304)
15.0 (271)
Missing answers
0.3 (5)
0.4 (7)
Categorical variables are shown in percentages (%) with numbers (n). Continuous variables were presented as mean (m) with standard
deviation (±SD)

Most participants (90.9%, n=1642) had visited
his/her family physician at least once during the

secondary or high school period. The rate of
adolescents who stated to have visited his/her family
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physician at least two times was 73.1% (n=1321).
Visiting the family physician at least two times was
not affected by gender, parents' educational level, or
economic status. However, the rate of ‘at least two
visits’ was higher of those who had attended public
schools when compared to private schools (p=0.004)
and of those who had a nuclear family structure,
compared to extended families (p=0.003). The rate

of adolescents who visited their family physician at
least two times was lower among those who
continued high school in the eastern part of Turkey,
compared to other regions (p<0.001). The rate for
the northern region was similar to the eastern regions
but was not statistically different from other regions
(south, middle, and west) (Table 2).

Table 2. Factors affecting the number of visits to the family physician

Variable
Gender
Female
Male
Mother’s educational status
Secondary school or under
High school and over
Father’s educational status
Secondary school or under
High school and over
Perceived economic status
Bad/intermediate
Good/very good
Family structure
Nuclear
Extended / other
Type of secondary school
Public
Private
Type of high school
Public
Private
Region of high school*
North
South
Middle
East
West

Number of visits to Family
Physician
≥2
<2
n (%)
n (%)

P

771 (58.4)
550 (41.6)

257 (46.8)
226 (53.2)

0.05

653 (49.5)
667 (50.5)

253 (52.6)
228 (47.4)

0.24

428 (32.4)
891 (67.6)

166 (34.5)
315 (65.5)

0.41

908 (68.8)
412 (31.2)

322 (66.8)
160 (33.2)

0.42

1091 (82.8)
226 (17.2)

336 (76.7)
111 (23.3)

0.003*

1124 (85.2)
195 (14.8)

371 (77.3)
109 (22.7)

<0.001*

1139 (86.4)
179 (13.6)

338 (81.0)
91 (19.1)

0.004*

14 (56.0)ᵃ҆ᵇ
545 (78.1)ᵇ
177 (77.3)ᵇ
171 (58.2)ᵃ
394 (75.9)ᵇ

11 (44.0)
153 (21.9)
52 (22.7)
123 (41.8)
125 (24.1)

<0.001**

* Pearson's chi-square test
**Kruskal Wallis with Dunn-Bonferroni (a & b symbols stand for differences between groups)

Considering only the visits during the high school
period; 81.5% (n=1276) of the visits were for
diagnosis & treatment, 7.3% (n=114) were for ‘need
for a health report’, 6.6% (n=103) for a ‘routine
health check’ and 3.8% (n=59) for ‘counselling’.
Thirteen respondents (0.8%) did not remember their
reason to visit the family physician.
The most frequently received medical care
at the primary health care unit was laboratory
screening (47.7%, n=784) and being questioned for
the vaccination status (46.2%, n=758). The rate of

adolescents whose height and weight were measured
was about 30%, and the rate of those whose blood
pressure was measured was 20.9% (n=343). Only
12.3% (n=223) had undergone a full physical
examination (Table 3).
Rates of having been asked by the family
physician around the HEEADSSS approach show
that family physicians were most likely to ask
adolescents about their education & employment
status (48.6%, n=798). The least questioned topic
was sexual health (5.5%, n=90) (Table 3).
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Table 3. Type of health care received
Preventive Health Care Practices
Full physical examination
Weight measurement
Height measurement
Blood pressure measurement
Questioned for vaccination status
Questioned for diet/eating habits
Questioned for physical activity
Laboratory screening
Psychosocial Interview Topic Around The
HEADSSS Approach
Home and relationships
Education and employment
Healthy eating
Activities and hobbies
Drugs, alcohol, and tobacco
Sex and relationships
Self-harm, depression, and self-image
Safety and abuse

% (n)
12.3 (223)
29.3 (481)
28.3 (465)
20.9 (343)
46.2 (758)
30.5 (500)
29.0 (477)
47.7 (784)
% (n)
13.3 (218)
48.6 (798)
30.5 (500)
10.0 (164)
22.4 (367)
5.5 (90)
11.3 (186)
7.1 (116)

“Personal hygiene” was the most prominent topic in
terms of having sufficient information (81.9%, n =
1610). The main topics that respondents would like
to receive counseling were “psychological
development”
(59.3%,
n=1071),
“social
development” (44.1%, n=797), and physical activity
(38.8%, n=701). Female participants, were more
likely to feel self-sufficient about ‘personal hygiene’
(p=0.005). The topic ‘drugs, alcohol & tobacco’ was
not affected by gender. In all other health topics
(physical development, psychological development,
social development, healthy nutrition, physical

activity, sexual & reproductive health, safety &
accidents, violence & abuse) males were more likely
to feel self-sufficient compared to female
participants (p<0.05).
The
demand
for
counseling
on
‘psychological and social development, healthy
nutrition, physical activity, safety & accidents, and
violence & abuse’ was statistically higher among
female young adults. ‘Drugs, alcohol & tobacco’
was the only topic that men demanded more
counseling when compared to women (Table 4).

Table 4. Comparison of counseling needs of women and men
Request for counseling
Physical development
Psychological development
Social development
Personal hygiene
Healthy nutrition
Physical activity
Sexual & reproductive health
Drugs, alcohol & tobacco
Safety & accidents
Violence & abuse

yes
no
yes
no
yes
no
yes
no
yes
no
yes
no
yes
no
yes
no
yes
no
yes
no

Male n (%)
203 (26.1)
574 (73.9)
393 (50.6)
384 (49.4)
320 (41.2)
457 (58.8)
70 (9.0)
707 (91.0)
224 (28.8)
553 (71.2)
254 (32.7)
523 (67.3)
190 (24.5)
587 (75.5)
131 (16.9)
646 (83.1)
156 (20.1)
621 (79.9)
170 (21.9)
607 (78.1)

Female n (%)
261 (25.3)
769 (74.7)
678 (65.8)
352 (34.2)
477 (46.3)
553 (53.7)
121 (11.7)
909 (88.3)
365 (35.4)
665 (64.6)
447 (43.4)
583 (56.6)
278 (27.0)
752 (73.0)
116 (11.3)
914 (88.7)
286 (27.8)
744 (72.2)
279 (27.1)
751 (72.9)

p
0.71
<0.001*
0.03*
0.06
0.003*
<0.001*
0.22
0.001*
<0.001*
0.01*

* Pearson's chi-square test

One of the survey questions was about the “source”
of receiving counseling/information on health issues
and the HEEADSSS topics. Participants were free to

mark more than one answer. According to the
results, respondents received counseling from
different sources besides their family physician.
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Considering all information sources, the most
commonly received counseling topic was ‘personal
hygiene’ (64.6%, n=1173). Adolescents received
least counselling on ‘violence & abuse’ (47.8%,
n=864). ‘School’ was the leading source of
information on all topics. Only 2.6% (n=47) had
received counseling in all seven areas (addressed in

the HEADSSS approach) from their family
physician. In response to the question “from whom
would you like to have received counseling from
during adolescence?” the most frequently marked
option was the ‘family physician’ (51.6%, n=933),
followed by the school (39%, n=705) (Table 5).

Table 5. Past and preferred source of counseling during adolescence
Family
Physician
% (n)
7.8 (86)
4.4 (47)
4.0 (41)
10.1 (119)
16.0 (178)
9.7 (99)

School

Family

Friends

Media

% (n)
61.4 (673)
59.5 (629)
66.4 (686)
67.3 (790)
55.0 (612)
64.7 (660)

% (n)
18.8 (206)
21.2 (224)
22.2 (229)
32.6 (382)
29.5 (328)
16.6 (169)

% (n)
13.8 (151)
9.4 (99)
18.9 (195)
5.5 (65)
6.5 (72)
12.2 (124)

% (n)
20.0 (219)
16.4 (174)
18.3 (189)
14.4 (169)
16.3 (181)
16.2 (165)

7.1 (66)

64.6 (602)

13.9 (130)

7.3 (68)

19.2 (179)

8.1 (86)
10.8 (102)

75.6 (806)
66.8 (630)

22.4 (239)
15.7 (148)

8.8 (94)
4.0 (38)

14.7 (157)
13.7 (129)

Violence & abuse

5.0 (43)

73.1 (632)

20.7 (179)

6.7 (58)

14.7 (127)

Preferred source

51.6 (933)

39.0 (705)

37.5 (678)

21.5 (389)

34.7 (627)

Past source
Physical development
Psychological development
Social development
Personal hygiene
Healthy nutrition
Physical activity
Sexual & reproductive
health
Drugs, alcohol & tobacco
Safety & accidents

DISCUSSION
Most of the participants in this study affirmed at least
one and visit to the family physician during early or
middle adolescence and 73% stated at least two
visits, which is compatible according to the national
guideline recommendations.3 This finding was close
to another study in which 70% of the adolescents had
a health visit every four years.11 These rates suggest
that most of the young people do not face a major
problem in accessing primary health care in Turkey.
This is presumably a reflection of the development in
the health care system in recent years.10,12 Although
it would be more accurate to target at least one visit
per year, studies report that many adolescents in even
developed countries do not receive annual healthcare
visits.7,13–15
Access to health care services is highly
affected by inequities mainly by poverty, limited
transport, cultural norms, age, and gender. 7,16
According to results in this study, gender, economic
level or parents’ educational status did not affect
visiting the family physician at the early and middle
stages of adolescence. However, adolescents living
in a nuclear family and adolescents attending public
schools were more likely to have at least one visit per
adolescence stage, as recommended in the
guidelines. It is not surprising that living in a nuclear
family structure has positive effects on receiving
health care when compared to extended or scattered
families. However, the fact that adolescents attending
public schools have a higher rate for “at least two

visits” to family physicians is probably because this
health service is also free of charge. This result also
leads to the thought that families of students, who can
afford private schools, also prefer private health
services for their children. This may be due to quality
concerns, lower waiting times, or the option to
choose their doctor as discussed in another study.17
The negative effect of regional inequalities
was observed in this study: the rate of adolescents
with “at least two visits” was lower among those who
continued their education in the eastern part of
Turkey. This region owns lower health level
indicators and higher infant mortality rates when
compared to other regions in Turkey 10,18. Other
studies also report that health care may vary not only
between, but also within countries.19
The most common reason for admission to
the family physician was for non-preventive services,
mainly diagnosis and treatment which coincides with
other studies.5,15 This result suggests that most of the
adolescents are not seen regularly for preventive care,
but mainly for irregular sick visits. To avoid missed
opportunities and to provide preventive health
services to young people, it is evident that acute care
applications are opportunities for preventive health
care delivery as recommended in another article. 20
Although nearly all of the participants in this study
affirmed at least one visit to the family physician
during early or middle adolescence and national
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guidelines provide comprehensive preventing care
recommendations, the results of this study prove that
young people do not benefit sufficiently from their
family physicians in terms of preventive health
services. The rates of even basic physical
examination elements such as height, weight, and
blood pressure measurement were very low. Even
fever adolescents received behavioral screening and
risk-reduction counseling. Very few adolescents had
ever undergone a full physical examination. These
findings coincide with a study where more than half
of primary care physicians stated that periodic health
examinations are insufficiently applied in primary
care.21 However, findings show that the basic
physical examination should not be neglected in
adolescents. According to a national survey, the
prevalence of hypertension was about 3%,
prevalence of elevated plasma glucose was 9%, and
prevalence of of overweight or obesity was 22%
among 15-24 aged young adults. Prevalence of
psychiatric disorders (mainly depression) was found
11% in the same study.22
In many countries, professional guidelines
have been prepared to set standards for health care. 23
However, these guidelines are not followed
regularly.24,25 Not receiving essential health services
recommended by the guidelines may be related to
different factors including lack of time and
experience of the health personnel, unawareness of
physicians on special needs for adolescents, lack of
privacy and time alone with the provider, lack of
courage and motivation of adolescents to ask
questions to the provider. Furthermore, health care
professionals may need support to use office
materials like guidelines. An intervention study
proved that training health staff to implement
guidelines for adolescent preventive services may
improve the quality of preventive services for
adolescents.6 Probably, it will be more difficult to
regulate the provision of services on issues that are
considered taboo in society, like sexual &
reproductive health, alcohol & drugs, and violence.
However, adolescents need to be empowered
especially in these areas since many children and
young people face health challenges like sexually
transmitted infections, unwanted pregnancies,
injuries and violence, and mental diseases.26–28
When asked for the need for health
information, requests for counseling on topics like
sexual health, drugs, safety, and violence, which are
major problems in adolescent health, were quite low.
Yet, counseling requests may not reflect actual needs.
Considering the priority health problems of young
people, it is clear that many young people do not have
accurate knowledge of these issues or cannot convert
their existing knowledge and attitudes into behavior.
Therefore, planning health education only according
to the demands of young people may be the wrong

strategy. But it is of critical importance to involve
young people in the decision-making process to
achieve better outcomes.29
As in adults, health needs in adolescents also
vary by gender. Female participants were more
interested in receiving counseling on ‘psychological
and social development, healthy nutrition, physical
activity, safety & accidents, and violence & abuse’.
It is a fact that women are still more exposed to
violence and harassment than men worldwide and are
probably, therefore, more concerned in learning
about these issues. Also, the idea of becoming a
mother in the future, taking care of the family, may
have made female participants more sensitive about
healthy nutrition. These results reaffirm the issue of
gender inequality and the need to empower women,
especially adolescents.30,31
Male participants, on the other hand, were
interested to gain more information about ‘drugs,
alcohol & tobacco’. Whereas, according to mortality
reports, road injury and interpersonal violence are by
far the leading cause of adolescent male mortality. 32
All of these mortality causes (accidents, violence,
and drugs) are interrelated and preventable situations
triggering each other and should be considered as a
whole.
Among all health information sources,
“school” was in the foreground in all titles. School
settings give the chance to deliver information to a
large number of children. However, well-equipped
educators or school nurses who can provide health
education in schools may not always be available.
Besides, it may be also difficult to provide privacy or
meet individual demands. School-based health
education is identified as very important especially
for sexual and reproductive health issues which are
generally difficult to talk about with family members
33
. Provided that qualified educators are available,
school environments should be considered as
effective sources for health education.
Because of the ubiquity of the internet and
privacy concerns, many adolescents may prefer to
gain information from search engines where they can
freely search without feeling any embarrassment.
However, people, especially adolescents, may
become overwhelmed with too much and confusing
information bombardment. Therefore health
professionals, teachers, and families of adolescents
should guide these young people where to look for
accurate online health information. Professionals
involved in adolescent health should be aware that
family relations and social background factors should
be taken into account as parents with high education
and income are more likely to teach their children
health literacy skills.34
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Participants in this study stated that they
received at least counseling from their family
physicians. However, the family physician was the
most preferred source for health information. Many
studies prove the importance of primary care on
adolescent health.35–38 Time alone spent with a
trusted health care provider is critical for an
adolescent to identify and discuss risky health-related
behaviors.13 Primary healthcare providers should be
aware that they play an optimal role in adolescent
health.
Limitations: As the provincial directorate of the
national education directorate did not offer legal
permission (due to questions about sexual health,
drugs, etc.), the survey could not be carried out on
adolescents in the school environment. Similar
problems are also indicated in another study
conducted in Turkey.39 Therefore, young adults (1825 years) were identified as the research group.

Besides, interventions to reduce inequalities
in communities are critical to ensure equal access for
everyone to healthcare facilities.
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