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Introduction: Religious disaffiliates are at increased risk for have a high likelihood of poor physical and well-being and mental health. Yet, Few few studies address have been conducted on how their unique experiences affect their health and  access to care in ways that can help providers improve that accessand how healthcare staff can assist these individuals in their new lives.
Methodology: This qualitative study extends previous work utilizing interpretive phenomenological analysis to develop semi-structured interviews with 34 disaffiliates. Following rigorous content analysis, data are analyzed using the ACCESS Model for transcultural care. includes interviews with thirty-four Israeli adult participants, who disaffiliated with Haredi (ultra-orthodox) Judaism after the age of 18. Major themes emerging from the interviews were identified by two researchers working simultaneously and the transcript of each interview was screened for coherent statements the analyzed using the ACCESS Model.
Results: Each component of the ACCESS model highlighted the unique needs of this population when approaching and engaging with the healthcare system.  	Comment by Susan Elster: A very short summary of those needs should go here. Journal Guidance: "include primary findings"
Discussion: Each component of the ACCESS Model should be considered when providing care for this population. Certain components should be given special consideration, namely assessment, for risky health behaviors, and safety, particularly in terms of mental health. 

INTRODUCTION
Within the ultra-orthodox Jewish community, there is a subpopulation who disaffiliate. The prevalence of this religious-social separation is not known. However, previous studies suggest that there are cultural, educational, and health implications as a result of disaffiliation (Berger, 2014; Pinchas-Mizrachi & Velan, 2022). This study uses the ACCESS Model of Transcultural Nursing to describe aspects of their engagement to the healthcare system. 	Comment by Susan Elster: Consider deleting this and starting with "Religious disaffiliation…" in the next paragraph. You already address the size of this population below. The second sentence - on previous studies would be a perfect introduction to your study at the end of the Introduction. I'm going to move it there just to
BACKGROUND
Religious Disaffiliation
Religious disaffiliation, leaving religious tradition, has become more common over the past few decades (Vargas, 2012). This can be a traumatizing process as these individuals who leave their religious communities must learn to navigate their new livesfe, often without social support. Similar to experiences of new immigrants or newly “out” LGBTQ individuals, disaffiliating can affect their mental and physical health and well-being, especially if “‘push”’ factors (those that compel a person to leave) outweigh “‘pull’ factors (those that compel a person towards a new community) (Engelman et al., 2020). 
Within Israel’s ultra-Orthodox Jewish community is a subpopulation that disaffiliates. Previous studies suggest that there are cultural, educational, and health implications associated with such disaffiliation (Berger, 2014; AUTHORS, 2022). This study builds on and expands findings from two previous qualitative studies to examine how the healthcare system can improve better access to care among disaffiliated from Israel’s ultra-Orthodox communities. 

Disaffiliation can leave a person with a reduced capacity to cope with stressful situations, as well as poorer overall well-being compared to their religious counterparts, likely due to a loss of community and social support (Fenelon & Danielsen, 2016). It is well-established that religious individuals have better health outcomes compared to non-religious individuals (Pinchas-Mizrachi et al., 2020; Sullivan, 2010), so it is not surprising that disaffiliation can negatively affect well-being. Furthermore, some religions dictate health behavior; disaffiliates may no longer want to subscribe to this behavior (Upenieks & Schafer, 2020). Disaffiliates may engage risky behaviors once they leave, resulting in poorer health. A significant minority also report suicidal ideation (Berger, 2014; Horowitz, 2018; Velan & Pinchas-Mizrachi, 2019).  	Comment by Susan Elster: Although in your 2019 study, some participants talked about greater resilience, no?	Comment by Susan Elster: I've made some suggested edits to this paragraph for your consideration. It would be stronger to provide references supporting the assertion that there is "a reduced capacity to cope" and only after this to cite potential reasons: (1) loss of community and social support/Fenelon… (2) no longer living with whatever causes religious individuals to have better health outcomes/P-M; Sullivan. (3) departing from dictates around health behavior; (4) tendency to engage in risky behavior.  
Disaffiliation from Ultra-Orthodox Judaism in Israel Ultra-Orthodox Judaism

Ultra-Oorthodox Jews are characterized by their strict observance of Jewish law and insularity from mainstream society. Their strict observance dictates how they dress, what they learn, how they interact with the opposite sex,, and what foods they eatare allowed. Access to the internet, and secular media, and books is limited (Berger, 2014; Friedman, 2018). Rabbis play a key role in decision-making, including decisions related to everyday life (Coleman-Bruekheimer et al., 2009). More typically Ultra-orthodox Jews in Israel, known as “‘Haredim”’ (“‘Haredi”’ sing.) , they comprise around 12% of Israel’s population, or about XXX people. The majority live in closed community enclaves. Many men learn full-time in yeshivot, schools of religious studies, and do not enter the labor force or academia. (Malach & Cahaner, 2019).
Disaffiliation with the Ultra-Orthodox Community – ‘Off the Derech’	Comment by Susan Elster: Consider deleting this first sentence, as being off the derech can be temporary (adolescent rebellion) and may not imply disaffiliation. You could begin the paragraph with the next sentence, as follows: "Those who disaffiliate from religious communities are known in Hebrew as yotzim be'se'elah…."
Those Ultra-orthodox who disaffiliate from Jewish religious with their communityies are known colloquially, as being “"off the derechderecho,”" (OTD), which translates to being off the [right] path (Berger, 2014). In Hebrew, they are known as yotzim be’she’elah, meaning those who are answer seekersgo out in question (Shenfeld, 2015). Motivations for disaffiliating attributed  to such individuals vary. Some see Inquiries about disaffiliating as emerging from are part of an internal conflicts or misconceptions of about life without boundaries (Moran, 2021). Others see tTransitioning to a secular lifestyle asis dependent on a personal desire to fulfill a bio-psycho-emotional gap (Little et al., 2016).
Regardless of precipitating factors, Haredi Jews who disaffiliate fromwith ultra-Oorthodox Judaism face many challenges, similar to those of new immigrants (Berger, 2014; Engelman et al., 2020). They needhave to adjust to new societal rules and usually lack basic education and skills needed to survive and thrive in the non-Haredi world, including how to interact with the opposite sex (Berger, 2015). Exacerbating the challenges of this transition,Often, they are also often rejected by their families and former communities (Berger, 2014; Shenfeld, 2015). 	Comment by Susan Elster: Consider deleting here and using these references in the introductory paragraph where immigrants and LGBTQ community members are mentioned for the first time (line 35). 
The Scope of the Ultra-Orthodox Disaffiliation Phenomenon in Israel
Data There is not much data measuring the extent of disaffiliation this phenomenon in Israel are rare, making it . Even among collected data, it is hard to quantify this the phenomenon and adding  as data collection is subjective biases to data collection. This is partially due to the fact that some individuals who disaffiliate may eventually “‘return”’ to a religious lifestyle (Horowitz, 2018). Further complicating data collectionthis are the myriad political ramifications of acknowledging the scope of the phenomenon among Haredi political partieslawmakers that are vigorously recruited by mainstream parties in order to form a parliamentary majority (Horowitz, 2018). Based on data from surveys conducted by the Israel Central Bureau of Statistics (CBS, YEAR), however, 10% of Haredi adults reported that they wereare disaffiliated., and aAnother YEAR survey found that 7.8% of mong adults between the ages of 20 and 40 , 7.8% reported that they had disaffiliated (Shenfeld, 2015). Organizations that assist disaffiliates estimate that annually, several hundred individuals disaffiliate annually (Horowitz, 2018).	Comment by Susan Elster: Maybe consider just a single sentence to end the previous paragraph and delete the rest of this paragraph: "Based on data from surveys conducted by CBS (most recently in YEAR), some 10% of Haredi adults reported that they were disaffiliated.	Comment by Susan Elster: This suggestion avoids dealing with the question about whether your data are from the CBS and/or Shenfeld. It also avoids dealing with 'several hundred individuals' means in terms of the overall size of the Haredi community.	Comment by Susan Elster: Another question: Do you mean that 10% of Israeli adults report that they had previously been part of the Haredi community? If not, it's confusing as it raises the question: how can they be consider "Haredi adults" if they are disaffiliated?
Regardless of their numbers, previous studies indicate that this population faces clear health risks. Disaffiliation can leave a person with a reduced capacity to cope with stressful situations and lead to [or: is associated with?] poorer overall well-being compared to their religious counterparts [REF]. Possible reasons for this finding include the loss of community and social support (Fenelon & Danielsen, 2016), in addition to the well-established finding that religious individuals have better health outcomes compared to non-religious individuals (AUTHORS, 2020; Sullivan, 2010). Moreover, since some religions dictate certain health behaviors, perhaps those who disaffiliate no longer subscribe to these health behavior (Upenieks & Schafer, 2020). Finally, disaffiliates may engage in risky behaviors once they leave, resulting in poorer health. A significant minority also report suicidal ideation (Berger, 2014; Horowitz, 2018; AUTHORS, 2019).  	Comment by Susan Elster: Although in your 2019 study, some participants talked about greater resilience, no?	Comment by Susan Elster: I've made some suggested edits to this paragraph for your consideration. It would be stronger to provide references supporting the assertion that there is "a reduced capacity to cope" and only after this to cite potential reasons: (1) loss of community and social support/Fenelon… (2) no longer living with whatever causes religious individuals to have better health outcomes/P-M; Sullivan. (3) departing from dictates around health behavior; (4) tendency to engage in risky behavior.  

[bookmark: _Hlk93256696][bookmark: _Hlk114486762]As described in detail below, this qualitative study builds on two previous studies that aimed to fill some of the many gaps in our understanding of Few studies have been conducted on the healthcare needs of disaffiliates. Having identified a range of healthcare vulnerabilities and needs (AUTHORS, 2019) and pinpointed critical barriers or catalysts affecting access to healthcare services among disaffiliates (AUTHORS, 2022), the current study aims to draw insights from semi-structured interviews with 34 individuals about how to improve access to the healthcare system among formerly ultra-Orthodox young adults. , barriers to their ability to access the healthcare system, and how medical, psychological, and social work staff can assist these individuals in overcoming these barriers. To address this lacuna, this study, which is the continuation of a previous study (Velan & Pinchas-Mizrachi), applies the ACCESS Model for Transcultural Nursing to describe findings from a sample of Israeli disaffiliates in order to highlight the special needs of this population while engaging with the healthcare system. 
METHODOLOGYS	Comment by Susan Elster: Journal guidance: "Methodology comprises the design, setting, sample description, intervention, and outcome measures." 
TThis study relied on interpretative phenomenological analysis (IPA) to guide its examination of the personal lived experiences of 34 disaffiliated young adults who grew up in formerly ultra-Orthodox homes [REF for IPA]. In keeping with the IPA approach, semi-structured interviews were designed to invite participants to share personal accounts and interpretations of their life experiences, focusing on health issues in relation to the process of moving away from their community of origin. 
Study Participants & Setting
Our first study began in 2018 with the aim of investigatinged the health-related needs of disaffiliates and their experiences with the healthcare system of 12 interviewees, including eight males (ages 23–34) and four females (ages 20–29). All had disaffiliated from ultra-Orthodox Ashkenazi communities (of Eastern and Central European origin) when they were 18 or older. Healthcare needs related to mental health, health behaviors, and sexual health were highlighted by the participants. by interviewing disaffiliates from formerly Haredi homes. To better understand the barriers facing disaffiliates when turning to the healthcare system, our 2022 study analyzed the previous interviews together with those of  During the first round of interviews, 12 participants were included. These participants disaffiliated sometime in the last ten years, when they were 18 years or older. At this stage, we identified the following health needs: mental health, health behaviors, and sexual health. Afterwards, an additional 11 intervieweesparticipants were interviewed. The findings from these additional 11 interviews both strengthened the findings from the first studyround of interviews and enabled a broader. An analysis of was conducted to identify barriers facing the disaffiliates when turning to the healthcare system (AUTHORSPinchas-Mizrachi & Velan, 2019; 2022; Velan & Pinchas-Mizrachi, 2019). These studies 
These findings also led us to the question of how the healthcare system could help improve be made more access to careible for this vulnerable group. To outline the issues that need to be considered for this issue, we applied the ACCESS model for Transcultural Care. The ACCESS model provides a framework for transcultural nursing care. There are six components of the model: Assessment, understanding the patient’s background; Communication, understanding differences in communicative methods; Cultural negotiation and compromise, being aware of the cultural differences; Establishing respect and rapport, creating a therapeutic relationship built on respect; Sensitivity, delivering culturally sensitive care; and Safety, ensuring the patient feels culturally safe (Narayanasamy, 2002). We further expanded the number of interviewees in order to better understand the degree of fit of the ACCESS model to the findings. The findings from the third round of interviews strengthened the earlier findings, as well as the fit of the model as a method of describing barriers and facilitators.
Participants 
We conducted interviews in Hebrew using a semi-structured format. First As in our previous studies, interviewees were recruited with the help of several organizations that help disaffiliates, including “"Out for Change,”", “"Hillel,”", and others. After a first set of individuals were contactedLater on, recruitment continued using athrough 'snowballing' approach, in which where interviewees recruited other people for the study. Although all were from Ashkenazi communities, 12 participants defined their background as Hasidic, 18 defined their background as Litvish, and four defined their background as “mixed – Hasidic-Litvish.”
All participants received an explanation as to the aims of the study and were asked to sign an Informed Consent form. The ethics committee of the Academic College of Ramat-Gan approved the study in November 2018 (approval number 1318).
The final study sample was comprised of 22 males (, 22 –-34 years old) and 12 females (, 20 –-29 years old). All participants received an explanation as to the aims of the study and were asked to sign an Informed Consent form. The ethics committee of the Academic College of Ramat Gan approved the study in November 2018 (approval number 1318).All participants were raised in Haredi Ashkenazi (of Eastern and Central European origin) Jewish families. Twelve participants defined their background as Hasidic, 18 defined their background as Litvish, and four defined their background as ‘mixed – Hasidic-Litvish’. 
Interviews: 
The XX-XX-minute interviews took place in Hebrew between November 2018 and December 2020. Thirty interviews were conducted at the interviewers’ offices in Ramat Gan or Jerusalem, or at nearby coffee shops (based on the preference of the interviewee). Due to the COVID-19 pandemic, four interviews were conducted over Zoom. The interviews were conducted in Hebrew and were semi-structured, with two central questions. The interviews were translated from Hebrew into English by a professional translator. All the names mentioned below in the results section are pseudonyms. The interviews were  and these recordings were stored securely on the researchers work computer. (For more information on the participants, please see the table in Appendix 1). recorded,

Analysis
While tThe 2019 and 2022 studies relied on content analysis to identify key themes and patterns in the interview transcripts, in this study, first asked the interviewee to evaluate which medical issues may affect them as a disaffiliate. Findings related to this question have been reported in an earlier article (Velan & Pinchas-Mizrachi, 2019). For the second central question, the interviewees were asked to address accessibility to the health system in Israel, and to identify factors that affected their access to the healthcare system.	Comment by Susan Elster: My edit here clearly isn't accurate (as you ALSO use content analysis in the present study), but it would be helpful here to point out in this introductory paragraph the key methodological difference(s) between this study and the previous two 	Comment by Susan Elster: I'm not 100% sure how you used the ACCESS model - but I think that, after the content analysis, you sorted the themes you identified into the ACCESS categories to see what you learned about these key aspects of health care? That may not be accurate, but this kind of an explanation for how ACCESS was used would fill out the Methodology section nicely.	Comment by Susan Elster: Consider inserting something like: "This model, developed by Aru Narayanasamy in 1999, provides a framework for how to deliver health care that takes into account patients' culture, background, beliefs and values." 	Comment by Susan Elster: Suggest deleting this, as the goals of the previous studies are already above. However, do you want to include a table with interview questions? Were there any additional questions for this study?

Content Analysiswe applied the ACCESS model for Transcultural Care to analyze findings. This model provides a framework for how to deliver health care that considers patients’ culture, background, beliefs, and values (Narayanasamy, 2002)Narayanasamy . The ACCESS model has six components: Assessment (understanding the patient’s background); Communication (understanding differences in communicative methods); Cultural negotiation and compromise (being aware of the cultural differences); Establishing respect and rapport (creating a therapeutic relationship built on respect); Sensitivity (delivering culturally sensitive care); and Safety (ensuring the patient feels culturally safe). As noted, we expanded the number of interviewees by 12 people in order to better understand the ACCESS model’s compatibility with the findings. The findings from the third round of interviews strengthened the earlier findings, as well as the fit of the ACCESS model as a method of describing barriers and facilitators.	Comment by Susan Elster: An explanation for why you expanded the number of interviewees is helpful, but I'm not sure it's obvious what it means 'to better understand the degree of fit of the ACCESS model'. In any case, this sentence should probably be moved up line 110, as it is an explanation of the sample size.

Our analysis proceeded as follows: After the interviews were transcribed, content analysis was conducted using two simultaneous methods: the first was a manual method, interpretive phenomenological approach  conducted by the two researchers (Giorgi, 1997); the second method utilized Atlas software. Each interview was thematically analyzed. First the transcribed interviews were coded, yielding lists of 20–-30 statements per interview related to accessing health care. Examination of the statements enabled the identification of themes related to participants’ healthcare access the access to health of the participants. After reviewing the themes, themes Themes were then defined as meaningful if they were it was identified in at least three different interviews. 	Comment by Susan Elster: Unclear. Do you mean that the themes could be connected with specific health issues mentioned by the interviewees?
These statements were then divided into categories based on three criteria: the nature of the effect (barrier or facilitator); effect of the motive on health-seeking behavior (recognizing the need for help, decision deciding to seek treatment, managing contact with the healthcare system, communication communicating with the provider, and carrying out recommendations); the underlying source of each theme (related to upbringing, process of disaffiliation, specific traits of disaffiliates). 	Comment by Susan Elster: Because this sentence seems to refer to the themes mentioned in the previous sentence, is it clear what the difference is between a 'theme' and a 'statement'?
These analyses enabled the identification of themes that related to barriers in accessibility of to the healthcare system to among disaffiliates, and the need to bridge between disaffiliates and the healthcare system. Each researcher classified these themes individually. In most cases, the classification was similar; in the few instances where the classification differedwas different, there would be a discussion to resolve overcome the differences ensued. Finally, tTo demonstrate the different barriers and highlights the needs of this population so that they can become informed about the provision of culturally-sensitive healthcare services, these findings were applied to the ACCESS model of Transcultural Nursing. 
RESULTS
Analyzing the transcripts from the interviews by applying the six ACCESS model components to our findings, we identified common themes related to access barriers that reveal opportunities for healthcare providers to help disaffiliates better access needed health care. Results are described below as they related to each of the model components.To describe disaffiliate engagement with the healthcare system, both barriers and facilitators, each of the six ACCESS model components, assessment, communication, cultural negotiation and compromise, establishing respect and rapport, sensitivity, and safety, were applied to the findings from the personal interviews. 
Assessment
This component describes the importance of understanding the life perspectives, lifestyle, and treatment beliefs of the patient (Narayanasamy, 2002). For a caregiver to provide optimal care, it is essential that they understand who they patient is, how they live, and what they believe. Life perspectives of disaffiliates include disparities in education and knowledge, while their lifestyle many timescan includes poverty, loneliness, and stigmas – all , all of which are likely to affect their engagement with the healthcare system. 	Comment by Susan Elster: You may not need to cite this article in every section here, as you've done so when you introduced the model.	Comment by Susan Elster: FYI - just found another article that seems quite relevant: https://journals.sagepub.com/doi/full/10.1177/10436596211009575
Disaffiliates were sent to Haredi schools, which do not encourage higher education. Boys, in particular, were sent to yeshivot, where the majority of the learning revolves aroundis Judaic studies. The interviewees, particularly the young men reflecting on their education, remarked on their lack of understanding of the medical world, particularly among boys:
“A Haredi boy …does not know how to manage his life, not even the world of health care… kknowledgenowledge of the outside [secular] world, including the world of health is considered to be a negative thing.”
Alongside the lack of knowledge and education, all interviewees noted the poverty they struggled with when they first disaffiliated. Some saw this as a potential barrier toin their ability to access the healthcare system, noting that they were more concerned with making a living first, and only then trying to figure out how to navigate the healthcare system  (AUTHORSPinchas-Mizrachi & Velan, 2022). 
“You’re working two, three jobs in order to survive so… how are you supposed to have time to manage your [personal] problems…”
A person who chooses to disaffiliate with the Haredi community which is, characterized by strong familial and community support, experiences severe loneliness in the unknown secular world. Most of the interviewees connected this loneliness to their [poor] emotional well-being.
 “You don’t always belong, you’re always not part of something. You can’t suddenly, at age 20-something, become part of a community that you don’t know, where you don’t know the culture, or the small nuances… you’re alone! Completely alone!”
This study found that a desire to break with convention and difficulty following instructions was common among disaffiliates. This needs to be recognized by caregivers. From their perspective, they were raised in a closed society where they were expected to obey everyone – their parents, their teachers, and rabbis. Now that they were on their own, many described resisting being obedient, difficulty in obedience that stayed with them even after disaffiliating. 
“If God can’t tell me what to do, you want me to listen to a doctor?”
Finally, many disaffiliates raised the issue of negative health behaviors and a risk-taking lifestyle adopted after disaffiliating, such as alcohol, drugs, and smoking.
“...…hard drugs… alcohol… lots of crap … you left the world of walls and endless boundaries, you want to do extreme things, yeah you’re at a higher risk level for sure.”
Communication
This component refers to the communication process with the patient and highlights the need on the part of the caregiver to use sensitive verbal and non-verbal communication (Narayanasamy, 2002). Non-verbal communication includes dress and body language. Our study found that the effects of the years of modesty education werewas still operatingprevalent among disaffiliates, despite their inherently different and newly adopted dress and body language. As a result, There there is the risk that a caregiver may read body language incorrectly. 
N“no one told me to look down, but this is something I’ve been doing since I was a little girl …. It’s not accepted here [in the secular society] and is even considered rude.”
This juxtaposition of new body language and dress is also found related to dress. Many interviewees, particularly women, would dressed in a manner considered provocative, even for the secular world, even while and they expressing discomfort about being uncomfortable revealing themselves to caregivers.  	Comment by Susan: Please clarify this sentence – perhaps conflict about? And related to undressing?
“Up until a year ago, I was a Haredi girl going out on prearranged dates [for marriage matches]. How can I go alone to a gynecologist and tell him… and get undressed…”
There is also a language gap with disaffiliates. They will frequently use words not known or commonly used in the secular world. During the interviews, there was frequent use of these words, such as “Baruch Hashem” [Thank God]. Furthermore, the Ashkenazi Haredi community will frequently use Yiddish in everyday conversations. The interviewees addressed both their lack of understanding ofthe secular language, as well as the inability of the secular society to understand their language, which can. This has the potential to impede on their ability to communicate with providers.
“…. It’s like being a new immigrant, but no one knows you’re a new immigrant. You look Israeli, you dress Israeli, and you speak Hebrew …, but you’re not really…
Cultural Negotiation and Compromise
This component describes the importance of learning about different cultures and languages and reaching a common ground (Narayanasamy, 2002). Despite an outwardly secular appearance, the disaffiliate still embodies the culture from which they came. They are unfamiliar with the cultural rules and norms of the place to which they arrived. These rules include the degree of openness with which one may speak to their caregiver.
“With all the modesty rules, there is a tendency to protect personal privacy among disaffiliates. It’s harder for them to expose themselves during treatments and check-ups.”
“He comes to the psychologist and doesn’t understand what to stay… what can he expose… it’s really hard to share… the education we received at home really closes you off...”
“We were raised in a way that we don’t really know how to communicate or express our feelings... It’s hard to discuss feelings, even when you are speaking to a professional…” 	Comment by Susan: These have been left with quotation marks to indicate that they are from three different interviewees.
The interviewees themselves discussed the importance of training professionals how to approach disaffiliates. 
“Professionals need to be trained, especially those in mental health, so they understand our issues… they should know it’s hard for us to open up… we’re pros at being mute…” 
Establishing Respect and Rapport
This component describes the importance of creating a relationship based on respect with a patient who comes from a different cultural background (Narayanasamy, 2002). This is especially important for disaffiliates, who feel that they do not belong in any world. Some interviewees raised the issue of the difficulty in seeing a Haredi or modern Oorthodox caregiver. Others remarked that they had a harder time opening up to secular physicians who are unfamiliar with the Haredi community, and even disparage it.
“I got COVID-19 and went to the hospital … there were Haredi men in the room and a doctor comes in and spoke so condescendingly to them… I never thought I would defend Haredim, but I was so angry at him. I’m not Haredi now, but there are some good things in that community. We weren’t raised on trees…”
Sensitivity
The Sensitivity component describes the importance of providing culturally sensitive treatment to the patient, based on his beliefs (Narayanasamy, 2002). The interviewees described the health-related stigmas with which they were raised as a barrier to accessing health care. In particular, disaffiliates stated a fear of words that begin with ‘psycho’, due to stigmas of mental health. 
“…The disaffiliate, who was raised on that stigma, is terrified of going to a psychologist…” 
Interviewees emphasized their willingness to be independent, and not be dependent on anyone or anything from their old world. In other words, they do not want favors.
“I got COVID-19, and … suddenly my parents are looking for me… they must’ve thought I was going to die, and would need to ensure I had a Jewish burial… Suddenly, people from Haredi charity organizations were coming to me … I don’t know who sent them, but… I wouldn’t borrow anything … and thank God, I managed…”
Safety
The Safety component related tois the ensuring that the patient feels comfortable making decisions based on his or her beliefs, and without being judged (Narayanasamy, 2002). The basic level of safety for a disaffiliate, particularly during the beginning stages of disaffiliation, is perceived as low. This insecurity may become more pronounced when a disaffiliate accesses healthcare, due to an added fear of privacy. The privacy of a disaffiliate is of utmost personal importanceimportant to him, for a number of reasons. The stigmas on which he or she was raised may cause them him to feel that if people were to know about theirhis poor well-being, they may judge him for it, and it may hurt their his future in some way. 
“You’re more concerned that someone may find out, than you are that you won’t get help…”
Furthermore, the disaffiliate may fear that theirhis family will be judged in the Haredi community, and marriage matches will be tainted. 
“It’s not enough that I hurt my siblings’ marriage matches by disaffiliating, I will hurt them even more by being crazy?”
Some disaffiliates defined characteristics of awhat caregiver who makes them feel safe. This was primarily a caregiver of the same sex, likely due to the modesty education with which they grew up. 
“It doesn’t matter what treatment; I always prefer a woman. Not just a gynecologist... I’m sure that boys who grew up in yeshiva prefer a man.” 
“On one hand I don’t want a Haredi doctor, or even an [modern] orthodox one. I don’t want to be judged... But someone secular, who doesn’t know our world can also be a problem.....”
DISCUSSION
This qualitative study examined the views of young adults who Haredi disaffiliated from the Israeli Haredi – or ultra-Orthodox – community, focusing on their thoughts adults with regard to their health and well-being and their experiences with the healthcare system. Their responses were applied to the ACCESS Model of Transcultural Nursing (Narayanasamy, 2002) to understand what their specific needs, and  barriers and facilitators they reveal tell us about how to improve access to health carein seeking care. Overall, the interviewees described disaffiliation as a Disaffiliation is complex and challenging process associated with can cause reduced mental well-being and adoption of risky health behaviors, all of which . All of this needs to be considered when providing care to disaffiliates (Fenelon & Danielsen, 2016). 
The assessment of the community found that many disaffiliates have poorer overall well-being and experience loneliness, isolation, and lack of knowledge of secular social rules. Haredi disaffiliates come from a community where the community is central, and families are relatively large (Malach & Cahaner, 2020). Studies have also shown that the social capital gained by actively participating in a community can lead to better overall (subjective) health status (Lim, 2016). It is perhaps not surprising, then, thatTherefore, disaffiliates who who lose their original social capital and, but have a hard time creating new social capital as they experiencedue to difficulty in adjusting to secular life may suffer from poorer overall health and a less successful transition (AUTHORSPinchas-Mizrachi & Velan, 2022). This, in turn, can lead to bad decision-making, as has . This has been been shown in studies from other religious, close-knit communities (Scheitle & Adamczyk, 2010).	Comment by Susan Elster: You begin the needed summary of your findings here. I'm not 100% sure that you cover them all. It would be good to check. Overall, I would suggest that you frame all of your findings around what caregivers can learn about disaffiliates and how they can make changes in their practice to help these  seemingly secular young adults get needed health care. Overall, it seems that a better understanding of their backgrounds should increase sensitivity to and willingness to ask questions related to the following potential differences that may pose barriers to access: 

Assessment - lack of understanding of medical terms or medical system (Line 253); life pressures like poverty that place health needs as lower priority (Line 257); isolation from social supports (line 264); difficulty with authority/obedience (line 275); risk-taking (line 278). 

Communication: opportunities for mis-communication given different interpretations of body language and dress (289) and spoken language (line 301).

Cult Negot: ongoing, if paradoxical, embodiment of the rejected culture including norms around modesty, privacy and cultural stigmas (esp re mental health)

Est Respect and Rapport: expect a fear or anger with rejection

Sensitivity: re MH (line 246) and need for independence (line 349)
Disaffiliates are also at high risk of engaging in risky health behavior. This was more common among men than compared to women and is likely due to their different levels ofce in exposure to the secular world between Haredi men and women. Men were more likely to be unfamiliar with the social code of the new culture and require cultural negotiation, which likely contributed to a high rate of engagement with risky health behaviors, such as drugs, alcohol, and unsafe sex. This is also consistent with the Byrnes et al.’s (1999) that men are more likely to engage in riskier health behaviors. 

Unlike Haredi men, Haredi women do enter the workforce, unlike most men,  and are more likely to have a better understanding of secular social and cultural norms (Engelman et al., 2020). However, However, women reported finding found it more challenging to feel safe in new situations that challenge the in relation to modesty norms requirements with which they were raised. This was evident in their preference for female physicians and caregivers as a feeling of safety, and in their lack of comfort in communicating with male caregivers. 
Men, on the other hand, were more likely to be unfamiliar with the social code of the new culture and require cultural negotiation, which likely contributed to a high rate of engagement with risky health behaviors, such as drugs, alcohol, and unsafe sex. This is also line with the findings from Byrnes et al. (1999) study whereby men are more likely to engage in riskier health behaviors. 
Safety stood out as a barrier to seeking care in other ways as well. A number of disaffiliates discussed the issue of privacy, and of the need to makemaking sure that no one knows they need care, particularly for mental health issues. The issue of mental health is much more extremely stigmatized among the ultra-Oorthodox than it is among secular populations, with ; members of the ultra-Oorthodox community are less likely to openly seek care for fear of bringing shame on their family and hurting family member’s chances of arranged marriages (shidduchim) (Greenberg & Witztum, 2013; Rosen et al., 2008). A survey conducted in Israel in 2018 found that ultra-Oorthodox “wish to maintain a greater social distance from people with psychiatric illnesses” (Struch et al., 2018, p. X). It is not surprising, is no surprise then, that disaffiliates, even after leaving their community, are so reluctant to seek mental health care. 
Being uncomfortable around ultra-Oorthodox or even modern Oorthodox clinicians for fear of being judged is another aspect of safety that must be considered. Disaffiliates pay a high price forin leaving their community in lost , losing their social support, among other challenges (Berger, 2014). They must are learning the new social norms and testing boundaries (AUTHORSPinchas-Mizrachi & Velan, 2022). Therefore, they may be reluctant to put themselves back in a situation in which they whereby they may be subjected to feeling judged by someone from their former community for their current life choices made in their current life. 
These issues demonstrate that disaffiliates have cultural gaps related to the access of healthcare. Providers who care for this population should be aware of these gaps in order to ensure that the provided care is suited to their unique needs. 	Comment by Susan Elster: It's so important to keep focusing on what this paper (vs. the other two) contributes. The conclusion here should really summarize what providers can learn from your study.
LIMITATIONS
There are several limitations of this study, chief among them possible sampling biases. First, the use of snowball sampling may mean that our sample is not representative of all disaffiliates. It is also possible that our participants felt compelled to speak about their experiences, introducing volunteer bias. Furthermore, our study only included disaffiliates from one sect of Judaism and did not include other disaffiliated Jews, or other religions, nor did it include disaffiliates who chose a modern Oorthodox or traditional lifestyle rather thanas opposed to  a secular one. These disaffiliates may have different experiences in accessing the healthcare system. Finally, mostthe majority of participants are from two cities with large Haredi populations; there may be differences in the experiences of disaffiliates who come from smaller cities or communities.  
CONCLUSIONS
This study has shown that Disaffiliation disaffiliation among Haredi young adults is associated not only with can unique affect how health needs, but also with special challenges to they accessing  the health care system. Their backgrounds affect how they approach care, from whom they are willing to receive care, and how they view the role of a physician. To the extent that Providers providers who frequently care for the disaffiliate population are must be aware of their unique needs and concerns can begin to address some of these barriers to access., such as how stigmas with which they grew up may affect how they approach care, from whom they are willing to receive care, and how they view the role of a physician. Mental health professionals have an added challenge of encouraging Haredi disaffiliates or others who grew up in a culture shunning mental health care, to open up. Special courses, provided by organizations that provide health care services to aid disaffiliates, may helpbe a welcome addition for caregivers seeking to and help them bridge these cultural differences.	Comment by Susan Elster: Just my opinion, but I'm not sure you need to call this out for special mention, as you've described many additional pressing issues (e.g., sexual health care). 
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