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Abstract

Background: Understanding sexual behavior before marriage is relatively rare in the East, especially in Islamic societies, because sexuality
is a sensitive subject for many Muslims.
Objectives: The purpose of this study was to identify premarital sexual intercourse-related individual factors among Iranian adolescents.
Patients and Methods: This qualitative study was performed on 30 students of Payame Noor university of Shiraz city, Iran, in 2014. The
study sample includes male and female university students selected using the convenience sampling method. Semistructured interviews
were used to collect data. All interviews were conducted by the researcher in a comfortable atmosphere and carried out without the
presence of others. Each interview lasted between 30 - 20 minutes. Interviews continued until data saturation occurred. Data were
analyzed using the qualitative content analysis method. Participation in the study was voluntary by obtaining an informed consent.
Results: The study included 30 participants, 56.6% (n = 17) males and 43.4% (n = 13) females. The age range of study, participants was from
19 to 25 years of age. Data analysis showed that three main categories extracted in shaping premarital sexual intercourse in adolescents:
health beliefs, religious-spiritual beliefs, and character.
Conclusions: This study can help find a culturally appropriate intervention to delay sexual initiation and prevent sexual behavior before
marriage in adolescents and young adults. The results of the present study have both experimental and theoretical implications for future
research. Finally, this study is a form of shared experience that can help similar studies.
Keywords: Premarital Sex Behavior, Qualitative Research, Students

1. Background

Although sexual behavior before marriage has been a
key part of investigations in this area and the literature
concerning this issue is abundant, the understanding of
premarital sexual behavior in the east countries, especially in Islamic societies is relatively rare. It is because
sexuality is a sensitive subject for many Muslims (1). In
Iran, the average age of marriage has increased for both
sexes. Moreover, there are large numbers of single young
people who cannot afford to be married at a younger age
(2). While waiting for marriage, the young people may involve potentially in sexual activities before marriage. Although study is very limited in this area, sexual relations
before marriage are reported. For example, Mohammadi
et al. stated that 28% of people aged 15 - 18 years reported
having sexual contact at least once (including all types of
sexual experiences from hugging, kissing and touching
to sexual intercourse) (3). Like most Islamic countries,
sexual relations before marriage is considered unlawful

and taboo in Iran (4) and is considered a major sin (5).
Also, premarital sexual intercourse is forbidden in Islam
(1, 5, 6) and those committing the sin of fornication will
be punished (1). Declining influence of family, increasing urbanization, modernization, migration and the
exposure to mass media and western culture have led to
erosion of traditional beliefs and values and decreased
the importance of virginity in marriage. They have contributed to major changes in social and sexual behavior
among teenagers (7, 8). Some negative consequences
of sex outside of marriage include the potential for unwanted pregnancies, transmission of sexually transmitted diseases, disruption of the families and marriages
(in cases of adultery), and emotional and psychological
difficulties resulting from the lack of loyalty and commitment to relationships outside of marriage (5). Researchers suggest that teenagers’ beliefs, attitudes and sexual
behaviors differ by age, sex, ethnicity/race, educational
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status and sexual experiences (9-11). In addition, the literature suggests that individual, family and peer factors
have a significant impact on the sexual behavior of young
people (6). Paradise et al. stated that female adolescents
frequently reported beliefs and values as reasons for not
having sex. Religious beliefs were cited as an incentive
for adolescents to avoid sex more than those who had
experienced sexual intercourse (12). On the other hand,
from research and programmatic perspectives, it would
be desirable to thoroughly document reasons for avoiding from sexual intercourse prior to the development of
programs and curricula intended to foster delay of onset
of sexual behavior (13). To avoid any conflict with people’s
concerns, especially with their religious beliefs, previous
studies in Iran limited questions and purposes related to
risk behaviors or sexual activity (3, 14). Due to the specific
cultural and religious context in Iran (15), the reasons
why some adolescents and young adults avoid sexual intercourse and some are not completely known yet. Therefore, more studies are needed to clearly identify factors
that may affect early sexual activity.

2. Objectives
The present study aimed to investigate premarital sexual intercourse-related individual factors among Iranian
adolescents.

3. Patients and Methods

This research is a qualitative study carried out in 2014
that investigates individual factors that determine having or not having premarital sexual intercourse among
students of Payame Noor university of Shiraz, Iran. The
study sample includes male and female university students selected using the purposive sampling method.
Sample selection criteria included being single and voluntarily declaration to participate in the study. The criterion for exclusion of participators was married students.
Semistructured interviews were used to collect data. Considering that this type of interview is in-depth and flexible, it is suitable for qualitative research (16). The study
was approved with 8992.3/A/D/P Code (Dec 4 2013) by the
ethical committee of Shahid Beheshti University of Medical Sciences, Tehran, Iran. A written informed consent
was obtained from all participants prior to interviews.
The interviewers explained the objectives of the study
to all participants. Participants were informed that any
information collected was to be kept confidential. No
identifying information was obtained from any of the
participants. Interviewers were mindful of the sensitivity of the topics discussed and ensured that the research
was undertaken in such a way as to establish a warm,
empathetic relationship with the participants, thereby
encouraging them to converse openly. We were careful
to maintain confidentiality and show respect towards
participants’ responses. Participants were not coerced to
reveal their sexual behaviors.
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The following key questions were used to guide the interview:
1. In your opinion, what are the reasons that some students in your age have premarital sexual intercourse
against Sharia?
2. What do you think about the reasons that some students in your age can remain committed to not having
premarital sexual intercourse?
3. I would like to ask you whether ’you have had sex
against Sharia (you are free not to respond). Regardless
of your current conditions, how much do you think you
can remain committed to not having premarital sexual
intercourse? What are factors important and decisive in
this regard?
4. What is your opinion about sexual relations between
boys and girls in your age?
5. What is the role of religious beliefs about premarital
sexual intercourse?
6. In your opinion, what is Islam’s view toward sex outside of Sharia?
7. What are benefits of not having premarital sexual intercourse for a person?
All interviews were conducted by the researcher in a
comfortable atmosphere and carried out without the
presence of others. Interviewers had sufficient knowledge of the topic and collecting qualitative data and
selected homogeneity in gender. Each interview lasted
between 20 - 30 minutes. Although data saturation, occurred after 25 interviews, and had not any extra information, a further five interviews were carried out to validate
the saturation. So, total number of participants in the
study was 30 students. In this study, 7 people refused to
participate due to sensitivity of the issue. As allowed by
participants, all interviews were recorded using a voice
recorder. Data were analyzed using qualitative content
analysis. The data analysis began during the first field
activities, and as the study proceeded, we made revisions
in research questions and refined the analysis. We initiated reading and coding while the data were being collected in the field. We wrote “memos” to help us clarify
that how concepts fully integrated with one another and
how analysis resulted in the research report. The ‘framework’ method was used for the analysis. This method
includes five steps of ‘familiarization’, ‘identifying a thematic framework’, ‘indexing’, ‘charting’, and ‘mapping
and interpretation’ (17). For the ‘familiarization’ step,
we listed key ideas and recurrent themes by listening to
tapes, reading transcripts, and studying notes. We used a
content summary form which was developed for each interview. The form included preliminary codes in the columns and the participants’ characteristics in the rows.
For the second step, ‘identifying a thematic framework’,
we developed a preliminary thematic framework based
on the interviews and the theoretical frameworks (18,
19). Then, for the ‘indexing’ step, we applied the thematic
framework to all the data in textual form by annotating
the transcripts with numerical codes from the index. The
Iran Red Crescent Med J. 2016; 18(2):e21220
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two coders discussed codes and reconciled coding decisions. For the ‘charting’ step, one table was produced for
each ‘theme’. The rows were assigned to the interviews
and columns to the subthemes. The analysis ‘charts’ allowed us to transfer data onto the tables to compare
the views of participants across different themes and to
compare the views of different participants about each
theme. Depending on how often the themes appeared
across the data and how rich or complex the ideas related
to that theme, we incorporated the subthemes into the
coding scheme. Finally, for the ‘mapping and interpretation’, we found associations between themes with a view
to providing explanations for the findings. The thematic
framework was updated in the process of the analysis by
noticing that certain labels began to cluster and others
separated out.
The rigor of the data was achieved through prolonged
engagement over 3 months and 25 hours of interviews.
The audiotapes, transcriptions, adequate paraphrases,
and the analysis and coding documents constituted the
audit trail. Potential researcher bias was overtly examined through personal reflection, consultation with experts in research involving qualitative studies. Copies of
an exhaustive description of the findings were sent to a
random selection of eight of participants for their review,
verification, and comments.
Data were analyzed using the qualitative and mixed
methods data analysis software (MAXQDA) 10 software.
As regards this study is part of a Ph.D. thesis, and is not
financially supported by any organization, there is no
conflict of interest.

4. Results

Table 1. Demographical Characteristics of the Participantsa
Variable

Valuesb

Male

17 (56.67)

Female

Age, y
19

13 (43.33)
6 (20)

20

8 (26.67)

22

5 (16.67)

21

23

24

Category

Values a

Attitude

8 (26.66)

Perceived susceptibility

5 (16.66)

Health belief

Perceived severity

7 (23.33)

Perceived benefits

20 (66.66)

Perceived barriers

12 (40)

Normative beliefs

15 (50)

Motivation to comply

13 (43.33)

Perceived self-efficacy

10 (33.33)

Religion

22 (73.33)

Spirituality

10 (33.33)

Self-esteem

6 (20)

Religious and spiritual beliefs

Character
Instinct

Sense of independence

aValues are presented as No. (%).

9 (30)
7 (23.33)

4.1. Health Beliefs

Health beliefs in this study include attitudes, perceived
susceptibility, perceived severity, perceived benefits, perceived barriers, normative beliefs, motivation to comply,
and perceived self-efficacy.

4.1.1. Attitude

The 30 participants in this study included 56.67% (n = 17)
males and 43.33% (n = 13) females. Participants’ age ranges from 19 to 25 years (Table 1). Analysis of handwritten
notes on individual factors affecting premarital sexual
intercourse from the students’ perspective showed three
main categories of factors (Table 2).

Gender

Table 2. Frequency of Categories and Subcategories

5 (16.67)
4 (13.33)

25

aN = 30.
bValues are presented as No. (%).
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1 (3.33)
1 (3.33)

Some of the students said they had a positive attitude
to having sex. Some of them believed that the premarital sexual intercourse is necessary. Others had a negative
attitude towards premarital sexual intercourse. For example, one student stated: “Sex before marriage is not a
bad thing, everyone should try it. If you have premarital
sexual intercourse you can understand things and get
more mature. If you do not try it before getting married
you are confused.” (A 24-year-old boy).

4.1.2. Perceived Susceptibility

Perceived susceptibility refers to beliefs about the likelihood of getting a disease or condition. Some of the students were afraid of the possibility of getting some diseases, such as HIV/AIDS and hepatitis B following sexual
relations before marriage. For instance, one of the students said that: “Some believe diseases such as HIV/AIDS
and hepatitis B transmit via sexual intercourse and this
issue makes fear among them about the risk of getting
diseases.” (A 24-year-old boy).
Another participant stated that: “Well, my health is
important. If you have sex you may become infected as
it is not known whether the person is healthy or not.” (A
22-year-old girl).
3
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4.1.3. Perceived Severity

Perceived severity is a person’s belief about the seriousness of contracting a disease or health problem. The students thought that having premarital sexual intercourse
has bad consequences. Some students expressed that
sexual activity can have negative social consequences.
For example, a student stated: “In my opinion, sexual relations, if not controlled can have very bad consequences
for the individual, such as AIDS, which is very dangerous.”
(A 21-year-old boy).
Another student said: “In addition to leading to common diseases, sex has many social consequences as well.
Sometimes sex may lead to committing suicide or killing
another person.” (A 19-year-old girl).

4.1.4. Perceived Benefits

Perceived benefits refer to belief in efficacy of the advised action to reduce risk or seriousness of impact.
Benefits identified in this study include having physical
and mental health, being aware of the disadvantages
and complications of premarital sexual intercourse, perceived social benefits like keeping honor or dignity of
themselves and their families, and psychological benefits
such as mental and spiritual peace. For example, one student stated: “I do not want to lose my personality and my
family’s dignity and that is why I do not want to have premarital sexual intercourse.” (A 20-year-old girl).
Another participant said: “Well, if I do not have premarital sexual intercourse, I will certainly have a calm mind and
thought and my mind is not involved.” (A 25-year-old girl).

4.1.5. Perceived Barriers

Perceived barriers are beliefs about the tangible and
psychological costs of the advised action, such as being
uncomfortable with preventive or therapeutic measures.
In this study, perceived barriers cited by students include
the inability to control emotions, ladies’ unsuitable hijab
and the feeling of being inferior to others. For example,
a student said: “at university, some girls do not have appropriate hijab that can have some effects [on boys]. This
might lead to sexual stimulation.” (A 22-year-old boy).

4.1.6. Normative Beliefs

the students stated that they acted based on what their
families accept as important. Others stated that they
acted according to their friends’ norms. For example, one
participant said: “The most important factor that prevents me from having premarital sexual intercourse is
my family, because I have a family that is committed to a
set of principles. It is for their sake that I am not going to
go have sex.” (A 23-year-old girl).

4.1.8. Perceived Self-Efficacy

Self-efficacy is one’s confidence in his/her ability to perform or not to perform a behavior. In this study, a number
of students reported that they had efficacy required to
face problematic situations and some others stated that
they ’did not have the ability to avoid premarital sexual
intercourse. However, some students said that they had
high self-efficacy for overcoming barriers. For instance,
one of students said: “Some people can control themselves
against sexual stimulation and avoid sex, but some cannot.
I cannot control myself against sexual stimulation and I
am going to experience it if possible.” (A 20-year-old boy).

4.2. Religious and Spiritual Beliefs

Religious and spiritual beliefs constitute the second
main category of factors extracted from data and include
subcategories of religion and spirituality cited frequently by the students in this study.

4.2.1. Religion

In this study, religion was repeatedly mentioned by
participants as a shield to avoid premarital sexual intercourse. Even students who had experienced sexual intercourse reported religion as a deterrent to sexual behavior
before marriage. Sex before marriage was considered a
sin based on religious beliefs of many students. For example, one student said:
“Religious beliefs are very important. People who really
adhere to Islamic religion will never experience premarital sexual intercourse, and if they have sex, it is adultery,
sin and forbidden in Islam.” (A 22-year-old boy).

4.2.2. Spirituality

The normative beliefs are beliefs about whether each
referent approves or disapproves of the behavior. Regarding sexual behavior, many of the students state that their
friends considered this kind of sex as ordinary. For example, one participant stated:
“Many of my friends have premarital sexual intercourse
and it is normal for them. When I’m with them, they talk
about sexual affairs.” (A 21-year-old boy).

Some students reported moral and humanitarian issues as factors affecting sexual intercourse. They deemed
sex as inappropriate in their opinions. For example, one
participant stated in this regard:
“I personally think premarital sexual intercourse is
not right. Regarding having unpermitted affairs with a
person, one should imagine oneself in her shoes. This is
what I always do. This is related to ideological issues.” (A
21-year-old boy).

4.1.7. Motivation to Comply

4.3. Character

Motivation to comply is belief about whether each referent approves or disapproves of the behavior. Many of
4

Character is the third main category of factors extracted
from the data. Some of the factors that influence whether
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or not to avoid premarital sexual intercourse from the
students’ view were related to character. They include
self-esteem, instinct and sense of independence.

4.3.1. Self-Esteem

Some participants stated that they value themselves
and respect their privacy. For example, one student said:
“The most important factor that prevents me from having premarital sexual intercourse is that I value my character, my body and my arms and I do not allow everybody
to be with me or can have access to me.” (A 20-year-old
girl).

4.3.2. Instinct

The sexual instinct is an internal desire for the opposite
sex present in all people. A large number of students reported the libido and sexual drive, inner passion and precocious puberty as the reasons for having sex. One of the
participants stated in this regard:
“Many of the students think there is no reason they
should not have premarital sexual intercourse. We have
passion and sexual instinct. Therefore, we should have
sex.” (A 22-year-old boy).

4.3.3. Sense of Independence

Some of the participants thought that feeling independent and grown up can encourage a person to have sex
outside of marriage. In these cases, people are willing to
make their own decisions. For example, a student said:
“I am grown up, I must be independent. At my age I
should decide or think for myself and decide whether I
should have sex or not.” (A 24-year-old boy).

5. Discussion
In this study, health beliefs, religious and spiritual beliefs and character were the main categories of individual factors affecting premarital sexual intercourse. Subcategories of health beliefs include attitude, perceived
susceptibility, perceived severity, perceived benefits, perceived barriers, perceived self-efficacy, normative beliefs
and motivation to comply.
Since most health problems are closely related to human behavior, theories and models of behavior can provide insights into finding ways to prevent health problems (20). Conceptual validity of the factors identified in
this study was supported by numerous health behavior
theories which used to understanding sexual behavior
of adolescents and young people (21). Various models
and theories have been used to explain the attitudes and
sexual behaviors in adolescents worldwide (1, 22). The
Health Belief Model (HBM) and the Theory of Planned
Behavior (TPB) are most common frameworks that used
to understand the behavioral patterns in adolescent (18,
19). The theory of planned behavior suggests that the
most important predictor of behavior is the individual’s
Iran Red Crescent Med J. 2016; 18(2):e21220

intention to do or not to do the behavior (23). Attitude toward behavior and subjective norm are included in the
theory of planned behavior (24). The HBM is based on the
assumption that individuals will take a specific healthrelated behavior if they have a positive expectation of
avoiding the negative health condition (19). Perceived
barriers, perceived benefits, perceived susceptibility, and
perceived severity are health belief model constructs
(25). In this model, behaviors to reduce health risks (e.g.
to delay the onset of sexual intercourse) are done when
people can understand that the risks are real and serious
(e.g. AIDS and deaths) and feel they are at risk and know
the desired behavior (avoiding sex) can reduce their
health risks. Also, when people decide to act, first they
evaluate costs of a disease such as AIDS against the costs
of preventing it by avoiding sex or using a condom (26).
Perceived severity and perceived susceptibility to HIV/
AIDS can indirectly affect adolescents’ intention to avoid
sex (27).
Self-efficacy was originated from the Bandura’s selfefficacy theory (28). In a study, self-efficacy in sexual abstinence was most strongly predicted by previous sexual
activity. Based on attitudes and norms toward sex with a
steady girlfriend/boyfriend in Iran, in which any type of
sexual contact before marriage is unacceptable (29). In
the study by Rijsdijk et al. (2012), attitudes, perceived social norms, and self-efficacy were identified as predictors
of adolescents’ intentions to delay intercourse in Uganda
(30). It seems that in Iran, due to cultural norms which
considered talking about sexual topics in public as taboo,
formal education about such issues in schools, universities and community is nonexistent and communication
with parents about them is rare.Religious and spiritual
beliefs are another major category of factors identified in
this study. Islamic religious beliefs play an important role
in people’s attitudes toward a disease (31). Another study
has revealed that greater religious involvement was a protective factor to have unsafe sexual behavior, so that students who had higher religious scores were significantly
more likely higher self-efficacy to refuse sex and their attitude were positive toward avoiding sex. These students
were more likely never to have had premarital sexual intercourse. It is consistent with social norms and religious
values in Islamic societies that inhibit unmarried people
from high-risk sexual behavior (29). In a study by Mohammadi et al. the boys who regarded themselves as religious
had less knowledge of sexual issues compared to those
who regarded themselves as being somewhat religious
or not religious (3).
Spirituality as an inherent image in humanity is experienced by all people with both the emotional and intellectual elements (32). A number of studies has reported
that a high level of spirituality was associated with lower
levels of risk behaviors by youth. In the studies by Weaver
et al. (2000) and Josephson and Mabe (2004), spiritual
and religious involvement of the adolescents and their
families are associated with delaying sexual behavior (33,
5
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34). Involvement and attendance in religious communities can provide opportunities for young people to be
exposed to social and spiritual teachings and value for
avoiding of risky behaviors in adolescents (35).
In this study, character was another category of individual factors affecting premarital sexual intercourse.
In their study, Ma et al. (2008) showed that character
strengths may be associated with lower levels of sexual
behaviors among African-American adolescents (36).
Mico et al. (2013) found that inhibitory aspects of the
personality have deeper effects on sexual motivation
than excitatory aspects of the personality (37). High selfesteem was reported as a predictor of out-of-school girls’
sex avoidance (38). On the other hand, low self-esteem
and high sexual maturity in adolescents were associated
with early sex in adolescents (39). Also, the increase in
premarital sex among male students can be attributed to
the fact that they were more independent from their families and had greater access to young women for sex (6).
In general, the use of multiple theories makes combining
important variables possible and allows us to provide a
holistic and comprehensive explanation (40).
In this study, there are certain limitations including
first, we were unable to determine the number of people
who had sex before marriage. Second, the fact that socially sensitive behavior is likely to be under-reported
especially when face to face interviews are used instead
of self-administered questionnaires (29). Third, sampling
strategy can be biased because people who speak more
comfortably about sexual issues are more likely to be included in the study.
The strong points of the current study include maintaining strict privacy and observing rights of the participants. The study also successfully includes unmarried
students in an in-depth qualitative study and obtains
sensitive information associated with sexual issues. Finally, the results of this study have both theoretical and
empirical implications for future research.
The current study identified premarital sexual intercourse-related individual factors among students. Also,
areas where health professionals should assess and target for intervention were determined (health beliefs, religious-spiritual beliefs). This study also shows some characteristics and beliefs associated with sexual behavior
which are related to behavior change models and theories. Therefore, the importance of using behavior change
theories and models for designing interventions aimed
at reducing sexual activity and controlling and preventing premarital sex is stressed. Nonetheless, due to the nature of qualitative research, further research is required
to explore the relationship between the identified variables, identify causal determinants and evaluate generalizability of the findings. Finally, this study is a form of
shared experience that can help similar studies. Similar
research is recommended to identify the determinants of
having or not having sex in adolescents and young adults
outside the campus.
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