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Abstract
Background
HIV/AIDS is one of the major public health problems and a barrier to the progress of human
civilization that is considered as a big concern for people all around the world. Premarital sexual
abstinence is introduced as the most effective way to avoid HIV/AIDS. This study aimed to determine
associated factors in the preventing behaviors of HIV/AIDS among young people using the Extended
Health Belief Model.
Materials and Methods
This research was a cross-sectional descriptive analytical study which was conducted on 577 students
in different universities in Shiraz. The participants were enrolled in the study using random stratified
sampling method. A researcher-made questionnaire based on Extended Health Belief Model was
implemented to collect data. Data were analyzed with SPSS V.18 using independent t-test, ANOVA,
and Pearson correlation coefficient.
Results
In this study, the intention of premarital sexual abstinence had a statistically significant association
with the constructs of knowledge, perceived susceptibility, perceived benefits, perceived barriers,
perceived self-efficacy, subjective norms, and religious beliefs (P<0.05).
Conclusion
When designing programs for the prevention of HIV/AIDS and for the promotion of the premarital
sexual abstinence, it might be useful to utilize the Extended Health Belief Model and focus on
religious beliefs and subjective norms.
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1- INTRODUCTION
HIV/AIDS is one of the major public
health problems and a barrier to the
progress of human civilization that is
considered as a big concern for people all
around the world (1). It is not only a health
problem but also, a social economic
problem as well (2). According to the
World Health Organization (WHO) about
35 million people are living with
HIV/AIDS, of whom 31.8 million people
are young people and 3.2 million people
are under 15 years of age (3). Although,
expanding antiretroviral therapy (ART) to
all people living with HIV and expanding
prevention choices can help avert 21
million AIDS-related deaths and 28
million new infections by 2030 (4-7).
After the first wave of AIDS in Iran, which
occurred due to the use of contaminated
blood and blood products, the second wave
of the epidemic occurred in prisons and
drug rehabilitation centers where the
infection spread due to the share of
infected needles. It seems that in recent
years the pattern of transmission has
changed and the percentage of new cases
infected through sexual contact has
increased (8).
Youth and adolescents are among the
groups at high risk of the disease because
individuals in these age groups have an
increased level of social relations and
context and thus they are more at risk of
developing high-risk behaviors (9). Since
no vaccine or effective treatment against
AIDS has been introduced yet, the
prevention of HIV infection is the most
effective way to control the disease (10).
The World Health Organization (WHO)
has introduced the premarital sexual
abstinence as the most efficient measure
for the prevention of sexually transmitted
diseases, especially HIV/AIDS. In several
countries such as Uganda and the United
States of America, abstinence from sex
before marriage has been introduced as a
priority method for the prevention of
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HIV/AIDS among male adolescents (11).
Although every behavior is unique, but
there are a limited number of variables that
are used as determinants of a behavior.
Understanding these variables and their
role in behavioral perceptions can help us
to design effective programs for behavioral
changes (12). As a result, a number of
models that are used to explain health
behaviors are based on the assumption that
high perceived risk is associated with
lower levels of risk behaviors (13). Health
Belief Model (HBM) is one of the simplest
models (14). HBM is one of the first
models which used behavioral science
theories to solve the health problems. This
model is more focused on the prevention
of diseases and demonstrates the
relationship between beliefs and behaviors;
it is rooted on the assumption that
preventive behaviors are based on a
person's beliefs (15). In this model, the
behaviors to reduce health risks (for
instance, delaying the initiation of sexual
contacts) are adopted when people
perceive a serious and critical risk (e.g.
death from AIDS), and when they feel they
are in danger; in such a case, they adopt
the behavior when they feel doing the
desired behavior (avoidance of sexual
contact) reduces the health risk (14).
However, according to some researchers,
the HBM is not necessarily a good strategy
for sex education programs about
premarital sexual abstinence because this
sexual behavior is associated with some
individual characteristics such as their
religious beliefs, while these variables are
not included in the health belief model. In
view of that, many young people express
many different items including personal
and religious factors as their own reason
for premarital sexual abstinence (16).
Adopting behaviors which are rooted in
religious beliefs may influence health and
prevent disease transmission. Because of
the limitations imposed on sexual behavior
by traditional and religious beliefs, having
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faith in and acceptance of a religion is
negatively associated with sexually
transmitted diseases. For various reasons,
following the Islamic beliefs has many
benefits which protect individuals against
sexual transmission of HIV. Banning
sexual relationships outside the marriage
may reduce the risk of HIV infection;
hence, the negative relationship between
HIV prevalence and being Muslim has
been reported (17).

2- MATERIALS AND METHODS

The concept of subjective norms is another
variable that plays an important role in
forming the intention for adopting healthy
behavior. Subjective norms are the
individual perceptions about what other
important people think of certain behaviors
– whether a certain behavior is accepted or
rejected by key people. Several evidences
have shown that subjective norms are
especially important in the field of health
(18). Myklestad and Rise (2007)
conducted a study entitled as "predicting
the intention to engage in sexual relations
and planning for safe sexual behaviors
among adolescents in Oslo; they pointed
out that subjective norms were the most
important predictors for intentions of
protective sexual behaviors among female
adolescents (19). The existing evidence
also, shows that teenagers have introduced
the subjective beliefs (reflected in the
talks) of their friends who have
experienced sex as a reason to avoid sex
(20). Vakili et al. in their study concluded
that the training programs are not much
tailored to the cultural characteristics of
Islamic communities (21). Thus, it seems
necessary to add the construct of religious
beliefs and also the construct of subjective
norms l to the health belief model, as they
could help to identify factors associated
with the intentions and behaviors to
prevent HIV/AIDS. This study aimed to
determine associated factors in the
preventing behaviors of HIV/AIDS in
young people using the Extended Health
Belief Model.

2-2. Methods
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2-1. Study Design and Population
This
cross-sectional
descriptive
analytical study was conducted on students
in different universities in Shiraz, South
West of Iran (Shiraz University, Shiraz
University of Medical Sciences, Shiraz
University of Technology, Shiraz Islamic
Azad University, and Shiraz Payam Noor
University).
We used stratified random sampling
method. To this end, each university was
classified as strata and the sample size was
calculated in proportion to the population
of the university by gender, and then the
samples were randomly selected. To select
the participants, first the lists of students of
each University were obtained. Then the
samples were randomly selected in
proportion to the number of students in
each stratum. According to a related study
(22), d=0.04, p=0.60 and confidence
interval 95% by using the formula, sample
size was calculated as 577 people.

2-3. Measuring tools
A researcher-made questionnaire was used
in the current study based on qualitative
research by Ghaffari et al. (22) which
included demographic variables and the
constructs of the Extended Health Belief
Model; it contained 55 questions for
knowledge, 5 questions for perceived
susceptibility, 10 questions for perceived
severity, 8 questions for perceived
benefits, 8 questions for perceived barriers,
7 questions for self-efficacy, 7 questions
for subjective norms, 12 questions for
religious beliefs, and 3 questions for
premarital
sexual
abstinence.
The
questions about knowledge had three
choices (yes=1 point, no and do not
know=zero point). The constructs of
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Health Belief Model were measured on a
five-point Likert scale, ranging from
strongly agree to strongly disagree
(strongly agree=5 points, agree=4 points,
no idea=3 points, disagree=2 points, and
strongly disagree=1 point). It is worth
mentioning that to ensure the accuracy of
responses presented by the participants
some of the questions were designed as the
reverse negative questions. Face validity of
the tool was confirmed through obtaining
the experts opinions. In addition, the
average scores of Content Validity Ratio
(CVR) and Content Validity Index (CVI)
were 0.88 and 0.97, respectively. Based on
the results of Cronbach's Alpha
Coefficient, the internal consistency
reliability of the toll was between 0.790.96. Moreover, the Intra-class Correlation
Coefficient (ICC) was between 0.80-0.92.
2-4. Inclusion criteria
Inclusion criteria were as follows: being
first-year student at the undergraduate
level, being single and giving consent to
participate in the study.
2-5. Exclusion criteria
The exclusion criterion was just partial
completion of the questionnaire.
2-6. Ethical considerations
Before completing the questionnaire, the
participants of this study were presented to
the target group and the informed consent
was obtained from the participants.
2-7. Data analyses
The collected data were analyzed with
SPSS V.18 using independent t-test,
ANOVA
and
Pearson
correlation
coefficient.
3- RESULTS
The study findings showed that the
mean age of participants was 21.44±2.36
years with an age range of 18-36 years old.
Among the age groups, people aged 21-23
year old had the highest frequency (n=302,
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52.3%). Moreover, of all the participants,
262 persons (45.5%) were male and 315
persons (54.6%) were female. In addition,
concerning the employment status of the
participants, 58 persons (10.1%) were
employed, 516 people (89.4%) were
unemployed, and 3 persons (0.5%) did not
report
their
employment
status.
Concerning the employment status of
fathers, 192 students (33.3%) reported that
their fathers were self-employed (the
highest frequency), and 22 students (3.8%)
reported that
their
fathers
were
unemployed (the lowest frequency). In
addition, concerning the employment
status of mothers of the studied students,
476 students (82.5%) reported that their
mothers were housewives (the highest
frequency), and 1 student (0.2%) reported
that his mother was worker (the lowest
frequency). Concerning the educational
level of fathers, 181 students (31.4%)
reported that their fathers had high school
diploma (the highest frequency), and 48
students (8.3%) reported that their fathers
were illiterate (the lowest frequency). In
addition, concerning the educational level
of mothers of the studied students, 181
students (31.4%) reported that their
mothers had high school diploma (the
highest frequency), and 37 student (6.4%)
reported that their mothers had associate
diploma (the lowest frequency). Of all, 364
students (63.1%) were living with their
families, 193 students (33.4 percent) were
living in a dormitory, 18 students (3.1%)
were away from their families and were
living in a rented house or with friends,
and two students (0.3%) did not report
their residence.
As presented in Table.1, the results
showed a significant difference between
the gender with intention of premarital
sexual abstinence (P<0.001); accordingly,
the intention of premarital sexual
abstinence in females was more than that
in male students. In addition, the results of
independent t-test showed a significant
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difference between the employed and
unemployed students with premarital
sexual abstinence (P=0.027). So, that, the
unemployed students had stronger
intention of premarital sexual abstinence
than employed students. However, there
was no significant difference between the
intention of premarital sexual abstinence
with age, family dimension, employment
status of father and mother, and
educational level of father and mother.

other fields of study. The results also,
showed that there was a significant
difference between the mean scores of
intention of premarital sexual abstinence
and current residence of the participants
(P=0.001). So that, students who were
away from their families and were living
in rented houses or with their friends had
lower scores of intention of premarital
sexual abstinence than those living with
their family or in a dormitory.

As shown in Table.2, the results of
ANOVA showed a significant difference
between the mean scores of intention of
premarital sexual abstinence with field of
study (P=0.028). The results of multiple
comparisons showed that the mean scores
of students in intention of premarital
sexual abstinence were significantly
different between the students in the field
of mathematics and those studying in the
field of experimental sciences (mean
difference=1.12; P=0.041). However, there
was no significant difference between the
mean scores of intention of premarital
sexual abstinence between the students in

According to the results of Pearson
correlation coefficient, the intention of
premarital sexual abstinence had a
statistically association with the constructs
of knowledge, perceived susceptibility,
perceived benefits, perceived barriers,
perceived self-efficacy, subjective norms,
and religious beliefs. In other words, there
was a reverse relationship between the
intention of premarital sexual abstinence
with perceived susceptibility and perceived
barriers; hence, with a decrease in
perceived susceptibility and perceived
barriers, the intention of premarital sexual
abstinence increases (Table.3).

Table-1: Association between of intention of premarital sexual abstinence and demographic variables
No.

*
Mean± SD

Male
Female

262
315

71.83±25.39
89.86±16.04

≥21
<21

345
232

81.84±22.83
81.44±22.43

Variables

Gender

Age

Family
dimension

≥4
<4

Educational
level of
father

Less than
high school
diploma
Higher
than high
school
diploma

Pvalue

Pvalue

58
516

75.40±23.99
82.36±22.46

0.027

0.836

Employment
status of
father

Employed
Unemployed

98
479

81.22±22.62
81.77±22.68

0.829

Employment
status of
mother

Housewife

476

82.28±22.33

0.126

Employed

101

78.81±24.04

Less than
high school
diploma
Higher than
high school
diploma

286

82.19±22.71

283

81.06±22.70

82.32±22.35
204

357

* Mean±SD

Employed
Unemployed

83.38±22.59

80.90±23.15

No.

Employment
status

<0.001

80.39±22.93
258
288

Variables

0.478

Educational
level of
father

0.162

0.553

* Scores are reported based on a 100 points scale; SD: Standard deviation.
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Table-2: Association between of intention of premarital sexual abstinence and field of study, and
current residence of the participants
*Mean ± SD

Variable

Field of study

Current residence

Mathematics
Experimental sciences
Humanitarian sciences
Foreign Language
Art

78.68±24.29
86.15±21.70
83.96±20.77
78.64±22.77
80.0±11.54

Living with family
Students dormitory
Rented house or with friends

81.08±22.51
84.42±21.94
64.07±26.58

P-value

0.028

0.001

* Scores are reported based on a 100 points scale.

Table-3: Pearson correlation coefficient between the constructs of Extended Health Belief Model
Constructs
Knowledge
Susceptibili
ty
Severity
Benefits
Barriers
Selfefficacy
Subjective
norms
Religious
beliefs
IPSA***

Knowled
ge
1
0.072

Susceptib
ility

Severity

Benefits

0.062
0.126 **
- 0.162**
0.131 **

Barriers

Selfefficacy

Subjectiv
e norms

Religious
beliefs

0.059
-0.143 **
0.214 **

1
0.207 **
0.088 *

1
-0.357 **

1

-0.172 **

-0.041

0.552 **

-0.667 **

1

0.201 **

-0.152 **

-0.011

0.531 **

-0.551 **

0.622 **

1

0.168 **

-0.066

0.175 **

0.709 **

-0.397 **

0.584 **

0.588 **

1

0.098 *

-0.145 **

0.002

0.638 **

-0.485 **

0.708 **

0.568 **

0.698 **

IPSA ***

1

4- DISCUSSION
In this study there was a statistically
significant relationship between the
intention of premarital sexual abstinence
with the constructs of knowledge,
perceived
susceptibility,
perceived
benefits, perceived barriers, perceived selfefficacy, subjective norms, and religious
beliefs.Since many of the health problems
are closely related to human behavior,
behavioral theories, and models can make
new insights and offer some methods to
prevent health problems (23). Several
different models and theories are proposed
to explain the sexual attitudes and
behaviors of adolescents all across the
world (24). Health Belief Model is one of
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the most common frameworks proposed to
understand the behavioral characteristics
of adolescents (25, 26). However, the
Health Belief Model is facing some
limitations and shortcomings, particularly
with regard to issues related to HIV/AIDS
and sexual behaviors. For instance, the
subjective norms which are one of the
most important predictors of intention of
healthy sexual behavior (19) are not
included in this model. In addition, sexual
behavior is associated with some
individual characteristics such as religious
beliefs; this construct too is not included in
the Health Belief Model (16).
In the present study, there was a significant
relationship between the knowledge of
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HIV/AIDS and the intention of premarital
sexual abstinence. This is not consistent
with the results of other studies. For
instance, Iriyama et al. in their study
reported that high scores of knowledge of
HIV/AIDS in adolescents had no
significant relationship with their intention
of avoiding sex (11). In addition, Karimi
and Niknami conducted a study to assess
the AIDS preventive behaviors in drug
users in Zarandieh, and the findings of
their study showed that a high percentage
of the studied subjects, despite having
good knowledge of AIDS, did not have an
appropriate preventive behavior (27).
Moreover, the results of a study by Memon
in the UK showed that although young
people were aware of the dangers of risky
behaviors, they did not change their
intention and behavior towards healthy
sexual behaviors (28). In addition,
Ghaffari et al. reported no significant
association between knowledge of
HIV/AIDS and the intention to avoid
sexual contacts (29). These findings
indicate that having knowledge alone,
especially in youth and adolescents, does
not have an impact on intention. In other
words,
the
relationship
between
knowledge and intention is not always
linear. Having or not having sufficient
knowledge cannot be the only reason for
the presence or lack of intention, on the
other hand many other factors also play a
role as mediators.
In this study there was a significant
indirect relationship between perceived
susceptibility to HIV/AIDS and the
intention of premarital sexual abstinence.
Consistent with our results, Iriyama et al.
in their study reported that adolescents
with higher levels
of perceived
susceptibility to AIDS did not have a
strong intention to avoid sex. In other
words, a high level of perceived
susceptibility in adolescents had reduced
their intention of avoiding sex (11). In
contrast to these results, Gielen et al.
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reported that young women with high
levels of perceived susceptibility were
more likely to avoid having sex with other
people (30). In addition, Ghaffari et al.’s
study showed that high level of perceived
susceptibility had a positive relationship
with the intention to avoid sexual contacts.
Hence, young people who believed they
were less susceptible to HIV/AIDS were
less likely to remain in an abstinence state
(29). It seems that the high perceived
susceptibility can cause great fear of a
health problem which in turn would lead to
a denial of the health problem.
In the present study, there was no
statistically
significant
relationship
between the perceived severity and the
intention of premarital sexual abstinence.
It is in line with the results of a study by
Leerlooijer et al. (31). However, it is not
consistent with the results of some other
studies. For instance, Iriyama et al. in their
study showed that adolescents who had a
high level of perceived severity of AIDS
completely agreed with the intention of
premarital sexual abstinence (11). Petosa
and Jackson in their study showed that
perceived
severity
and
perceived
susceptibility were associated with the
intention to increase safer sexual
behaviors, for instance premarital sexual
abstinence (32). Because of the tangible
and intangible outcomes of HIV/AIDS
(such as discrimination and social stigma,
medical outcomes, economic and social
outcomes), it seems that although the
participants in this study perceived the
complications and the severity of the
disease outcomes, they may not develop
the intention of preventing this health
problem. Concerning the perceived
benefits, it should be noted that the
analysis of the benefits minus the barriers
may occur when the people think that
fighting the barriers is costly, dangerous,
unpleasant,
and
time
consuming.
According to the researchers, people’s
perception of the benefits helps to pave the
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way. As a result of a person adopts or
avoids a behavior based on the results of
analysis of the benefits minus the barriers
(33). In line with this, a study by Eshrati et
al. showed that people's perception of the
benefits and barriers was effective in
reducing risk behaviors associated with
HIV (34). Thus, according to the theory of
expected value (35) people adopt a
behavior which they expect to provide
them with more benefits.
The significant and indirect relationship
between perceived barriers and premarital
sexual abstinence shows that with
increasing the perceived barriers peoples’
intention of premarital sexual abstinence
reduces. Consistent with our results, the
study by Yep showed that perceived
barriers had a negative association with
high risk sexual behaviors (36). In
addition, in a study by Ghaffari et al.,
adolescents who had perceived more
barriers to safe sexual behavior reported
that they were less likely to remain in a
state of premarital sexual abstinence (29).
It seems that, because of the presence of
some stimulus or environmental and
individual factors promoting sexual
behaviors, it might be difficult to make
plans and decisions for a healthy sexual
behavior.
In this study there was a significant
relationship between the perceived selfefficacy and the intention of premarital
sexual abstinence. Similarly, several
studies have pointed out the important role
of perceived self-efficacy on the intention
of having sex or avoiding sex (29, 37, 38).
In addition, other findings have reported
the relationship between sexual behavior
and self-efficacy (39, 40). In addition, the
study by Sacolo et al. showed a positive
relationship and correlation between the
intention to delay sex and self-efficacy
(41). In Ghaffari et al.’s study, high levels
of self-efficacy was associated with the
intention of avoiding sex (29). The results
of a study by Oladepo and Fayemi showed
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that there was a statistically significant
relationship between the avoidance of
sexual behaviors and the perceived selfefficacy (42). Therefore, these results
highlight the importance of self-efficacy in
programs designed for the prevention of
sexual behavior in adolescents and young
people. Hence, young people who have
self-efficacy skills to overcome barriers to
avoid sexual contacts and are also
confident of their ability to avoid sex, are
more likely to make plans for premarital
sexual abstinence. In the present study,
there was a significant and direct
relationship between the subjective norms
about premarital sexual abstinence and the
intention of premarital sexual abstinence.
As one of the major limitations of the
Health Belief Model, it ignores the
influence of subjective norms of friends
and peers on decisions about health
behaviors, especially on issues related to
sexual behaviors (43). Therefore, in this
study, subjective norms were added to the
Health Belief Model. Since young people
and their lifestyle are much influenced by
friends and peers, their intentions are
closely associated with the trends in social
networks of peers who have similar high
risk behaviors (44). Some researchers
believe that peers decisions are among the
key factors that influence the adoption and
continuity of high risk behaviors (45).
There is much evidence in all communities
showing that peer behavior is a model for
individual behaviors; this is also, true for
sexual issues and behaviors among
adolescents and young people (46). For
instance, Ruiz-Canela et al. in their study
reported that adolescents who had more
sexual relations whose friends had
encouraged them to have sex. On the other
hand, those who had not experienced sex
received messages from their friends that
had encouraged them to avoid sex (47).
Hoseinpour et al. and Peyman et al.
reported that 10 to 12 percent of sources of
information about HIV/AIDS was friends
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and peers (48, 49). Moreover, several
studies have pointed out the relationship
between subjective norms of peers and the
intention of avoiding sex (31, 50). For
instance, Ghaffari et al. reported that low
level of perceived subjective norms about
abstinence was more associated with
avoiding sex in adolescents (29).
Several studies have recommended
extending the Health Belief Model (51,
52), so that it covers the HIV/AIDS
prevention programs. Some experts have
suggested including cultural factors such
as religious beliefs about sexually
transmitted diseases, AIDS, sexual
contacts, and the prevention methods in
this model (36). In this study, there was a
significant relationship between religious
beliefs and the intention of premarital
sexual abstinence. In line with the results
of our study, Cote et al. reported religious
beliefs as a motivation to avoid sexual
intercourse, especially among adolescents
who had an intention of premarital sexual
abstinence (53).
Some other studies have also showed that
religious behaviors or attitudes may be a
protective factor that is associated with
delaying the onset of sexual behaviors (5456). In addition, the findings of other
studies suggest that religious activities are
among the protective factor avoiding risky
sexual behaviors. Hence, students who
scored higher in religious items were more
likely to have higher self-efficacy and
positive attitude towards the premarital
sexual abstinence. These students were
also, more likely not having an experience
of sexual behavior (57). Other studies have
shown that paying attention to religion,
participation in religious ceremonies, and
religious attachment were significantly
associated with lower levels of sexual
behavior before marriage (54, 58).
Rahmani et al. in their study reported that
religious beliefs are an important deterrent
lowering the past history of sexual
behaviors before marriage (59). In
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addition, Rostosky et al. concluded that
religion caused a delay in the onset of sex
and even reduced later sexual behavior
(60). Moreover, Gold et al. reported that
adolescents with stronger religious beliefs
were less likely to have sex than
adolescents who had less strong religious
beliefs (61). Therefore, adding religious
beliefs to the Health Belief Model is a
good practice that can properly explain the
association between premarital sexual
abstinence and Islamic principles and
religious values in Iran.
4-1. Limitations of the study
The child's habit and socio- cultural
context that can influence the pain
experience of children and was not
controllable in the present study.
5. CONCLUSION
This study had certain limitations. Due to
the sensitivity of the topic of this study and
as there were specific social, cultural,
legal, and moral limitations, we were not
able to examine the students’ premarital
experience of sex. In addition, it is likely
that the participants under reported illegal
sexual behaviors and issues. Moreover,
young single people who did not enter
university, for any reason, were not
assessed in this study. Hence, it is
recommended to conduct similar studies to
identify factors associated with premarital
sexual behaviors or premarital sexual
abstinence in adolescents and young adults
outside the university.
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