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Abstract  
Domestic violence (DV) is a worldwide problem which is not easily recognized. Our aims were to call our students’ attention 
to DV and abuse, and to increase their awareness and recognition and to compare the sociodemographic features, DV and 
abuse experiences between medical and educational sciences students. One hundred thirty-nine students completed the 
questionnaire. The mean age of the group was 20.1±1.4 years. Of the total, 66 students (47.5%) stated that they had been 
abused at least once during their lives. As violence and abuse rates are high, increasing the awareness and knowledge of 
medical and educational sciences students so they can identify abuse is very important. 
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Introduction 
 
 
Domestic violence (DV) is a worldwide problem 
which is not easily recognized. It is important 
for primary care (PC) physicians to identify DV 
as there is no absolute sign of it. The lifespan 
DV experience of a person is between 12-46% 
and only less than 10% of DV cases can be 
identified by their primary care doctors. 1 
Medical school students are employed in PC 
just after their graduation in Turkey 2 so it is 
very important to call their attention to this 
issue. Physicians, who are educated or trained 
to recognize DV, are more likely to identify it, 
but in Turkey, physicians receive no education 
or training in DV during their medical 
education. Bethea confirmes that about one 
million children have been abused 3 so 
educational sciences students’ awareness 
about this issue is very important.  As primary 
school graduating is obligatory in Turkey, 
primary school teachers play an important role 
in identifying DV. Because abuse is often  

 
 
unrecognized, it is very important to increase 
the awareness of the primary school teachers 
and doctors, who are often the first people to 
deal with victims of abuse. As there are no 
lectures on identifying DV in both schools, we 
consider it important to evaluate the attitudes 
and experiences of medical and educational 
sciences students about DV and abuse. We 
have to identify our students’ habits, 
sociodemographic features and violence 
experiences because substance abuse, family 
disruption and past history of abuse can 
increase the risk of violence. 4 Therefore, the 
aims of this study were: 

i. to compare the 
sociodemographic features, DV and abuse 
experiences between medical and educational 
sciences students 

ii. to evaluate the school violence 
experiences of the students prior to their 
university education  

iii. to call our students’ attention 
to DV and abuse, and to increase their 
awareness and recognition 
  
Methods 

In this cross-sectional study, we 
distributed an anonymous, self-administered, 
and structured questionnaire containing 26 
open- and closed-ended questions to a 
randomized sample of 20% of the students in 
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Abstract  
 

Childhood urolithiasis remains endemic in certain parts of the world, namely, Turkey and the Far East. There 
has been huge effort in the literature towards clarifying the etiology of the disease, but still there is 
considerably high percentage of cases classified as idiopathic. This remains an issue to be solved. Considering 
that urolithiasis is more common among lower socio-economical level, further risk factors among this group 
should be discussed. Cytomegalovirus (CMV) is the most common congenital infection in humans and an 
important cause of morbidity and mortality. CMV causes focal necrosis with minimal inflammation in 
virtually any organ and might also cause renal tubulitis. In this article we reported a case of three months’ old 
girl who was hospitalized for pneumonia and found to be CMV seropositive and incidentally found to have 
bilateral urolithiasis. We discuss that CMV infections might play a role in the etiology of urolithiasis. 
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Introduction 
In some areas of the world, such as Turkey 

and the Far East, childhood urolithiasis used to 
be endemic (1, 2, 5, 18); in boys especially it 
accounted for a significant proportion of children 
admitted to hospital. The evidence implicates 
dietary factors in their pathogenesis, particularly 
dependence on a cereal or rice diet. Such 
stones declined in incidence this century, 
probably as a consequence of improved 
standards of nutrition as has also happened in 
Turkey (2, 18). 

There has been huge effort in the literature 
towards clarifying the etiology of the disease, but 
still there is considerably high percentage of 
cases classified as idiopathic. This remains an 
issue to be solved. Considering that urolithiasis 

is more common among lower socio-economical 
level, further risk factors among this group should 
be discussed. 

Cytomegalovirus (CMV) is the most common 
congenital infection in humans and an important 
cause of morbidity and mortality in 
immunocompromised hosts (14). CMV causes 
focal necrosis with minimal inflammation in 
virtually any organ. Cytomegalic inclusions are 
present in both endothelial and epithelial cells and 
are most abundant in the renal tubular epithelium, 
hepatocytes, and lining cells of portal bile ducts. 
CMV might cause renal tubulitis (15, 16). 

In this article we reported a case of three 
months’ old girl who was hospitalized for 
pneumonia and found to be CMV seropositive and 
incidentally found to have bilateral urolithiasis. We 
discuss that CMV infections might play a role in 
the etiology of urolithiasis. 
  
Case 

A three months’ old girl admitted to the 
emergency department with complaints of cough, 
fever, wheezing and abdominal distention. She 
had cough and wheezing since birth and fever was 
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added to her symptoms a few days before 
admission.  

In her physical examination all her 
percentiles were below three. Her chest 
examination revealed bilateral ralls and ronchi. 

Her Hemoglobin level was 10,2 gr/dL, Htc 
30%, WBC 8800/ml and ESR 20hr/ml. 
Peripheral blood showed 80 % lymphocytes. Her 
renal and liver function tests and electrolytes 
were normal. Immunoglobulins and 
complements were in normal limits for her age. 
CMV IgM levels were found to be high. Her urine 
microscopy was normal. Posteroanterior chest 
x-ray showed bilateral paracardiac infiltration. 

Abdominal ultrasonography revealed grade 1 
increased left parenchymal echogenity, grade 1 
hydronephrosis in left kidney and 6 mm stone 
echogenity in lower collecting system. Right 
kidney pelvicaliceal system was normal. 3 mm 
stone and a few milimetric crystalloids were seen 
in right kidney lower collecting system. These 
ultrasonography results were also confirmed by 
abdominal CT. 

Ganciklovir therapy was started with the 
diagnosis of CMV pneumonia. Regarding the 
etiology of urolithiasis no underlying metabolic 
disease or anatomic abnormality was found. 

By completion of Ganciklovir therapy to 21 
days she was well enough to be discharged. 
 
Discussion  

Childhood urolithiasis remains endemic in 
certain parts of the world, namely, Turkey and the 
Far East (1, 2, 5, 18). The incidence of urolithiasis 
in children in the United States ranges between 1 
in 1,000 and 1 in 7,600 hospital admissions (7, 8). 
While the frequency of childhood urolithiasis is 
steadily decreasing in the developing countries, it 
is still endemic in some parts of the world. Turkey 
is one of the endemic countries, but there is no 
sufficient documentation of recent characteristics 
of the disease in Turkish children(2,5,18). It is still 
one of the most common pediatric urologic 
problems in Turkey, but as living standards 
improve, the incidence of the disease has tended 
to decline in recent years (5, 9).  

Malnutrition and lower socioeconomic homes 
are very well known factors in the etiology of 
urolithiasis (6); and our case comes from a lower 
socioeconomic home, with malnutrition having all 
her percentiles below three. Anatomic anomalies 
and metabolic disorders are of great importance in 
the etiology and a great percentage has been 
classified as infective (3, 4, 5). Although there has 
been many studies regarding etiological factors, 
there is still a considerably high percentage which 
is classified as idiopathic. In one study in the UK 
26 percent of the cases was classified as 
idiopathic (4), whereas this is reported as 7.4% in 
a study in Iraq (3). In Turkey as etiological factors, 

an anatomical defect was found in 30.4% of the 
patients, infections in 31.5%, and metabolic 
disorders in 26.1%; 12.0% was classified as 
idiopathic (2). No underlying anatomic, infective or 
metabolic cause could be found for our three-month-
old case and was classified as idiopathic. 
 Cytomegalovirus (CMV) is the most common 
congenital infection in humans and an important 
cause of morbidity and mortality in 
immunocompromised hosts (14). 
CMV, however, can also cause devastating systemic 
infections in neonates and in immuno-suppressed 
patients (15,16). CMV is very prevalent in Turkey 
and is at the higher end of worldwide ranges. Most 
CMV infections in the first year of life are transmitted 
from mother to infant and this is the main source of 
infection in Turkey (10). 

CMV causes esophagitis, colitis, hepatitis, 
pneumonitis, renal tubulitis, chorioretinitis and 
meningoencephalitis. The lesions caused by 
disseminated CMV infections in the newborn and 
immunosuppressed patients are similar. CMV 
causes focal necrosis with minimal inflammation in 
virtually any organ but most often in the salivary 
glands, kidneys, liver, lungs, gut, pancreas, thyroid, 
adrenals and brain. Cytomegalic inclusions are 
present in both endothelial and epithelial cells and 
are most abundant in the renal tubular epithelium, 
hepatocytes, and lining cells of portal bile ducts (15, 
16). 
 Our case of urolithiasis, being a female in 
the first months of life, is a rare case. She was 
hospitalized for pneumonia, found to be CMV 
seropositive and was also diagnosed as urolithiasis. 
Coming from a lower socioeconomical status and 
having malnutrition are among the risk factors for 
urolithiasis (6). For our case no underlying disease 
could be found and the etiology of her urolithiasis 
was classified as idiopathic. In a case in Poland a 
15-year old girl, with biopsy proven interstitial 
nephritis, who presented with a slight impairment of 
kidney function and symptoms of tubulopathy at the 
beginning of the illness, was detected as CMV 
seropositive. Kidney biopsy revealed IN and positive 
reaction to CMV antigen in tubular epithelial cells. It 
was discussed that CMV infection should be 
mentioned among the rare causes of IN (17). 
Similarly we discuss that CMV might be a rare cause 
of urolithiasis. Both CMV infections and urolithiasis 
are common in lower socioeconomical groups with 
malnutrition (6, 14). 

Each year in the United States, an estimated 
40,000 children are born with congenital 
cytomegalovirus (CMV) infection, causing an 
estimated 400 deaths and leaving approximately 
8000 children with permanent disabilities such as 
hearing or vision loss, or mental retardation (12). In 
a study in Portugal it was shown that in most cases 
of hearing loss secondary to congenital CMV 
infection, the newborn was asymptomatic (13). CMV 

http://www.lokman.cu.edu.tr/family/tjfmpc


Arikan I. et al. 

TURKISH JOURNAL OF FAMILY MEDICINE AND PRIMARY CARE (TJFMPC) u   www.lokman.cu.edu.tr/family/tjfmpc  u  VOL. 1, NO. 3u   SEPTEMBER  2007 

 31

is asymptomatic in 99% of cases. It is especially 
dangerous for neonates, in whom heavy 
cytomegalovirus disease is connected with 
immaturity of the immunological system, and for 
people with immunological system disorders (after 
transplantations or HIV infections) (11). So in 
some cases of urolithiasis that is classified as 
idiopathic, the patient might be in the process of 
asymptomatic CMV infection and might not have 
been checked for the serology of CMV antibodies. 

Pediatric urolithiasis is a rare condition with a 
considerably high percentage of idiopathic cases 
and this still remains an important issue to be 
solved. The cases diagnosed for urolithiasis in 
endemic areas, where CMV is also endemic, 
should be checked for CMV seropositivity to 
enlighten the etiology of the disease.  
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educational sciences and medical schools. The 
first part of the questionnaire consists of 
sociodemographic information of the 
participant, i.e., age, gender, number of 
siblings, place of birth and parents’ level of 
education. The second part is addressed any 
DV or abuse experiences and attitudes to this 
issue of the participants.  

All participation was voluntary and 
based on oral informed consent. Permission 
was obtained from Medical Directorate of the 
University. Confidentiality and anonymity were 
assured to the students.  The answers for 
open-ended questions were categorized for 
data entry. We grouped violence as domestic 
and non- domestic according to being exposed 
to violence in the family or outside the family 
respectively. The sociodemographic features 
were given as means ± standard deviations 
(SD). Chi square, ANOVA, and correlation 
analyses were performed for the statistical 
evaluation. A p value smaller than 0.05 was 
accepted as statistically significant. 
Results 

Totally, there are 318 students in the 
School of Educational Sciences, and 289  
students in the School of Medicine. Of 318, 76 
students and of 289, 63 students completed 
the questionnaire. The mean age of the total 
group was 20.1±1.4 years (minimum 17-
maximum 24). Females comprised 51.8% of 
the group. Table 1 shows gender distribution 
according to the schools.  
 
Table1. Distribution of Students According to 
Their Gender, by School 
 Medical 

School 
(n=63) 

Educational 
Sciences 
School 
(n=76) 

Total 
(n=139) 

Boys 37 30 67 
Girls 26 46* 72 
Total 63 76 139 
*p:0.024  
 
The educational level of the participants’ 
mothers was low. The illiteracy rate was 
12.2%. Primary school graduates accounted 
for 41.7%, while high school/university 
graduates numbered 36.6%. The educational 
level of the fathers was better. Only 3.6% of 
the fathers were illiterate. Primary school 
graduates totalled 25.4%, while high 
school/university graduates totalled 58.3%. 
The questionnaires revealed that the fathers of 
the medical students had higher levels of 
education than those of the educational 
sciences students (p<0.05). The students were 
similar in other sociodemographic features. 
The mean sibling number was 2.9±1.7. The 

students were mostly from the Aegean part of 
Turkey and generally lived separately from 
their families. Of the total participants, 18.7% 
were smokers and 28.0% drank alcohol. The 
mean age when these students started to 
smoke was 16.9±2.4 years. Between the 
schools, there was no difference in the rates 
for drinking alcohol and smoking.  
Of the total, 66 students (47.5%) stated that 
they had been abused at least once during 
their lives. Among those, 19 students had 
experienced DV, and 11 of them were still 
living in a violent situation. The medical 
students had experienced DV or abuse more 
often than the educational sciences students 
(p=0.003). In the majority of the cases, the 
father was the perpetrator of the violence or 
abuse. There was no statistical significance 
between the father’s educational status and 
performing domestic violence. 28 students 
acted violently towards their sister/brother, and 
the rate was higher among medical students 
(p=0.024).  Females experienced more sexual 
abuse (p<0.0001). 
 67.6% of the students thought that DV 
or abuse was not deserved under any 
circumstance, and of that group, most were 
educational sciences students (p=0.002). The 
remaining stated that DV or abuse was 
deserved if it was due to a betrayal; this 
answer was more common among medical 
students (p=0.03). This answer was also more 
common among those students, who had been 
the victim of DV or abuse, or who had 
perpetrated such violence, as well as those 
students, who stated that “violence in school 
as a punishment is appropriate” (p=0.006, 
p=0.001 and p=0.003, respectively). Only 7 
students thought that violence in schools as a 
punishment was appropriate, and 5 of them 
were medical students, which was not 
statistically significant. 56 students, mostly 
medical students, had experienced violence as 
a punishment during their school lives. 
Students, who got DV (p=0.005); who got non-
DV (p=0.000); and who performed both DV 
and non-DV (p=0.005) stated that “violence in 
school as a punishment is appropriate” more 
than the others.  
Alcohol drinkers and smokers were exposed to 
non-DV than the others (p= 0.024 and 
p=0.004, respectively). There were no 
significant correlations among smokers and 
alcohol drinkers, having been the victim of DV, 
or having been the perpetrator of DV.    
Discussion 

Our study was one of the first studies 
investigating DV experiences in university 
students which is an intimate and 
unrecognized issue in our country. We found 
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the rate of DV experiences high among our 
students. 

In a study from Turkey, 5 the DV or 
abuse rate among the students is 52%, in our 
study it was 47.5% and these results are 
concordant with each other but are higher than 
in foreign studies.6,7 Our students were mostly 
abused by their fathers, while in another 
Turkish study, the abuse rate is equally split 
between fathers and mothers.5 Females 
experienced more sexual abuse, and this 
result was concordant with that study.5 

46% of the medical students stated 
that DV or abuse was deserved in some 
circumstances, which was very high 
considering the rate of 14.3 % in another study 
conducted in Turkey by Aydin.5 In our study, 
this opinion is more common among those who 
promoted violence, and our results were 
concordant with that study. Concordant with 
this previous Turkish study5, violence as a 
punishment during both primary school and 
high school was commonly used by the 
teachers, so precautions should be taken to 
prevent this kind of violence in Turkey.   

In our study, smoking and alcohol 
consumption correlated only with exposing 
non-DV, but other studies point out that they 
are risk factors for every type of violence. 4   
 We consider our study to be a 
beginning to identify the attitudes and 
experiences of the students in DV and abuse 
in our university.  As violence and abuse rates 
are high, increasing the awareness and 
knowledge of medical and educational 
sciences students so they can identify abuse is 
very important. In order to reach this goal, 
additional lectures about violence and abuse 
should be included in curriculum. Further 
studies are needed to assess their ongoing 
knowledge, improvements, and attitudes about 
this issue before graduation. 
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Abstract  
Background and aim: Despite the importance of reproductive behaviours of patients with mental illness, there are only few 
studies concerning the family planning needs and contraceptive use of psychiatric patients. The aim of this study is to assess 
family planning needs and contraceptive use in female psychiatric outpatients.  
Methods: The study was conducted in the outpatient clinic of Bakirkoy Neuropsychiatry Hospital, Istanbul, Turkey. 
Schizophrenic, bipolar and unipolar depressive patients in remission (50 patients in each group) were compared with a 
control group of 50 healthy individuals. A semi-structured questionnaire was used for sociodemographic characteristics, 
family planning needs and contraceptive use.  
Results: Of schizophrenic patients only 26.6% and of bipolar patients only 37.5% had gynecological examination during the 
last three years compared to 56% in healthy individuals. Of schizophrenic patients only 40% discussed family planning issues 
with partner and of bipolar patients only 50% compared to 90% in controls.  
Conclusion: Schizophrenic and bipolar female patients’ awareness and attitudes on family planning and contraceptive use 
were unsatisfactory. Both psychiatrists and family physicians should be aware of the needs of psychiatric outpatients on 
contraceptive counseling. 
Key words: family planning, psychiatry, schizophrenia, bipolar, mood disorder.  
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Introduction 

The reproductive behaviors of women 
who have mental illness have not been the 
focus of much systematic investigation. There 
are only few studies available about the sexual 
and reproductive behaviors of patients with 
mental illness, despite the importance of such 
behaviors in determining biopscyhosocial and 
emotional well-being. These behaviors also 
affect the need for health care services that are 
focused on sexually transmitted diseases, 
family planning, and childbearing 1-3.  

The psychiatric patients may have difficulty in 
accessing information and methods of 
contraception. Some evidence suggests that, 
compared with women without mental illness, 
women with schizophrenia are more likely to 
have a higher number of lifetime sexual 
partners and unwanted pregnancies 2.  

 
The rate of unwanted/unplanned pregnancy 
and abortion was high; and they did not 
discuss the issue with psychiatrist.2-8 They did 
not follow periodic gynecological examinations 
and they did not have adequate partner 
support.4,9,10 The necessity for family planning 
in female patients with chronic mental 
disorders is important.1-3   

Our study compared the family 
planning and contraceptive use reported by 
women who have mental illness with those by 
matched comparison groups from the general 
population. The aim of this study was to 
assess family planning needs and 
contraceptive use in female psychiatric 
outpatients.   
 
Methods 

The study was conducted in Bakirkoy 
Neuropsychiatry Hospital Psychiatric 
Outpatient Clinic in August 2004-July 2005. 
Patients diagnosed using DSM-IV diagnostic 
criteria as schizophrenia, bipolar disorder and 
unipolar depression and a control group of 50 
healthy females were included.  The criteria for 
selection in the schizophrenia group was at 
least two years of illness duration, for the 

Original Article 

 
CORRESPONDING AUTHOR 
Assist. Prof. Dr. Ozlem Tanriover  
Yeditepe University Faculty of Medicine  
26 Agustos Yerlesimi Kayisdag cad.  
Kayisdag Erenkoy Istanbul 34755 
Phone: 216-578 05 25 
Fax: 216-578 05 75 
E-mail: otanriover@yeditepe.edu.tr 
 
Submitted date: 09.05.2007   
Accepted date: 18.07.2007  

 
32 

http://www.lokman.cu.edu.tr/family/tjfmpc
mailto:otanriover@yeditepe.edu.tr


Pehlivanoglu K. et al.  

TURKISH JOURNAL OF FAMILY MEDICINE AND PRIMARY CARE (TJFMPC) u   www.lokman.cu.edu.tr/family/tjfmpc  u VOL. 1, NO. 3 u  SEPTEMBER 2007 

 

bipolar disorder (BPD) and unipolar depression 
groups at least two previous episodes and 
being free from any disability (impaired sight or 
hearing, mental retardation). Female 
psychiatric outpatients aged 15-49 years were 
interviewed by four members of the research 
team for eligibility for the study. Of 189 patients 
referred, five patients with schizophrenia, 
seven patients with unipolar depression and 15 
patients with bipolar disorder were not in 
remission. Eight patients with schizophrenia 
and four patients with bipolar disorder refused 
to participate. Fifty patients were selected for 
each group and 50 for control group with the 
same sociodemographic characteristics. The 
patients were interviewed face to face. A semi-
structured questionnaire was used for 
sociodemographic characteristics, family 
planning needs and contraceptive use. .  

All patients gave consent for the study. 
The study was approved by ethical committee 
of Bakirkoy Neuropsychiatry Hospital . 

Statistics 
Data was analyzed using “SPSS for 

windows version:11.5” statistical package 
program. Chi-square, one-way variance 
analysis (one-way ANOVA), Kruskal-Wallis 
and Wilcoxon tests were used. The limit for 
significance was accepted as p≤0.05.  
Results 

Contraception knowledge  
The choice “I have no knowledge” was 

the most frequent answer in the patient groups 
especially in schizophrenia group. “I have 
enough knowledge” choice was comparable in  
depression and control groups but was 
significantly less in schizophrenia group 
(p=0.004).  

Contraceptive methods  
The patient in the schizophrenia group 

had less information on all contraceptive 
methods. Depressive and BPD patients' level 
of knowledge was similar to controls. The best 
known methods were oral contraceptives, 
intrauterine devices (IUD), condom and tube 
ligation. Patients had little information on 
parenteral contraceptives (Table 1). 

There was no significant difference 
between patient and control groups (except the 
fact that condom use was more frequent in 
depression group) in the preferred 
contraceptive method. Coitus interruptus was 
the most common method in all groups, 
followed by IUD, pill, and condom. Parenteral 
contraceptives were not known adequately, 
especially in patient groups. Calendar method, 
foam-cream-gel and diaphragm were among 
the least known methods. 

Opinion on sterilization  

Schizophrenics had significantly less 
(55.2%) favorable opinion on sterilization 
compared to BPD (72.0%), depression 
(75.55%) and control (70%) groups. “I don't 
know” was a common reply (34.0 %) in 
schizophrenics, and unfavorable opinion was 
more frequent in depressive patients (20.4%) 
than others (p=0.003).  

Contraception use during the last  
intercourse  

Of BPD patients 60.5%, of depressives 
75.5%, of schizophrenics 68.6% and of control 
81.4% of patients reported use of 
contraception during the last intercourse 
(p=0.185).  

Talking on contraception and family 
planning with partner  

Talking on contraception and family 
planning with partner was more frequent in 
depression and control groups (60%, 90%, 
respectively). It was significantly lower in  
schizophrenics (60% no; 40% yes) and BPD 
patients (50% no; 50% yes) (p=0.001). 

Last pelvic examination  
Pelvic examination during the last three 

years was highest (76%) in depressive group. 
It was significantly less in schizophrenia group 
(26.6%) and BPD group (37.5%). It was 56% 
for control group. “Never” and “more than three 
years ago” were higher in schizophrenia group 
(73.4%) and BPD group (62.5%). It was 24% in 
depressive and 44% in control group 
(p=0.001).  

Admission to family planning clinic 
 The rate of admitting to family planning 

clinic during the last three years was 16% for 
all groups. Depressive patients had higher rate 
(29.2%) (p=0.027). 

Information given by the doctor 
Discussing contraception with 

psychiatrist was low in all patient groups 
(schizophrenics (89% no; 11% yes) and BPD 
patients (87% no; 13% yes). Of patients, 
88.1% had received no information from their 
doctors  

Demand for a family planning center 
Of schizophrenic patients, 22.9% said 

they did not know, 29.2% said they did not ask 
for a center, whereas, BPD, depression and 
control groups had demand for such a center 
(approximately 87% in all groups) (p=0.001). 

Preference for the gender of family 
planning consultant 

Of patients, 59.9% preferred a 
consultant of the same gender. Of BPD 
patients 48.9%, of depression cases 37.5%, of 
schizophrenics 20% and of control group 
36.4% had no preference (p=0.002). 
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There was no significant difference 

between patient and control groups in number 
of pregnancies, births, abortions, miscarriages, 
and the number of children. (Table 2).  

The source of information 
The first source of information was 

friends and neighbors in all groups. Information 
from media was the most frequent used source 
in the BPD group. Information from health 
professionals was significantly less in BPD and 
schizophrenic patients compared to controls 
and depressive patients 
Discussion 

It was reported that sexually active 
female patients in reproductive ages do not 
use contraception.1-13 In a study, David 
showed that patients with non-psychotic 
depression may have a sexual life and family 
planning just like healthy individuals. However, 
this was not the case in schizophrenics, since 
they may be forced to sexual intercourse 
exposing them to unwanted pregnancies and 
risk of Sexually Transmitted Diseases 
(STDs).13   

Turkish Population and Health Survey 
2003 showed that almost all married women 
have heard about modern contraceptive 
methods. The least known method was female 
condom which is a novelty in Turkey and 
morning-after pill. Of women, 98% knew at 
least one traditional method. Coitus interruptus 
was the most common traditional method 
(94%).  Implants are also quite new in Turkey 
and only half of women heard of them.14 Our 
rates of known contraceptive methods in BPD, 
unipolar depression and control groups were 
similar to this national survey. Schizophrenic 
patients' lack of knowledge about all methods 
gets even worse with newer methods. This 
result was attributed to the fact that cognitive 
and social impairment may lead to inadequacy 
following and learning new information.  

Coitus interruptus is still the most 
common contraceptive method (63%) followed 
by IUD (43%), condom (38%) and 
contraceptive pill (35%) in Turkey. Vasectomy, 
implants, female condom, morning-after pills 
are scarcely used methods.14 Tubal  ligation is 
not as common as other Western countries. In 
several studies, this rate of sexual intercourses 
without contraception is reported to vary 
between 33% and 73%, and lack of 
contraception methods in patients with serious 
mental disorders is emphasized.2,6-8,12,13 Our 
finding is concordant with those of other 
studies.   
        Coverdale reported that psychiatric 
patients in his study had not have pelvic 
examination during the last 3 years.7 In our 

society, women tend to neglect their 
gynecological examinations. Our finding 
supports this.   

The difference in the obstetric history of 
our patient groups may be due to tendency to 
deterioration of schizophrenic patients' 
marriages and probable decrease in sexual 
activity and chance of pregnancy. BPD is a 
disorder with intermittent course and 
remissions resulting in the increase in the 
number of children along with the disease. 
Depression occurs later in life.  Symptoms 
such as loss of interest makes child care more 
difficult leading to a decrease in the number of 
pregnancies, decrease in intention to have a 
child and increase in the number of 
miscarriages and abortions. 4,5, 8,11  

The high rate of unwanted, unplanned 
pregnancies in schizophrenic women is 
reported to be highly problematic in various 
articles. When compared to women without a 
history of mental disorder, the mean number of 
pregnancies in schizophrenic patients was 
similar to normal women, but the rate of 
unplanned and unwanted pregnancies was 
higher.2,8,11,12 

Our result of low access to attend family 
planning clinics emphasized the importance of 
increasing the number and service quality of 
family planning centers. Family planning and 
contraception centers may be best located in 
psychiatric hospitals since these hospitals are 
the most visited health facilities by this group. 
 It is reported that psychiatrists do 
not talk family planning issues with their 
patients.9,13 In Hales study, findings suggest 
that it is important for health professionals to 
have accurate information on “safe sex”.15     

The finding that schizophrenic patients 
were more reluctant in family planning issues 
compared to other patient and control groups, 
may be explained by negativism, social 
isolation and withdrawal symptoms. 
Conclusion 

Female patients with mental disorders 
need information and service for family 
planning and contraception. Schizophrenic and 
bipolar female patients are more prone to be 
affected from inadequate family planning and 
contraceptive services. Both psychiatrists and 
primary care physicians should be aware of the 
needs of psychiatric outpatients and consider 
the contraceptive counseling in the early phase 
of their treatment.  
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Abstract  
 
Background: To provide a shared understanding and a shared decision, health providers must be aware of people’s health 
beliefs and take account of cultural variations.  It is important especially for dealing with compliance problems and health 
promotion in primary care. 
Objective: The aim of this study is to examine commonly held patient health beliefs that are encountered most frequently by 
primary care physicians.   
Design of the study: A descriptive study is conducted. 
Setting: Out patient clinics of a university hospital, a state hospital and three primary health care centers. 
Methods: A questionnaire including demographic parameters and 56 items about health beliefs, which were collected during 
the patient interviews, applied to 431 patients and their companies for two days.  Results were assessed in SPSS 10 for 
windows; Pearson chi-square and correlation tests were used for statistical analyses. 
Results: The most agreed statements (>75%) by the participants were: oranges and tangerines are good for common cold 
(91.9%), it is important to take medicine either on an empty or full stomach (87.7%), sitting in drafts can make you ill 
(86.8%), garlic lowers the blood pressure (79.8%), you must not drink water if you are perspired  (77.5%), an injection is 
more effective than a pill (76.6%).  There were statistically significant differences according to professions, income levels, 
education levels of participants and health centers.  
Conclusion:  There are many beliefs that may influence the health behavior and they may change according to the different 
parameters such as age, education level. 
Key Words:  culture, health beliefs, compliance  
 
Güldal D, Özçakar N, Yeniçeri N, Mevsim V, Dönmez D. What do people believe? Some clues for health culture. TJFMPC, 2007;3:36-41.  
 
 
 

Background 
 The idea of taking into consideration 
cultural differences in medical practice is not new, 
but an often neglected area.  In order to provide a 
shared understanding, as well as shared decision, 
health providers must be aware of people’s health 
beliefs and take into account cultural diversities 
[1,2].   Health professionals frequently experience 
difficulties while providing care to people because 
of existing cultural differences, especially when 
faced with commonly held health belief systems.  
Although great strides have been made in medical 
knowledge, this does not necessarily result in 

improvements to public or individual health at the 
same rate. For example, even though our medical 
knowledge is very keen on the cessation of cigarette 
smoking, even people with chronic bronchitis 
continue smoking.  Again, in spite of the evidences 
about the harmful consequences of obesity, our 
patients keep on gaining weight.  These facts lead 
us to focus on the “patients’ side” of the health care 
equation: as to their understanding, beliefs, 
concerns over health and health care.  Scientific 
evidence  plays only a minor part in a drama that is 
controlled  by feelings and beliefs derived from 
experience.  Thus, the call for additional research is 
naive, at best.  No study can ever hope to provide 
conclusive negative proof  and the necessary 
qualifications for any future work will only  add 
uncertainty and fuel skepticism that "something" 
must be dangerous [3]. Customs, traditions, taboos 
and superstitions have an impact on health care 
systems and health expenditures as well [4]. 
Understanding the needs of patients and caregivers 
in different cultural contexts, by listening to their 
experiences can give valuable insights and 

  Original Article 

 
CORRESPONDING AUTHOR 
Vildan MEVSİM 
Address:  Dokuz Eylül University Tıp Fakültesi 
Aile Hekimliği AD  
35340 İnciraltı/İzmir TURKEY 
Tel no: 
Office: +90 232 4646760 
Mobile: +90 505 5251212 
Fax: +90 232 4646181 
E-mail: vildan.mevsim@deu.edu.tr 
 
Submitted date: 20.05.2007   
Accepted date: 23.07.2007  

 

http://www.lokman.cu.edu.tr/family/tjfmpc
mailto:vildan.mevsim@deu.edu.tr


Güldal D. et al. 

TURKISH JOURNAL OF FAMILY MEDICINE AND PRIMARY CARE (TJFMPC) u   www.lokman.cu.edu.tr/family/tjfmpc  u  VOL. 1, NO. 3u   SEPTEMBER  2007 

 37

comparisons that can improve the planning of 
health services.  It is not necessary and relevant to 
make judgments and generalize these results 
because generalizing leads to prejudice in some 
groups [5].   

Since most medical knowledge is a 
product of developed countries, it is not surprising 
to recognize the hegemony of western culture in 
all health issues such as health services, patient 
doctor relationship, compliance problems etc. This 
situation has significant importance for developing 
countries which receive almost all of their medical 
knowledge from developed countries. There are 
differences between patients living in developed 
and developing countries as well. These 
differences are reflected not only in available 
resources for patients, but also in their life 
experience of illness and health [6,7].  Although in 
developing countries people’s viewpoints of 
treatment have changed over time, there has been 
less change in their beliefs regarding the causes 
of illness. This may be because health beliefs 
continue to play a significant role in providing a 
meaning for events and thereby help people cope 
with a serious illness and death [7,8]. 
Objective 
  The aim of this study is to examine 

commonly held patient health beliefs that are 
encountered most frequently by primary care 
physicians.   

Method 
 Five family physicians collected items 
about health beliefs during regular patient 
interviews for two months.  With an additional 
three other physicians, a total of eight family 
physicians evaluated these items according to two 
parameters. These parameters were defined as: 
whether they ever had a patient with a particular 
belief, and at what rate of  frequency.   If they ever 
had a patient with a particular belief it was 
considered as one point, if not it was considered 
as zero point.  If they encountered patients with a 
particular belief “very often” it was considered as 
5, “often” 4, “sometimes” 3, “rare” 2, “very rare” 1.   
A parameter of at least nine points was included if 
at least three physicians agreed on it.  At the end 
of the evaluation 22 items were excluded, 56 were 
included. 
A questionnaire including demographic 
parameters and 56 items applied to 431 patients 
and their companies who applied to various out 
patient clinics of the University Hospital and the 
State Hospital and also three Primary Health Care 
Centers for two days.  Patients were asked to fill-in 
a self-administered questionnaire before their 
appointment.  63 of the patients did not participate 
because of the urgency of their medical condition.   
   Results were assessed in SPSS 10 for 
windows, Pearson khi-square test and pearson 
correlation test was used for statistical analyses. 

Results 
Demographic Data 

Mean age of the participants was 
41.04±14.37 (min 15, max 80) and 36.4% were men, 
63.6% were women. 71.0% were married, 19.0% 
single, 6.5% widowed, 3.5% divorced. 70.3% had 
children, 29.7% had no children.  The monthly 
income level in US dollars was less than $335 for 
50.2%, between $335-1005 for 42.9%, $1005-3335 
for 6.3%, more than $3335 for 0.7%. 3.2% of the 
participants were illiterate, 3.2% were barely literate, 
31.3% graduated from elementary school, 30.2% 
graduated from high school and 32.0% had a 
university degree.  The variance according to their 
profession was, 3.7% of the participants were health 
workers, 38.5% had no profession and the rest 
57.8% had other professions.  The distribution of the 
participants according to their birth place was: 
53.8% from the Aegean region where the study was 
held, and the rest almost evenly from other six 
geographic regions of Turkey; 3.2% from South 
Eastern Anatolia region, 4.2% from Mediterranean 
region, 5.6% from Marmara region, 6.0% from Black 
Sea region, 6.3% from Eastern Anatolia region and 
9.0% from Middle Anatolian region, 11.8% did not 
answer the question.   

The ratio of the participants who applied to 
the university hospital was 45.7%; to primary care 
center was 35.7%; to the state hospital was 18.6%.  
21.6 % of the participants had chronic disease, and 
78.4 % were without chronic disease. 
Health Beliefs 

The agreement of participants on items 
varied. We present them according to the level of 
agreement of participants in table 1, 2 and 3.  In 
most of the items the agreement level changed 
according to the education level, the health center at 
which they applied, age and income level. The 
statistically important variances are also shown in 
Table 1, 2 and 3 (p<0.05). Also in all items health 
workers agreement level was less than the others 
(p<0.05).   
There was a negative correlation between education 
and health beliefs, as well as, to income level in 
most of the parameters.  There was, however, a 
positive correlation between age and health beliefs.  

Health centers where we conducted the research 
were another important influencing factor in the 
agreement rates. We found out that the 
participants who applied at primary care centers 
had lower agreement with the 21 items.  There 
were few differences according to birth place, 
marital status, having children and gender and 
most of these were about child care and 
reproductive health.  The agreement level 
increased among those who were married, 
women, parents and people from the Eastern 
part of Turkey. 

Discussion 
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 Health beliefs held for many years neither 
remain parallel to, nor do they change in step with 
medical knowledge.  For example, even though 
there is conflicting evidence about vitamin C’s 
efficacy for the common cold, it seems that in our 
country it is accepted as an important remedy.  
But still it is not possible to deny the impact of 
education. In our study the agreement level 
changes according to educational level in almost 
all of the health beliefs.  The negative correlation 
between education and certain health beliefs is 
promising.  Low agreement rates on some beliefs 
such as “If a child has a fever, you must cover him 
up and make him perspire” and  “When one has 
diarrhea it is important to drink small quantities of 
water to stop the diarrhea”  shows the 
achievement of effective educational programs.  It 
is not very far off in the distance for the authors of 
this study to start community education programs 
by ministry of health especially in the PHCCs, but 
also through mass media.   Media has a powerful 
effect on health issues not only by providing 
accurate information but also by creating ideas 
about what is considered the norm [9].  On the 
other hand some data adresses the limited effect 
of education.  Many of the health workers who 
were a small percentage of the participants of the 
study believed that “sitting in drafts can make one 
ill”, “the effect of vitamin C”, “sitting on cold stone 
causes sore kidney” etc.  Because of the small 
number of health workers involved, the results 
may not represent the whole population, but it is 
still worthwhile to recognize some common 
perceptions among this group.  This situation may 
provide an opportunity for a good patient-doctor 
communication, unless the doctor knows that, this 
is a belief, not a medical fact.   
The doctor patient relationship seems to be an 
important variable in compliance, including the 
process of prescribing, but it is extremely difficult 
to assess the nature of interaction and to [7,10] 
measure its components.  The model of the 
relationship and interacting roles which they had 
experienced formerly, shapes the expectations of 
the patients. Our study tends to favor a more 
doctor centered relationship just as it is in Asian 
cultures [11].   
The most salient influences on compliance are 
patients’ beliefs about medications and about 
medicine in general [10] Their own knowledge, 
ideas and experiences, as well as those of family 
members and friends, have been shown to 
correlate with compliance [10,12].  Beliefs related 
to drugs were “When one begins to feel well, one 
does not have to continue taking the prescribed 
medicines to the very end of  treatment”,  “It is only 
necessary to take a pill for blood pressure when 
blood pressure rises”, “Taking medicine can be 
addictive.”  These were some beliefs that our 

study examined as the reasons for not taking or  
discontinuing medication . 
In some studies persons with chronic illnesses have 
long term relationships with clinicians, a factor 
favoring effective partnerships [13].  This does not 
hold true with our chronic patients who share the 
same beliefs with others on doctor patient 
relationship.   In our study, people with chronic 
diseases did not have different beliefs on DM, HT 
and obesity related items than patients who are 
without chronic diseases. Even people with diabetes 
held the same beliefs as the rest of the population at 
the same ratios.  This result leads us to think that 
society at large may be a better teacher than health 
services to meet the increased information needs of 
chronic disease.  On the other hand, in our study 
73.1% of patients with chronic diseases were older 
than 45 and 75.1% of patients without chronic 
disease were younger than 45 years.  This may be 
another factor that effects the agreement levels 
besides having or not having chronic diseases.   
Even though income level is an important parameter 
for the agreement rate in our study, ability to access 
health services and health education may decrease 
this effect.   
One major obstacle to patient compliance is 
ignorance of the etiology and nature of disease and 
the nature of the treatments and how effective these 
can be [14,15,16,7].  Beliefs such as “cancer is a 
contagious disease” or  “blood transfusion may 
cause diabetes mellitus”  neglects the etiology and 
nature of the diseases and  makes harder to 
understand the reason for cessation cigarette 
smoking or  healthy nutrition.   
The low rate agreement levels in some wrong beliefs 
among the younger participants is promising and 
may be taken in favor of the education. 
 In conclusion, health belief is a variable which is 
primarily effected by education, income level, age 
and may not be in concordant with the medical 
knowledge. Taking into consideration these beliefs 
and their impact on health care may help to provide 
better health services for people. 
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TABLE 1: Health beliefs, those have high-level agreements of 
participants and the parameters which have statistically 
important differences according to education, health centers, 
income levels and age 
 

  
 

ITEMS 
 

 
 

% 

E
du

ca
tio

n 
 

H
ea

lth
 c

en
te

r 

In
co

m
e 

le
ve

l 

Ag
e 

1 Oranges and 
tangerines are 
good for  
common cold  - 

91.9 - - - - 

2 It is important to 
take medicine 
either on an 
empty or full 
stomach.  - 

87.7 - - - - 

3 Sitting in drafts 
can make you ill 
-   
  

86.8 - 0.01 - 0.00 

4 Garlich lowers 
the blood 
pressure   
  

79.8 - - - - 

5 You must not 
drink water if you 
are  perspired
  

77.5 0.00 - - 0.01 

6 An injection is 
more effective 
than a pill  
 

76.6 - - - 0.01 

7 A doctor advices 
and my duty is to 
follow   his 
advice.  

73.1 - 0.00 0.04 - 

8 If you sit on a 
cold stone, your 
kidneys will 
catch cold. 

71.9 0.00 0.00 0.00 - 

9 If a person 
touches his head 
with oily and 
dirty hands, he 
might get lice. 

69.8 0.00 - 0.03 - 

10 Worring makes 
one ill  
  
 

69.1 0.00 - - - 

11 It is not always 
possible to obey 
the advice of a 
doctor 

64.5 - 0.00 - - 

12 I don’t like taking 
medicine. 
  
  

63.6 - 0.04 0.00 - 

13 Taking too much 
medicine can 
poison the body 
  

57.0 - 0.02 0.03 0.02 

14 Taking medicine 
can be addictive
  
 

56.4 0.00 - 0.00 0.04 

15 It is normal for 
blood pressure 
to increase by 
age 

54.5 0.00 0.01 0.01 0.00 

16 Icecream gives 
you a sore 
throat.   
 

53.1 0.00 - - 0.01 

17 Drinking cold 
water makes you 
ill  
  

50.6 0.01 0.01 - - 

 
 
 
TABLE 2: Health beliefs, those have medium-level agreements of 
participants and the parameters which have statistically important 
differences according to education, health centers, income levels 
and age 
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18 Antibiotics lower the 
fever 
 

48.0 0.00 0.01 - - 

19 Worring is a cause for 
cancer    
  

46.9 0.00 - 0.00 0.00 

20 You have to take 
medicines at certain 
intervals 
   

45.5 0.01 0.03 0.00 0.02 

21 Weight gain can be 
due to a 
nervoussness 
    

44.3 0.00 0.00 0.00 - 

22 Diet crackers do not 
make you gain weight 
  

40.4 0.00 0.00 - - 

23 If a person is healthy, 
he does not need to 
go to a doctor. 
 

40.4 0.00 0.00 0.00 0.00 

24 A  doctor should care 
for me more than I 
care for myself 
 

40.4 0.00 0.00 - 0.01 

25 Some people gain 
weight, even if they 
only drink water   
 

39.7 0.00 0.00 0.00 - 

26 An active child is 
intelligent  
  
  

39.7 0.00 0.00 0.00 - 

27 You must not eat 
yoghurt with fish, 
otherwise you will be 
poisoned 

37.6 0.00 - 
 

- 0.00 

28 I have a good apetite, 
because my stomach 
is enlarged 
 

35.7 0.00 - 0.01 - 

29 If a person is a blood 
doner, he will have a 
better apetite and gain 
weight 

34.3 0.00 - - 0.00 
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30 A good doctor does 
not speak much, asks 
few questions but 
makes a thorough 
physical examination 

31.6 0.00 0.00 0.01 - 

31 If you coat the body of  
a newly born baby 
 with salt, 
then his skin and his 
feet will not smell bad 

28.8 0.00 0.02 0.00 0.00 

32 When a woman 
breast feeds she will 
not become pregnant 

27.6 0.00 - - 0.00 

33 If a doctor is a good 
doctor, he will be able 
 to diagnose 
the illness without 
your telling him 

27.6 0.00 0.00 - 0.00 

34 If you wrap up a baby 
in a swathing bands, 
 its legs will 
become straight  

26.5 0.00 0.00 0.00 0.00 

35 A doctor who has a 
good diagnoses, 
 does not 
require 

tests 

26.5 0.00 0.00 0.00 0.00 

 
 
TABLE 3: Health beliefs, those have low-level agreements of 
participants and the parameters which have statistically 
important differences according to education, health centers, 
income levels and age 
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36 A diabetic eats a lot of sugar.                           24.1 - 0.00 - 0.00 
37 With every pregnancy, a mother may loose a tooth   22.5 0.00 0.01 0.03 - 
38 Good (Compotent) doctors are more drastic. 22.5 0.00 0.00 0.00 0.00 
39 If you give a person the blood of a diabetic,    that person will 

become a diabetic. 
22.0 0.00 0.00 0.00 - 

40 It is only necessary to take a pill for blood pressure when the blood 
pressure rises 

19.1 0.00 0.01 0.01 0.00 

41 Pouring lead into cold water over one’s head will protect you from 
(superstitious custom)  

17.2 0.00 0.00 - - 

42 When you begin to feel well, you don’t have to continue taking the 
prescribed medicines to the very end of the treatment  

16.7 0.00 - - 0.00 

43 It is not wise to bath when one has a period  15.8 0.00 0.00 0.00 0.00 
44 If  I eat sweat things, I wil become a diabetic 14.8 0.00 0.00 - 0.00 
45 You must never wash the baby before  it is forty days old 12.1 0.00 0.00 0.02 0.00 
46 A thin child is a sick child, and a fat child is a healthy child. 11.8 0.00 0.03 - - 
47 If you cover a newly born baby with a yellow muslin cloth, then that baby 

would not be jaundiced. 
11.4 0.00 0.01 0.00 - 

48 Babies should sleep on a high pillow in order not to choke  10.9 0.00 - - 0.00 
49 Cancer is a contagious disease 10.9 0.00 0.00 - - 
50 If you walk barefoot, you might not  have a child in 

the future. 
10.9 0.00 0.00 - - 

51 If you drink bitter pickle water, your blood    sugar will drop. 10.0 0.00 0.00 0.00 0.04 
52 The intrauterin device can slip into the stomach. 8.4 0.00 0.00 0.00 - 
53 When one has diarhea it is important to take 

small quantities of water to stop the diarhea 
 7.2 0.01 0.00 0.00 0.00 

54 If a child has a fever, you must cover him up     
and make him perspire. 

6.7 - - - - 

55 If thin line is cut into a jaundiced  person’s forehead, then the jaundice 
will recover  

6.5 0.00 0.00 0.02 0.04 

56 If a pregnant woman sees a rabbit,  then her baby will have a hair-lip.   5.8 0.00 0.00 0.01 - 
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