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ABSTRACT

Objectives: This study aims to reveal the knowledge and attitude change that a well-structured sexual and reproductive health (SRH)
peer educator training creates in volunteer preclinical students from Marmara University School of Medicine.

Materials and Methods: Participants (n=29) were given 28 hours of training on 13 subjects by professionals. Those who attended and
completed all sessions were certified as “peer educator” (Group 1,n=12). Group 2 (n=17) participated only in the first 8 sessions. SRH
attitudes and knowledge levels of participants were evaluated. Data was analysed in SPSS-11.0 programme.

Results: Females constitute 51.7% of the participants. All participants had the similar level of “egalitarian” point of view (p:0.859). SRH
final attitude score of Group 1 was higher than preliminary attitude score (p:0.008) and SRH final attitude score of Group 2 (p:0.033).
The mean SRH knowledge score of Group 1 was 38.3+4.65, while that of Group 2 was 26.76+4.16 (p:0.0001).

Conclusion: It has been shown that a well-structured peer educator training can increase the knowledge of volunteer medical students
and make a positive attitude change. After the implementation of the “Health Transformation Programme” in Turkey, adolescents
were ignored. So, with peer educator trainings, trained educators will be able to help those adolescents and offer unprejudiced and
egalitarian services to their patients when they become physicians.

Keywords: Adolescent health, Attitude, Gender roles, Contraception

1. INTRODUCTION

Adolescence is both an important period in which new
behaviours are acquired and the most effective intervention
period in preventing adult risk taking behaviours [1]. Even
though, the adolescent group, which constitutes approximately
17% of the world population, is the most vulnerable group in
terms of sexual and reproductive health (SRH), they are unable
to access and make demand for health services [2].

Although, the lack of information about SRH of adolescents has
been recognized in 1994 and studies have begun, the problem
remains today [3]. According to a study done with 141 students
studying in a public high school during the 2016-2017 academic
year in Istanbul, the level of students’ SRH knowledge was found
to be inadequate [4]. A similar situation has been identified
in medical schools too. A study, conducted in 2014 with 857
students from Trakya University School of Medicine in Edirne,
Turkey has shown that only 23.5% of first and second-year
students, and 23.1% of third and fourth-year students correctly
knew how to prevent sexually transmitted infections (STT) [5].

Because most of the young people acquire knowledge and
behaviour from their friends and share these with their friends,
it has been shown that reaching young people with their own
peers is a more appropriate approach [6]. Peer education is
shown as one of the most effective educational tools to reach
adolescents [7].

Peer education is an approach that aims sharing of information,
skill or attitude between people who are involved in the same
group in terms of age, sex, education or status [8]. Young people
are more likely to internalize messages and thus, change their
attitude and behaviour when they think that the person, they are
talking to is like them and carries the same concerns [9]. Peer
education is one of the most effective methods frequently used
for SRH, which is one of the most difficult subjects for young
people to talk about.

Well-structured SRH peer education has been shown to create
changes in knowledge, attitudes and behaviour in both peer
educators (PE) and peers/students trained by PE [10]. It has
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also been shown that the self-esteem of students who receive
peer educator training has increased, and their leadership and
communication skills are improved [11].

In this study, it is aimed to show that a well-structured SRH peer
educator training programme changes the knowledge and the
attitude of voluntary medical school students.

2. MATERIALS and METHODS

This is an interventional study. The intervention is the training
given to the students.

For the study, the ethics permission was obtained from
Marmara University School of Medicine Clinical Research
Ethics Committee (with the protocol number 09.2017.255 and
the date 7 April 2017). All participants were informed and their
consent was obtained.

Table I. Curriculum of training programme

No Subject
a. Introduction and SRH Rights
1 Introduction to Sexual and Reproductive Health: Basic Concepts
2 Sexual and Reproductive Health Rights
b. Breast Cancer
3 Breast Cancer Awareness and Breast Self-Examination
c. HIV / AIDS and STI
4 Sexually Transmitted Infections and The Ways of Prevention
d. Basic Concepts in SRH I
5 Social Norms in Sexual and Reproductive Health
6 Sociological Aspect of HIV/AIDS and Stigmatisation
7 LGBTI + Identities and Misunderstandings
8 Litigation of LGBT Individuals and Legal Discriminations
e. Basic Concepts in SRH 11
9 Sexual and Reproductive Health Status of Youth in Turkey
10 Gender
11 Male Sexual Health Issues
12 Contraceptive Methods, Emergency Contraception
13 Communication and Presentation Skills
TOTAL

The population of the study was the pre-clinical students who
study at Marmara University School of Medicine (MUSM). After
presented the project in social media, applications have been
accepted with an online form for a period of two weeks (n=35).
In this project, those who attended and successfully completed
the 13 sessions (28 hours) were certified as “peer educator”.

The purpose of the training is to ensure that volunteer students
can inform their peers at SRH issues and support them in
solving their SRH problems. As well as sessions that provided
information on basic SRH subjects, sessions aimed at providing
a positive change of attitude in the areas related to SRH were
also given during the training. To communicate positively with
their peers and to be able to transfer their knowledge in effective
ways, communication and presentation skills and contraceptive
counselling were also included in the training programme.

Table I presents the curriculum of the training programme (28
hours on 13 topics).

Duration(hours)

28
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Intervention Event (Training)

a. Introduction to SRH and SRH Rights

The purpose of the first part was to briefly introduce the anatomy
and physiology of male and female reproductive systems to the
participants.

In the second half of the day, the legal status of SRH rights in the
World and in Turkey was explained with a presentation.Then to
consolidate this knowledge, a case study was applied.

b. Breast Cancer

The aim was to teach “breast self-examination” skills, which is a
breast cancer awareness and preventive action, considering the
age group of the PE and peers.

c. HIV/AIDS and STI

Together with informing about STI and HIV/AIDS, training has
been provided for developing sensitivity and attaining a positive
attitude. In addition, the use of male and female condoms on the
models was demonstrated.

d. Basic Concepts in SRH 1

In order for youth to be able to recognise and express their own
norms and values regarding the sexuality; “SRH Social Norms”
topic has been mentioned.

In the next session, the social aspect of HIV/AIDS and the acts
of stigmatisation in Turkey were discussed. In the following
sessions; description of lesbian, gay, bisexual, transgender and
intersex (LGBTI+) identities, the prejudices and attitudes these
people encounter in the world; the problems encountered in the
justice system by the transgender individuals in Turkey were
explained and the proposed solutions were discussed.

e. Basic Concepts in SRH 11

In the first session, nationwide research findings on adolescents
in Turkey were shared, and local adolescent problems were
discussed. The concept of gender on health and social life was
generally mentioned.

In the third session, men’s sexuality and the most common
sexual health problems specific to adolescents were discussed.

A long session about contraception was held to prevent
adolescent pregnancies and STIs.

During the last session of the day and the year, a session about
communication and presentation skills was held to enable peers
to transfer their knowledge and skills effectively and successfully
to their friends.

The data related to the study was obtained with the information
forms taken at the beginning of the training and after. The study
was evaluated using two kinds of data that was gathered from
the participants: their socio-demographic standing, and their
SRH knowledge, attitude and ideas about cultural gender roles.
The latter was gathered using standard measures.

Assessment of Training, Data Collection Tools

The first data was collected with a form for socio-demographic-
information, the gender roles attitude scale (GRAS,Zeyneloglu-
Terzioglu,2011) and the SRH attitudes scale (SRHAS). After the
training, data was collected for evaluating the knowledge of SRH
and SRHAS.The evaluation of the training is based on four-stage
“Kirkpatrick Model” [12].

I. Reaction

At the end of each session, feedbacks were gathered from the
participants anonymously and these feedbacks were put into
practice in the further stages of the training and at the end of
the training. Feedbacks were taken using the “Course Evaluation
Form”

II. Learning

Participants’ SRH knowledge was assessed by a questionnaire
consisting 15 questions. There were 13 multiple choice and 2
true-false questions. Each of correct answer was given one
point; 4 points for physiology of reproductive system, 3 points
for STI, 12 points for correct condom usage and 29 points for
contraceptive methods (max: 48 points, min:0 points).

Participants’ general SRH attitudes were assessed twice with
“SRH Attitude Assessment Scale [13]” before and after training.
The scale includes 30 statements with five Likert-type scale
responses. Answers to questions 1-7, 10-14, 18, 21-24 are a
linear scale between strongly disagree:1 and, strongly agree:5, on
the other hand answers to questions 8-9, 15-17, 19-20, 25-30 are
a linear scale between strongly agree:1 and strongly disagree:5
(max:150, min:30). The scores obtained from each question are
added to obtain a “total attitude score”.

The “Gender Roles Attitude Scale [14]” was used to assess
participants’ gender attitudes. The scale includes five subsections
with 38 items. The subsections consist of egalitarian gender
role”, “female gender role”, “gender role in marriage”, “traditional
gender role”, and “male gender role”. Responses were collected
on a five-point Likert-type scale. The answers were scored as
5 points for ‘completely agree; 4 points for ‘agree, 3 points for
‘undecided; 2 points for ‘disagree, and 1 point for ‘absolutely
disagree’ The scores obtained from each question were added
to obtain the “total score” (max:190, min:38). If the total score
is less than 95, it is interpreted as having “traditional attitude”
and if it is greater than 95, it is interpreted as having “egalitarian
attitude”

Statistical Analysis

The collected data was evaluated in the SPSS 11.0 programme
and analysed with normality tests, Spearman/Pearson
correlation, Mann-Whitney-U, Student-T, and Sign tests. The
statistical significance level was considered as p<0.05.
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3. RESULTS

Twelve of the 29 volunteer students who participated in 13
different sessions, fully participated in all the trainings and after
being successful in evaluation, completed the training as “SRH
Peer Educator (Group 1)”. Seventeen students only participated
in the first eight sessions of 13 sessions and were not certified as
PE (Group 2).

Females constituted 51.7% of the participants (n=15). The mean
age of the participants was 20.31+1.03 (median:20.0, min:19,

Table II. Distribution of socio-demographic characteristics of Group 1 and 2

max:23). Distribution of participants’ demographic information
by groups is given in Table II.

According to the GRAS, all participants had the same level
of “egalitarian” attitude (mean:173.6+14.0, median:177.0,
min:144.0 max:190.0) (p:0.859). Mean SRHAS score of the
participants (n=29) was 131.58+13.42 (median:135.0, min:108,
max:150) before the SRH training, and was 138.72+11.59
(median:143.0, min:108, max:150) after it (p:0.001).

The mean score of participants SRH Knowledge Scale was
31.55+7.21 (median:30.0, min:19, max:44).

Socio-demographic characteristics Group II

Female 6 50.0 9
Male 6 50.0 8
Age
19-20 9 75.0 10
221 3 25.0 7

Education Level of Mothers

High school and below 6 50.0 7
University and above 6 50.0 10

Education Level of Fathers

High school and below 4 333 5
University and above 8 66.7 12
Monthly Family Income
<6000 TLY 7 58.3 12
>6000 TLY 5 41.7 5
Living with parents
Yes 10 83.3 10
No 2 16.7 7

Self-evaluation of Health Status

Very Healthy/Healthy 11 91.7 14
Uncertain/Sick/Very sick 1 8.3 3
Total 12 100.0 17

On 05.06.2017 the rate of U.S. Dollar to Turkish Lira (TYL)=3.50

52.9 15 517
471 14 487 1.000
58.8 19 65.5

412 10 345 0449
412 13 48

58.8 16 55.2 0.716
294 9 310

70.6 20 69.0 1.000
70.6 19 65.5

294 10 345 0.694
58.8 20 69.0

412 9 310 0.234
823 25 86.2

17.7 4 138 0622
1000 29 100.0
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Table IIT presents the distribution of the scores of Group 1
(n=12) and Group 2 (n=17).

Group 1’s SRH final attitude assessment score (median:146.5)
was higher than preliminary attitude assessment score
(median:139.5) (p:0.008). A positive, strong, and statistically

Table III. Overall score statistics for both groups

significant correlation was found between these scores (r:0.746,
p:0.005).

Group 2’s final attitude assessment score (134.9+12.7) was higher
than preliminary attitude assessment score (127.4+13.4) (p:0.018).
A positive, moderately strong and statistically significant
correlation was found between these scores (r:0.601, p:0.011).

Standard

Assessment Type Deviation Median
t

Gender Roles Attitude Score 12 1738 10.7 1715 160.0 190.0 0.859
17¢ 173.5 16.3 177.0 144.0 190.0

SRH Preliminary Assessment Score 12 137.9 1.3 139.3 150 150.0 0.041
17 1274 13.4 127.0 108.0 149.0

SRH Final Assessment Score 12 1442 71 146.5 127.0 150.0 0.033
17 134.9 12.7 137.0 108.0 149.0

SRH Knowledge Score 12 382 &7 400 20 440 0.0001
17 26.8 4.2 27.0 19.0 34.0

:Group 1 (n=12), *: Group 2 (n=17) SRH: sexual and reproductive health

The mean SRH knowledge score of Group 1 was 38.3+4.65,
while that of Group 2 was 26.76+4.16 (p:0.0001). The knowledge
scores of Group 1 were found to be higher than the scores of
Group 2 in the subjects of STI (p:0.043), general contraception
(p:0.0001), emergency contraception (EC) (p:0.0001) and correct
condom usage (p:0.015). The knowledge about physiology of

Table IV. Distribution of SRH knowledge scores according to groups

reproductive system was similar in both groups (p:0.028). (Table
V).

To the question thatasks for other emergency contraceptive methods
that can replace hormonal contraceptives, while 83.3% of Group 1
gave the answer as contains the copper-bearing intrauterine device
(Cu-IUD), only %11.7 of Group 2 chose this answer (p:0.0001).

SRH Knowledge Scale n Mean Star.ldefrd Median Min Max p
Deviation

Reproductive System Physiology Knowledge 12! 3.8 0.6 4.0 2.0 4.0 0,088

Score 17* 3.6 0.56 40 3.0 40 '
12 3.0 0.0 3.0 3.0 3.0

STI Knowledge Score 0.043
17 2.5 0.9 3.0 0.0 3.0
12 11.2 2.0 11.0 7.0 13.0

General Contraception Knowledge Score 0.0001
17 6.4 1.5 6.0 4.0 9.0

. 12 9.0 23 9.0 4.0 12.0

Emergency Contraception Knowledge Score 0.0001
17 4.2 1.88 4.0 1.0 8.0
12 11.3 1.2 12.0 9.0 12.0

Correct Condom Usage Knowledge Score 0.015
17 10.1 1.5 10.0 7.0 12.0

:Group 1 (n=12), : Group 2 (n=17) SRH: sexual and reproductive health, STI: sexually transmitted infections

4. DISCUSSION

In this study, it was aimed to show the impact of a well-structured
peer educator training on changing the SRH knowledge and
the attitude of voluntary medical school students, who want to

provide unprejudiced and egalitarian service to their patients.
Also, authors would like to suggest a model curriculum to
researchers that are interested in SRH matters.

According to the Report of the International Conference on
Population and Development (ICPD), adolescence is defined
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as one of the important age groups in SRH [15]. It is both the
riskiest group and the group in which positive behaviours begin
to be acquired in the field of SRH. Also, they are the group that
can be affected most positively by interventions. To increase
the accessibility and quality of SRH services for adolescents in
Turkey, which were never offered before 1994, and to ensure
the use of these services, the European Union supported 55
million Euro budgeted the Reproductive Health Programme
was implemented in Turkey as one of the signatories of the
ICPD. However, in 2003, when the “Health Transformation
Programme” was implemented by making radical changes in
the health care system in Turkey, Youth Friendly Reproductive
Health Centres were not included in the new organizational
chart, so the situation returned to what it was before 1994 [16,
17].

After the inception of the programme in 1994, it was decided
that all students should be given 40 minutes of SRH training
in schools until end of the 11th year of basic education. For
this purpose, training materials were prepared [18], high
school teachers were trained and school trainings were started.
Parallel to the implementation of the “Health Transformation
Programme”, school curricula changed and the SRH trainings
came to an end.

A great deal of experience and knowledge was gained through
implementation of the programme. But with the change of the
health system, adolescents were once more ignored again. To
meet the needs of the information source and counselling with
“peer education’, which has proven its effectiveness, it was aimed
to do SRH peer educator training by choosing volunteers from
the first — and second-year students of MUSM in 2016-2017
education period. Twenty-nine people participated in trainings
on 13 different subjects that lasted 28 hours in total. Twelve of
them have participated in all trainings and have been certified
as “Peer Educator” by getting a high grade in the knowledge
evaluation. To meet the existing information and consulting
needs, this study will not be left as a project only. New peer
educator trainings, plans and follow-ups of PE’s trainings are
planned in the future to ensure sustainability. Briefly, to be able
to train 12 PE at the end of the study, which was planned and
maintained with totally voluntary participants and trainers to
meet the need emerging with the new health system, is one of
the strongest aspects of our study. And to be able to plan this
in 2016 while realizing that different projects should be carried
out for the provision of SRH needs and rights for adolescents as
Chandra-Mouli et al [19] stated in 2017 is another strong point
of ours. Up to now, authors could reach few articles in English
similar to this study’s topic.

The trainings in this project were inevitably done in the time
periods outside of school hours and/or at the weekend, as the
participants were full-time university students. Although, this
research has an important limitation that 100% participation
in the trainings in the programme could not be achieved,
the sensitivity of the subjects and the participation on the
basis of volunteering did not make this possible. The training
programme has been planned and implemented together with
educators and PE candidates. It was aimed to create a model

curriculum for people who are interested in SRH. And those who
aim to organize training can put into practice this curriculum by
adapting subjects and durations according to their own goals.
Moreover, the long-term effects of peer education were not
among the aims of this article. We recommend that the results
of the research should be interpreted and evaluated according
to this perspective. And future studies should be planned to
evaluate the issue.

In our study, the socio-demographic characteristics of Group 1
and Group 2 were similar, such as sex, age, parent educational
status, income level, place of residence, and thoughts on their
own health status. It was determined that the participants had
an egalitarian gender perception. We think that this may be
due to the fact that our participants are a homogeneous group
of volunteers and motivated people who are interested in SRH,
studying at the same school and are in the same age group. In
another study conducted at MUSM with 394 preclinical students
on the same dates as our research, it was found that most of the
students had an “egalitarian attitude” [20]. In an earlier research
conducted with 507 students from Erzurum Atatiirk University
(2010-2011), health science students were found to be more
egalitarian in their gender attitudes than the rest [21]. The fact
that our participants who will serve in the healthcare field in
future have “egalitarian gender” perception and will be able to
provide services without gender discrimination made us happy
in terms of showing that we reached one of the objectives of our
study.

Although, the gender attitudes of Group 1 and Group 2 were
“equal” and similar to each other, Group 1’s “SRH attitudes’,
which were assessed on a different scale, were more positive
than Group 2 before and after the training. However, both
groups were able to make positive changes in SRH attitude. The
reason for the positive development in both groups may be the
attitude-focused nature of the first 8 education subjects that
both groups participated in. Similar to our findings, in a study
conducted in Ohio and Kentucky in the USA in 1995-96, which
is one of the few studies investigating the effects of peer educator
training on educators, an increase in attitudes of PE was found
with HIV and alcohol prevention based peer educator training
done with 845 9th grade students from 17 high schools. But the
data reported that they could not achieve meaningful results due
to problems with collecting data [22].

It was determined that Group 1, whose knowledge levels were
significantly increased with training, had better SRH knowledge
than Group 2. Group 1 was better in the subjects of STI,
general and EC and condom use because the last sessions of
the training focused on SRH knowledge. The reason that there
was no difference in knowledge about the physiology of the
reproductive system may be due to the fact that reproductive
system physiology was mentioned during the first session of the
training which both groups attended. Also, the vast majority
of Group 1 were aware of the fact that Cu-IUD could be used
for emergency contraception such as hormonal contraceptive
methods, but the vast majority of Group 2 did not. Parallel to our
results, an increase in HIV/AIDS and STI knowledge levels has
been shown in a peer educator training programme conducted

80

http://doi.org/10.5472/marumj. 738403
Marmara Med ] 2020;33(2): 75-82



Ozaydin et al.
Impact of SRH Peer Educator Training

Marmara Medical Journal

Original Article

with 30 university students in the USA in 1999 [23]. In another
peer educator training programme with 70 university students
at Stanford University, a positive change in SRH norms and STI
knowledge level was shown [24].

Young people who are inadequately informed about SRH may
be prone to unsafe behaviour and may be at risk. With this
type of trainings, risky behaviours can be avoided by increasing
SRH knowledge [25]. It is also possible to break down the
medical barrier in front of adolescents which is an issue that
Chandra-Mouli et al., also emphasize [19], by providing positive
attitude development as it is in our educational programme
and understanding the sexual and reproductive rights, besides
increasing the knowledge of young people and especially those
studying in the medical school.

In this study, we showed that the volunteers who participated
in the training programme had increased knowledge of SRH
and their attitudes improved in a positive way. We completed
the first step of our project in SRH. The next step is to ensure
that PE have a positive attitude and behaviour by reaching out to
peers and increasing their knowledge. For this reason, we aim to
create knowledge and attitude change in the peers by providing
information transfer in the most appropriate way in our future
work. As researchers, we need to pay attention to the fact that
the actual effects of the studies that start with the same goal
do not reach the desired level [26, 27]. So, we will consider the
problems that occurred in the studies done before, and plan the
training and the role of PE [28]. We hope that problems will end
in this way, and not only the PE but also those who they will
reach out to, can also benefit from our study [4].

In conclusion, our research has shown that a well-structured
peer educator training programme can increase the knowledge
of medical students who volunteer to become PE and can result
in a positive attitude change. Trained PEs will be able to help
themselves and the people they reach, to be healthy in the field of
SRH with the achievements they received. Moreover, when they
become physicians, they will make a positive contribution to
patients for life, and offer unprejudiced and egalitarian services.

We tried to contribute to the SRH training with ourlocal trainers.
And we will continue to work until the day that provision of
easily accessible and young friendly SRH counselling and
services to the adolescents without prejudice will take place in
the new health system.
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