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Abstract

Background: Living in marginalized areas with challenging socio-economic contexts can make teenagers vulnerable. This 
study aimed to investigate high-risk behaviors and their determinants amongst teenage students living in marginalized areas of  
Southwest Iran. 
Methods: This was a cross-sectional study with mixed-method desgin, in which 421 students completed a questionnaire in 
September 2018, and seven focused group discussions were conducted from October 2018 to January 2019 in a marginalized 
district of  Shiraz, Southwest of  Iran. Descriptive statistics were used to describe the data, and multiple logistic regression was 
used for statistical analysis. Quantitative data were analyzed using STATA14 (Stata Corporation, College Station, TX, USA) 
software, and qualitative data analysis was done using comparative content analysis. The risk behaviors examined in this study 
were tobacco, alcohol, sexual relations, and substance use.
Results: In total, 34.7% of  the participants were engaged in at least one of  the high-risk behaviors. Based on multiple logistic 
regression analysis, parents’ marital status (OR

Divorced&Dead
/

Living together
=3.50, P=0.016), fathers’job (OR

Unemployment/Employment
=6.61, 

P=0.004), family history for addiction (OR
Yes/No

=2.62, P=0.001), and friendship with the opposite sex (OR
Yes/No

=2.56, P<0.001) 
were among the observed risk factors for high-risk behaviors. Qualitative results indicated that family-related conflicts, personal 
characteristics, and environmental challenges are predisposing determinants for involving in high-risk behaviors among teenagers.
Conclusion: High-risk behaviors are mostly prevalent among adolescents living in marginalized areas. To combat and mitigate 
the consequences of  these behaviors, policymakers must focus on reducing social injustice, improving teenagers’ resiliency and 
family solidarity, and creating a safe environment.
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1. Introduction

Adolescence is a time of remarkable biological 
and personal development, and in some cases, poor 
behavioral risk-taking can be accompanied by the 
experience of mental disorder and drug or alcohol 
use  (1). In fact, adolescence is a fateful bridge 
from childhood to adulthood, with distinctive 
characteristics and behaviors. This period could 
open a window of opportunity toward establishing 
a successful and fulfilling adult life, or it can be a 
starting point for exposure to high-risk behaviors 
and their consequences  (2). Prevalence of tobacco 
and alcohol use in adolescents was reported to be 
5.1% and 26.1%, respectively  (3).

Previous research showed the effect of familial 

factors on adolescents’ tendency toward high-risk 
behaviors  (4). For instance, evidence indicateed 
that those adolescents who observed their parents’ 
risky behavior might ultimately choose to replicate 
it. Following that, cognitive, behavioral, and social 
problems, as well as their consequences, could also 
affect them  (5). Besides, peers play a significant 
role in risk-taking behaviors, such as using alcohol, 
tobacco, and having unsafe sex  (6). Accordingly, 
these behaviors are usually initiated as recreational 
but then become lifelong habits  (7). 

During adolescence, due to a lack of experience, 
having unprotected sex and consuming no 
contraceptive pills is more prevalent. Following 
unfamiliarity with preventive methods, these 
people are at the risk of early pregnancy and 
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sexually transmitted diseases (STDs)  (8-10), such 
as HIV infection  (11). A study in the USA showed 
that 39% of students had experienced alcohol 
consumption (more than several sips), and 18% 
of them had alcohol abuse more than once, which 
would have a strong relationship with their recent 
sexual intercourse  (12). 

Sexual intercourse and the number of sexual 
partners among Turkish male students were 
higher than among females, but feeling guilty 
after intercourse was more common among girls. 
Additionally, condom use during first sexual 
contact was low, and smoking in both genders 
was related to sexual relationships  (13). A study in 
Thailand showed that alcohol use in the year prior 
to the study, within 30 days, and alcohol abuse rates 
to get drunk were 25.5%, 9.5%, and 17.3% among 
male students and 14.5%, 3.7%, and 7.2% among 
females, respectively  (14). In a study conducted 
on adolescents in Tehran, 28% of students had 
experienced sexual intercourse and more than 50% 
of them had done so before the age of 15  (15).

In addition to the teenage crisis, marginalization 
itself can be considered a risk factor that increases 
the likelihood of high-risk behaviors. The risks of 
using alcohol and substances, as well as the crimes 
related to them, are more prevalent in adolescents 
who are pushed to the margins due to factors such 
as ethnicity  (16, 17). Marginalization is linked 
with sexual intercourse, having more sexual 
partners, and having less knowledge about STDs 
among young people  (18). Therefore, the rate of 
STDs is higher in such districts  (19). It is predicted 
that by 2030, approximately 43% of urban dwellers 
in low- and middle-income countries will live in 
marginalized areas  (20). 

Despite significant achievements in the 
development of slum areas in Iran, such as access 
to tap water, primary health care, and social 
services, the country still faces inequality between 
the slum population and that of other areas. For 
instance, poverty levels, unemployment rates, 
and maternal mortality rates are higher in slums 
compared to those in urban areas. The higher rate 
of high-risk behaviors in these areas compared to 
other areas makes their residents more susceptible 
to communicable diseases, such as HIV, hepatitis 
B or C, and other sexually transmitted diseases  
(20). Therefore, due to insufficient evidence to 
show the extent and factors affecting this health 

issue, especially among adolescents in the outskirts 
of cities, we conducted this study to evaluate the 
prevalence of high-risk behaviors as well as their 
determinants among middle school students in the 
marginalized district of Shiraz, Iran.

2. Methods

2.1. Study Design

This was a cross-sectional study with mixed-
method desgin conducted in two parts - 
quantitative and qualitative sections. The study 
was implemented from October 2018 to January 
2019. The quantitative phase aimed to assess the 
prevalence of high-risk behaviors among the 
participants, while the qualitative phase aimed to 
explore the socio-economic and environmental 
determinants of high-risk behaviors among them.

2.2. Study Setting and Participants

This study was conducted in a marginalized 
district of Shiraz, located in the Southwest of 
Iran. Shiraz is a large city with a population of 
around 1,800,000, of whom about 20% live in 
underdeveloped areas  (21). To implement this 
study, we selected one of the most underdeveloped 
populated areas named “Ghal’eh No”, with almost 
38,000 people (based on the annual census of its 
local health center in 2016). The study population 
consisted of all students (818 males and females) 
aged between 12 and 15 years old, who studied 
at three middle schools located in this region, 
including two schools for boys and one school for 
girls. Participants in both the quantitative and 
qualitative phases of the study were selected from 
the same schools to ensure comparability of the 
results from the two phases.

2.3. Quantitative part

2.3.1. Study Sampling

The total number of included students from 
the middle school was 818 individuals. Of these, 
473 were boys and 346 were girls. According to 
Cochran’s formula, there was a 25% increase to 
account for the possibility of low response. Due to 
the sensitivity of the subject matter, the sample size 
was calculated as 254 for boys and 167 for girls.

In September 2018, 421 participants who met 
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the study criteria were selected through systematic 
random sampling. Inclusion criteria were age 
between 12 and 15 and residing in Ghale-no, 
while exclusion criteria were their parents’ or their 
own reluctance to participate. Skilled and trained 
interviewers collected data through interviews 
using a standardized questionnaire. To protect the 
privacy of students, data were collected in a discreet 
environment without the presence of any teacher.

The criterion for sexual high-risk behavior was 
having at least one sexual intercourse (oral, anal, 
or vaginal) during the past six months. Moreover, 
the criterion for high-risk individuals was using 
substances, tobacco, and/or alcohol at least once 
during the last month.

2.3.2. Survey Administration

To collect data, we used the High-Risk 
Behaviors Questionnaire (HRBQ)  (22), with some 
modifications in line with the aims of our study. 
In fact, subscales such as high-risk driving, food 
consumption, sleep, and exercise were excluded 
because we focused on high-risk behaviors related 
to smoking, sexual activity, and drug use. Besides, 
information and communication technology 
(ICT) was evaluated through four two-choice 
questions that asked about the use or non-use 
of mobile phones, computers, the Internet, and 
satellite programs. Before fully implementing 
the questionnaire, a committee consisting of 
psychologists, a public health specialist, an HIV/
AIDS specialist, and a demographer approved 
its content and face validity using quantitative 
methods. In addition, its reliability was assessed 
through a pilot study with 53 participants using 
Cronbach’s alpha, which was equal to 0.792. The 
questionnaire had 31 items for evaluating four 
domains as follows: 1) Demographic information, 
2) Experience of high-risk sexual behaviors, 3) 

Experience of using any type of substances, and 4) 
Knowledge and viewpoints of the students about 
sexual diseases, which consisted of 26 yes/no 
questions.

2.3.3. Data Analysis

Univariate analysis was conducted to calculate 
unadjusted associations between the study variables 
and high-risk behaviors. To measure the adjusted 
association of each independent variable with 
the risk of high-risk behaviors, a multiple logistic 
regression model was fitted to the data using the 
backward variable selection strategy. Statistical 
analysis was performed using STATA version 14.0 
(Stata Corporation, College Station, TX, USA).

2.4. Qualitative Part

2.4.1. Participants and Sampling Method

Since high-risk behavior is a sensitive subject, 
a Focus Group Discussion (FGD) method was 
used for conducting interviews. A total of seven 
FGDs, consisting of 10 to a maximum of 15 
participants, were conducted, including two FGDs 
for male students, two FGDs for female students, 
two FGDs for school staff, and one FGD for local 
trustees (Figure 1). Participants were selected for 
the qualitative part using a purposeful sampling 
method. It is worth noting that participants in each 
FGD were from the same class.

2.4.2. Qualitative Survey Administration

FGD interviews were conducted from October 
2018 to January 2019 by two expert interviewers of 
the same sex as the students. During the interviews, 
the interviewers asked the students to discuss their 
experiences with sexual behaviors, drug use, or 
cigarette smoking either by themselves or by their 

Figure 1: The figure shows the CONSORT diagram of Focus Group Discussions.
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peers. They were also asked about the availability 
of any drugs or alcohol in their neighborhood. The 
interviewers then asked them to talk about the driving 
factors or determinants that influenced high-risk 
behaviors in individuals of their age. In the trustees’ 
and parents’ FGDs, the focus was on exploring 
predisposing factors and their experiences with 
adolescents’ high-risk behaviors. All interviews were 
recorded using a voice recorder after obtaining the 
participants’ permission. Each FGD lasted an average 
of 1.5 hours and followed all the ethical items of Shiraz 
University of Medical Sciences, including anonymity, 
confidentiality, and autonomy to withdraw from the 
study at any point during the interview.

2.4.3. Qualitative Data Analysis

The data was analyzed using the comparative 
content analysis method. Initially, the researchers 
thoroughly read each interview transcript to gain 
a comprehensive understanding of the collected 
data. Next, the research team refined the codes 
to ensure consistency. These codes were then 
presented to the participants, and new codes were 
generated after resolving any inconsistencies. The 
coding scheme was updated accordingly, and the 
transcripts were re-read and re-coded.

2.4.4. Qualitative Findings Rigor

As recommended by Schwandt and colleages, 
the current study’s trustworthiness was assessed 
based on four criteria: credibility, confirmability, 
transferability, and dependability  (23). To establish 
credibility, semi-structured interviews, field notes, 
and extensive engagement with the subject matter 
were utilized. The leading researcher conducted 
thorough reviews to gather ideas and concepts 
from other researchers and maintained relevant 
study documents to ensure confirmability. The 
transferability of the findings was confirmed by 
offering a comprehensive description of the subject, 
participants, data gathering, and data analysis. The 
dependability of the study was reinforced through 
the in-depth description of the research process 
in the manuscript, which can be used by other 
researchers to reproduce and expand the study.

3. Results

3.1. Quantitative Results

The sample consisted of 421 middle school 

students (from the seventh, eighth, and ninth 
grades), among whom 254 subjects were boys with 
an average age of 14.0±1.16, and 167 subjects were 
girls with an average age of 14.22±0.86 years old. 
In total, 34.1% of the boys and 34.3% of the girls 
reported experiencing addiction in their family. 
Notably, tobacco use was more prevalent among 
boys compared to girls (37.0% vs. 29.3%). The 
prevalence of high-risk behaviors in this study was 
56.8%. Of these, 34.7% (146 persons) were engaged 
in only one risky behavior, and 22.1% of them in 
two or more behaviors. Also, having relationships 
with the opposite sex was more common in boys 
than in girls (Table 1).

In terms of the students’ knowledge about HIV/
AIDS, 38.2% of the boys and 21.0% of the girls were 
completely unaware, 55.9% of the boys and 71.9% of 
the girls had a low level of knowledge, and only 5.9% 
and 7.2% of these boys and girls had a high level of 
knowledge about HIV. We also found a significant 
difference in terms of the level of knowledge about 
HIV according to gender, which indicated that the 
average score of girls’ knowledge (2.45±1.66) was 
higher compared to boys’ knowledge (2.00±1.80) 
(P=0.009). According to the univariate analysis, 
there was also a significant relationship among 
gender, family history of addiction, parents’ 
marital status, parents’ education, parents’ job, 
and friendship with the opposite sex and high-risk 
behaviors among these students (P<0.05).

The results of logistic regression analysis (with 
a backward selection strategy) provided adjusted 
relationships between the study factors and the 
risk of high-risk behaviors (Table 2). Accordingly, 
the results showed that parents’ marital 
status (ORDivorced&Dead/Living together =3.50, 95%CI: 
1.26-9.73, P=0.016), father job (ORUnemployment/

Employment=6.61,95%CI:1.85,23.61,P=0.004), family 
history of addiction (ORYes/No=2.62,95%CI:1.51,4.54, 
P=0.001) and friendship with the opposite sex 
(ORYes/No=2.56, CI95%:1.56-4.20, P<0.001) were 
among the observed risk factors for high-risk 
behaviors. On the other hand, fathers with a 
high school diploma (ORDiploma&above/ Illiterate =0.24, 
CI95%: 0.08-0.70, P=0.009) and girls’ sex (ORFemale/

Male=0.44, CI95% :0.27-0.74, P=0.002) were shown 
to be protective 

3.2. Qualitative Results

The theme “context-based socio-behavioral 
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crisis” emerged as a result of various determinants 
that explain high-risk behaviors among teenage 
students living in marginalized areas. Students 
and trustees identified several contributing factors, 
some of which were important for both groups. 
These factors are categorized in Figure 2.

3.3. Family-related Challenges

Overall, students mentioned parental neglect as 
a key determinant of their tendency to engage in 
high-risk behaviors. In fact, emotional weaknesses 
in the family can lead to loneliness, and children 
may seek ways to compensate for it.

“Argument, lack of parents’ understanding, lack 
of affection, and loneliness can cause someone to 

lean toward high-risk behaviors.” (First Girl’s FGD)

The trustees also mentioned a lack of privacy at 
home as a problem. In fact, not having a personal 
room and sleeping in a place with parents increases the 
likelihood of adolescents being aware of their parents’ 
sexual behavior and experiencing early puberty.

“Some of them live in small houses of 
approximately 50 square meters with only one 
bedroom, and some of them do not have this one 
bedroom either. Well, the parents have sexual 
intercourse without any privacy.” (Trustees’ FGD)

They also pointed out the parents’ 
communication weaknesses with their children. 
They declared:

Table 1: Demographic and behavioral characteristic of the studied students (N=421)
Variables Categories Boys (n=254) Girl (n=167) Total (n=421)

N (%)/Mean (SD) N (%)/Mean (SD) N (%)/Mean (SD)
Age 14.0±1.16 14.22±0.86 14.09±1.05
Education Grade Seventh 85 (33.6) 12 (7.3) 97 (23.3)

Eighth 97 (38.3) 90 (54.9) 187 (44.8)
Ninth 71 (28.1) 62 (37.8) 133 (31.9)

Parents’ Marital Status Living together 210 (82.7) 149 (89.2) 359 (85.3)
Other* 44 (17.3) 18 (10.8) 62 (14.7)

Father’s education Illiterate 38 (15.3) 16 (10.3) 54 (13.3)
Middle and high school 168 (67.5) 107 (68.6) 275 (67.9)
Diploma and above 43 (17.3) 33 (21.2) 76 (18.8)

Mother’s education Iilliterate 46 (18.2) 15 (9.0) 61 (14.5)
Middle and high school 166 (65.6) 115 (68.9) 281 (66.9)
Diploma and above 41 (16.2) 37 (22.2) 78 (18.6)

Father’s job Employed 229 (90.5) 140 (87.02) 369 (89.1)
Unemployed 24 (9.5) 21 (13.0) 45 (10.9)

Mother’s job Employed 21 (8.3) 15 (9.0) 36 (8.6)
Housewife 231 (91.7) 152 (90.0) 383 (91.4)

Having a personal room Yes 114 (44.9) 74 (44.3) 188 (44.7)
No 140 (55.1) 93 (55.7) 233 (55.3)

Use of Information and 
Communication Technology

Cell phone 188 (74.0) 110 (65.9) 298 (70.8)
Computer 131 (51.6) 81 (48.5) 212 (50.4)
Internet 131 (51.6) 69 (41.3) 200 (47.5)
Satellite 92 (36.2) 64 (38.3) 156 (37.1)

Family history for addiction Yes 86 (34.1) 57 (34.3) 143 (34.2)
No 166 (65.9) 109 (65.7) 275 (65.8)

High risk behavior Tobacco** 94 (37.0) 49 (29.3) 143 (34.0)
Alcohol 87 (34.4) 28 (16.8) 115 (27.4)
Substance use 49 (19.3) 24 (14.4) 73 (17.3)
Sexual relation 47 (20.1) 12 (7.8) 59 (15.2)

Friendship with the opposite 
sex

Yes 147 (59.0) 83 (50.9) 230 (55.8)
No 102 (41.0) 80 (49.1) 182 (44.2)

HIV Knowledge level Unaware 97 (38.2) 35 (21.0) 132 (31.4)
Low level 142 (55.9) 120 (71.9) 262 (62.2)
High level 15 (5.9) 12 (7.2) 27 (6.4)

*Divorced & Dead; **Cigarette& hookah; ***HIV: Human Immunodeficiency Virus
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Table 2: Un-adjusted and adjusted association between the study variables and engaging in high-risk behavior
Variables Categories Univariate

Odds Ratio ( 95% CI)
P value Adjusted

Odds Ratio ( 95% CI)
P value

Age 0.91 (0.75-1.11) 0.397 - -
Sex Male 1 - 1 -

Female 0.41 (0.27-0.63) < 0.001 0.44 (0.27-0.74) 0.002
Parents’ Marital Status Living together 1 - 1 -

Other* 5.10 (2.354-11.07) < 0.001 3.50 (1.26-9.73) 0.016
Father’s education Illiterate 1 - 1 -

Middle and high school 0.37 (0.179-0.77) 0.008 0.44 (0.18-1.09) 0.078
Diploma and above 0.20 (0.08-0.48) < 0.001 0.24 (0.08-0.70) 0.009

Mother’s education Iilliterate 1 - 1 -
Middle and high school 0.36 (0.19-0.71) 0.003 0.85 (0.37-1.91) 0.699
Diploma and above 0.44 (0.20-0.97) 0.044 1.47 (0.54-3.98) 0.440

Father’s job Employed 1 - 1 -
Unemployed 7.14 (2.50-20.40) < 0.001 6.61 (1.85-23.61) 0.004

Mother’s job Employed 1 - 1 -
Housewife 0.55 (0.24-1.28) 0.172 0.67 (0.23-1.92) 0.461

Having a personal room No 1 - 1 -
Yes 1.10 (0.73-1.67) 0.628 - -

ICT No 1 - 1 -
Yes 1.23 (0.61-2.49) 0.556 - -

Family history addicted No 1 - 1 -
Yes 2.96 (1.85-4.72) < 0.001 2.62 (1.51-4.54) 0.001

Friendship with the 
opposite sex

No 1 - 1 -
Yes 2.78 (1.81-4.27) < 0.001 2.56 (1.56-4.20) < 0.001

HIV Knowledge level Unaware 1 - 1 -
Low level 0.85 (0.54-1.34) 0.495 - -
High level 0.68 (0.29-1.59) 0.376 - -

*Divorced & Dead; **ICT: Information and Communication Technology

Figure 2: The figure shows the socio-environmental model for high-risk behaviors amongst adolescents living in slums of Shiraz, Iran.
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“The problem is that the parents don’t become 
their children’s friend, so they look for it with 
someone else.” (Trustees’ FGD)

Both students and trustees identified some 
similar contributing factors such as poverty, 
inappropriate family patterns, and family 
disruption. For instance, they stated:

“Poverty is the main problem in the region. 
When financial problems arise, other problems 
tend to follow. Some girls become involved with 
boys because of financial support.” (Trustees’ FGD)

Inappropriate family patterns, such as having 
addicted parents or a member of the family 
drinking alcohol, can lead to risky behaviors in 
children.

“We have a student whose father drinks alcohol. 
He tells his child, ‘Let’s drink together.’ In this way, 
he wants to tell him that they are friends and that if 
the child wants to drink alcohol, it’s better to drink 
it with me than with a stranger,” according to the 
Trustees’ FGD.

According to the trustees and students’ 
FGDs, family disruption has many undeniable 
consequences. As they claimed:

“Here, there is less official divorce, but emotional 
divorce is more. Therefore, the parents do not see 
each other at all; they have their own individual 
lives. Therefore, children in a home with conflict 
and disagreement have more problems,” (Trustees’ 
FGD).

3.4. Individual Challenges

According to the trustees, precocious puberty 
has increased in the area in recent years, which 
increases the chance of early engagement in high-
risk behaviors.

“Unfortunately, precocious puberty among 
children nowadays starts from the age of 10” 
(Trustees’ FGD).

Peer pressure was a determining reason for 
behavioral deviations, mentioned by the students 
in their FGD:

“In our age, children like to drink alcohol and use 

substances. They are teased if they say no; friends 
call them ‘little baby.’ By accepting such suggestions, 
they feel proud” (Second Girls’ FGD).

Another effective determinant was the unstable 
personality of adolescents. In other words, they 
lack decision-making power, do not know how 
to react in difficult situations, and cannot say no. 
In addition, a common point of view in all the 
studied FGDs was the weakness of religious beliefs. 
Considering the deterrent role of religious beliefs 
in risky behavior engagement, fragile belief leads 
to easier acceptance of such behaviors, especially 
sexual behaviors.

Another shared opinion was the abuse of 
technology. In fact, the improper use of mobile 
phones and satellites is a facilitator of such 
behaviors.

“More than 80% of families have a satellite, which 
makes children uncontrollable, and they watch all 
kinds of movies, even restricted films” (Trustees’ 
FGD).

3.5. Environmental Challenges

Many environmental determinants provide an 
appropriate platform for risky behaviors. Generally, 
the participants believed that cultural transition is 
a contributing factor in exhibiting risky behaviors 
among adolescents. Accepting friendship with the 
opposite sex and even pre-marital relationships are 
features of the newly created culture.

“Some students think that using tobacco and 
having a relationship with the opposite sex gives 
them superiority over others.” (Second Girls’ FGD)

Trustees mentioned youth unemployment as 
an important cause of engaging in different risky 
behaviors due to having more free time.

“More than 80 percent of the youth are 
unemployed. Therefore, they could involve freely 
in risky behaviors.” (Trustees’ FGD)

The trustees also declared migration to slum 
areas as a predisposing factor that has many social 
harms.

 “Between 20 to 25 percent of the children 
are locals, but others are migrants. Most of the 
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migrants come here due to financial problems, 
committing a crime, or having an inability to live 
in other regions. Obviously, these problems could 
affect lifestyle in slums.” (Trustees’ FGD)

Lack of facilities was another noticeable problem 
in the region. Trustees declared that adolescents do 
not spend their leisure time participating in useful 
activities due to the lack of recreational facilities 
like gyms, parks, and cultural centers, and this 
increases their tendency to exhibit risky behavior.

“Here, the amenities are inadequate. If there 
were recreational facilities near us, the youth 
would be much healthier. There is nothing to fill 
their time with.” (Trustees’ FGD)

Both groups mentioned explicit sex work in 
the area as an environmental determinant of risky 
behaviors. They also pointed to law enforcement 
shortcomings as a deducing factor in environmental 
security. The weakness of the rules and the absence 
of police surveillance facilitate access to substances 
as well as to prostitutes.

“The police come here once a year. Here, someone 
comes with a motorcycle and sells substances 
(hashish, methamphetamines, cannabis, and 
heroin) in front of people, and there is no one to 
arrest them.” (Second Boys’ FGD)

Availability of substances and alcohol was also 
mentioned as an intensifying determinant of risky 
behavior. This is not only in the community but 
also in the family.

“Among the boys, substances like Naswar and BT 
are more common, but when we talk to parents, we 
find a similar background in the families.” (Trustees’ 
FGD)

4. Discussion

The present study attempted to investigate 
the status of high-risk behaviors and their 
contributing factors among middle school 
students in a marginalized area of the city of 
Shiraz, Iran. According to the participants’ views 
in the qualitative part of the study, the critical 
socio-economic context of slums has made more 
vulnerable adolescents engage in risky behaviors, 
such as cigarette smoking, drug use, alcohol 
consumption, and unsafe sex. Based on the present 

study, factors that increased the likelihood of 
taking high-risk behaviors were sex, family history 
of addiction, and having a boyfriend or girlfriend, 
while the father’s education and employment status 
were protective factors. 

In line with our study, Indian researchers 
reported a prevalence of substance abuse and 
unsafe sex in adolescents to be 28% and 16%, 
respectively, which is much lower than our findings 
(56.8%)  (24). Additionally, 47.1% and 42.5% of 
American adolescents reported alcohol and drug 
use  (25). The difference in the prevalence of high-
risk behaviors in different studies can be attributed 
to the socio-cultural norms and values of each 
society. Another reason could be the wide range 
of definitions of addiction and high-risk behaviors 
used by researchers  (26).

We showed that girls are less likely to engage 
in risky behaviors than boys. Previous studies in 
Iran and other countries indicated that boys are 
more likely to engage in risky behaviors than girls  
(26, 27). Moreover, previous research suggested 
that boys tend to have broader social relationships, 
more freedom, and a tendency to engage in risky 
behaviors; parents control them less than girls  
(28). Moreover, our findings indicated that 31.4% 
of students had poor knowledge about HIV/AIDS, 
its transmission, and prevention. Previous finding 
also showed the link between marginalization 
and less knowledge about STDs, including HIV, 
which encourages people to engage in more risky 
relationships  (18). In contrast to these findings, 
some other studies reported a higher level of 
knowledge among boys  (7, 29). This could be due 
to more public education and teachers’ training 
on HIV education for girls, which affected their 
knowledge  (30).

According to the qualitative results, three 
main categories, namely family-related conflicts, 
personal characteristics, and environmental 
challenges, were found to be effective in high-risk 
behaviors among adolescents.

4.1. Family-related Conflicts

The results of the study indicated that 34.2% 
of girls and boys had an addicted family member, 
which can increase the likelihood of displaying 
high-risk behaviors in adolescents. The qualitative 
results showed that using substances like Naswar 
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was much more prevalent among the students, 
which is contrary to the declaration of the 
quantitative study. One probable reason for the 
discrepancy in the quantitative section could be the 
students’ fear of reporting the use of substances.

A systematic study has also confirmed the 
relationship between having addicted parents 
and children’s addiction  (31). Drinking alcohol 
by parents, poverty, and parents’ or caretakers’ 
viewpoints on substances are connected with 
using substances among adolescents. In addition, 
the positive view of parents on substances and 
drinking alcohol by older siblings were intensifying 
factors in the use of substances by children  (32). 
The quantitative results also showed a relationship 
between parents’ or other family members’ 
addiction and having at least one high-risk behavior 
among teenagers. This is consistent with a study on 
2500 students in the high-risk region of Trinidad 
& Tobago, which revealed that some high-risk 
behaviors of parents, especially using substances 
and having antisocial behaviors, are the strongest 
risk factors for their adolescents  (33).

Although land prices are relatively cheap, 49.2% 
of the region’s residents are tenants, which is another 
indicator of their economic status. Accordingly, the 
participants in the qualitative section frequently 
claimed this. Poor economic conditions, especially 
at lower ages, are known risk factors in behavioral 
problems due to the involvement of these kinds of 
families in more stressful and psychological issues  
(34-36). Noticeably, based on the qualitative part, 
the weakness of the family’s solidarity and parental 
neglect are also connected to high-risk behaviors.

4.2. Personal Characteristics

The findings of the quantitative study showed 
a non-significant relationship between using ICT 
and high-risk behaviors. However, qualitative 
research confirmed the role of technology abuse in 
high-risk behaviors. Adolescence is an important 
transition period between childhood and 
adulthood, during which managing the use of ICT 
is crucial. Although the Internet provides various 
opportunities for learning and social networking, 
it is also an ideal environment for risk tolerance 
and high-risk behaviors, and some adolescents are 
tempted to engage in such behaviors  (37). 

 Previous research showed that friendships 

with the opposite sex increase risky behaviors, 
including alcohol use, substance use, and sex in 
adolescents  (38, 39). Mrug and colleagues showed 
that contact with the opposite sex increases 
smoking in adolescent girls because they may start 
smoking to attract the attention and satisfaction of 
their boyfriends  (40). We also found that having 
relationships with the opposite sex increased the 
likelihood of high-risk behaviors by 3.81 times in 
adolescents. In addition, previous study showed 
that a weak religious belief leads to engaging in 
immoral behaviors  (37).

The students also declared that peer pressure and 
unstable personality were among other personal 
factors in high-risk behaviors. An experimental 
study confirmed the prominent role of peer 
pressure in risk-taking and engaging in high-risk 
behaviors among adolescents more than other age 
groups  (6, 41, 42). 

4.3. Environmental Challenge

Modification of social norms was another factor 
highlighted in the qualitative study. In other words, 
changes in viewpoints, such as the use of alcohol 
and tobacco and their acceptance as ordinary acts 
among students, were observed. When adolescents 
see the use of tobacco and alcohol in their families 
or witness high-risk behaviors at home and 
school, these behaviors are normalized and may 
lead them to engage in such behaviors  (5). Focus 
group discussions showed that high-risk behaviors 
are becoming more frequent in the region as 
adolescents witness unlawful relationships in 
their neighborhoods or even in their families. The 
results also showed that there are no preventive 
laws in the region, making substances and alcohol 
easily available. Rules governing the community 
affect behaviors such as substance and alcohol use 
throughout the community. Some studies showed 
that the legal age for using alcohol and cigarettes 
has a rightful effect on their availability and use. 
If people know that selling alcohol, cigarettes, or 
substances to adolescents will lead to serious legal 
consequences, adolescents’ access to these items 
will be limited as a consequence  (43). Another 
matter that provokes high-risk behaviors in the 
environment is youth unemployment. In line 
with other studies, our results also showed that 
unemployed youth have more spare time, which 
can lead to addiction or other risky behaviors  
(44, 45). Evidently, both unemployment and 
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poor socioeconomic levels of the family during 
childhood intensify substance abuse in adulthood  
(46). The increased number of addicted youth in 
the environment, which is a model for adolescents, 
is itself another risk factor for engaging in high-
risk behaviors.

Migration to the region is another dilemma 
that increases the risk of engaging in high-risk 
behaviors. In this study, it was found that only one-
fourth of the residents were native, and others were 
migrants who moved there due to reasons such as 
their criminal record or bankruptcy. Therefore, 
people with economic and social problems and 
sometimes an experience of social abnormalities 
usually migrate to the region. Previous studies 
also showed that migrants are often pushed to 
the outskirts due to economic problems, resulting 
in social isolation and experiencing social 
biases  (47-49). Migration itself is associated with 
psychological health issues and high-risk sexual 
behaviors  (50). Following the increase in high-
risk behaviors in the environment, the context for 
engaging in high-risk behaviors would prevail as a 
result. Therefore, modifying the environment and 
making adolescents resilient can be two effective 
strategies in reducing high-risk behaviors among 
teenagers

4. 4. Limitations

This comprehensive study was implemented 
for the first time in Iran, and its results provided 
reliable evidence for policymakers to reduce the 
burden of risky behaviors in adolescents in similar 
contexts. However, due to the sensitive nature of the 
subject, underestimation of some risky behaviors is 
possible. Additionally, our study was implemented 
in a specific community with its own socio-cultural 
context, which could be different from other slum 
areas in Shiraz, Iran. Therefore, its results may not 
be generalizable to other areas.

5. Conclusions

Living in slums and adolescence are two 
predisposing factors for displaying high-risk 
behaviors. The present study reveals a high 
prevalence of risky behaviors among adolescents 
living in slum areas and its socio-environmental 
determinants. Obviously, the foremost strategy to 
combat high-risk behavior in these areas would be 
a long-term focus on reducing social injustice and 

inequity. However, in the short-term, policymakers 
must pay special attention to three main approaches, 
including family solidarity, a healthy environment, 
and adolescents’ resiliency.

Strengthening counseling and social support 
services to reinforce family foundations would be 
a protective program to reduce high-risk behavior 
among adolescents. In addition, due to adolescents’ 
vulnerability and limited resources and policies 
to change the slum environment, we recommend 
that policymakers focus on improving schools’ 
circumstances and students’ resiliency.

Finally, considering the interdisciplinary nature 
of interventions to reduce environmental factors, 
all stakeholders, including the local community, 
should engage in a comprehensive advocacy plan. 
To find and approve the best-customized harm 
reduction programs, interventional studies in slum 
areas are recommended.

Ethical Approval

Through the principals of the schools, all 
children’s parents were informed about the 
procedure and aims of the study and based on their 
verbal agreement/consent we gained access to the 
schools’ children and after explaining the aim of 
the study and their right to exit the study whenever 
they want, verbal informed consent was obtained. 
This study was both reviewed and approved by the 
Ethical Committee of Research Deputy of Shiraz 
University of Medical Sciences with the code of 
IR.SUMS.REC.1394.S45. 

Acknowledgements

The authors wish to thank the Research Deputy 
of Shiraz University of Medical Sciences and Fars 
government for their financial support, as well as 
Fars Ministry of Education and schools for their 
cooperation. We also give our appreciation to all 
the students who participated in the study. 

Conflict of Interests 

The authors of this manuscript declare no 
relationships with any company whose products or 
services may be related to the subject matter of the 
article. Hassan Joulaei, Editor-in-Chief, was not 
involved in the peer-review and decision-making 
processes for this manuscript. The non-author, 



79Int. J. School. Health. 2023; 10(2)

Scrutinizing high-risk behaviors in marginalized adolescents

Chairperson, oversaw the peer review process for 
this paper.

References

1.	 Morrison-Beedy D, Grove L, Ji M, Baker E. 
Understanding the “why” for high-risk behavior: 
Adolescent girls’ motivations for sex. J Assoc Nurses 
AIDS Care. 2017;28 (6):877-887. doi: 10.1016/j.
jana.2017.06.012. PubMed PMID: 28784584; 
PubMed Central PMCID: PMC5633494. 

2.	 Ernst M. The triadic model perspective for the study 
of adolescent motivated behavior. Brain Cogn. 
2014;89:104-11. doi: 10.1016/j.bandc.2014.01.006. 
PubMed PMID: 24556507; PubMed Central 
PMCID: PMC4248307. 

3.	 Leão AS, Moura Soares NM, Gonçalves ECdA, 
Silva DAS, Silva RJdS, Thomazzi SM. Simultaneous 
health risk behaviors in adolescents associated with 
higher economic class in the Northeast of Brazil. 
ScientificWorldJournal. 2017;2017:3587567. doi: 
10.1155/2017/3587567. PubMed PMID: 28815196; 
PubMed Central PMCID: PMC5549486.

4.	 Panaghi L, Mohammadi S, Poshtmashhadi M, 
Zadehmohammadi A, Ahmadabadi Z. High Risk 
Behaviors among Iranian Adolescents: Evaluating 
the Effect of Family Factors. PCP. 2013;1 (1):33-40. 

5.	 Copello AG, Velleman RDB, Templeton LJ. Family 
interventions in the treatment of alcohol and drug 
problems. Drug Alcohol Rev. 2005;24 (4):369-
85. doi: 10.1080/09595230500302356. PubMed 
PMID: 16234133.

6.	 Varela A, Pritchard ME. Peer influence: use of 
alcohol, tobacco, and prescription medications. 
J Am Coll Health. 2011;59 (8):751-6. doi: 
10.1080/07448481.2010.544346. PubMed PMID: 
21950257; PubMed Central PMCID: PMC5916837. 

7.	 Dehghani A, Dehghani P, Dehghani B. HIV/
AIDS knowledge and attitude among High 
School students in Shiraz, Iran in 2015. Journal 
of Midwifery and Reproductive Health. 2017;5 
(2):897-903. doi: 10.22038/JMRH.2017.8451.

8.	 Kegeles SM, Adler NE, Irwin Jr CE. Sexually 
active adolescents and condoms: changes over 
one year in knowledge, attitudes and use. Am 
J Public Health. 1988;78 (4):460-1. doi: 10.2105/
ajph.78.4.460. PubMed PMID: 3348475; PubMed 
Central PMCID: PMC1349376. 

9.	 Morrison DM, Baker SA, Gillmore MR. Sexual 
risk behavior, knowledge, and condom use among 
adolescents in juvenile detention. J Youth Adolesc. 
1994;23 (2):271-88. doi: 10.1007/BF01537449. 
PubMed PMID: 12319315.

10.	 Hallfors DD, Haydon AA, Halpern CT, Iritani BJ. 
Patterns of risk behavior change from adolescence 
to emerging adulthood: Implications for HIV/
STD racial disparities. In Thomas, F. Yonette Price 
N. LeShawndra, editors: Drug use trajectories 
among minority youth. Dordrecht: Springer 
Netherlands; 2016. p. 367-398. doi: 10.1007/978-
94-017-7491-8_18.

11.	 Lynch DA, Krantz S, Russell JM, Hornberger LL, 
Van Ness CJ. HIV infection: a retrospective analysis 
of adolescent high-risk behaviors. J Pediatr Health 
Care. 2000;14 (1):20-5. doi: 10.1016/s0891-5245 
(00)70040-x. PubMed PMID: 11141822.

12.	Anderson JE, Mueller TE. Trends in Sexual Risk 
Behavior and Unprotected Sex Among High School 
Students, 1991‐2005: The Role of Substance Use. J 
Sch Health. 2008;78 (11):575-80. doi: 10.1111/j.1746-
1561.2008.00348.x. PubMed PMID: 18844809. 

13.	 Assanangkornchai S, Mukthong A, Intanont T. 
Prevalence and Patterns of Alcohol Consumption 
and Health‐Risk Behaviors Among High School 
Students in Thailand. Alcohol Clin Exp Res. 2009;33 
(12):2037-46. doi: 10.1111/j.1530-0277.2009.01043.x. 
PubMed PMID: 19740137. 

14.	 Speziale H, Carpenter D. Qualitative research in 
nursing. 4th ed. Lippincott Williams & Wilkins: 
Lippincott Williams & Wilkins; 2007.

15.	 Mohammad K, Farahani FKA, Mohammadi MR, 
Alikhani S, Zare M, Tehrani FR, et al. Sexual risk-
taking behaviors among boys aged 15–18 years 
in Tehran. J Adolesc Health. 2007;41 (4):407-14. 
doi: 10.1016/j.jadohealth.2007.05.003. PubMed 
PMID: 17875467. 

16.	 Botticello AL. School contextual influences on 
the risk for adolescent alcohol misuse. Am J 
Community Psychol. 2009;43 (1-2):85-97. doi: 
10.1007/s10464-008-9226-4. PubMed PMID: 
19156512; PubMed Central PMCID: PMC3689216. 

17.	 O’Malley PM, Johnston LD, Bachman JG, 
Schulenberg JE, Kumar R. How substance use 
differs among American secondary schools. Prev 
Sci. 2006;7 (4):409-20. doi: 10.1007/s11121-006-
0050-5. PubMed PMID: 16900406.

18.	 Zulu EM, Dodoo FN-A, Chika-Ezeh A. Sexual 
risk-taking in the slums of Nairobi, Kenya, 
1993-98. Popul Stud. 2002;56 (3):311-23. doi: 
10.1080/00324720215933. PubMed PMID: 12553329. 

19.	 Razzaghi EM, Movaghar AR, Green TC, 
Khoshnood K. Profiles of risk: a qualitative study 
of injecting drug users in Tehran, Iran. Harm 
Reduct J. 2006;3:12. doi: 10.1186/1477-7517-3-
12. PubMed PMID: 16545137; PubMed Central 



80 Int. J. School. Health. 2023; 10(2)

Joulaei H et al.

PMCID: PMC1431517. 
20.	Joulaei H, Bhuiyan AR, Sayadi M, Morady F, 

Kazerooni PA. Slums’ access to and coverage of 
primary health care services: a cross-sectional 
study in Shiraz, a Metropolis in Southern Iran. 
Iran J Med Sci. 2014;39 (2 Suppl):184-90. PubMed 
PMID: 24753641; PubMed Central PMCID: 
PMC3993042. 

21.	 Hassan Z, Hashim MJ, Khan G. Population risk 
factors for COVID-19 deaths in Nigeria at sub-
national level. Pan Afr Med J. 2020;35 (Suppl 
2):131. doi: 10.11604/pamj.supp.2020.35.131.25258. 
PubMed PMID: 33193946; PubMed Central PMCID: 
PMC7608767. 

22.	Ansari-Moghaddam A, Bakhshani N-M, 
Hoseinbore M, Sanavi FS. High-risk behaviors 
related to intentional and unintentional harm 
in adolescents of Zahedan, Iran. Int J High Risk 
Behav Addict. 2015;4 (1):e20328. doi: 10.5812/
ijhrba.20328. PubMed PMID: 25861582; PubMed 
Central PMCID: PMC4386057. 

23.	Schwandt TA, Lincoln YS, Guba EG. Judging 
interpretations: But is it rigorous? Trustworthiness 
and authenticity in naturalistic evaluation. New 
Directions for Evaluation. 2007;114:11-25. doi: 
10.1002/ev.223.

24.	Aparna A, Vinod kumar R, Vijay Kumar CH. 
Study of Prevalence of High Risk Behavior Among 
Adolescents in Hyderabad - a Cross – Sectional 
Study. Int J Res Health Sci. 2015;3 (4):460-467. 

25.	Swendsen J, Burstein M, Case B, Conway KP, 
Dierker L, He J, et al. Use and abuse of alcohol 
and illicit drugs in US adolescents: Results of 
the National Comorbidity Survey–Adolescent 
Supplement. Arch Gen Psychiatry. 2012;69 (4):390-
8. doi: 10.1001/archgenpsychiatry.2011.1503. 
PubMed PMID: 22474107; PubMed Central 
PMCID: PMC3746542. 

26.	Afrashteh S, Ghaem H, Gholami A, Tabatabaee 
HR, Abbasi-Ghahramanloo A. Cigarette smoking 
patterns in relation to religiosity and familial 
support among Iranian university students: A 
Latent Class Analysis. Tob Induc Dis. 2018;16:33. 
doi: 10.18332/tid/92649. PubMed PMID: 31516432; 
PubMed Central PMCID: PMC6659471. 

27.	 Romero-Estudillo E, González-Jiménez E, Mesa-
Franco MC, García-García I. Gender-based 
differences in the high-risk sexual behaviours of 
young people aged 15-29 in Melilla (Spain): a cross-
sectional study. BMC Public Health. 2014;14:745. 
doi: 10.1186/1471-2458-14-745. PubMed PMID: 
25053253; PubMed Central PMCID: PMC4118048. 

28.	Ghaem H, Afrashteh S, Mohammadbeigi A, 
Gholami A, Nami Nazari L, Abbasi-Ghahramanloo 
A, et al. Illicit Drug Use and the Associated Factors 
Among University Students: A Report in the 
Southwest of Iran. J Kermanshah Univ Med Sci. 
2020;24 (2):e101993. doi: 10.5812/jkums.101993. 

29.	 Jain MA, Jain SM, Patil S, Bang A. A study on 
knowledge, attitude and practice of sexually 
transmitted diseases and HIV in adolescent 
population in Wardha, Maharashtra, India. 
Int J Contemp Pediatr. 2016;3 (2):367-72. doi: 
10.18203/2349-3291.ijcp20161016.

30.	Sarma H, Islam MA, Khan JR, Chowdhury KIA, 
Gazi R. Impact of teachers training on HIV/AIDS 
education program among secondary school 
students in Bangladesh: A cross-sectional survey. 
PloS One. 2017;12 (7):e0181627. doi: 10.1371/journal.
pone.0181627. PubMed PMID: 28742103; PubMed 
Central PMCID: PMC5524404.

31.	 Allen M, Donohue WA, Griffin A, Ryan D, Turner 
MMM. Comparing the influence of parents 
and peers on the choice to use drugs: A meta-
analytic summary of the literature. Criminal 
Justice and Behavior. 2003;30 (2):163-86. doi: 
10.1177/0093854802251002.

32.	Yen J-Y, Yen C-F, Chen C-C, Chen S-H, Ko 
C-H. Family factors of internet addiction and 
substance use experience in Taiwanese adolescents. 
CyberPsychology & Behavior. 2007;10 (3):323-9. 
doi: 10.1089/cpb.2006.9948. 

33.	 Maguire ER, Fishbein DH. The Influence of family 
characteristics on problem behaviors in a sample of 
high‐risk Caribbean adolescents. Family Relations. 
2016;65 (1):120-133. doi: 10.1111/fare.12179.

34.	Flouri E, Midouhas E, Joshi H. Family poverty 
and trajectories of children’s emotional and 
behavioural problems: the moderating roles 
of self-regulation and verbal cognitive ability. 
J Abnorm Child Psychol. 2014;42 (6):1043-56. 
doi: 10.1007/s10802-013-9848-3. PubMed PMID: 
24473936. 

35.	 Kiernan KE, Huerta MC. Economic deprivation, 
maternal depression, parenting and children’s 
cognitive and emotional development in early 
childhood. Br J Sociol. 2008;59 (4):783-806. doi: 
10.1111/j.1468-4446.2008.00219.x. PubMed PMID: 
19035922. 

36.	National Institute of Child Health and Human 
Development Early Child Care Research Network. 
Duration and developmental timing of poverty 
and children’s cognitive and social development 
from birth through third grade. Child Dev. 2005;76 



81Int. J. School. Health. 2023; 10(2)

Scrutinizing high-risk behaviors in marginalized adolescents

(4):795-810. doi: 10.1111/j.1467-8624.2005.00878.x. 
PubMed PMID: 16026497. 

37.	 Lau WW, Yuen AHK. Adolescents’ risky online 
behaviours: The influence of gender, religion, 
and parenting style. Computers in Human 
Behavior. 2013;29 (6):2690-2696. doi: 10.1016/j.
chb.2013.07.005.

38.	Malow-Iroff MS. Cross-sex best friendship 
influences on early adolescent cigarette and alcohol 
expectancies and use. J Psychol. 2006;140 (3):209-
27. doi: 10.3200/JRLP.140.3.209-227. PubMed 
PMID: 16916075.

39.	 Deutsch AR, Steinley D, Slutske WS. The role of 
gender and friends’ gender on peer socialization 
of adolescent drinking: A prospective multilevel 
social network analysis. J Youth Adolesc. 2014;43 
(9):1421-35. doi: 10.1007/s10964-013-0048-9. 
PubMed PMID: 24170437; PubMed Central 
PMCID: PMC4497576. 

40.	Mrug S, Borch C, Cillessen AHN. Other-sex 
friendships in late adolescence: Risky associations 
for substance use and sexual debut? J Youth Adolesc. 
2011;40 (7):875-88. doi: 10.1007/s10964-010-9605-
7. PubMed PMID: 21088876; PubMed Central 
PMCID: PMC3111728. 

41.	 Daniel KE. The Effect of Peer Presence on 
Adolescent Risk-Taking Behaviors; 2016. 

42.	Knoll LJ, Magis-Weinberg L, Speekenbrink M, 
Blakemore S-J. Social influence on risk perception 
during adolescence. Psychol Sci. 2015;26 (5):583-92. 
doi: 10.1177/0956797615569578. PubMed PMID: 
25810453; PubMed Central PMCID: PMC4426139. 

43.	Eisenberg ME, Toumbourou JW, Catalano RF, 
Hemphill SA. Social norms in the development of 
adolescent substance use: A longitudinal analysis 
of the International Youth Development Study. J 
Youth Adolesc. 2014;43 (9):1486-97. doi: 10.1007/
s10964-014-0111-1. PubMed PMID: 24633850; 
PubMed Central PMCID: PMC4130778. 

44.	Catalano R, Goldman-Mellor S, Saxton K, 
Margerison-Zilko C, Subbaraman M, LeWinn 

K, et al. The health effects of economic decline. 
Annu Rev Public Health. 2011;32:431-50. doi: 
10.1146/annurev-publhealth-031210-101146. 
PubMed PMID: 21054175; PubMed Central 
PMCID: PMC3855327.  

45.	Henkel D. Unemployment and substance 
use: a review of the literature (1990-2010). 
Curr Drug Abuse Rev. 2011;4 (1):4-27. doi: 
10.2174/1874473711104010004. PubMed PMID: 
21466502. 

46.	Lee JO, Hill KG, Hartigan LA, Boden JM, 
Guttmannova K, Kosterman R, et al. Unemployment 
and substance use problems among young adults: 
Does childhood low socioeconomic status 
exacerbate the effect? Soc Sci Med. 2015;143:36-
44. doi: 10.1016/j.socscimed.2015.08.016. PubMed 
PMID: 26342911; PubMed Cetral PMCID: 
PMC4601938. 

47.	 Li X, Stanton B, Fang X, Lin D. Social stigma and 
mental health among rural-to-urban migrants 
in China: A conceptual framework and future 
research needs. World Health Popul. 2006;8 (3):14-
31. doi: 10.12927/whp.2006.18282. PubMed PMID: 
18277106; PubMed Central PMCID: PMC2249560. 

48.	Sudhinaraset M, Mmari K, Go V, Blum RW. Sexual 
attitudes, behaviours and acculturation among 
young migrants in Shanghai. Cult Health Sex. 2012;14 
(9):1081-94. doi: 10.1080/13691058.2012.715673. 
PubMed PMID: 22943505. 

49.	 Lin D, Li X, Wang B, Hong Y, Fang X, Qin X, et 
al. Discrimination, perceived social inequity, and 
mental health among rural-to-urban migrants 
in China. Community Ment Health J. 2011;47 
(2):171-80. doi: 10.1007/s10597-009-9278-4. 
PubMed PMID: 20033772; PubMed Central 
PMCID: PMC2891847. 

50.	Yang X. Rural–urban migration and mental and 
sexual health: A case study in Southwestern China. 
Health Psychol Behav Med. 2014;2 (1):1-15. doi: 
10.1080/21642850.2013.839384. PubMed PMID: 
25932350; PubMed Central PMCID: PMC4367429. 


