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Sexual health education 
issues (challenges) for adolescent boys 
in Iran: A qualitative study
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Abstract:
BACKGROUND: Sexual health education, especially in adolescents, faces excess challenges in 
many cultures. Iranian adolescents, especially boys, have many educational needs in the field of 
sexual health that have not been met due to various obstacles. The main purpose of this qualitative 
study was to explore the challenges of sexual health education for Iranian adolescent boys.
MATERIALS AND METHODS: This qualitative content analysis study was conducted through 
individual semi‑structured in‑depth interviews from 45 participants  (20 adolescents and 25 key 
adults). Data were analyzed using inductive conventional content analysis based on the Graneheim 
and Lundman’s approach via MAXQDA software (version 2010) by VERBI GmbH Company, Berlin, 
Germany.
RESULTS: In total, 2 categories and 11 subcategories emerged; including, “extrapersonal barriers 
to sexual health education for adolescent boys” containing seven subcategories of lack of clear 
policies, family inadequacy, social barriers, cultural heterogeneity, school inadequacy, cyber threats, 
and educational process inadequacy concerning adolescent sexual health education as well as 
“intrapersonal barriers to sexual health education for adolescent boys” comprised four subcategories 
of uncontrolled emotions of adolescence, adolescent rebellion, information and communication 
weaknesses, and adolescents’ concerns about being judged by others.
CONCLUSION: The findings clarify some barriers to sexual health education for adolescent boys. 
Therefore, it was recommended to develop community‑based educational programs to change 
attitudes of families and society toward addressing the challenges of providing sexual health 
education to adolescent boys. Moreover, it was suggested to utilize an educational program specific 
to adolescent boys, tailored to the Iranian culture, using the potential of religion.
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Introduction

At present, there are approximately 
1.2  billion adolescents living around 

the world that are considered as valuable 
resources for socioeconomic progress of 
countries.[1,2] Adolescence refers to a stage of 
life characterized by a number of physical 
and hormonal changes that can lead to sexual 
maturation and fertility. These changes also 
make them vulnerable to risks.[3] Today, 

sexual and reproductive health issues 
such as unwanted pregnancies and 
infections with acquired immunodeficiency 
syndrome (AIDS) and hepatitis are among 
the most important causes of adolescent 
mortality across the world. Most of these 
deaths can be prevented, and therefore, 
justify extensive measures adopted to 
promote adolescent health in the world and 
including Iran.[4‑6] It should be noted that 
adolescence is a chance when individuals 
can be assisted in the path to achieving their 
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abilities.[3,7] and making informed decisions regarding 
sexual and reproductive health as well as being protected 
from related diseases.[8,9] However, discussing sexual 
and reproductive issues can be a challenge for families, 
schools, and communities.[10] Negative attitudes toward 
sexual health education, ineffective communication 
skills, inadequate teaching materials, as well as 
insufficient awareness of parents and teachers in many 
developing countries have prevented adolescents’ 
access to basic knowledge in this domain.[11‑13] As a 
result, adolescents experience sex, followed by sexually 
transmitted diseases or unwanted pregnancies.[14] 
Evidence has also suggested that boys have been less 
respected in terms of sexual education. In fact, adolescent 
boys and young men constituting half of the problem 
and half of the solution have been often ignored.[15,16] In 
Iran (2018), it is estimated that the number of new HIV 
infections  (men, 15+) 3200  (810–8600), is three times 
higher than  (women, 15+) 1000  (<500–3000), and the 
AIDS‑related deaths  (men, 15+) 2100  (1100–3900) are 
four times higher than (women, 15+) <500 (<500–990).[6] 
The current emphasis is also placed on boys’ needs to 
gain more information and receive health education in 
a formal manner.[15]

Currently, there are a series of barriers to beneficent 
sexual and reproductive health for teenagers. At 
the political level, there are often restrictive laws 
and policies. Various social, cultural, and religious 
factors create a deterrent to discuss adolescent sexual 
health. Poor reproductive health of adolescents can 
be caused by conflicts about teaching these issues to 
adolescents.[14] Accordingly, sexual health education 
should be recognized as a political, sociocultural, 
and educational process. However, this issue has 
still remained as a taboo within the cultural context 
of Iran.[2] Since our information about sexual health 
education to Iranian boys was very insufficient and 
what is available in international documents does not 
convenient our social and cultural contexts, so it seemed 
necessary to obtain key information and experiences 
in this area. Recognition of sexual health education 
challenges in cultural context of Iran should be based 
on a clear understanding of key people’s experiences in 
this field. Moreover, this was achieved through a deep 
understanding and clarification of this phenomenon 
through a qualitative study. Therefore, the present study 
was conducted to explore challenges of sexual health 
education for Iranian adolescent boys.

Materials and Methods

This study was performed using a qualitative approach 
and an inductive conventional content analysis method 
between June 2018 and July 2019. The participants 
included a total number of 20 adolescent boys aged 

12–16 years and 25 key adults aged 30–58 years including 
fathers, mothers, teachers, school administrators, clerics, 
sociologists, psychologists, counselors, policy‑makers, 
experts, as well as sexual and reproductive health 
professionals, and nongovernmental organization 
representatives. They were selected using a purposive 
sampling method with maximum variation of level of 
education, occupation, and social‑economic‑cultural 
status. The data collection was conducted through 
semi‑structured in‑depth interviews performed 
individually from key adults in the cities of Mashhad 
and Tehran, Iran. The adolescent boys aged 12–16 years; 
they were Iranian, as Persian language speakers, and 
evolutionarily and intellectually healthy with Iranian 
parents, speaking Persian, married, having adolescents 
aged 12–16 years old; whose children were evolutionally 
and intellectually healthy as well as other key Iranian 
people, speaking Persian, having work experience 
with adolescents aged 12–16 years who were willing to 
participate in the study. It should be noted that if the 
participants did not wish to continue cooperation, they 
could withdraw at each stage of the study. The interviews 
with adolescent boys started at public gathering places 
such as parks, gyms, mosques, public libraries, and 
summertime classes by a male investigator  (Asghari 
Nekah SM). Other interviews with key adults were also 
conducted by Askari F. at educational centers, high 
schools, health‑care centers, and other participants’ 
workplaces. After justifying the participants about 
the research objectives, written informed consent was 
obtained. Since the adolescent boys were not at the legal 
age, written informed consent was obtained from their 
parents. Interviews began with several open‑ended 
questions based on an interview guide, followed by 
exploratory questions to reach more clarity. Adolescent 
boys, parents, and other key people were interviewed 
with different questions. All the interviews were 
recorded on two digital recorders. Each interview also 
lasted 45–90 min. An example of the interview questions 
of parents was as follows:

“Can you tell me about your experience regarding sexual 
health education to your adolescent son? What topics have you 
ever talked about? How do you explain the concept of sexual 
health education? (What are the topics, timing, and method of 
teaching?) What experiences and difficulties did you encounter 
in providing sexual health education to your adolescent son?

Following each interview, it was transcribed verbatim 
and was read out repeatedly.

Data analysis was also performed using repeated reading 
and constant comparisons based on the approach 
developed by Graneheim and Lundman  (2004) via 
MAXQDA software  (version  2010) by VERBI GmbH 
Company, Berlin, Germany.
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Accordingly, words, sentences, and paragraphs that could 
have meanings in relation to the research purpose were 
considered and coded or tagged with a word indicating 
their semantic units. At this stage, there were attempts 
to identify maximum possible codes proportional to the 
data. Subsequently, initial subcategories were formed 
and the primary categories were compared. The initial 
categories that were conceptually similar were merged 
into larger ones. This analysis is repeatedly moved back 
and forth over and over again in collaborative meetings 
and authors’ discussions to reach data saturation. Then, 
themes were obtained from the initial categories with 
similar meanings and content [Table 1]. After reading out 
the codes repeatedly and eliminating repetitive ones, the 
same codes were merged along with data classification and 
then the main subcategories and categories were obtained.

In this study, eventually, 11 subcategories and 2 main 
categories emerged from data analysis. To increase 
the accuracy and strength of the scientific data in the 
present study, Guba and Lincoln’s (1994) method was 
used. The researcher also attempted to select the eligible 
participants carefully; to have close, continuous, and 
long‑term contacts with them; to engage participants 
in data interpretation process  (reviewed by member 
checking), and to use the opinions of faculty members 
and participants in various stages of the study, especially 
in extraction of codes, final reviews (peer checking), and 
determination of reliability. Moreover, the researcher 
tried to increase the credibility of the study, as far as 
possible, by maintaining documentation at all research 
stages and making it possible to examine other processes 
through clarifying methodological decisions. In addition, 
the researcher attempted to provide dependability 
analysis with a detailed and complete description of the 
research process. Finally, the researcher tried to provide a 
context for others’ judgments and evaluations concerning 
transferability using a comprehensive and complete 
description of the study setting, conditions, participants, 
and data analysis method. This study was approved by 
the Ethics Committee of Mashhad University of Medical 
Sciences in Iran  (approval identification code no.: 
IR.MUMS.REC.1397.112) and also performed according 
to the Declaration of Helsinki. All 45 participants 
received both verbal and written information about 
the study. They also submitted their informed consent 
forms after being ensured of the voluntary nature of their 
participation, their right to withdraw from the study at 
any time and stage, as well as the confidentiality of all 
their information. It should be noted that each participant 
took an assumed name for privacy purposes.

Results

In this qualitative study, 45 participants were interviewed. 
The participant characteristics are presented in Table 2.

In this study, eventually, 11 subcategories and 2 categories 
emerged from the data analysis [Table 3].

Extrapersonal barriers to sexual health education 
for adolescent boys aged 12–16 years
Lack of clear policies
Lack of specific policies on adolescent sexual health 
education was highlighted as one of the most important 
challenges. Concerns about the legal consequences of 
sexual health education at schools, lack of a general 
policy on sexual health education at schools, and no 
legal basis of sexual health education in the community 
had made it difficult for teachers, counselors, and other 
stakeholders to face the given challenge. Although all 
stakeholders acknowledged that, education is essential 
for adolescent boys and unawareness in this domain 
could threaten their lives. In this respect, one of the 
participants said that:

“I can remember a school principal once did not let me teach 
issues related to sexual health in the classroom even for one 
session. He believed that it will have legal consequences from 
the perspective of the Department of Education and oppositions 
might arise among families.” (A cleric male‑54 years old).

Family inadequacy
The next barrier was family inadequacy on adolescent 
sexual health education. Low parental awareness 
regarding sexual health, passivity of family concerning 
sexual health education, negative reactions of family 
toward this type of behavior, parental fears of 
deviations following sexual health education, parents’ 
refusal  (shame), and emotional weaknesses of family 
could all slow down answering some sex‑related 
questions raised by adolescents. Elaborating it, one of 
the participants stated that:

“I think that parental unawareness is one of the major 
barriers to sexual health education. Most parents have wrong 
information and they cannot really guide adolescents very 
well.”(A health policy‑maker female‑54 years old).

Social barriers
Social barriers were the third challenge to adolescent 
sexual health education. Lack of attention paid to 
sexual health by the community, customs and common 
beliefs, and community resistance against teaching 
sexual health behaviors had fell manifest sexual 
discourse in today’s Iranian society in abeyance, and 
talks about sexual health, especially with adolescents, 
had become a taboo. For example, one of the 
participants reiterated that:

“One part of this problem is rooted in the structure of the 
society. I  mean, there are very strict norms as barriers. 
Customs and common beliefs have become barriers. If laws 
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are passed and everything is based on religion, the society 
resists against these correcting behaviors.”  (A sociologist 
male‑52 years old).

Cultural heterogeneity
Cultural heterogeneity in sexual health education for 
adolescent boys was taken into account as a major 
barrier. Cultural differences between adolescents, 
between families and within families, and between 
parents and children could thus cause opposition from 
some families against sexual health education for boys. 
In this regard, one of the participants stated that:

“Not surprisingly, some adolescent boys are living in strict 
families and it is really unusual to talk about sexual health 
issues. Although the number of such families is really small, 
their culture needs to be respected and they must become 
much more aware of these issues.” (Mother‑health‑care 
provider‑46 years old).

School inadequacy
The inadequacy of schools in terms of sexual health 
education for adolescent boys was also regarded as a 
barrier. Ambiguity in sexual health education at schools, 
failure to understand the meaning of sexual health 
education, no special instructors to teach sexual health to 
adolescents at schools, deficit of sexual health education 
resources for adolescents, and inability to manage a 
sexual health education classroom could all lead to 
negligence of sexual health education for adolescent 
boys at schools. Accordingly, one of the participants 
added that:

“For example, my son said that his classmates had 
laughed and played jokes as a counselor had come into 
their classroom to talk about sexual issues. He said 
that that man had been stunned and regretted to say 
those things because he had not been able to manage the 
session.” (Father‑47 years old).

Table 1: Examples of semantic units, codes, subcategories, and category
Category Subcategories Codes Semantic units
Extrapersonal 
barriers to sexual 
health education 
for adolescent boys 
aged 12‑16 years

Cultural heterogeneity Cultural differences of families One of the barriers that make us unable to teach sexual 
health is that children come from different families with various 
cultures and we cannot teach everyone in the same way

School inadequacy Inability to manage the 
classroom for sexual health 
education Once a time I talked about sexual health in the classroom, but 

the class was disrupted and everyone began to play a joke

Table 2: The Demographic characteristics of participants
Participants 
(adults)

Age 
(years)

Gender Education level Participants 
(adolescents)

Age 
(years)

Gender Education 
level

1 37 Female PhD 1 14 Male 9th grade
2 48 Male MSc 2 15 Male 10th grade
3 58 Male PhD 3 15 Male 10th grade
4 54 Female PhD 4 12 Male 7th grade
5 50 Male MSc 5 16 Male 10th grade
6 52 Male PhD 6 13 Male 8th grade
7 40 Male PhD 7 13 Male 7th grade
8 49 Male MSc 8 15 Male 9th grade
9 55 Female MSc 9 15 Male 10th grade
10 46 Female MSc 10 16 Male 10th grade
11 42 Female BSc 11 12 Male 7th grade
12 36 Female MSc 12 14 Male 9th grade
13 54 Male Religious Sciences 13 15 Male 10th grade
14 47 Male MSc 14 14 Male 8th grade
15 48 Female BSc 15 14 Male 8th grade
16 55 Male MSc 16 13 Male 7th grade
17 49 Male Diploma 17 14 Male 9th grade
18 39 Female BSc 18 14 Male 9th grade
19 38 Female High school 19 14 Male 8th grade
20 48 Female PhD 20 16 Male 10th grade
21 50 Male BSc
22 35 Female Diploma
23 42 Male BSc
24 39 Male Diploma
25 40 Male Diploma
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Table 3: Main categories and subcategories related to challenges of sexual health education for adolescent boys
Categories Subcategories Codes
Extrapersonal barriers to 
sexual health education 
for adolescent boys aged 
12‑16 years

Lack of clear policies Concerns about legal consequences
Legal prohibition of sexual health education about females
Lack of an overall policy on sexual health education at schools
No legal basis of sexual health education within the community
Conflict between science and law and religious teachings on sexual health education

Family inadequacy Negative reactions of family toward adolescent sexual behavior
Low parental awareness regarding sexual health
Passivity of family concerning sexual health education
Emotional weaknesses of family
Conflict in parenting in family
Parental fears of deviations following sexual health education
Parents’ refusal (shame)
Delays in answering sex‑related questions by adolescents
Parental opposition toward early sexual health education in adolescence

Social barriers Low social attention to sexual health
Traditional barriers to sexual health education
Community resistance against sexual health education
Sustaining manifest sexual discourse in today’s Iranian society
Sexual discourse as a taboo
Peer pressure

Cultural heterogeneity Cultural differences between parents and children
Cultural differences between adolescents
Cultural differences between families
Family opposition toward sexual health education for adolescents

School inadequacy Preventive principles of sexual health education for adolescents
Deficit of sexual health education resources for adolescents
Lack of organized education for chastity classes
Failure to understand sexual health education meaning
Inability to manage a sexual health education classroom
School negligence of adolescent sexual health education
Ambiguity in sexual health education at schools
No special instructors to teach sexual health to adolescents at schools
Lack of control over content provided by invited speakers in the field of adolescent 
sexual health education

Cyber threats Lack of cyber use culture
Risk of incorrect information from cyberspace
Cultural invasion against Iranian adolescents

Educational process 
inadequacy

Ineffective sexual health education for adolescents
Late sexual health education for adolescents
Lack of trained and expert individuals

Intrapersonal barriers to 
sexual health education 
for adolescent boys aged 
12‑16 years

Uncontrolled emotions 
of adolescence

Adolescence love as well as false and transient emotions
Lack of abstinence and control
Friendship with opposite sex as a right
Interest in experiencing friendship with opposite sex

Adolescent rebellion Lack of interactions with parents
Lack of interactions with teachers
Adolescents’ battle for independence

Information and 
communication 
weaknesses

Lack of raising questions about sex by adolescents
Incomplete information about sexual health among adolescents
Inaccurate information about sexual health among adolescents
Irrational shame about sex‑related questions among adolescents

Adolescents’ concerns 
about being judged by 
others

Making fun of asking sex‑related questioning among adolescents
Uncertainty about confidentiality among adolescents
Fear of losing social status among adolescents
Adolescents’ concerns about their parents’ doubts after asking sex‑related questions
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Cyber threats
Lack of cyber use culture, risk of transmitting inaccurate 
information from the cyberspace, and cultural invasion 
against Iranian adolescents were included among 
cyber threats and also barriers to proper sexual health 
education. As an example, one of the participants stated 
that:

“Now, for example, I can estimate that there is one 
pornographic site per three adolescents, and many of them are 
regrettably in Persian. I think they help adolescents retrieve 
false information from the cyberspace instead of proper 
education.” (An adolescent boy‑16 years old‑10th grade 
in humanities).

Educational process inadequacy
The educational process inadequacy because of 
inadequate and late education without a trained and 
expert person in the field of sexual health education was 
introduced as one of the challenges facing adolescent 
boys. In this case, one of the participants said that:

“I believe that this educational model is totally wrong. They 
only talk about adolescent puberty symptoms. They merely 
try to inform them. I think they have totally ignored emotions, 
needs, behaviors, and actions. These children do not need such 
materials right now. I do not know why I have to teach them. 
I  do not really know what happens if I talk about puberty 
symptoms to children. What if children learn about puberty? 
They are not going to give an exam and name the symptoms 
of puberty. It is really funny. Since we do not have other skills, 
we think that if we give them such information, it will be fine. 
I  think we give them useless information.”  (A sociologist 
male‑52 years old).

Intrapersonal barriers to sexual health education 
for adolescent boys aged 12–16 years
Uncontrolled emotions of adolescence
Among the intrapersonal barriers to sexual health 
education for adolescent boys were uncontrolled 
emotions including adolescence love as well as false and 
transient emotions, lack of abstinence and control, and 
friendship with opposite sex as a right. In this respect, 
one of the participants said that:

“All adolescents have transient love. They think that they 
have fallen in love. Since this experience is great, they think 
that such an experience is really unique. They think of their 
love in the classroom. They cannot have a good sleep. They 
are extremely eager to see one’s love. They constantly check 
their cellphones and log into their Telegram account. They 
think that they have really fallen in love as the one portrayed 
in the literature. How can we teach such adolescents that 
this is merely short‑living love? There is no need to fear. It 
is transient and lasts at least for 6 months.” (A sociologist 
male‑52 years old).

Adolescent rebellion
Adolescents’ battle for independence and their rebellion 
as well as lack of interactions with parents and teachers 
were among other barriers to sexual health education. 
For example, one of the participants reiterated that:

“At this age, adolescent boys want to be independent. They 
never listen to their parents. There have been families referring 
to the school office and complaining about their disobedient 
boys and begging us to advise them. These adolescents do not 
communicate with their families at all and they do whatever 
they like.” (A high school principal male‑50 years old).

Information and communication weaknesses
Lack of raising sex‑related questions by adolescents, 
incomplete and inaccurate information about sexual 
health among adolescents, and irrational shame about 
asking sex‑related questions were some important 
intrapersonal barriers identified in this subcategory. 
Illustrating this issue, one of the participants said that:

“I honestly do not ask my questions about these issues from 
my family. I really feel embarrassed. I try to find my answers 
by surfing the Net. I do not know the answers retrieved are 
right or wrong, but I usually get the faulty information from 
the Internet. Until now, I have had no chance to talk to my 
parents.” (An adolescent boy‑14 years old‑9th grade).

Adolescents’ concerns about being judged by others
Making fun of sex‑related questioning, uncertainty of 
confidentiality of information, and fear of losing social 
status among adolescents, and finally adolescents’ 
concerns about being judged by others were included as 
intrapersonal barriers to sexual health education among 
adolescent boys. In this regard, one of the participants 
said that:

“I did not happen to me to ask my questions concerning sexual 
issues from my family, my teacher, and even my acquaintances; 
because they know me, and they might think badly of me.” (An 
adolescent boy‑16 years old‑10th grade in humanities).

Discussion

According to the present study, the barriers of sexual 
health education to Iranian adolescent boys were 
classified into two categories of intrapersonal and 
extrapersonal barriers.

Extrapersonal barriers to sexual health education 
for adolescent boys aged 12–16 years
With regard to extrapersonal barriers and the dimension 
of policy‑making, lack of specific policies on adolescent 
sexual health education, and even existence of 
restrictive rules for schools showed that sexual health 
issues had not been a priority in programs developed 
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by authorities in the Ministry of Health and Medical 
Education and the Department of Education. In this 
regard, one research, with examining challenges of 
sexual and reproductive health among adolescent 
girls, also concluded that health policy‑makers had no 
specific programs to provide care services for adolescent 
girls aged 10–19 years old; girls were excluded from 
health‑care system since the age of 8 years and included 
in the system following their first pregnancy,[2] while 
boys were excluded from health‑care system since the 
age of 8 years and did not return to the system until 
mid‑age. Other researchers similarly believed that 
sexual health policies needed to be analyzed and then 
appropriate ideas, interests, strategies, and tactics to 
ensure the implementation of evidence‑based health 
interventions should be developed in this area as a 
basis for the advancement of sexual and reproductive 
health.[17,18] In the present study, this category was 
among the key priorities for sexual health education 
among adolescent boys.

In addition, there were concerns about legal consequences 
of this category in many cases. Community resistance, 
customs and common beliefs, as well as cultural 
heterogeneity had led to stigmatized and ignored 
adolescent sexual issues in society. The fear of increasing 
adolescent sexual behavior following sexual health 
education had correspondingly led to no proper 
planning in this regard. Consistently, several researchers 
had also reported the same findings.[9,19,20] Sexual 
health education in Bangladesh was likewise had been 
found contradictory from the perspective of religion 
and cultural values ignoring modern sexual health 
education for adolescents.[20] In 2005, the World Health 
Organization proposed a five‑part strategy based on the 
Cairo Work Program to accelerate health path including 
strengthening capacity of health‑care systems, improving 
information to set priorities, summoning political 
will, creating legal and supportive frameworks, and 
reinforcing monitoring, supervisory, and responsive 
systems.[21] One of the issues faced by Muslim countries is 
whether laws on sexual health education can be applied 
to adolescents in Islamic nations or not? Since Islam is 
known as a religion has a lot to do with aspects of human 
life, sexual health has been also included in its teachings, 
which can be a basis to correct sociocultural taboos in 
this field.[20] In line with these findings, one researcher in 
Iran also stated that religion and Iranian religious leaders 
had fundamental roles in addressing sociocultural issues, 
so attracting their support was of utmost importance in 
this category.[2]

Therefore, modeling a culture‑based program and 
adjusting other countries’ experiences with Iranian 
culture to sexual health education for adolescents should 
be considered as key elements. In addition, numerous 

studies have been conducted on the role of culture in 
this area.[2,7,9,11] Indeed, sex education for adolescents 
in Iran is one of the most challenging cultural and 
social issues. The presence of stigma and a cautious 
and conservative social attitude have neglected this 
perspective of adolescent health. Using the potential of 
religion can be beneficial in changing society’s opinions 
on this important aspect of adolescent life.

The findings of this study showed that families and 
schools had acted passively concerning sexual health 
due to lack of knowledge and information, shame 
and embarrassment in talking with adolescents about 
sexual issues, fear of deviations following education, 
and their approach is based on the norms and values 
in society. Furthermore, Iqbal et al. had pointed to low 
levels of parental awareness and their disagreement with 
sexual and reproductive health education.[22] A study in 
Zimbabwe similarly reported that knowledge, attitudes, 
and perceptions of parents and their inadequate skills 
in communicating with adolescents had limited sexual 
health education for adolescents.[23] According to 
the findings of an investigation in Uganda, the most 
important sources of sexual information for adolescent 
boys were friends and the media; but parents, teachers, 
and health‑care providers had no active role in this 
regard due to lack of information on sexual and 
reproductive health, so they had failed to communicate 
with adolescents.[24]

As well, cyber threats were identified among 
extrapersonal barriers to sexual health education for 
adolescent boys. Safe use of the cyberspace and the need 
for vigilance of families against its threats had been thus 
placed in the first priority. With the advent of the Internet 
and computers and their use in families, an intellectual 
and emotional separation had also occurred between 
parents, teachers, educators, and students  (children); 
so parents were required to pay much more attention 
to their children. Moreover, interactions between 
parents and adolescents could reduce the harm caused 
by the cyberspace, especially in terms of sexual and 
reproductive health; because adolescents could receive 
right information from their families and they could 
be also trained based on appropriate behaviors. These 
findings were consistent with the results of several 
studies in this domain.[2,25,26]

Intrapersonal barriers to sexual health education 
for adolescent boys aged 12–16 years
Considering the intrapersonal barriers; uncontrolled 
emotions of adolescence, rebellion, as well as information 
and communication weaknesses of adolescents were 
introduced as barriers to sexual health education for 
adolescent boys. Adolescence is a period of transition 
from childhood into a young age in which emotional 
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excitement increases and adolescents reach puberty. The 
sense of independence and much more relationships with 
peers can also characterize this stage of life. Moreover, 
sense of independence and intense stimulation by 
sexual incentives can lead to adolescent unrest and 
aggressiveness.[27] According to one study in Iran, 
inadequate knowledge of adolescents, poor relationship 
between parents and children, effects of harmful media, 
and parents’ inadequate supervision of their children 
were a number of factors increasing risk behaviors among 
Iranian adolescents as well as undesirable consequences 
such as rising trend of sexually transmitted diseases 
in recent years.[7] Adolescents’ concerns about being 
judged by others and uncertainty about confidentiality 
of their sex‑related questions could also lead to a lack 
of raising sex‑related questions from parents and using 
inappropriate and misleading information resources to 
find answers to their questions. In this regard, there were 
several studies reporting the same results.[7,28,29]

Limitations and strength of the study
In this study, qualitative research method was used. 
The power of qualitative research lies in their ability 
to deeply collect data and gain a richer understanding 
of the meaning of phenomena. In fact, the qualitative 
approach in this study helped us to identify the barriers 
from the perspective of those who had experienced it in 
the cultural and social context of Iran. The next strength 
of this study is the use of key adult understanding and 
experiences with adolescents in the main population 
under study. Since the barriers to sexual education for 
adolescent boys obtained from this study are based on 
the underlying Iranian context, these findings may not be 
generalized to other communities. Also in the interview 
with adolescent boys, only urban adolescent student 
boys were sampled, so generalization of its findings 
should be done with caution.

Conclusion

The results of this study showed that Iranian adolescent 
boys had been ignored in the domain of sexual 
health education. There was also no specific and 
targeted program for their sexual health education 
in the health‑care system and in the Department of 
Education. Sociocultural norms, passivity of families 
and schools, as well as wrong information retrieved 
from the cyberspace were thus proposed as barriers 
to sexual health education for adolescent boys. In 
addition, adolescents themselves had problems in their 
interactions with parents and teachers as a result of 
physical, psychological, and social changes during this 
stage of life, which could hinder sexual health education 
as intrapersonal barriers.

Based on the findings of the study, we can recommend:

Most importantly, boys need sexual health education 
programs that have been endorsed by policy‑makers 
and religious and social leaders, the negative attitude of 
the parents and other stakeholders must be changedthe 
issue of sexual health education should be linked to the 
adolescent curriculum in schools as one of their basic 
needs and an appropriate training material and clear 
plan with clear objectives and appropriate content for 
adolescents, parents and teachers to be prepared. . To do 
that, understanding the various barriers in this area and 
providing solutions for them is an urgent need.
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