
Introduction
Sexually transmitted infections (STIs) remain a major 
public health concern all over the world. Every day, 
more than 1 million treatable STIs have been obtained 
worldwide, with 376 million new cases reported annually 
(1). The burden of STIs is excessively higher in low-and 
middle-income countries, where 75-85% of new cases 
are estimated to arise worldwide (2,3). According to 
the available data, the 15–44 age range has a higher risk 
of STIs (4). Increasing divorce age (5) and subsequent 
repatterning certainly contribute to STI transmission 
throughout midlife among those who do not engage in 
safer sex behaviors such as condom usage or STI testing. In 
the absence of treatment, STIs can have a severe impact on 
sexual, reproductive, and maternal-child health, including 
increased risk of infertility, HIV, pelvic inflammatory 
disease, ectopic pregnancy, and perinatal infections (6-8). 

Iran has a high prevalence of sexually transmitted 

diseases (STDs) such as chlamydia, gonorrhea, and HIV. 
The Ministry of Health and Medical Education has reported 
relevant statistics regarding the spread of STDs, including 
increased transmission rates through sexual contact (9). 
There is also a lack of awareness and education about 
sexual health and STDs among the general population in 
Iran (10,11). Research is crucial to better understand the 
distribution, transmission, and risk factors of these diseases 
to develop effective prevention and control strategies 
and to identify knowledge gaps and misconceptions for 
improving awareness and education (12). Researching the 
preventive behaviors of Iranian women toward STIs can 
help develop effective interventions (13). Additionally, 
there is a stigma associated with STDs in Iran, which 
makes it challenging for people to seek medical advice 
and treatment. Research can help address this stigma by 
promoting acceptance and understanding of STDs as 
common health conditions that can be treated effectively.
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Abstract
Background: Sexually transmitted infections (STIs) are frequently unreported, representing implied 
public health concerns, especially for women and in more vulnerable communities. This study aimed 
to determine the STI preventive behavior of Iranian women and related factors in protection motivation 
theory (PMT).
Methods: A cross-sectional online survey was conducted on a convenience sample from 20 January 
to 21 March 2021 in Iran. Women who were 18-35 years old with marital status were eligible to 
participate (N = 600). The collected variables included demographic characteristics and STI-related 
behaviors regarding constructs of PMT: knowledge, perceived vulnerability, perceived self-efficacy, 
and preventive intention. A Persian version of the Korean four-scale about STI preventive behaviors 
was used as the assessment tool, and one-way ANOVA and Pearson correlation tests were used for 
analysis. 
Results: A significant difference was observed between knowledge, perceived vulnerability, perceived 
self-efficacy, and preventive intention with sociodemographic variables. STI-perceived vulnerability 
and STI-knowledge with mean scores of 62.37 and 42.52 were the highest and lowest perceived 
constructs of preventive behavior, respectively. STI knowledge of Iranian women was low, and STI-
preventive self-efficacy was perceived as a positive predictor for STI protective behaviors.
Conclusion: A theory-based educational intervention is highly recommended to improve STI-protective 
behaviors.
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Various individual, social, and cultural factors influence 
sexual behavior and the choice of preventive behaviors 
(14). Regardless of clinical factors, controlling STIs is a 
problematic issue due to the difficulty in changing sexual 
behaviors formed according to being personal, as well as 
difficulty in discussing sexual relations influenced by the 
culture and religion of each region (15). The scientific 
literature in this field reveals that young Muslim women 
with a history of premarital sexual intercourse as well as 
married women whose husbands were not monogamous 
and even had a history of temporary marriage who had not 
been infected by STIs before marriage are at risk for poor 
sexual health knowledge (16). Assured STIs-knowledge is 
arguably the main construct for changing behavior, and 
evidence has shown that having sufficient knowledge 
about condoms does not mean using them (17). It is a 
truth that the existence of STIs in Iran and other Islamic 
countries is considered taboo by the government and the 
general public and has created a state of denial that some 
refer to as a “health crisis behind the veil” (18-20). In 
addition, the occurrence of premarital sex has increased 
over the years (21). 

Many studies revealed that behavioral analysis and 
interventions based on theory and conceptual frameworks 
are more reliable than similar studies without support and 
solid theorizing (22, 23). Hence, this study aimed to assess 
the application of four main constructs of protection 
motivation theory (PMT) among women aged 18-35 by 
measuring the theory’s constructs (perceived vulnerability, 
perceived self-efficacy, and perceived intention) to clarify 
the study participants’ STI-preventive behaviors (i.e., 
early screening for STIs and using a condom). PMT was 
selected for this study since it implies that fear affects 
health attitudes and behaviors (24). According to previous 
studies, this theory has predicted various preventive 
and protective behaviors, including the reduced risk of 
AIDS (25), adolescents’ reproductive and sexual health, 
preventive high-risk sexual behaviors (13, 26), and STI 
preventive behaviors (27, 28). The present study was 
designed to answer the following research questions:
1. What is the relationship between socio-demographic 

variables and STI-protection motivation behaviors?
2. What is the relation among the constructs of STI-

protective motivation?

Materials and Methods
Study Design, Setting, and Participants 
A descriptive-analytical cross-sectional online survey 
was designed with a convenience sampling technique. 
Using the Cochran formula with a 2% sampling error, 0.5 
proportions, and a confidence level of 0.95, the minimum 
sample size was estimated to be 400. Considering a 10% 
sample drop, the sample size was 440. The eligibility 
criteria for the inclusion of participants included being 
women aged 18-35 with various marital statuses such as 
permanent marriage, temporary marriage, divorce, and 
widowhood. Moreover, all samples should have at least 

one sexual relationship experience in the past 6 months. 
The online questionnaire was made accessible to 

participants via social media platforms, including 
WhatsApp, Telegram, and Instagram in Iran. The 
recruitment process began with an online announcement 
inviting individuals to participate in the study through 
social media apps such as Telegram, WhatsApp, and 
Instagram. The announcement included the study’s 
purpose, the research team’s contact information, and the 
eligibility criteria. Participants were given 10 days from 
the announcement date to participate in the study. During 
the recruitment process, a trained assistant who was not 
part of the research team facilitated the sampling process. 
Eligible and interested individuals were provided with 
a detailed explanation of the study’s purpose and were 
assured that their information would be kept confidential. 
The informed consent form was sent electronically to 
eligible individuals via social media and email. From 
January to March 2021, 600 individuals accepted the 
invitation link and completed the questionnaire after the 
online announcement was released.

Conceptual Framework 
This study utilized the PMT (29) as part of the conceptual 
framework. This theory posits that individuals make 
decisions based on their fear of illness or fear-inducing 
objects and the cognitive processes that drive them to seek 
self-protection. Within the PMT framework, we focused 
on the concepts of perceived vulnerability, perceived self-
efficacy, and behavioral intentions. We did not include 
perceived severity and response efficacy in our analysis as 
another study found that these factors are not effective in 
changing behaviors related to STI prevention education 
(12). Although knowledge is not a construct of PMT, it 
was evaluated alongside the main constructs of this theory 
since increasing knowledge and awareness about STIs can 
be an effective component in promoting self-protection 
against STIs (10,30). By providing individuals with 
accurate information about STIs and their transmission, 
they can make informed decisions about their behaviors 
and take steps to reduce their risk of infection. Therefore, 
four constructs were assessed: STI-knowledge, STI-
vulnerability, STI-prevention self-efficacy, and STI-
prevention intentions.

Measurement 
The data tool used in this study consisted of two parts: 
a sociodemographic variable and a valid questionnaire 
about protection motivation behavior in STIs. In part one, 
the sociodemographic variables contained information 
about age, education, marital status, job, husband’s job, 
economic status, temporary marriage, history of STIs, 
number of marriages, duration of marriages, and age at the 
first sexual encounter. This part of the questionnaire aimed 
to assess STI-related preventive behaviors among Iranian 
women regarding PMT. It consisted of 40 items with 4 
dimensions: STI-perceived vulnerability (4 items e.g., “I 
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am very healthy and I will never get sexually transmitted 
infections” and “Sexually transmitted infections can have 
side effects such as infertility in women”), STI-preventive 
self-efficacy (4 items; e.g., “I’m sure I can use a condom 
properly” and “I’m sure I know the risk factors for sexually 
transmitted infections”), protection motivation (behavioral 
intent) (4 items; e.g., “I will not have sex with more than 
one sexual partner” and “I use condoms to prevent sexually 
transmitted infections”), and STI knowledge (28 items; 
e.g., “The virus (HIV) that causes AIDS can be transmitted 
through blood” and “Gonorrhea may have no symptoms”) 
(13). This tool does not consider a specific grade or cutting 
level. The scoring criterion is the average of the total scores 
(31). STIs-knowledge consisted of 28 items with 3 options: 
correct (2 points), I do not know (1 point), and incorrect 
(0 points). The total score is between 0-56, and a high 
score indicates a higher level of knowledge about STIs.

To compare preventive behavioral domains, scores 
for each domain were normalized based on 0–100. STI-
perceived vulnerability was assessed by 4 items with a 
four-point Likert scale from strongly agree (4 points) to 
strongly disagree (1 point). The total score for each item 
was 4-16. A higher score on STI-perceived vulnerability 
indicates a stronger belief that exposure to STIs increases 
vulnerability to getting STIs.

STI-preventive self-efficacy also consisted of 4 items 
with a four-point Likert scale from strongly agree (4 
points) to strongly disagree (1 point). The total score for 
each scale was 4-16. A higher score on the STI-preventive 
self-efficacy indicates a strong belief in a person’s ability to 
prevent STIs

STI-preventive intention also included 4 items with a 
four-point Likert scale from strongly agree (4 points) to 
strongly disagree (1 point). The total score for each scale 
was 4-16. STI-preventive intention included programs 
to use condoms to prevent infection and to reduce high-
risk behaviors related to STIs. A higher score on the STI 
prevention scale indicates a stronger intention to prevent 
high-risk behaviors that are known to cause STIs.

The content validity rate and content validity index were 
calculated for four-scale items, and their values ranged 
between 0.56 to 1.00 and 0.83 to 1.00, respectively. To 
assess the instrument’s face validity, the expert panel’s 
recommendations (n = 10) and item impact scores were 
evaluated. All items had an impact score above 1.5. 
Cronbach alpha and intra-class correlation coefficient 
of the four-scale tool regarding STI preventive behaviors 
ranged between 0.66–0.85 and 0.846–0.977, respectively. 
The total Cronbach alpha for the mentioned tool was 0.87, 
and Cronbach’s alpha for each domain was as follows: 
STI knowledge = 0.81, STI-perceived vulnerability = 0.66, 
STI-preventive self-efficacy = 0.83, and STI-preventive 
intention = 0.85. 

Statistical Methods
Data were analyzed using SPSS 16 software. The normality 
of the variables was tested by the Kolmogorov-Smirnov 

test. Variables were analyzed using descriptive statistics 
(frequency, percent, mean, and standard deviation) and 
inferential statistics (One-way ANOVA test and Pearson 
correlation). The significance level was considered less 
than 0.05.

Results
The mean age of 600 participants was 32.02 ± 5.65 
years, 54.5% were permanently married, 40.3% had 
self-employment, and 87% had a university education. 
The mean for age duration of marriages was 6.99 ± 6.16 
years, and the mean for age at first sexual encounter was 
23.62 ± 6.16 years (Table 1). 

Table 2 shows the mean, standard deviation, minimum, 
and maximum values for each variable, as well as their 
internal consistency measured by Cronbach’s alpha. Table 2 
indicates that, on average, participants had moderate levels 
of knowledge about STIs and moderate levels of perceived 
vulnerability to STIs but relatively low levels of prevention 
self-efficacy and moderate levels of preventive intention. 
Moreover, there was considerable variability in scores 
among participants for all four variables. STI-perceived 
vulnerability with a mean score of 62.37 and STIs-
knowledge with a mean score of 42.52 had the highest 
and the lowest mean score among the areas of preventive 
behavior, respectively (Table 2).

Knowledge had a statistically significant relationship 
with the job (P < 0.001), education (P = 0.001), husband’s 
education (P < 0.001), and husband’s job (P = 0.039), so 
Tukey pairwise comparisons showed that housewives’ 
knowledge was significantly lower than that of women 
with full-time jobs (P = 0.016) and self-employment 
women (P < 0.001). Knowledge in women with a university 
education was higher than knowledge in women with 
a diploma education. Tukey pairwise comparisons also 
demonstrated that knowledge in women whose husbands 
were self-employed was significantly higher than that in 
women with husbands without jobs (P = 0.03).

STI-perceived vulnerability showed a statistically 
significant relationship with the wife’s education (P < 0.001) 
and the spouse’s education (P = 0.003), so vulnerability was 
higher in women who had a university-level education. 

Spouse occupation also displayed a statistically 
significant relationship with vulnerability (P = 0.001), and 
Tukey pairwise comparisons showed that STI-perceived 
vulnerability in women whose husbands were unemployed 
is less than that in women with full-time spouses (P = 0.001) 
as well as self-employment women (P = 0.01).

Economic status was another variable that showed a 
statistically significant relationship with STI-perceived 
vulnerability (P = 0.002), and Tukey pairwise comparisons 
indicated that vulnerability in women with poor economic 
status is significantly lower than desirable (P = 0.013) and 
very desirable (P = 0.008)

Furthermore, STI-preventive self-efficacy was 
statistically and significantly related to marital status 
(P = 0.006), occupation (P = 0.005), education (P < 0.001), 
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spouse education (P < 0.001), and spouse occupation 
(P < 0.001). However, Tukey pairwise comparisons showed 
that STI-preventive self-efficacy is statistically significant 
only in divorced and permanently married women, so 
STI-preventive self-efficacy was higher in married women 
(P = 0.006). In addition, self-efficacy in housewives was 
significantly lower than that in women with full-time jobs 
(P = 0.003).

It was also observed that the STI-preventive self-efficacy 

of women whose husbands had a university education is 
higher than those with the diploma level. Women whose 
husbands were unemployed also had lower self-efficacy 
compared to women with full-time (P < 0.001) and 
self-employed husbands (P = 0.001). Furthermore, STI-
preventive intention was significantly related to marital 
status (P < 0.001), occupation (P = 0.011), education 
(P < 0.001), spouse education (P = 0.011), spouse 
occupation (P = 0.008), and economic status (P = 0.002). 
The Tukey pairwise comparison showed that the behavioral 
intention in temporarily married women is significantly 
lower than that in single (P < 0.001), permanently 
married (P = 0.001), and also divorced women (P = 0.037). 
Housewives were significantly less than women with full-
time jobs (P = 0.009).

It was also observed that the STI-preventive intention 
of women who had a university education themselves and 
their husbands is higher than that of women with diplomas. 
The behavioral intention of women whose husbands were 
unemployed was also lower than that of women with full-

Table 1. Demographic Characteristics of the Study Subjects and Their Correlation With Prevention Behavior Regarding Protection Motivation (N = 600)

Variables No. (%) STIs-Knowledge STI-Perceived Vulnerability STI-Prevention Self-efficacy STI-Preventive Intention

Marital status

Single 129 (21.5) 11.96 (4.87) 11.38 (1.49) 9.39 (2.42) 11.99 (2.44)

Married 327 (54.5) 12.03 (5.38) 11.63 (1.79) 9.46 (2.59) 11.36 (2.67)

Divorced & widow 119 (19.8) 11.74 (5.90) 11.19 (1.74) 8.76 (2.39) 10.83 (2.44)

Temporary marriage 25 (4.2) 10.72 (3.86) 11.52 (1.73) 8.68 (1.52) 9.32 (1.99)

P valuea 0.674 0.102 0.006 0.000

Job

Full-time 206 (34.3) 12.06 (5.6) 11.58 (1.7) 9.74 (2.5) 11.61 (2.62)

Self-employment 242 (40.3) 12.64 (5.52) 11.57 (1.65) 9.37 (2.37) 11.38 (2.53)

Housewife 152 (25.3) 10.51 (4.28) 11.22 (1.83) 8.87 (2.64) 10.78 (2.64)

P valuea 0.000 0.096 0.005 0.011

Education

Diploma 78 (13) 19.9 (7.88) 22.42 (2.67) 15.83 (3.4) 19.13 (3.97)

University 522 (87) 24.41 (10.82) 23.24 (3.29) 19.26 (5.01) 23.16 (5.2)

P valuea 0.001 0.000 0.000 0.000

Spouse’s education

Diploma 185 (30.8) 20.58 (9.62) 21.99 (3.57) 17.38 (4.01) 21.07 (4.53)

University 193 (32.2) 23.65 (10.68) 23.24 (3.68) 19.59 (5.13) 23.08 (5.08)

P valuea 0.001 0.003 0.000 0.011

Spouse’s job

Full-time 105 (17.5) 11.54 (5.14) 11.88 (1.69) 9.72 (2.72) 11.63 (2.59)

Self-employment 254 (42.3) 11.91 (5.38) 11.46 (1.87) 9.39 (2.45) 11 (2.66)

No job 19 (3.2) 8.73 (3.76) 10.21 (1.08) 7.26 (0.99) 9.74 (1.62)

P valuea 0.039 0.001 0.000 0.008

Economic status

Very desirable 23 (3.7) 11.77 (4.91) 12.27 (1.51) 8.45 (1.22) 10.73 (1.03)

Desirable 437 (72.5) 11.74 (5.25) 11.57 (1.67) 9.49 (2.54) 11.54 (2.71)

Undesirable 143 (23.8) 12.43 (5.58) 11.1 (1.85) 9.15 (2.51) 10.69 (2.61)

P valuea 0.400 0.002 0.084 0.002

Note. STI: Sexually transmitted infection. 
a One-way ANOVA test.

Table 2. Mean and Standard Deviation of the Preventive Behavior Regarding 
Protection Motivation (N = 600)

Variable Cronbach α Minimum Maximum Mean SD

STIs-Knowledge 0.81 0 100 42.52 19.02

STI-Perceived 
vulnerability

0.66 0 91.67 62.37 14.38

STI-Prevention 
self-efficacy

0.83 0 100 44.75 20.88

STI-Preventive 
intention

0.85 0 100 60.90 21.75

Note. STI: Sexually transmitted infection;  SD: Standard deviation.
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time husbands (P = 0.011). Furthermore, STI-preventive 
intention in women with unfavorable economic status was 
significantly lower than desirable (P = 0.002), as illustrated 
in Table 1. Age had a statistically significant positive 
correlation with STI-preventive self-efficacy (P < 0.001) 
and STI-preventive intention (P = 0.001). In addition, the 
age of the first relationship had a statistically significant 
positive correlation with STI-perceived vulnerability 
(P = 0.002), STI-preventive self-efficacy (P < 0.001), and 
STI-preventive intention (P = 0.007). Moreover, the 
duration of marriage had a statistically significant positive 
correlation with STI-preventive self-efficacy (P = 0.006) 
and STI-preventive intention (P = 0.003), as depicted in 
Table 3.

All constructs of STI-preventive behavior based on 
PMT, namely, STI knowledge, STI-perceived vulnerability, 
STI-prevention self-efficacy, and STI-preventive intention 
showed a significant correlation with each other. There was 
a statistically significant positive correlation in knowledge 
between STI-perceived vulnerability, STI-prevention 
self-efficacy, and STI-preventive intention (P < 0.001). 
Additionally, a positive correlation was detected between 
STI-perceived vulnerability and STI-preventive self-
efficacy as well as between STI-perceived vulnerability and 
STI-preventive intention (P < 0.001). Furthermore, STI-
prevention self-Efficacy showed a statistically significant 
positive correlation with STI-preventive intention 
(P < 0.001), as illustrated in Table 3.

Discussion
The present study aimed to determine STI preventive 
behavior of Iranian women and related factors using the 
PMT. The results of this study supported two concerns: a) 
the differences between the sociodemographic variables 
in the constructs of STI-protection motivation behaviors; 
and b) the relation among constructs of STI-protective 
motivation. 

Differences Between the Sociodemographic Variables in 
STI-protection Motivation Behaviors
The results of the present study revealed statistically 
significant differences between STIs-knowledge, STI-
perceived vulnerability, STI-preventive self-efficacy, 
and STI-preventive intention concerning various socio-
demographic variables. Specifically, STI knowledge was 
found to differ significantly in terms of age, education 
level, job status, economic status, and spouse’s education 
level. Similarly, STI-perceived vulnerability was found to 

differ significantly based on education level, economic 
status, spouse’s education level, and spouse’s job status. 
Likewise, STI-preventive self-efficacy was found to differ 
significantly regarding age, education level, job status, 
marital status, spouse’s education level, and spouse’s job 
status. Finally, STI-preventive intention was found to differ 
significantly based on age, education level, marital status, 
economic status, and spouse’s job status. The present study 
found significant differences in all constructs for the level 
of education. This finding is consistent with previous 
studies (32-34), which have reported that individuals with 
higher levels of education tend to have greater knowledge, 
perceived vulnerability, preventive self-efficacy, and 
preventive intention. Additionally, the current study found 
that employed women have higher STI-preventive self-
efficacy compared to housewives. This may be attributed 
to the fact that financial independence enables women 
to bear the costs associated with doctor’s examinations 
and screening tests. In line with the findings of Moeini 
et al (33), the current study also found that women 
with permanent marital status exhibit more protective 
behaviors than single and divorced women. 

Relation Among Constructs of STI-protective Motivation 
Our results indicated that the construct of STI-perceived 
vulnerability and STI-knowledge have the highest and the 
lowest mean scores, respectively. Additionally, we found 
a statistically significant positive correlation between 
preventive behaviors for STIs and the constructs of STIs-
knowledge, STI-perceived vulnerability, STI-preventive 
self-efficacy, and STI-preventive intention. Specifically, 
higher levels of STI knowledge were associated with 
greater perceived vulnerability. This may be because 
individuals often have limited knowledge about these 
diseases, which reduces their perception of fear (35,36). 
Furthermore, low levels of STI knowledge, coupled with 
the asymptomatic and stigmatized nature of STIs, can lead 
to the underestimation of risk and reduced risk aversion 
(2,37,38).

In the present study, we found that women primarily 
associate STIs with HIV/AIDS, yet they demonstrated 
inadequate knowledge about the types of infection, modes 
of transmission, and methods of protection. This may be 
because AIDS awareness programs have been in place for 
longer than those for other types of STIs. Consistent with 
other studies, we found that Iranian women have limited 
knowledge about STIs such as Chlamydia and human 
papillomavirus (10,39).

Table 3. Pearson Correlations between the Dimensions of Preventive Behavior  Regarding Protection Motivation Theory (N = 600)

Dimensions
Duration of 
Marriages

Age at First 
Sexual Encounter

Age
STI-Prevention 

Intentions 
STI-Prevention 
Self-efficacy

STI-Vulnerability STI-Knowledge

STI-Knowledge 0.07 0.075 0.064 0.450** 0.585** 0.366** 1

STI-Vulnerability 0.077 0.126* 0.07 0.462** 0.432** 1

STI-Prevention self-efficacy 0.126* 0.163** 0.191** 0.612** 1

STI-Prevention intentions 0.136* 0.111* 0.134* 1
 Note. STI: Sexually transmitted infection.
 * P < 0.05; ** P < 0.001.
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 This study also revealed a positive relationship 
between STI knowledge and prevention self-efficacy. STI-
preventive self-efficacy refers to individuals’ belief in their 
ability to control the events that affect their lives. The 
positive correlation between STI-preventive self-efficacy 
and STI knowledge suggests that women feel confident 
that by acquiring appropriate information about STIs, 
they can engage in preventive behaviors against STIs such 
as using condoms and seeking screening.

The results also indicated that as STI knowledge increases, 
STI-preventive intention rises as well. As participants in 
our study increased their level of knowledge about STIs 
and became more aware of the consequences of these 
infections, they were more likely to engage in protective 
behaviors. This finding is consistent with previous studies, 
which demonstrated that STI-preventive intention may 
largely depend on STI-knowledge (40,41). One possible 
explanation for this relationship is that while other studies 
have assessed knowledge based on knowledge of the 
types of STIs, our study assessed knowledge based on the 
types, symptoms, treatment, and complications associated 
with STIs.

Additionally, a positive correlation was observed 
between perceived vulnerability to STIs and prevention 
self-efficacy. This suggests that when individuals have 
a strong belief that they can reduce their health risks by 
adopting healthy behaviors, they are less likely to engage in 
maladaptive behaviors. Given that perceived vulnerability 
is influenced by many factors in addition to knowledge 
(42), it seems that if individuals do not feel vulnerable 
to health threats, they may be more likely to refuse 
preventive behaviors. One possible explanation is that 
controlling STIs presents a challenge due to the difficulty 
in altering personal sexual behaviors and the cultural and 
religious influences on discussions about sexual relations, 
regardless of clinical factors (43). One study by Asef et al 
supports our result that perceived vulnerability can play 
a key role in shaping individuals’ intentions to adopt 
and maintain healthy behaviors. According to this study, 
perceived vulnerability to illness is an important predictor 
of preventive health behaviors (44). This suggests that 
when individuals feel vulnerable to illness, they are more 
likely to engage in behaviors that can help prevent or 
mitigate its effects.

To sum up, the present study found that an increase 
in STI-perceived vulnerability leads to a rise in STI-
preventive intention. This suggests that when individuals 
feel vulnerable to illness, they are more likely to engage 
in protective and preventive behaviors. This finding 
is consistent with previous research (45), which has 
identified perceived vulnerability as a key determinant of 
individuals’ willingness to cooperate and adopt health-
protective behaviors (46). Perceived vulnerability also 
influences individuals’ psychological and behavioral 
responses (47).

The present study has both limitations and strengths. 
Data collection was conducted online during the early 

waves of the COVID-19 pandemic in Iran. As such, 
our sample may have been limited to individuals with 
computer literacy and/or access to smartphones. However, 
it is worth noting that many studies have reported a greater 
willingness among participants to respond to online 
questionnaires on sensitive topics such as STIs compared 
to face-to-face questionnaires. Additionally, our data 
were obtained through self-reporting, which may have 
introduced bias in the evaluation of the results.

Conclusion 
Overall, our study found that STI knowledge was generally 
lacking among the participants. However, the women 
in our study exhibited high levels of STI-perceived 
vulnerability, prevention self-efficacy, and STI-preventive 
intention. As such, there was a high level of motivation 
for protective behaviors, and STI-preventive self-efficacy 
was identified as a particularly relevant construct 
for promoting protective behaviors. From a practical 
standpoint, our findings suggest that demographic factors 
have a significant relationship with prevention behavioral 
intention as per the PMT. These results indicated that 
future interventions should aim to increase appropriate 
knowledge, enhance perceived self-efficacy, and promote 
intentional protective behavior through skills training.
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