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Abstract

This article analyzes women’s experiences of human papillomavirus (HPV) in Turkey under
gendered health governance, a lack of public vaccine coverage, and conservative moral
norms. Interviews with twenty-three mostly urban, university-educated women show that
the diagnosis is experienced as shame, anxiety, and individualized responsibility. The burden
is deeply felt despite the high cultural capital of the sample, indicating that stigma and access
barriers to vaccination are not mitigated by individual resources alone. After diagnosis,
women perform extensive emotional and moral labor, arranging follow-ups, insisting on
condom use or choosing abstinence, and calculating disclosure risks to partners and family.
Men are largely absent from prevention and care. Clinical routines also produce moral
judgment and turn medical risk into a disciplinary test of respectability through marital-
status questioning, limited privacy, and admonishing talk. The case in Turkey aligns with
global feminization and moralization of HPV yet is distinctive for increasing official familism,
rising conservatism on sexuality, and a prolonged lack of HPV vaccine coverage, as well as
related civil-society campaigns and pay-it-forward schemes. In such a context, assigning risk
management to women creates a double burden of dealing with moral discourses and caring
for their and others’ health. Even if free HPV vaccination begins, equitable uptake will
require non-moralizing clinical communication, confidentiality, and partner-inclusive,
de-gendered prevention.

Keywords: human papillomavirus (HPV); gendered health governance; sexually transmitted
infection stigma; moral responsibility; feminist care

Introduction

Human papillomavirus (HPV) is one of the most common sexually transmitted
infections (STIs) globally and refers to a group of DNA viruses that infect epithelial
tissue through sexual and intimate skin-to-skin contact. Although most HPV
infections are asymptomatic and resolve spontaneously, persistent infection with
certain high-risk types is etiologically linked to cervical and other anogenital and
oropharyngeal cancers, making HPV a central concern of contemporary preventive
medicine and public health (Wolf et al. 2024; World Health Organization 2024a, 2024b).
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Despite its high prevalence across genders, HPV has historically been framed through
cervical cancer prevention and women’s reproductive health, contributing to the
feminization of risk, surveillance, and responsibility within health systems (Wolf et al.
2024). As a result, HPV is not only a biomedical condition but also a socially mediated
experience, shaped by gendered health governance, moral norms surrounding
sexuality, and unequal access to preventive technologies such as vaccination and
screening. Building on this perspective, this paper examines how HPV prevention is
governed, experienced, and negotiated as a gendered and moralized health issue in
Turkey. Drawing on qualitative data from women diagnosed with HPV, the study
analyzes how responsibility, stigma, and access to prevention are distributed at the
intersection of health policy, moral norms, and everyday experiences. Rather than
focusing on biomedical outcomes, the paper situates HPV within a sociological
framework of gendered health governance and inequality.

While HPV is widely recognized in global public health discourse as a preventable
infection with well-established biomedical risk profiles, the organization, funding,
and communication of prevention vary significantly across national contexts. These
variations shape not only access to vaccination and screening, but also how
responsibility, stigma, and moral judgment are distributed. Globally, as of February
2025, more than three-quarters of World Health Organization (WHO) member states
(148 countries) have formally integrated HPV vaccination into national immunization
programs; however, coverage remains uneven and far below international targets,
reflecting differences in delivery models, public funding, and gender-inclusive policy
design (Han et al. 2025). Where prevention is publicly funded and delivered through
low-friction routes such as school-based programs, uptake tends to be higher and
stigma attenuated; where access depends on private payment or discretionary clinical
encounters, prevention is more easily moralized and unevenly distributed
(Han et al. 2025).

In Turkey, HPV prevention has long been shaped by limited public provision and a
heavy reliance on out-of-pocket payment. According to the HPV Information Centre
(2023), approximately 4.2 percent of women in the general population in Turkey are
estimated to harbor cervical HPV-16/18 infection at a given time, and 67.6 percent of
invasive cervical cancers are attributable to HPV types 16 or 18, highlighting the
largely preventable nature of HPV-related disease burden (HPV Information Centre
2023). Despite this epidemiological profile, HPV vaccination has not been included in
the national immunization schedule, and no publicly funded vaccination program was
in place at the time of the study (HPV Information Centre 2023). As of February 2026,
the price of a single dose of the nine-valent HPV vaccine is 4,668.24 TL. In the same
period, the statutory minimum wage stands at 28,075.50 TL net per month. Given that
the recommended vaccination protocol requires three doses for individuals over the
age of fifteen years, the total vaccination cost reaches 14,004.72 TL, amounting to
nearly half of a net monthly minimum wage. These figures highlight the extent to
which HPV prevention remains financially burdensome and unevenly accessible,
situating vaccination largely outside routine public health provision.

In June 2025, Turkey’s Minister of Health announced plans to roll out free HPV
vaccination to all thirteen-year-olds by the end of 2025 and, upon request, to those
aged fifteen years and older (Hiirriyet Daily News 2025). This announcement followed
a 2022 proposal for a limited program targeting women aged eighteen years and over
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and prioritizing marital status, justified as being “in line with the social realities of
Turkey,” which was never implemented (Evrensel 2022; Sabah 2022). This proposal
effectively framed eligibility for vaccination through marital status, implicitly
associating sexual activity, risk, and deservingness of protection with marriage, while
excluding unmarried women and men from public responsibility. At the time of
writing (February 2026), the promised free national HPV vaccination program has not
been implemented, and vaccination remains available only through out-of-pocket
payment, without any public explanation for the delay.

This prolonged ambiguity is not neutral; it actively redistributes responsibility
within Turkey’s gendered health governance, assigning women the burden of
managing HPV and absorbing its emotional fallout. Screening programs are organized
around women (Pap smears detect cervical abnormalities linked to high-risk HPV),
and public discourse casts HPV as a “women’s issue,” while awareness of its high
prevalence remains low. Because transmission is sexual, stigma is intensified by
sexual-purity norms directed at women. Clinics reproduce this through marital-status
gatekeeping, privacy violations, and moral reprimands. These routines discipline
women’s sexuality through pathologization, converting medical risk into a test of
respectability, while male responsibility remains marginal. Although vaccination
prevents infection with multiple high-risk oncogenic types and some low-risk wart-
causing types, it is not publicly covered; cost therefore produces unequal access.

Taken together, these dynamics situate HPV governance within a moralized and
neoliberal health regime in which prevention is formally recognized yet practically
individualized. Responsibility for managing risk is displaced from the state onto
individuals, and more specifically onto women, who are expected to be informed,
vigilant, sexually responsible, and compliant with preventive routines despite limited
institutional support. In this regime, health is framed less as a collective right than as
a personal moral achievement, and failure to prevent infection is readily interpreted
as a lapse in self-care or sexual propriety. HPV thus becomes a site where biomedical
uncertainty, market-based access, and conservative sexual norms converge,
producing not only unequal health outcomes but also differentiated moral exposure.
Women are required to navigate this terrain by performing continuous emotional,
moral, and relational labor, anticipating judgment, managing disclosure, and
compensating for the absence of gender-inclusive prevention.

This configuration is not unique to Turkey, yet its specific articulation reflects the
country’s prolonged absence of publicly funded HPV vaccine coverage, familist policy
discourse, and the normalization of moral scrutiny in clinical settings. Existing
research on HPV in Turkey has largely examined knowledge levels or vaccine
attitudes through quantitative designs, offering limited insight into how diagnosis is
lived, negotiated, and made meaningful in everyday life. What remains underexplored
is how women experience HPV as a moral and relational condition at the intersection
of stigma, privatized care, and gendered responsibility, and how they develop
practical strategies to cope with, manage, or reframe these pressures in the absence of
robust institutional support.

By foregrounding women’s narratives, and drawing on twenty-three in-depth
interviews conducted in Turkey, this article examines how HPV governance turns
prevention into a moralized individual obligation and displaces responsibility from
public institutions onto women themselves. It shows that women’s everyday
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practices, such as silence, selective disclosure, or solidarity are best understood not as
solutions to structural inequality but as efforts to make life livable within constrained
conditions of access, stigma, and uncertainty. Reading these practices in relation to
the limits of individualized coping highlights the need to shift analytical and political
attention from women’s adaptive labor toward the structural conditions of access,
confidentiality, and shared responsibility that shape HPV prevention and care.

The next section reviews the international and Turkey-based literature on HPV,
focusing on the feminization and moralization of risk, the role of health governance,
and the limits of existing quantitative approaches. The subsequent section outlines
the study’s feminist, interpretive methodology, including the research design,
sampling strategy, and analytical approach. The findings section then presents the
empirical analysis, organized around key themes that capture women'’s experiences of
diagnosis, stigma, care, and responsibility under conditions of policy silence and
privatized prevention. The article concludes by situating these findings within
broader debates on responsibilization, biopolitics, and moralized health policy, and by
reflecting on their implications for more equitable and gender-inclusive HPV
prevention.

Locating HPV in Turkey’s health politics

In Turkey, HPV governance is shaped at the intersection of neoliberal health reform
and conservative moral regulation, producing a distinctly gendered regime of
responsibilization. Within a healthism framework, which conceptualizes health as a
matter of individual choice and moral worth, health risks are privatized and
moralized, shifting responsibility for prevention from public provision to individual
conduct (Crawford 1980; Knowles 1977). The Health Transformation Program
(Saglikta Déniisiim Programi) introduced in the early 2000s intensified this shift
by reorganizing care around market logics and performance metrics, while weakening
preventive infrastructures (Konuralp and Biger 2021). State provision currently offers
cervical screening (Pap smears and HPV DNA testing) primarily for women aged
thirty to sixty-five years, whereas HPV vaccination remains outside the publicly
funded immunization schedule and is accompanied by limited public information.
Prevention thus operates through a paid and information-lean model, casting
protection as a private purchase and assigning responsibility unevenly, with women
positioned as the primary managers of risk.

This configuration is not unique to Turkey. Across national contexts, HPV is widely
framed through cervical cancer prevention, centering women as the principal
addressees of risk and responsibility while rendering men peripheral, despite their
exposure to HPV-related cancers and the absence of routine screening options (Daley
et al. 2017; Gottlieb 2018; Grandahl and Nevéus 2021; Naidoo et al. 2024). At the policy
level, this gendered framing is mirrored in uneven global vaccine integration. By
early 2025, roughly three-quarters of WHO member states had incorporated HPV
vaccination into national immunization programs, yet global coverage remains far
below the WHO target of 90 percent for girls by the age of fifteen years. Even in
countries with established programs, completion rates drop sharply from first to full
dose, and when countries without national programs are included, coverage falls to
well under one-third of the target population (Han et al. 2025).
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These disparities reflect differences not in knowledge or awareness but in delivery
models, funding arrangements, and the moral economies of access. An income
paradox illustrates this dynamic: several low- and lower-middle-income countries
have achieved very high coverage through publicly funded, school-based delivery,
while many wealthier countries report fragmented or unstable uptake. Across income
groups, prevention success depends less on national wealth than on system design
and the degree to which vaccination can be accessed without financial or moral
exposure (Han et al. 2025). Gender disparities persist across these arrangements.
Although vaccination has expanded to boys in many settings, coverage among males
remains consistently lower, reflecting the continued prioritization of cervical cancer
prevention and the feminization of responsibility.

Qualitative research further demonstrates how stigma emerges through these
structures. In China, Jin and Han’s (2025) interviews with young women locate vaccine
hesitancy not simply in lack of information but in sexual conservatism, tabooed
talk about sex, and stigma attached to the vaccine itself, shaping who can seek
prevention without moral judgment. In Iran, studies on women’s access to cervical
screening show how embarrassment, sociocultural constraints, and structural
barriers interact, making prevention contingent on both resources and respectability
(Marashi et al. 2021).

Overall, this literature suggests that stigma should not be understood as a cultural
residue alone but as an effect of governance, produced through policy design and
clinical practice. Publicly supported, low-friction delivery models matter not only
because they reduce financial barriers, but because they limit the social exposure
associated with privately negotiated prevention (Mavundza et al. 2021). Within this
international landscape, Turkey represents an intensified configuration in which
feminization of HPV, routine moralization in clinical encounters, a paid vaccine
model, and familist policy discourse converge to concentrate responsibility on women
while leaving institutional accountability limited.

Familism in Turkey is a policy-led institutional project rather than a cultural
residue; it elevates family care to a normative organizing principle for welfare and for
women'’s roles (Akkan 2018). After Turkey’s withdrawal from the Istanbul Convention
(Council of Europe Convention on Preventing and Combating Violence Against
Women and Domestic Violence) in 2021, ministerial framing in 2022 of HPV policy by
marital status, and “Year of the Family” campaigns in 2025 that equate family with
childbirth and promote “normal,” i.e. vaginal, birth make this institutional familism
explicit (BBC Tiirkge 2025; Medyascope 2025). Rather than reflecting “custom” and
following a “social reality” as it is claimed by the then-minister of health, such moves
produce moral order by reinstalling “honor” and “family values” as an institutional
logic through policy and expert speech (Kogacioglu 2004). They also extend a longer
lineage of state-backed bodily surveillance that normalizes sexual virtue tests in
public institutions (Parla 2001).

Feminist research in Turkey shows that purity and respectability norms regulate
young women’s sexual subjectivities, producing fear, guilt, and concealment rather
than help-seeking (Ergiin 2007; flkkaracan 2001; Ozyegin 2009). Social-psychological
work further indicates that benevolent and ambivalent sexism sustains “virtue” tests
around premarital sex, shaping who is seen as deserving of protection (Sakalli-Ugurlu
and Glick 2003). Under these conditions, HPV prevention becomes privatized,
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feminized, and moralized. In clinics, vetting marital status at registration, requesting
family involvement, breaching privacy, and admonishing patients convert risk
management into a test of respectability. For adolescents and youth, confidentiality is
often constrained, especially for vaccination decisions tied to parental consent and
insurance records. In schools, abstinence-leaning messaging and silence about STIs
echo the familist frame.

Counter-mobilizations helped but were limited, and they postdate this article’s
interviews. The HPV Vaccine Right initiative of the Children and Women First
Association (Once Gocuklar ve Kadinlar Dernegi) pursued Social Security Institution
(Sosyal Giivenlik Kurumu; SGK) reimbursement claims, issued legal guidance, and
reframed vaccination as a rights issue (Sputnik Tiirkiye 2021). The pay-it-forward
campaign “HPV Vaccine on the Hook” (Askida HPV Agisi: a pay-it-forward solidarity
scheme in which donors pre-purchase vaccine doses for strangers, modeled on the
“bills on the hook” [askida fatura] practice during the COVID-19 pandemic) coalesced
around a public call by pharmacist Cem Kiling on June 3, 2021, which invited
individuals to donate HPV vaccine doses for those unable to afford them (Kepenek
2022). The Unyielding Pharmaceutical Labor Initiative (Boyun Egmeyen ilag
Emekgileri) and Women'’s Solidarity Committees (Kadin Dayanisma Komiteleri) also
mobilized. Despite these efforts and legal-political gains, coverage is limited. Women
facing high vaccine costs often cannot pay out of pocket. Many are then forced to seek
financial help from parents or partners, which requires disclosing a stigmatized,
sexually transmitted risk. This collides with sexual-purity norms, familist expect-
ations, and confidentiality needs, so price acquires an added moral and emotional
charge that itself pressures disclosure, especially to parents. When disclosure is
difficult or unsafe, women who cannot independently cover costs face access barriers
and may forgo vaccination to avoid reputational risk, despite recognizing its
preventive value.

This article examines how women in Turkey experience and make sense of an HPV
diagnosis under conditions of limited public provision, moralized sexuality, and
gendered health governance. Departing from Turkey-based studies that have largely
approached HPV through quantitative assessments of knowledge gaps or vaccine
hesitancy (Aynaci and Guksu 2019; Giillii 2023; Ozdemir et al. 2022; Tiirker and Catak
2022), the analysis shifts attention to the emotional, moral, and relational dimensions
of living with a stigmatized condition amid institutional neglect and privatized care.
Using a feminist, interpretive design, the article centers women’s narratives to
illuminate how responsibility for prevention, disclosure, and follow-up care is
disproportionately assigned to women, while men remain largely absent from
prevention and care practices. The findings reveal a feminized burden of emotional
and moral labor, alongside varied strategies ranging from strategic silence to
disclosure framed as ethical duty or feminist solidarity. In doing so, the article
advances critical debates on responsibilization, biopolitics, and moralized health
policy, and distinguishes dynamics that resonate with global patterns of HPV
governance from those shaped by Turkey’s specific configuration of familism,
conservatism, and the prolonged lack of public vaccine coverage.
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Methodology

This study employs a feminist, interpretive design to examine how cisgender women
in Turkey navigate the psychosocial, moral, and emotional dimensions of living with
HPV, including disclosure and care-seeking. Participants are approached as social
actors situated in relational, discursive, and institutional contexts shaped by national
health policy and conservative moral norms; accordingly, the analysis centers
women’s narratives and interprets meaning in context rather than treating accounts
as isolated individual attitudes.

A purposive sample of twenty-three cisgender women aged twenty-two to forty-
four years with a prior positive HPV test was recruited. Eligibility criteria included
being eighteen years or older and residing in Turkey at the time of diagnosis. Five
participants were reached through personal networks and were interviewed face-to-
face prior to COVID-19 restrictions, while eighteen were recruited through an open
call circulated via a digital platform and were interviewed online via Zoom. Reflecting
this recruitment strategy, the sample was predominantly urban, university-educated,
and digitally connected, with only two participants with primary education only.

Interviews were conducted in Turkish between December 2020 and January 2021.
Each session lasted approximately thirty to sixty minutes, was audio-recorded with
prior verbal informed consent, and was transcribed verbatim. A semi-structured
interview guide covered diagnosis and follow-up pathways, clinical encounters,
information seeking, disclosure practices, perceived responsibility, and lived
experiences of stigma. All quotations presented in English were translated from
the Turkish transcripts and were checked against the originals for accuracy.

Ethical approval was granted by the Maltepe University Ethics Committee
(approval no. 2020/08-03). Participants received information about the study, could
skip any question or withdraw at any time, and were assigned pseudonyms; direct
identifiers were removed from transcripts. Audio recordings and transcripts were
stored on encrypted drives, and only de-identified materials were used for analysis.

Data analysis followed reflexive thematic analysis supported by MAXQDA. Coding
began line by line and was primarily inductive; as transcripts were read, the code list
was iteratively refined, with analytic notes compared within and across cases. Codes
were then grouped into broader themes, each of which was checked against the data
and adjusted through repeated review. All transcripts were coded by a single
researcher; credibility was supported through ongoing analytic memoing, occasional
peer checks on developing interpretations, and a simple change log documenting
refinements to the coding framework. Quotations preserve participants’ wording with
light edits for readability, and identity tags are included consistently: pseudonym
(age, education, relationship status); e.g. “Deniz (aged twenty-eight years, university
graduate, partnered).” Relationship status is reported not as a demographic
classification, but because intimate partnership contexts emerged as analytically
relevant for understanding HPV-related disclosure practices, prevention behaviors,
and negotiations of responsibility.

Finally, the study’s scope and researcher position shape both access and
interpretation. The researcher’s positionality as a feminist woman and a sociology
scholar likely facilitated rapport while also creating risks of confirmation, particularly
given recruitment through a feminist digital platform that may have increased
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participants’ willingness to discuss sensitive topics and their familiarity with critical
vocabulary. As a qualitative purposive sample, the study was not designed for
statistical generalization; rather, it illuminates how HPV was experienced among
cisgender women whose social positioning included relatively high cultural capital
and digital connectivity, many of whom responded to a call posted on the Instagram
account “Mental Klitoris.” No clinic observations were conducted, so analyses of
clinical practice relied on participants’ narratives. Interviews also predated later
counter-mobilizations and policy announcements on HPV vaccination, and thus did
not capture the effects of those developments. Although translations were carefully
checked, some nuance may be altered in English rendering.

Living with HPV: risk, responsibility, and feminist reframings

An HPV-positive result does not register as a neutral clinical fact. It reorients how
bodies are read, how reputation is negotiated, and how care is pursued. This section
presents the empirical findings of the study. Drawing on in-depth interviews, it
examines how women experience and navigate an HPV diagnosis within a context of
moralized sexuality, privatized care, and limited public provision. Rather than
treating these experiences as isolated reactions, the analysis focuses on how diagnosis
triggers ongoing forms of emotional, moral, and relational labor.

The section is organized to reflect both a temporal progression and an analytical
differentiation in women’s experiences. I first examine the pre-diagnostic and early
diagnostic moment, when HPV is largely imagined as a risk belonging to others and
only gradually becomes personally legible, reshaping women’s embodied sense of risk
and respectability. Then I focus on how this internalized risk is managed through
gendered practices of responsibility, including disclosure, self-restriction, and the
unequal labor of care under conditions of privatized prevention. The next section
turns to the moral and affective consequences of living with HPV as a stigmatized
condition, tracing how shame, sexual scrutiny, and fear of moral disqualification
emerge in family life, intimate relationships, and clinical encounters. Finally, I
explore women'’s everyday strategies of silence, selective disclosure, and feminist
solidarity not as resolutions to structural inequality, but as situated efforts to make
life livable within a moralized and gendered health regime, and as analytical tools
through which power becomes visible.

Respectability ruptured: embodied risk, moral labor, and clinic encounters

This section traces the pre-diagnostic and early diagnostic moment in which HPV is
largely imagined as a risk belonging to others rather than to the self. Before diagnosis
or before exposure through a close other, HPV remains an abstract hazard, projected
onto “other women” imagined as less careful or respectable. Risk is thus located
outside participants’ own bodies and biographies, drawing moral and relational
boundaries as much as biological ones (Nack 2008). Diagnosis marks a turning point in
this process, rendering the virus personally legible and transforming an externalized
risk into a proximate moral event.

The distinction between the self and the imagined “other woman” reproduces
longstanding hierarchies of respectability. Participants map risk onto figures marked
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by sexual and moral deviance, revealing the classed and gendered underpinnings of
respectable femininity (Skeggs 2002). While some participants question moral
judgments around HPV, others reproduce them. Boundaries are drawn between the
“self” and the imagined “risky other” like sex workers, women with multiple partners,
or those seen as reckless. Taken together, these distinctions reflect what Braun and
Gavey (1999) describe as the binary between “worthy” and “risky” femininity, a moral
sorting mechanism that privatizes blame and erases structural conditions. These
boundary-making practices are not merely attitudinal; rather, they are sustained by
medicalization, as clinical categories and routines stabilize moral hierarchies around
sexuality, positioning women’s bodies as the preferred site of surveillance and
correction (Tiefer 1996).

For women who have invested in normative feminine performances such as
monogamy, sexual restraint, and emotional labor, the diagnosis destabilized their
symbolic claims to purity. “I was piir-i pdk,” said Feride, mobilizing an Ottoman-
Persian idiom (piir “entirely” + pak “clean”) to stake a claim to moral purity within
respectability politics (aged thirty-six years, university graduate, partnered). Her self-
perception rested not on medical invulnerability but on adherence to cultural ideals
of sexual virtue. The diagnostic moment thus marked a symbolic rupture, one that
challenged one’s place within the symbolic order of “good womanhood”
(Lupton 1993).

This rupture had consequences. The virus recalibrated how women felt in and
about their bodies: it was no longer an external hazard but an internal vulnerability
demanding ongoing vigilance. Participants described scanning their bodies,
calendars, and fluids; re-reading sensations; and moving from episodic checkups to
self-surveillance. The body became a ledger where risk and responsibility were
recorded, and women were positioned as both those who have failed to prevent
infection and the sole agents tasked with preventing onward transmission (Kavanagh
and Broom 1998). Moral labor thus attached to the body as both “proof of failure” and
terrain of repair.

Repair scripts followed gendered lines. Self-imposed abstinence surfaced
repeatedly, not as physician-mandated but as moral containment and restitution.
“Don’t do it. You won't die if you don’t have sex,” said Ayla (aged thirty-two years,
university graduate, unpartnered). Abstinence operated as public responsibility and
private self-control, thereby privatizing psychic, physical, and sexual costs. Several
postponed intimacy “until [they are] sure,” which extended anxiety. Alongside
abstinence, participants adopted caution routines: insisting on condoms during
testing windows, tightening schedules for Pap and HPV retests, avoiding casual touch
read as sexualized, and distancing from prior social settings.

After the first shock, many described a shift. Information seeking and
conversations in feminist or peer networks softened the judging voice. This was
not a clean break; negotiation continued. HPV was recasted as common rather than a
moral verdict, yet shame returned in softer episodes. Practice moved from self-
punitive repair to pragmatic risk management - timed follow-ups, partner testing,
and boundary setting. Several named the “good woman” ideal as gendered pressure
crystallized by HPV, even as family expectations and clinical admonishment
continued to shape choices. Ambivalence remained: they knew it was social
moralizing, yet they still felt its pull.
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This negotiation was reinforced in clinics, where routine procedures often
functioned as respectability tests that turned bodily risk into a moral file. Thin
privacy and crowding produced stress and disengagement rather than care: “Every
visit meant about five hours of waiting ... doctors didn’t really attend,” recalled
Rilya (aged twenty-four years, university student, partnered). Intimate information
was sometimes handled publicly, sorting women by respectability in real time.
Kardelen, an assistant in a gynecology clinic, could not obtain testing at her private
workplace and went to a public hospital for cost reasons (aged thirty-three years, PhD
student, partnered). She described the environment as, “three of us are lined up with
the same diagnosis, and the doctor explains my next steps in front of them” (aged
thirty-three years, PhD student, partnered). At other moments, the patient became a
teaching display: “They brought many people to look: ‘this patient has HPV,” said
Burcu (aged twenty-eight years, PhD student, partnered).

Gatekeeping also operated through language. A clinician’s first question, “Are you
married?” functioned as a legitimacy filter rather than a clinical need. “What does
that determine? 1 was tired of hearing it,” said Gamze (aged twenty-two years,
university student, partnered). In some rooms, admonishment policed femininity and
relocated responsibility onto women. A senior professor told Leyla, “If you sleep
around like that ... if you don’t protect yourself ... hygiene ... do I have to teach
you that?” - a case of norm-setting that converted counsel into moral judgment (aged
twenty-seven years, university graduate, partnered) (Foucault 1978).

There were also counterexamples that de-moralized risk and re-centered the
patient. After changing her doctor and hospital, Riiya described a different encounter:
“Do not think about whether you will transmit it to a man or not; focus on your
present risk,” the clinician advised (aged twenty-four years, university student,
partnered). This reframing helped her choose next steps without drowning in guilt.
Even here, gendered responsibility did not disappear. The clinician prioritized Riiya’s
health and lowered the expectation that she should manage men’s risk, but the
broader framing of HPV as women’s responsibility remained unchallenged. Overall,
routine practices rendered sexual risk morally legible and shifted labor onto women;
rare alternatives softened the load without undoing its gendered terms.

Privatized care, gendered responsibility: the unequal burden of managing HPV

In the wake of diagnosis, participants did not perceive themselves as passive
recipients of biomedical information but as morally accountable actors, expected to
manage both their own risk and that of others (Rose 2007). This responsibilization was
deeply gendered: women internalized the duty not only to seek follow-up care and
conduct personal research, but also to disclose their diagnosis - an act experienced as
ethically necessary, emotionally taxing, and socially asymmetrical. They were
positioned as the “knowers” who must disclose, since HPV and STI screening regimes
focused predominantly on women. As a consequence, women carried both the
responsibility to tell and the risk of rejection, whereas men largely did not share this
burden.

Participants emphasized timing: disclosure should occur when sex was likely but
not yet underway, so consent was informed and rejection did not land mid-intimacy.
Burcu put it simply: “there’s no point saying it later” when chemistry shifts

https://doi.org/10.1017/npt.2026.10080 Published online by Cambridge University Press


https://doi.org/10.1017/npt.2026.10080

New Perspectives on Turkey 11

“from friendship to something else” (aged twenty-eight years, PhD student,
partnered). She described disclosure at that moment as a moral obligation (boynumun
borcu - literally “a debt on my neck”). Eyliil endorsed a risk-based norm in which the
knower enables the other’s informed choice: “if there is any risk, we should tell, so the
other can decide” (aged thirty-three years, PhD graduate, unpartnered). Many echoed
phrases such as “responsibility to tell” and “the right to know,” which, under
conditions of knowledge asymmetry, fell more often to women and men respectively.
For some, including Ayla (aged thirty-two years, university graduate, unpartnered)
and Eyliil (aged thirty-three years, PhD graduate, unpartnered), this duty extended
into self-restriction until uncertainty cleared, such as avoiding new partners,
abstaining, or delaying intimacy. Candan identified fear of disclosure as the main
reason for avoiding new relationships (aged twenty-six years, university graduate,
unpartnered). Like Candan, most participants felt responsible for informing potential
partners yet remained uncomfortable doing so.

Such narratives reflect a gendered economy of care around sexual health: women
carry emotional labor, risk management, and ethical responsibility, while many male
partners remain disengaged, uninformed, or dismissive. irem recalled a partner who
mentioned prior genital warts only after sex, who said “warts don’t cause cancer,” and
refused testing, claiming HPV “doesn’t affect men that much anyway” (aged thirty-
three years, university graduate, unpartnered). These moments align with what
Tronto (1993) terms “privileged irresponsibility,” where men are excused from
knowledge and accountability and women absorb the psychosocial costs of
shared risk.

Participants frequently linked HPV care to hormonal contraception, another
domain in which responsibility fell disproportionately on women. Like contraception,
managing HPV became part of a broader moral script of feminine respectability, in
which being a “good woman” meant being informed, cautious, and self-sacrificing
(Braun and Gavey 1999; Nack 2002). Women described finding themselves explaining
the virus, educating partners, anticipating reactions, and buffering emotional fallout.
“In every relationship, I was the one explaining it,” Suzan said (aged twenty-eight
years, university graduate, unpartnered). “It always fell on me.”

Participants framed this uptake not as choice but as the only workable path, given
low trust that male partners or institutions would act. Burcu put it bluntly: “Let’s be
honest, men won't care. If I don’t deal with it, no one will” (aged twenty-eight years,
PhD student, partnered). This resigned realism turned anticipated male neglect into a
practical reason for expanded female labor. Even when they named the injustice,
many internalized the burden as necessity. The pattern echoed the “second shift” in
domestic labor, childcare, and contraception management, in which women absorbed
cognitive, emotional, and logistical work to avoid worse outcomes (Faircloth 2021;
Hochschild and Machung 2012). Some narratives also resembled what is popularly
called “weaponized incompetence,” where anticipated male non-participation left
women carrying sexual health responsibilities. They continued to comply with this
unequal division of labor, despite complaint, because they could not afford to wait for
men or the state to act.

Anticipated male non-participation also translated into women paying - literally.
Without public coverage, vaccination remained prohibitively expensive. In 2020, a
three-dose quadrivalent course costed approximately 1,752 TL (three doses x 584 TL),
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when the net monthly minimum wage stood at 2,324.70 TL. By February 2026,
following severe inflation, the price of a three-dose nine-valent HPV vaccine course
(the only vaccine currently accessible in Turkey) reached approximately 14,004.72 TL
(three doses x 4,668.24 TL), while the net monthly minimum wage was 28,075.50 TL.
The full vaccination course thus corresponded to nearly half of a monthly minimum
wage, underscoring how the cost of prevention continues to be shifted onto
individuals - most often women - under conditions of limited public provision. In
cases of infection, costs extend beyond vaccination. Pap smear and HPV DNA tests are
free for women aged thirty years and over; younger women who seek testing pay out
of pocket. Candan reported spending over 10,000 TL on follow-up care alone, more
than four times the 2020 minimum wage (aged twenty-six years, university graduate,
unpartnered). Others delayed or forewent vaccination despite wanting it. Zeynep
explained, “I really wanted the shots, but it was just too expensive. If it were free, I'd
already have gotten it and taken my friends [to get it], too” (aged thirty-four years,
PhD graduate, partnered). Even among financially stable women, price rendered
access conditional and precarious. “If we break up, maybe I'll get it,” she adds,
illustrating how partnership status and monogamy functioned as a safety proxy that
deferred vaccination.

These accounts point to structural burdens shaping health decisions, including
income inequality, gendered expectations, and institutional absence (Cockerham
2021). Even educated, urban women struggle to obtain vaccination, demonstrating
that the problem is systemic rather than individual. “If you have money, you can
protect yourself. If you don't, you just take your chances,” Suzan said (aged twenty-
eight years, university graduate, unpartnered). In this setting, responsibilization
operated as a core technique of governance: the state withdrew and delegated,
markets priced care, and women were cast as prudent subjects who must self-educate,
disclose, and pay for follow-up (Rose 2007). Apparent neglect functioned as a demand
to self-regulate and absorb risk in silence, shifting health from a collective right to a
moral duty and relocating emotional and financial burdens onto women, while
normalized male non-responsibility remained intact.

Stigma, shame, and the moral governance of women’s sexuality

This section examines the moral reconfiguration that follows once HPV is
experienced as a personal condition rather than a distant risk. It focuses on the
affective and moral consequences of diagnosis, tracing how HPV reorganized women'’s
sense of self through shame, sexual scrutiny, and the fear of being read as a “bad
woman” within family life, intimate relationships, and clinical encounters.

“The first thing 1 had to digest,” recalled Burcu, “was that there’s a sexually
transmitted virus in my body. It’s not like having the flu” (aged twenty-eight years,
PhD student, partnered). The verb “digest” signaled an embodied struggle with
stigma, in which something foreign must be metabolized into the self. The diagnosis
was not experienced as a neutral medical event but as a morally charged condition
that became part of everyday self-management.

HPV was difficult to “digest” not for its clinical severity but for its symbolic and
moral implications. Unlike illnesses perceived as random or morally neutral, such as
influenza, HPV was read through a gendered sexual politics that ties women’s
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sexuality to risk and blame. In Turkey, benevolent as well as hostile sexism predicts
sharper disapproval of women’s premarital sex and men’s preference for a virgin
spouse, thereby tightening the link between “virtue” and sexual restraint (Sakalli-
Ugurlu and Glick 2003). Diagnosis therefore registered as a rupture in moral and
bodily integrity, threatening internalized ideals of propriety, caution, and
respectability and unsettling the symbolic order that linked feminine virtue to
sexual restraint and bodily discipline (Skeggs 2002).

Moral expectations around women'’s sexuality were learned early in family, school,
and daily life. Many participants grew up in environments where sex was cast as
dangerous or left unsayable. In contemporary Turkey, neoliberal and neoconservative
rationalities intersect to police intimacy through modesty, honor, and the family as a
moral welfare unit; the state withdraws as moral regulation expands, delegating care
to families and positioning women as default caregivers (Acar and Altunok 2013;
Akkan 2018). These regimes normalize surveillance and respectability and shape how
young women manage risk and speak about sex (flkkaracan 2001; Ozyegin 2015). As
Feride noted, “If I had been taught to talk about sex, maybe I would’ve had a more
fulfilling sexual life” (aged thirty-six years, university graduate, partnered).

Many participants could not speak about HPV openly, especially with family, not
because it posed serious medical danger but because it signaled an active sex life and
sexual agency. Several withheld disclosure less out of fear of the virus than fear of
moral exposure. “My family doesn’t know I have a sex life, so how could I tell them I
have HPV?” asked Mine (aged twenty-three years, university student, partnered).
These silences also carried financial consequences, as some participants could not ask
families for help with testing or vaccination costs. Silence left women feeling cut off:
“When you have HPV, you can'’t really talk to anyone; you're cut off even from your
own support networks,” said Pmar (aged thirty-four years, university graduate,
unpartnered). At the same time, women friends and sisters often formed the most
reliable support networks for information, accompaniment, and moral backing. Many
described asking sisters to accompany them to the hospital, to care for them after a
LEEP (loop electrosurgical excision procedure), a minor procedure used to remove
HPV-related abnormal cervical tissue, or turning to non-judgmental friends who
understand and accept them.

Stigma also surfaced in intimate relationships, where disclosure often brought
suspicion, surveillance, or withdrawal rather than care. Several participants described
being silenced, blamed, or morally disqualified by male partners. Composure was read
as deceit; calmness as manipulation or guilt. Riiya’s partner, fearing reputational
damage, asked her to hide the diagnosis from their shared circles (aged twenty-four
years, university student, partnered). For Kardelen, disclosure triggered a new ritual:
her boyfriend began showering after every sexual encounter (aged thirty-three years,
PhD student, partnered). The repeated act framed her body as contaminated; over
time, she reported a rupture in sexual self-perception: “I couldn’t get aroused
anymore. It felt like I had to defend my body even during sex.” Others echoed similar
dynamics. Partners responded with suspicion, interrogated sexual histories, or
insisted the infection must have come from the woman. “He said he’d never had
anything like this before, so it had to be me,” recalled Dilek (aged twenty-six years,
university graduate, partnered). Rather than enabling shared responsibility,
disclosure activated accusation, erasure, and shame. These reactions were not
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isolated but constituted gendered practices aligned with wider discourses of sexual
blame and bodily discipline. Women were again positioned as guardians of both
biomedical and moral hygiene, expected to disclose, absorb blame, perform guilt, and
repair the relationship. Even in intimate spaces, the burden of care was not shared but
shifted onto women, mirroring the structural asymmetries of public health
governance.

These partner reactions did not only assign blame outward; they also seeped
inward. Many women turned the moral gaze on themselves, measuring their choices
against both traditional respectability and newer expectations of constant, individual
risk management. In this mix, older norms did not vanish; they fused with
medicalized ideals of vigilance and self-optimization.

Internalized blame surfaced in plain language. “I had too many partners. I was
reckless. This is what I get,” said Suzan (aged twenty-eight years, university graduate,
unpartnered). Feride put it this way: “Even though I know it’s not my fault, I still feel
like T invited this. There’s a little judge living inside me” (aged thirty-six years,
university graduate, partnered). Even those steeped in feminist critique felt the pull.
“I reject the idea that women should be punished for their sexuality, yet I couldn’t
stop feeling guilty,” reflected Eyliil (aged thirty-three years, PhD graduate,
unpartnered). As Rose (2007) argues, contemporary health subjects are asked to
anticipate, prevent, and self-discipline. Under this regime, guilt shifts register: it is
not only about sexual propriety but also attaches to perceived failures of vigilance,
knowledge, and care. The result is a double bind. Feminist interruptions may loosen
the grip of honor and purity, yet a neoliberal morality of personal responsibility keeps
guilt in place, rendering women answerable for managing risk at all times. Faced with
this twin pressure of honor codes and neoliberal self-responsibility, participants
turned to situated tactics for getting through daily life.

Strategic silence and feminist disclosure: reimagining care

For many participants, disclosure was not merely telling a partner; it constituted
gendered and moral labor that was emotionally taxing, politically loaded, and
unevenly distributed. Women were not only managing their own health; they were
also performing relational care in the absence of reciprocity. While disclosure was
often framed as a duty to male partners, it was described more powerfully as a duty to
other women. “I didn’t want another woman to go through what I did,” said Halide
(aged thirty-five years, university graduate, partnered). Ayla called it “a sisterhood
responsibility,” thereby reclaiming care from a privatized, heteronormative script
and recasting it as horizontal feminist practice grounded in solidarity rather than
compliance (aged thirty-two years, university graduate, unpartnered). In this
reframing, responsibility shifted from the couple to the collective, and from weak
institutional scaffolding to feminist networks.

Yet solidarity did not remedy structural abandonment. The emotional, logistical,
and financial costs of living with HPV were still borne unevenly by individual women.
For some, silence functioned as defense - a strategic way to negotiate morality in a
stigmatizing terrain. “Men probably carry it too,” irem said, “but when I say it, I
become the sick one,” pointing to the combined effects of knowledge asymmetry and
stigma (aged thirty-three years, university graduate, unpartnered). The inequality
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was clear: women were expected to know, reveal, and manage, while men remained
unmarked and unaccountable. Men’s absence was neither accidental nor benign; it
was produced by a public health discourse that framed HPV as a women'’s issue and
was sustained by the silence of male partners and medical institutions. By contrast,
women'’s silence operated as a form of resistance and boundary-setting (Scott 1990).
In a context that demanded women’s vulnerability without protection, silence can
function as a refusal to be morally exposed. “Why should I be the only one to carry
this burden?” asked Jale (aged thirty-seven years, university graduate, unpartnered).
Where disproportionate moral labor is demanded of women and men are excused,
silence cannot be reduced to irresponsibility. Even when some participants framed
disclosure as a duty, others used silence as strategic defense rather than apathy.

Some participants turned disclosure into a tool of collective resistance. “At first I
didn’t want to talk about it,” Riiya said, “but then I told all my friends to get tested”
(aged twenty-four years, university student, partnered). Such moments disrupted the
privatized logic of shame and reframed the virus through shared care. Disclosure here
triggers earlier diagnoses, recasts personal narratives, and builds small networks of
protection. As Ablon (2002) argues, destigmatization is not passive unlearning but the
active making of alternative scripts grounded in mutual recognition. In these acts,
care moved from the personal to the political, and stigma became a site of collective
struggle. Rather than a woman’s duty within a couple, disclosure functioned as
collective prevention rooted in shared vulnerability, where mutual exposure to risk
provided a basis for solidarity rather than shame (Butler 2004).

Building on these micro-acts of disclosure as collective prevention, participants
widened their focus from intimate circles to the public sphere. Several women
underlined the need for feminist campaigns, media interventions, and collaborative
education efforts. These proposals redefined care not as an individual responsibility
or a gendered sacrifice, but as a collective right. Still, their visions carried the weight
of resignation. “We know the state won’t do anything,” remarked Nazan, echoing a
broader affective landscape in which abandonment was normalized (aged twenty-six
years, university graduate, partnered). Yet she insisted on breaking silence in public
as well as private. “People need to hear this in shows, in books, on social media,” she
said. Feride added, “Maybe one day we’ll be able to say we had sex and got HPV” (aged
thirty-six years, university graduate, partnered). These were not only calls for
awareness; they were demands for recognition and for a cultural vocabulary that
allows women’s embodied experiences to be speakable without shame. In this sense,
reimagined care extended beyond clinics and intimate relationships to contest the
symbolic economy through which HPV is organized as a site of asymmetry, silence,
and the feminization of blame.

Biopolitics, shame, and feminized responsibility: situating HPV in Turkey’s
moral order

HPV is not encountered as a neutral medical fact but as a socially organized event
shaped by respectability norms, marketized access, and limited institutional
protection (Cockerham 2021; Skeggs 2002). The cervical-cancer frame feminizes risk,
respectable femininity moralizes it, and a paid, information-lean prevention model
privatizes it (Braun and Gavey 1999; Crawford 1980; Daley et al. 2017; Knowles 1977).
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Within this configuration, women are positioned as risk managers and moral subjects,
men recede from responsibility, and institutions remain distant (Nack 2002; Tronto
1993). Read through the lenses of biopolitics and responsibilization, hesitation or
“ignorance” is better understood as an effect of governance rather than individual
failure (Foucault 1978; Rose 2007).

Stigma here is not only an attitude but a rule; a mode of sorting that marks some
women as worthy and others as risky, thereby licensing the withdrawal of care
(Goffman 2018; Link and Phelan 2001). Clinic routines enact this sorting when marital
status is vetted, intimate information is handled publicly, or counsel turns into
admonishment, converting a test result into a moral file (Kogacioglu 2004; Parla 2001).
The clinic thus functions as a relay between macro-level policy and lived experience,
capable of either reproducing a moral audit or de-moralizing risk and enabling care.

Women carry intertwined forms of labor: the economic and cognitive labor of
scheduling, paying, learning, and follow-up; the emotional labor of informing and
educating partners; and the moral labor of absorbing blame and performing prudence
(Hochschild and Machung 2012; Tronto 1993). Participants do not present this labor as
free choice but as the only workable path amid low trust in male participation and
weak institutional scaffolding (Rose 2007). Vaccine prices intensify the asymmetry, as
access may require disclosure to parents or partners, adding reputational risk to
financial cost and fusing market access with respectability politics.

Findings also complicate binaries that cast silence as irresponsibility and
disclosure as the ethical ideal, showing that both can take different meanings
depending on context, intentions, and interpretations. Disclosure may reflect a
gendered morality within patriarchal couple relations that expects women to self-
monitor, self-disclose, and manage risk for others (Nack 2002; Rose 2007; Tronto 1993).
In feminist contexts, the same act can redirect care away from couple morality
toward horizontal ties with sisters and friends, turning private burden into small
infrastructures of collective care (Ablon 2002; Butler 2004). Likewise, silence can
protect boundaries where women’s vulnerability is demanded without protection; it
may limit access to support but reduces moral exposure (Scott 1990). These practices
constitute forms of agency that make life more livable and sustain solidarities in
hostile conditions. Affirming this agency does not mean mistaking it for a policy
solution. It is more likely to reveal where and how power operates so that a form of
resistance emerges (Abu-Lughod 1990).

Patterns across different countries include the feminization of risk, disclosure
dilemmas, and the centrality of stigma-aware clinical communication (Daley et al.
2017; Grandahl and Nevéus 2021; Zimet et al. 2021). In Turkey, institutional familism
and a paid vaccine model transform moral order into administrative routine (Acar
and Altunok 2013; Akkan 2018). Post-istanbul Convention politics and the Year of the
Family agenda normalize respectability tests in public speech and daily practice.
Confidentiality for adolescents and dependants is thin, reflecting the institutional
production and circulation of these norms rather than private belief. The result is a
durable pattern: the state withdraws, the market puts a price on access, the clinic
audits respectability, and women bridge the gaps (Cockerham 2021; Rose 2007).

The central issue is not a deficit in women’s knowledge but a deficit of protection
embedded in system design and practice. Information campaigns cannot undo
conditions where care requires reputational exposure, clinical scripts police

https://doi.org/10.1017/npt.2026.10080 Published online by Cambridge University Press


https://doi.org/10.1017/npt.2026.10080

New Perspectives on Turkey 17

propriety, and men are not addressed as responsible subjects. More equal uptake
depends on adjusting governance and clinical routines so that protection does not
hinge on private payment or moral vetting (Rose 2007; Tronto 1993).

Beyond access: toward a more just politics of sexual health

HPV governance in Turkey crystallizes a broader political choice between moralizing,
family-centered regulation and a commitment to gender-equal health rights. When
this tension is resolved in favor of moral regulation, the egalitarian promise of
medical human rights gives way to everyday inequalities in risk, access, and
responsibility. In such settings, HPV is governed less through protection than through
silence, ambiguity, and privatization, which together shift the burdens of prevention
and care onto individuals; more specifically onto women. Despite the public
announcement in June 2025 promising free HPV vaccination, as of January 2026 no
universal program has been implemented, and access remains fragmented, out of
pocket, and procedurally opaque. This prolonged gap between promise and delivery is
not a neutral administrative delay but a mode of governance in its own right. Silence
and non-implementation allow the state to contain public expenditure while avoiding
explicit confrontation with conservative sexual politics. STIs are thus kept at the
margins of public health provision, governed through ambiguity rather than
entitlement. In this sense, neoliberal cost containment and conservative moral
positioning operate hand in hand: the market prices access, moral discourse polices
sexuality, and the state withdraws without formally refusing responsibility.

Within this terrain, women’s practices of silence, selective disclosure, and
disclosure as solidarity emerge as ways of getting through daily life under constraint.
These practices matter analytically, but not because they signal emancipation.
Following Abu-Lughod’s (1990) caution against romanticizing resistance, they are
better understood as situated responses to domination rather than evidence of its
undoing. Strategic silence does not dismantle moralized health governance; it limits
exposure where vulnerability is demanded without protection. Solidaristic disclosure
does not replace institutional care; it builds fragile infrastructures of support in its
absence. Attending to these practices therefore sharpens, rather than softens, the
critique of power by revealing what governance fails to provide and what women are
compelled to compensate for through emotional, moral, and financial labor. Everyday
resistance here does not negate domination; it maps its contours.

If prevention and follow-up are to be equitable, redesign must focus on access,
accountability, and de-moralization rather than individual adaptation. Policy should
remove price and procedural frictions without compelling disclosure to families or
partners, particularly for adolescents and financially dependent young adults. A
workable path lies in universally funded, low-barrier delivery with guaranteed
confidentiality, clear eligibility rules, and gender-inclusive framing. Clinical guidance
should institutionalize privacy and stigma-aware communication, end marital-status
vetting for access, require private discussion of results, and standardize non-
moralizing recommendation scripts. Reframing HPV as a common virus that requires
shared prevention and explicitly addressing men as responsible subjects rather than
peripheral beneficiaries is essential to interrupt the gendered split between knower
and protected other.
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From this perspective, collective provision rather than individualized coping
defines the political horizon. Free, universal, gender-inclusive health services with
assured confidentiality and stigma-aware care are not supplementary improvements
but necessary conditions of justice in HPV prevention and follow-up. When these
conditions hold, prevention ceases to function as a test of feminine virtue and
becomes what it should be: a shared public practice grounded in rights rather than
morality.

Competing interests. The author reports none.
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