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Abstract 

 

 

Sexual knowledge and concerns are part of the multidimensional nature of human 

sexuality, shaped by sociocultural influences (e.g. religiosity and culture). The relationship 

between couples’ religiosity and their sexuality education needs is poorly understood. The 

purpose of the research as a pilot study was to explore premarital individuals’ sexual and 

reproductive health literacy and sexual concerns, as well as whether religiosity might be able to 

predict either one of these variables. Using a small sample of dating and engaged couples and 

individuals (N = 48), bivariate regression analyses, analyses of variance, and a canonical 

correlation analysis (CCA) were conducted on survey data. Results from the CCA indicated that 

there may be a complex and negative relationship between one’s religiosity and 

sexual/reproductive health knowledge, but given the small sample size, the results were 

statistically insignificant. Some scales of the sexual/reproductive health knowledge assessment 

contributed more to the CCA model than others. Religiosity aspects did not predict overall 

sexual concerns, but some scales of sexual health literacy were significantly correlated with 

specific sexual concerns. Within this sample, the results identified a few commonly shared 

misconceptions and concerns about sexuality. This study provided a needs assessment for 

sexuality components in couple relationship education and similar preventative efforts, as well as 

a unique look into how religiosity may play a role in sexual and reproductive health literacy. 

Further implications and directions for future research are discussed. 

Keywords: premarital, sexuality education, relationship education, religiosity, needs 

assessment, sexual knowledge, sexual concerns, young adults, couples.  
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Sexuality Educational Needs and Religiosity of Premarital Young Adults 

 

 

Some couples rely on premarital or couple relationship education/enrichment (CRE) as 

an effective form of preparation for healthy marriages and committed intimate relationships 

(Hawkins, Blanchard, Baldwin, & Fawcett, 2008; McGeorge & Carlson, 2006). However, as 

sexual intimacy components in CRE are often underemphasized or overlooked, comprehensively 

addressing sexuality in couples’ relationships and optimizing their sex lives through education is 

lacking. Furthermore, educators, counselors, and clergy administering the curricula are often ill-

equipped to address sexuality issues and to guide premarital couples to build lasting, pleasurable 

sexual connections (Lieser, Tambling, Bischof, & Murry, 2007; Wampold, 2014). 

 

Individuals’ sexual knowledge and concerns are part of the multidimensional nature of 

human sexuality, subject to influence by numerous aspects including worldviews and religiosity 

(Greenberg, Bruess, & Oswalt, 2014, p. 4). The association between religion, or religiosity, and 

sex has been studied for decades, and researchers have established a link between these two often 

deeply personal concepts (Greenberg, Bruess, & Oswalt, 2014, p. 7). For example, religiosity has 

been observed to covary with sexual activity, satisfaction, behaviors, attitudes, and much more 

(Higgins, Trussell, Moore, & Davidson, 2010; Luquis, Brelsford, & Rojas-Guyler, 2012; 

Ritchwood et al., 2017; Greenberg, Bruess, & Oswalt, 2014, p. 7). Meanwhile, little is known 

about how religiosity may influence an individual’s level of medically accurate sexual and 

reproductive health knowledge (otherwise referred to as SRHK, or sexual health literacy) or 

sexual concerns in intimate relationships. Religious worldviews, or lack thereof, can influence 
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one’s sexual attitudes and perceptions, which may influence barriers to, sources of, motivation to 

seek, and therefore levels of sexual health literacy (Kellogg Spadt et al., 2014). 

The question of what individuals know and what concerns them with regards to sex is 

especially pertinent to the young adult population, particularly prior to first marriage. At this life 

stage, most young adults are sexually active, but they are less sexually experienced and aware 

compared to older adults, which might leave room for unknowns and concerns to develop 

(Tambling & Reckert, 2014). This raises the questions: What sexual and reproductive health 

information is important for individuals to know, and what is not? What concerns do they have, 

and how should these issues be addressed? While many couples rely on CRE to prepare them for 

healthy, long-term, intimate relationships, CRE ought to fill in the gaps in SRHK wherever 

necessary, providing a safe space to address sexual health topics and concerns (Hawkins et al., 

2008; McGeorge & Carlson, 2006; Slater & Cummings Aholou, 2009). This is where the role of 

religiosity is pulled further into question, as so much of the CRE curricula are either faith-based 

or originate from faith-based programs (Stanley, Amato, Johnson, & Markman, 2006). 

 

Statement of the Problem 

While most CRE programs include a religiosity or spirituality component, scholarly 

discourse on CRE and marital enrichment has neglected secular, or non-religious, couples. As 

premarital education and counseling originated from religiously based organizations with the 

interest of divorce prevention, most CRE programs are currently offered through faith-based 

institutions (Stanley et al., 2006). Premarital programs tend to carry the reputation of having 

highly religious and conservative views regarding intimate relationships (Halford, O'Donnell, 

Lizzio, & Wilson, 2006); meanwhile, the majority of couples who participate in CRE programs 



 

 

PREMARITAL SEX EDUCATIONAL NEEDS AND RELIGIOSITY            6 

today are religiously affiliated as well (Stanley et al., 2006; Halford et al., 2006). This leaves 

non-religious couples under-researched and underserved in CRE. 

Moreover, Kellogg Spadt et al. (2014), Greenberg, Bruess, and Oswalt (2014, p. 7) have 

noted that scholars recognize religion as a sexual compass for many individuals. Yet, a lack of 

understanding about the mechanisms between one’s religiosity and SRHK persists, whether 

through direct or indirect influences. Sexuality carries a variety of meanings depending on the 

religious affiliation. Many religious doctrines discuss sexuality in terms of sacredness, 

temptation, abstinence, and procreation. Hence, while many religions maintain that sexual 

relations ought to exist exclusively within a heterosexual marriage, religious affiliation might 

discourage in-depth discourse about sexuality prior to marriage. The extent to which premarital 

couples apply their religious beliefs to their sex lives can vary, but the generally conservative 

nature of religiously based sexuality discussions ought to be considered in assessments of 

couples’ sexual health literacy (Kellogg Spadt et al., 2014). Scholars must understand the 

mechanisms behind couples’ religiosity and sexual health literacy due to the potential 

implications for CRE in adequately preparing couples for healthy and satisfying sexual 

relationships. 

Premarital couples’ sexual literacy and concerns are poorly understood by researchers 

and professionals. In fact, sexual health literacy of the American young adult population at large 

had been under-researched. Much of the research to date, such as that of the Kinsey Institute, 

concerns sexual health, behavior, attitudes, and satisfaction, but not sexual health literacy. Sexual 

health literacy was last assessed on a large scale with the general American adult population in 

1989, when the majority (55%) of the representative sample “failed” the assessment (Reinisch, 

Kent, & Beasley, 1994). The most recent data on sexual health literacy, focuses on that of 
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premarital couples in Turkey and Iran, and of undergraduate students (Martin, Baralt, & Garrido-

Ortega, 2017; Sadat, Ghofranipour, Goshtasebi, & Ali Azin, 2016; Terzioglu et al., 2018). Most 

of the studies on sexual concerns have been conducted with oncology patients, couples dealing 

with erectile dysfunction, couples in marital therapy, and postpartum new parents, and these 

studies focus on the intervention aspect of sexual concerns as opposed to prevention (Barsky 

Reese et al., 2014; Fisher, Eardley, McCabe, & Sand, 2009; Schlagintweit, Bailey, & Rosen, 

2016). Understanding couples’ sexual concerns prior to marriage, for example, places the issue 

in an preventive position, which is central to CRE (Slater & Cummings Aholou, 2009). Overall, 

this lack of understanding about premarital couples’ sexual health literacy and sexual concerns 

constitutes a need for further research (Sadat et al., 2016; Terzioglu et al., 2018). 

While CRE is expected to prepare couples for satisfying and sustainable relationships, 

many of the current CRE curricula and programming lack depth in addressing the critical 

component of sexual intimacy and reproductive health topics (Lieser et al., 2007; Slater & 

Cummings Aholou, 2009). These programs often discuss sexual needs, sexual expectations, 

expression of affection, and communication about sexual behaviors. Yet, honest discussions 

about the couples’ sexual literacy, sexuality, and sexual history are under-promoted in CRE. 

Thus far, assessments of premarital couples’ sexuality educational needs, which could be 

addressed through CRE, have been conducted in Iran and Turkey only (Sadat et al., 2016; 

Terzioglu et al., 2018). 

Premarital couples’ sexuality educational needs for CRE can be measured with sexual 

health literacy assessments and self-reported sexual concerns. This report will refer to non-

religious and religious individuals on the basis of religiosity as opposed to affiliation. Ritchwood 

et al. (2017) defined religiosity as an incorporation of faith-based beliefs, attitudes, and practices. 
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The term premarital couples or individuals will be used to express those who are dating or 

engaged, particularly prior to first marriage (most between the ages 18- to 35-years-old). For the 

purposes of this report, and since many couples today are marrying later and less frequently, this 

term also encompasses couples who may not have intentions to marry, also known as long-term 

committed couples (Lieser et al., 2007). 

 

Review of Literature 

Four research studies with the greatest utility for the prospective study are discussed here 

in detail with critical analysis. Each of these studies was published within the past four years. 

The first is one that most closely resembles the prospective study from research conducted in the 

United States. The second and most recent study was conducted in Ankara, Turkey, and assessed 

sexuality educational needs and gender-issue attitudes of engaged men and women (Terzioglu et 

al., 2018). The third and fourth studies evaluated Iranian premarital couples’ sexuality 

educational needs, each with different measures and samples (Pourmarzi, Rimaz, & Merghati, 

2014; Sadat et al., 2016). Last but not least, other relevant findings from scholarly journal 

articles and works of research are provided. 

 

Critical Analysis of Recent Literature 

1. Martin, Baralt, & Garrido-Ortega, 2017. At a large and diverse university campus 

in California, researchers sought to examine the relationship between college students’ 

religiosity, and SRHK and awareness of sexual health services on campus. This is the first of the 

study’s kind in assessing SRHK and religiosity in the United States. The researchers 
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hypothesized that higher levels of religiosity would predict lower levels of SRHK, particularly 

for females. 

Design, measures, and procedures. A convenience sample of 996 students (ages 18 to 

25; M = 20.17), 79% of whom were women, was acquired through instructor administration in 

classrooms from various departments of the university. This study utilized a paper-and-pencil 

questionnaire, assessing SRH knowledge, awareness of SRH services, religiosity, and 

demographic control variables. A self-reported understanding matrix, in which the students were 

asked to indicate which concepts they understood from a list of topics, was used to measure 

SRHK; awareness was measured similarly. Religiosity was assessed with self-identified religious 

affiliation and self-reported frequency of religious attendance. The researchers utilized chi-

square analyses, t-tests, Analysis of Variance (ANOVA), and Bonferroni post hoc testing to 

analyze the data. 

Results. The majority of both males and females self-reported knowledge about male 

condoms, birth control pills, pregnancy testing, Sexually Transmitted Infection (STI) and Human 

Immunodeficiency Virus (HIV) testing, female condoms, emergency contraception, and the 

Human Papillomavirus (HPV) vaccine. Other forms of hormonal contraception were less known, 

with males reporting lower rates of knowledge than females. Rates of SRH services awareness 

were low across the board, but females’ self-reported level of awareness was slightly higher than 

males’. Overall, females had higher self-reported SRHK compared to men. Consistent with the 

researchers’ hypothesis, females’ religiosity was negatively associated with SRHK and 

awareness of sexual health services on campus. Females who reported attending religious 

organizations more frequently reported lower SRHK compared to those who attended less 
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frequently. These effects were not found for males. However counter intuitively, sexual activity 

predicted lower awareness of sexual health services in males, regardless of religiosity. 

Interpretations and significance. The results highlight a necessity of SRHK for college 

students, especially men. More women seemed to consider themselves to be knowledgeable on 

sexuality and reproductive health topics than to men, perhaps as women are frequently expected 

to assume responsibility over reproductive health matters, such as birth control. While the results 

of this research are noteworthy, the measure was inadequate at truly assessing SRHK. Without 

inquiry as to the quantity or accuracy of the students’ knowledge, the study’s participants merely 

reported their confidence in knowledge about certain topics; therefore, findings about SRHK 

from this study ought to be interpreted as perceived SRHK, not in terms of actual sexual and 

reproductive health literacy. Religiosity was also assessed using a restrictive method; two items 

pertaining to attendance and affiliation may not adequately capture the multidimensional aspects 

an individual’s religiosity, disregarding intrinsic religiosity. Additionally, the nature of this 

questionnaire leaves room for response-bias with social desirability, and the data ought to be 

interpreted with caution. Convenience sampling, inadequate measures, and potential response 

bias, diminish some aspects of the study and limit generalizability. While professionals ought not 

to base practice off of this research alone, the study sheds light on the potential impact of religion 

on SRHK and can inform future research in this area. 

2. Terzioglu et al., 2018. This research study aimed to evaluate sexuality educational 

needs, gender role attitudes, and attitudes of acceptance towards intimate partner violence (IPV) 

of engaged men and women in Ankara, Turkey. Given the prevalent issue of violence against 

women and gender equality in Turkey, Terzioglu et al. (2018) hoped to gain a better 

understanding of what the current educational needs of premarital individuals are. These results 
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were intended to inform Turkish preventive and supportive services during the engagement 

period. 

Sampling procedures. The researchers conducted the study through two main marriage 

registry offices in Ankara, one of which primarily serves the low socioeconomic status (SES) 

population and one of which serves high SES population. Participants (N = 740) were between 

the ages of 20 and 35 (M = 27.9, SD = 5.96), about half of whom were female, about three in five 

of whom were college graduates. Additionally, 78.1% of the respondents were employed, and 

the majority reported a perceived balance of income and expenses. 

Design, measures, and procedures. The paper-pencil questionnaires were completed 

separately and in private at the marriage registry offices. This questionnaire underwent 

preliminary testing prior to official study administration, promoting content validity. Sexuality 

educational needs were assessed with a 20-item questionnaire regarding self-reported sexual and 

reproductive health problems, awareness of related issues, and opinions pertaining to marriage. 

The Gender Roles Attitude Scale (GRAS; 38 items), obtained from a previous study on Turkish 

university students’ attitudes towards gender roles (Zeyneloğlu & Terzioğlu, 2011), and a 

Turkish adaptation of the Acceptance of Couple Violence Scale (ACVS; 11 items) were also 

implemented to assess attitudes towards social dimensions of gender equality. 

Results. About half of respondents reported having received some form of sexuality 

information prior to marriage, and about the same amount reported that they wanted to learn 

more about sexual and reproductive health. Fifty seven percent of respondents had not been 

given prior sexual and reproductive health information but wanted to receive it. These 

respondents requested to be informed about male and female reproductive organs, pregnancy and 

childbirth topics, and contraceptive methods, while some respondents had already been informed 
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about these topics. Overall, participants scored high in GRAS and low on ACVS, both with 

relatively high variance (respectively: M = 141.31, SD = 25.42; M = 16.36, SD = 7.06). 

Awareness of sexual and reproductive health issues and GRAS scores were higher for 

individuals who were older, had higher educational status, had higher parental educational status, 

and perceived a positive financial balance. ACVS scores had an opposite effect; participants 

scored lower on ACVS when they were older, had higher educational status, had higher parental 

educational status, and perceived a positive financial balance. Females scored higher on GRAS 

and lower on ACVS compared to males, which was expected given the aforementioned IPV and 

gender equality struggles of Turkish women. ACVS scores were negatively correlated with 

GRAS for means and subscales, statistically significant at the p < 0.05 level. 

Interpretations and significance. According to the data, over half of engaged couples 

had general sexuality educational needs and perceived their sexual and reproductive health 

literacy to be inadequate. As predicted, those with more accepting attitudes towards gender 

equality had lower IPV acceptance, and this effect was more so internalized by men compared to 

women. The results suggest that there may have been significant differences, or perhaps a 

mismatch, between engaged men and women’s GRAS and ACVS scores, which ought to have 

been more thoroughly analyzed. This may have implications for premarital resources in 

attempting to bridge couples’ positions on these issues prior to marriage. Furthermore, given the 

convenience sampling strategy, this data excludes engaged couples who had not begun official 

marriage procedures and engaged couples who may not have followed through with the decision 

to marry. Aside from these limitations, and although the study is set in a different socio-cultural 

context than that of the U.S., this research study is only one of three recently published needs-

assessments of sexuality education for premarital individuals, making it a significant contribution 
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to the current literature. On an additional note of insight into this topic, Turkish scholars (as cited 

in Terzioglu et al., 2018: Khazaeia et al. 2011; Kısa et al. 2013; Sardoğan & Karahan, 2005; 

Lotfi & Vaziri, 2011; Glasier et al., 2006) have argued that meeting sexuality educational needs 

could eliminate sexual anxieties, offset preventable sexual and reproductive health problems, 

improve marital harmony, but that the cultural perception of sexuality as taboo can act as a 

barrier to these potential benefits. 

3. Pourmarzi, Rimaz, & Merghati, 2014. In 2010, Iranian researchers sought to assess 

engaged couples’ sexuality educational needs. This needs assessment was conducted for the 

purposes of gaining a greater understanding of Iranian couples’ sexual and reproductive health 

literacy, and developing future Iranian sexuality education programs. 

Sampling procedures. Participants were recruited in Tehran, Iran, through a gender-

segregated premarital education course, located at a community center which served a 

socioeconomically diverse population. Stratified random sampling was used to select 

participants, from which 225 males and 225 females participated (N = 450). Only first-marriage 

and literate individuals were eligible to participate. A majority of the participants were between 

the ages of 19- and 28-years-old, with most of the men being older and women being younger. 

The youngest participant was 14-years-old. The demographic results indicated that: a great 

majority of the males were employed (96%) while a majority of females were not (67%); about 

every three out of five participants had had no prior relationship with their future spouse (likely 

arranged marriages); most females were university educated (61.6%) while about 48% of men 

were; and significant income discrepancies between employed males and females were apparent. 

Design, measures, and procedures. The researchers employed a cross-sectional design, 

utilizing a questionnaire created by the researchers. This measure had established content 
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validity and high Cronbach’s alpha. The questionnaire was administered prior to attending the 

premarital course. The assessment comprised of items inquiring about demographic 

characteristics and a Likert-scale section measuring participants’ perceived level of educational 

needs for a variety of sexual and reproductive health topics. 

Results. Both men and women reported high or very high sexuality educational needs, 

with women indicating greater perceived needs more often (44.8 % versus 56.6 %, respectively; 

statistically significant difference at P=0.02). The youngest women and the oldest men in the 

sample reported the highest sexuality education needs. University educated, employed 

participants, and those who did not know their future spouse prior to the engagement, also 

reported higher education needs. Males and females responded very similarly for “healthy sexual 

relationships” and “genetic counseling.” P-values were ≤ 0.18 for the other sexual and 

reproductive health topics, and eight out of eleven of those had statistically significant 

differences at the p < 0.05 level. Males reported least education needs for “male and female 

reproductive organs,” while females unsurprisingly reported least for “menstrual period.” 

Participants indicated highest perceived education needs in the following topics in descending 

order: “healthy sexual relationships,” “sexual dysfunctions,” “best physical, mental, and social 

condition of men and women for beginning of pregnancy.” Notably, women reported especially 

high needs on the topic of “unwanted and high-risk pregnancy” compared to men (P=0.002). 

Interpretations and significance. As the second of three recently published needs 

assessments of sexuality education for premarital individuals, the results of this study are a 

significant contribution to the literature. Consistent with the above literature in the past year, 

Terzioglu et al. (2018) and Martin et al. (2017), the findings from Pourmarzi et al. (2014) 

indicated a major perceived need sexual and reproductive health education for engaged couples; 
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and, while engaged women reported higher perceived needs, this may be a representation of the 

double-standard observed in aforementioned studies, where women may be expected to assume 

the responsibility over sexual and reproductive health matters more so than men.  

The authors mentioned social pressures as another possible reason for this gender 

difference, which is a reasonable inference given the cultural context of Middle Eastern and 

North African (MENA) countries. Again, sexuality as a taboo issue likely contributes to these 

results as well. Furthermore, while some men may be reluctant to report about their need for 

SRH education, some studies’ findings have hinted about their interest. In heterosexual 

relationships, wives’ sexual satisfaction has been observed as a significant factor for husbands’ 

relationship satisfaction, and men seem to place high value on perceiving themselves as quality 

sexual partners (Offman & Matheson, 2005; Yoo et. al, 2014). 

The overall design and measures of this study were exceptional; a stratified random 

sampling procedure and attention to statistical power in sample size allows for high 

generalizability to the engaged population in Tehran. Varying needs for education in certain 

sexual and reproductive health topics are interesting and bring up the consideration as to how 

cultural context, including societal and religious influences, may play a role in these responses. 

Attitudinal orientation towards sexuality (sex-positivity versus sex-negativity and taboo) and 

gender equality, for example, could affect premarital individuals’ perceived educational needs in 

certain topics. Stated otherwise, might a sex-negative orientation be less likely than a sex-

positive orientation to evoke interest in education about reproductive organs? Respondents in this 

study indicated a generally low need for information about male and female reproductive organs, 

men more so than women. 
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4. Sadat et al., 2016. A similar study was conducted in Kashan, Iran, five years after the 

Pourmarzi et al. (2014) study. Researchers sought to assess premarital couples’ sexuality 

education needs, this time by assessing SRHK and attitudes instead of perceived educational 

needs. This research also aimed to gain a better understanding of Iranian premarital couples’ 

sexual and reproductive health literacy and utilize findings for the development of future 

educational programs. 

Sampling procedures. For this study, participants who had not yet participated in CRE 

were recruited through the premarital testing and educational center in Kashan, Iran. Participants 

were attained through sequential sampling, from which 250 males and 250 females agreed to 

participate in the study (N = 500). This time, only individuals age 16 and older were eligible to 

participate in addition to first-marriage and literate individuals. Descriptive demographic 

characteristics are not expanded upon in the research report. 

Design, measures, and procedures. The researchers employed a cross-sectional design, 

utilizing a questionnaire created by the researchers. The questionnaire measured demographic 

characteristics, sexual knowledge, and sexual attitudes. Knowledge was assessed concerning 

various sexual and reproductive health topics, such as sexual biology, STIs, and anatomy of 

genitalia. Attitudes towards topics such as female sexual initiation and negotiation of sexual 

issues were used to assess sexual attitudes, including an assessment of sexual concerns. Content 

validity of these measures were established through content validity indices. Reliability was 

assessed with a separate pilot study, and the measure had a relatively high cronbach’s alpha, 

although not as high as that of Pourmarzi et al. (2014). The questionnaire was self-administered 

individually and privately prior to attending the premarital course. Chi-square test, t-test, Mann-

Whitney U, ANOVA, and multivariate regression were conducted in data analysis. 



 

 

PREMARITAL SEX EDUCATIONAL NEEDS AND RELIGIOSITY            17 

Results. According to the data, both males and females scored generally low in SRHK 

and attitudes. Older participants and those with a higher educational level scored higher in 

SRHK and attitudes, but this effect was not found for sexual and reproductive health attitudes 

alone according to the multivariate regression analysis. Contrary to previous findings, males 

seemed to score slightly higher in SRHK and attitudes, but the difference between gender groups 

was not statistically significant. Sexual biology was the only subscale with a statistically 

significant difference between males and females (p < 0.01). SRHK was positively associated 

with sexual attitudes with an adjusted R2 of 0.198. 

Interpretations and significance. As the third recently published needs assessments of 

sexuality education for premarital individuals, Sadat et al. (2016) contribute further to the 

literature. The overall design and measures of this study appear to be satisfactory with regards to 

reliability and validity. These findings are consistent with the previous literature in identifying an 

urgent need for sexual and reproductive health education for engaged couples. Results from this 

study did not confirm nor disconfirm the concept of greater SRHK in women, but they are 

contrary to previous findings. Yet, women’s lower scores in SRHK might reflect the previously 

observed higher perceived educational needs of women (Pourmarzi et al., 2014). Again, 

sociocultural context and sexuality as a taboo are relevant to this study as well. 

Additional Significant Literature. Culturally based factors of religiosity, spirituality, 

and race/ethnicity have been observed to intermingle in predicting sexual attitudes. For example, 

in the longitudinal cohort study by Sprecher, Treger, and Sakaluk (2013) college students’ 

premarital sexual attitudes were not predicted by religiosity alone, but interacted with race. 

Empirical findings have also confirmed this in the college-aged population of Austin, Texas. 

Indeed, Ahrold and Meston’s (2010) study with undergraduate students at the University of 
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Texas at Austin found that the more intrinsically religious and spiritual students in the sample 

were, the more they tended to hold conservative attitudes towards sex. Additionally, some 

aspects of high religiosity alone were associated with maintaining conservative sexual attitudes, 

although this effect was only found for White and Asian college students. While this study 

(Ahrold & Meston, 2010) failed to include African American participants, Ritchwood et al. 

(2017) sought to assess the role of religiosity in sexual socialization processes, specifically with 

communication about sex between African American caregivers and youth. Caregiver religiosity 

was not associated with communication about sexuality for adolescent females, but was 

positively so for adolescent males, providing some insight into the sexual socialization of 

African American youth (Ritchwood et al., 2017). 

Curtin, Ward, Merriwether, and Caruthers (2011) found that SRH knowledge may be 

linked to femininity ideology, which may be shaped by religiosity for some women. Indeed, 

women with supportive attitudes towards traditional gender roles fared worse in sexual-risk 

knowledge. This femininity ideology also predicted lower sexual agency, as measured by 

condom self-efficacy and sexual assertiveness. Yet, sexual concerns related to self-consciousness 

(body self-consciousness and comfort with one’s body during sex) were not associated with 

holding traditional attitudes towards women. Alternatively, women in committed sexual 

relationships reported higher sexual agency and less body self-consciousness, so sexual 

abstinence may mediate replication of these findings in some religious premarital women. 

Furthermore, women who indicated high religiosity also scored lower in sexual-risk knowledge. 

These findings suggest that sociocultural and religious influences may play a role in women’s 

agency to develop their SRH literacy and health (Curtin et al., 2011). 
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Tambling and Reckert (2014) recently assessed sexual concerns of college students at the 

University of Connecticut. Undergraduate women in this sample scored relatively high on 

average in overall functioning, but with high variation as well. Undergraduate men scored 

similarly well in overall sexual functioning. However, they also reported moderate ejaculatory 

control and moderate distress related to premature ejaculation. Interestingly, items related to 

sexual desire and orgasm were rated highest as concerns for both men and women (Tambling & 

Reckert, 2014). Although the researchers utilized a variety of reliable and valid measures of 

sexual functioning, this study would have benefitted from employing a concerns checklist in 

which participants could self-report their level of concern about a variety of SRH topics. 

Considering the potential for response bias in these types of measurements, where participants 

may not feel comfortable about disclosing some sexual problems, the checklist method may be 

superior to sexual concern measures indicated by self-reported sexual functioning. 

Implications for Couples, CRE, and the Current Study 

Several scholars from the literature uphold sexual and reproductive health literacy as a 

human right and urge CRE programs to secure this right to premarital couples (Martin, Baralt, & 

Garrido-Ortega, 2017; Sadat et al. 2016). Sexual and reproductive health literacy could act as the 

main factor in preventing adverse sexual health outcomes (Sadat et al., 2016; Slater & 

Cummings Aholou, 2009). The promotion of this literacy through CRE is a powerful tool for 

dispelling couples’ myths, misconceptions, and superstitions about sexuality, leading to better 

communication, better sexual health, and overall clarity (Greenberg, Bruess, & Oswalt, 2014, p. 

21). 

Lieser et al.’s (2007) review, although not a recent one, demonstrated that sexuality 

content in CRE was overall lacking. Some, although well researched and empirically sound, 
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completely omit discussions of sexuality or sexual interaction, while some address topics ranging 

from communication about sex, to SRH education, to diversity in sexuality. The researchers 

created a helpful table to summarize which of the major CRE programs give attention to which 

sexuality topics (Table 1 of Lieser et al., 2007). For most couples, who complete their premarital 

CRE through clergy or faith-based programs, sexuality education can vary in depth and breadth 

all the more, especially if CRE programming is conducted via books or unstructured counseling 

sessions. 

Several potential benefits of expansion with regards to sexuality components in CRE 

were noted in the literature. Sadat et al. (2016) credited SRHK with the power to improve sexual 

satisfaction in intimate relationships. By improving sex satisfaction, couples can benefit in other 

areas as well; one study found that sexual satisfaction improves emotional intimacy both for 

husbands and for wives (Yoo, Bartle-Haring, Day, & Gangamma, 2014). Furthermore, 

addressing gender ideology, sexual attitudes, and sexual knowledge in CRE could also increase 

couples’ sense of sexuality empowerment and agency (Grose, Grabe, & Kohfeld, 2014; 

Tambling & Reckert, 2014). Therefore, increased efforts to promote sexual and reproductive 

health literacy may be a worthwhile investment for CRE professionals and the couples they 

serve. 

Sociocultural Barriers. Based on the literature, it is apparent that meeting premarital 

couples’ sexuality education needs cannot be achieved without facing sociocultural barriers. 

Cultural and religious issues that may influence sexuality education needs were frequently cited 

in the research (Ahrold & Meston, 2010; Martin et al., 2017; Pourmarzi et al., 2014; Sprecher et 

al., 2013; Sadat et al., 2016; Terzioglu et al., 2018). In Texas, sociocultural barriers may include 

ethnicity/racial factors, religious influences, acculturation factors, and conservative attitudes. For 
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example, the lack of comprehensive sexuality education in Texas and other southern states yields 

misinformation and inconsistencies in individuals’ sexual and reproductive health literacy 

(Schwarz, 2007; Synovitz et al., 2002). Strong religious backgrounds may make communication 

about sexual issues challenging for couples and CRE facilitators (Ritchwood et al., 2017). 

For religious leaders who provide CRE to premarital couples, high religiosity and 

sexually conservative attitudes may discourage in-depth education about sexuality with couples 

prior to marriage. Clergy CRE facilitators may worry that this sort of discourse would infringe 

on the sacredness of sex within marriage or tempt couples to become sexually active prior to 

marriage. On the contrary, addressing sexual topics prior to marriage within religious spaces may 

in fact be in the religious leaders’ interest. Given that sexuality education has been found to 

delay early sexual debut in adolescents, research should explore as to whether SRH education in 

CRE might help to promote abstinence until marriage (Guttmacher Institute, 2012). 

In order to address these barriers to sexual and reproductive health literacy for premarital 

couples, attitudinal orientation towards sexuality must be clearly defined and addressed. As 

previously mentioned, sexuality carries with it a variety of meanings and symbols from one 

culture to another. While these meanings cannot be changed, perhaps the attitudes about them 

can. For example, by opening up discourse about couples’ sexual attitudes, struggles, and 

questions, religious leaders could communicate sex positivity while maintaining sexually 

conservative positions. If sex negativity persists and sexual issues remain taboo, sexual and 

reproductive health literacy will remain a major challenge in conservative cultures. 

In summary, some gender differences in sexuality education needs were found in the 

literature. Undergraduate females demonstrated more SRHK (Martin et al., 2017); meanwhile, 

engaged Iranian women reported higher perceived needs for SRH education (Pourmarzi et al., 
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2014); additionally, religiosity and femininity ideology were negatively correlated with SRH 

knowledge only in females (Curtin et al., 2011; Martin et al., 2017). Some of the research also 

highlighted the potential of existing gendered social standards, with women assuming and being 

expected to assume more responsibility for sexual and reproductive health compared to men 

(Martin et al., 2017). Overall, the sexual and reproductive health literacy of many young adults 

today appears to be poor. With various sociocultural influences seeming to play a role, the 

potential power of religiosity in predicting couples sexuality educational needs has implications 

for CRE in faith-based and nonreligious spaces. 

 

 

Figure 1. An adapted diagram of Vygotskian constructivist theory, based on an illustration of 

constructivist theory from First Innings Play School (2018). 
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Theory 

Constructivist theory, a form of which is illustrated in Figure 1 above, can be used to 

interpret levels of SRHK as well as the concerns that a lack of this knowledge may elicit. 

Constructivism, a knowledge and learning theory, asserts that individuals actively construct their 

own understandings with the information they receive and their existing experience (Hasan 

Khan, 2013). This means that learners develop their own knowledge by assimilating and 

accommodating new understandings, resulting in individual constructions of reality (Hasan 

Khan, 2013). Learning theorist Lev Vygotsky (1986) made the distinction between actual and 

potential levels in constructivist learning; while the actual level is what individuals achieve 

independently, potential levels represent what can be obtained within “the zone of proximal 

development” by the guidance of a more knowledgeable or experienced person. SRHK is 

likewise constructed actively and individually based on people’s interpretations and experiences. 

The actual level of SRHK represents the individual’s independently achieved knowledge, while 

the potential level of SRHK represents the knowledge that can be obtained with guidance and 

education. As Vygotsky also asserted, these constructions of knowledge occur within a 

sociocultural context – and religious belief, or the absence of it, can have implications for the 

achievement of actual versus potential levels. 

Hypotheses. Based on the aforementioned literature and theory, three hypothesis were 

predicted for the current study. First, although other studies did not explore the relationship 

between sexual concerns and literacy, quality and quantity of SRHK may reduce premarital 

couples’ concerns related to sexual interaction and functioning; gaps and misinformation in 

individuals’ SRHK could leave room for anxieties about the unknown to develop. Therefore, 

higher SRHK scores were expected to predict lower levels of sexual concern. Second, based on 
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the findings of Curtin et al. (2011), absence of sexual relations between the couple, perhaps by 

chance or by purposeful abstinence, may be associated with body self-consciousness concerns 

for women. 

The third hypothesis concerning the influence of religiosity has several layers to it. Based 

on the previous findings, religiosity is expected to be inversely related to SRHK. Conservative 

ideologies may inhibit religious individuals’ motivation to seek sexual and reproductive health 

information, or they may create a non-supportive context for pursuing SRHK. However, if the 

reverse is true and religious individuals score significantly higher in sexual and reproductive 

health knowledge, then this may be attributed to institutionalized relationship support in religious 

communities. It may be that churches and other places of worship sufficiently address their 

population’s educational needs and concerns in the interest of promoting healthy, sustainable 

marriages. If this is the case, then without this type of a relationship-supportive environment, 

non-religious couples that already lack the ease of access to CRE opportunities may be 

marginalized and left out of sexual and reproductive health discourse. Yet, if neither of these 

associations are confirmed, other sociocultural factors may overpower the influence of 

religiosity; associations between SRHK and religiosity may intermingle with involvement from 

mediators such as ethnicity, religious affiliation, prior sexuality education in school, or gender. 

Method 

 This study utilized a non-random, online survey method. Participants opted-in to the 

survey upon agreeing to an informed consent form. In order to draw inferences about couple 

pairs, the survey was intended for couples to take individually. However, only 13 couples 

completed the survey (26 out of the 48 participants), so the sample was treated as individual 

participants. Therefore, participants were asked to provide their first and last name, as well as 
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their partner’s first and last name, for couple-matching purposes. Once participants were couple-

matched or determined to be individual participants, all identifiers were removed from the data 

and replaced with participant codes. Codes with numbers followed by an A or B signified 

couples, and codes with numbers followed by an X signified individuals. Participants were also 

asked to provide an email address and/or phone number for follow-up and debriefing purposes. 

Prior to completing religiosity and SRHK measures, participants were asked to respond to the 

following items related to demographic and potentially confounding variables: age, gender, 

sexual orientation, race/ethnicity, highest level of education completed, current relationship 

status, current living situation with partner, “Have you ever been married?” “Are you and your 

partner currently sexually active (intercourse, penis-in-vagina)?” and “If not intercourse, are you 

and your partner engaging in any other sexual acts (e.g. oral sex, anal sex, manual sex, sexting)?” 

Finally, this study was approved by the Institutional Review Board at the University of North 

Texas (IRB#18-105). A copy of the informed consent page of the survey is provided in the 

Appendix. 

Measures 

The survey included measures of basic demographic information, potential confounding 

variables, religiosity, sexual and reproductive health knowledge, and sexual concerns. Religiosity 

was assessed with the 5-item Duke University Religion Index (DUREL: Koenig & Büssing, 

2010). The DUREL has three scales: one item assessing frequency of organizational religious 

activity (ORA), one item assessing frequency of non-organizational religious activity (NORA), 

and three items assessing intrinsic religiosity (IR). The recommendation made by Koenig and 

Büssing (2010) asserts that these three scales not be summed up to indicate a single religiosity 
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variable in statistical analyses, but rather that these scales be assessed separately given their 

unique qualities. 

 The Sexual and Reproductive Health Knowledge Assessment (SRHKA), created by the 

investigator, was based information from SRHK resources such as Planned Parenthood, and on 

other similar assessments that were available. The complete SRHKA is provided in the appendix. 

Approximately half of the assessment items were inspired by online “cosmopolitan-style” sexual 

knowledge quizzes, which were fact-checked by the investigator. The SRHKA was made up of 

six scales: male anatomy (9 items), female anatomy (9 items), menstruation (2 items), 

contraception (6 items), STI’s and medical examination (4 items), and sexual functioning (7 

items). The male and female anatomy scales were each made up of eight short answer anatomical 

labeling items and one multiple choice item (each). The menstruation scale and sexual 

functioning scale were comprised of multiple choice items alone. Contraception was assessed 

through multiple choice and short answer items. STI and medical examination scale included 

short answer, multiple choice, and checkbox items. 

The assessment sections were scored out of a total possible 50 points. Multiple choice 

items were scored based on correctly given answers; incorrect or unsure answer choices did not 

receive any points. The investigator used discretion in granting or denying points for short 

answer items (see the appendix for scoring logic and acceptable answers to these items). 

Additionally, anatomical labeling items were deemed more challenging, so these were scored 

with a slightly heavier weight at 1.25 points instead of 1 point. Checkbox items allowed 

participants to earn or lose points on the assessment, earning a point when choosing a correct 

answer choice and losing half a point when choosing an incorrect one. Unfortunately, the 
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reliability according to Cronbach's alpha for the SRHKA was calculated to be questionable (α = 

0.658). 

 The 19-item, five-point Likert scale Sexual Concerns Checklist (SCC) was also created 

by the investigator and partially based on prior measures from studies mentioned in the literature 

review (e.g. studies of oncology patients, erectile dysfunction, couples in marital therapy, and 

postpartum new parents). Participants indicated their level of concern about the various sexual 

topics, with the points ranging from 1 (not at all concerned) to 5 (extremely concerned). The 

SCC’s Cronbach’s alpha was exceptional (α = 0.919), indicating a high reliability. The 

measure’s simplicity and straightforwardness also suggests high internal validity. 

Participants 

Recruitment. This study had a nonrandom sample as participants were recruited through 

convenience, voluntary, and snowball sampling methods. Initially, participant recruitment was 

intended to reach couples in secular and religious organizations, such as agnostic meetups and 

church congregations, respectively. Unfortunately, none of the faith-based organizations agreed 

to recruitment. The sample participants were recruited through: (1) a national convention for 

Atheists in the Southwestern United States; (2) research recruitment flyers posted around a large, 

public university campus and a coffee shop; and (3) social media -- including Instagram, 

wedding- and engagement-related groups on Facebook, various North Texas Facebook groups, 

and the Facebook Marketplace. Couples were also encouraged to participate individually in the 

survey; snowball sampling occurred for participants who were encouraged by their partner to 

participate in order to be eligible for the drawing of a $50 Visa gift certificate. In order to be 

eligible for the study, participants had to be dating or engaged (not married) to someone, and 
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between 18- to 35-years of age. These eligibility requirements were placed in attempt to have the 

findings inform future premarital education programs and curricula. 

Demographics. Of the 141 recorded online survey responses, a total of 48 eligible 

participants completed the survey (N = 48). Participants were between the ages of 18 and 35 with 

a mean age of 24.96 (SD = 4.26). The sample’s gender distribution for was greatly skewed; 

thirty-five of the participants were female, while only thirteen were male (about 73% and 27% 

respectively). All participants identified as cisgender. A majority of the participants were also 

heterosexual; three participants identified as bisexual, two as pansexual, and another two as 

demisexual. Approximately half of the participants identified as Non-Hispanic White (47.9%, n 

= 23), while the remaining identified as White Hispanic or Latino/a (29.2%, n = 14), African 

American (8.3%, n = 4), Asian American or Pacific Islander (8.3%, n = 4), Arab American 

(4.2%, n = 2) and multiracial (2.1%, n = 1). 

For highest level of education attained, participants had a range of educational 

backgrounds, from “less than high school” to “graduate or advanced professional degree.” Five 

of the participants had graduated high school or less. About 35% (n = 17) of the participants had 

completed some college, and about 42% (n = 20) had a 4-year degree. The remaining six 

(12.5%) participants had a graduate or advanced professional degree. Exactly half of the sample 

identified their relationship status as dating and half indicated that they were engaged (50%, n = 

24). In terms of the participants’ current living situation reported, 26 (or 54.2%) of the 

participants were cohabiting with their partner while 22 (or 45.8%) were not. Although the 

sample size is too small to tell for sure, none of these participant characteristics appeared to have 

serious confounding effects on SRHKA scores. Descriptive statistics did, however, suggest a 
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couple of differences between dating and engaged participants’ religiosity and sexual concerns, 

which are discussed in the Results section. 

 Data Analysis. The statistical analysis was conducted with IBM SPSS 24 and then 

further inspected in Excel. First, to review the data, descriptive statistics were run on all 

variables: demographic variables, other potential confounding variables accounted for, DUREL 

scores, SRHKA scores, and SCC scores. To answer the primary research question, and in order 

to understand the relationship between the three scales of religiosity and the six scales of the 

SRHKA, a canonical correlation analysis (CCA) was conducted. The CCA was chosen due to its 

advantages in limiting Type I error and maintaining integrity towards the realities of 

psychological research (Sherry & Henson, 2005). In the case of predicting sexual knowledge 

with religiosity, it is reasonable to assume that multiple variables and multiple effects are 

concurrently at play, making the CCA theoretically consistent with the purpose of the statistical 

analysis. To answer the secondary research question, simple bivariate regression analyses to find 

correlations between SCC scores and DUREL scores were also run. To answer the final research 

question, a bivariate regression analysis examining the correlation between SRHKA scores and 

SCC scores was conducted. 

Results 

Descriptive Statistics 

Religiosity Scores. For ORA, participants’ scores ranged from one (“never”) to six 

(“more than once per week”). About a third (35.4%, n = 17) of participants reported never 

attending organizational religious activities, while another third attended a few times per year to 

once a year or less (10.5%, n = 5; 22.9%, n = 11, respectively). The rest of the participants 
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attended organizational religious activities a few times a month (6.3%, n = 3), once a week 

(18.8%, n = 9), and more than once per week (6.3%, n = 3).  

For NORA, participants’ scores ranged from one (“never”) to six (“more than once per 

week”). A third of participants reported never spending time in private religious activities, while 

another third reported doing so more than once per week (33.3%, n = 16; each). The middle third 

of the participants spent time in private religious activities once a week (10.4%, n = 5), a few 

times a month (16.7%, n = 8), a few times a year (4.2%, n = 2), and once a year or less (2.1%, n 

= 1). 

IR scores were bimodally distributed at the extremes, ranging from three, the minimum 

score (scored by the lower 25%, n = 12), to fifteen, the maximum possible score (scored by the 

upper 18.8%, n = 9). Hence, the participants’ responses ranged from “definitely not true” to 

“definitely true of me” for all three items. Aside from the two extreme IR scores, scores between 

four and nine made up 25% (n = 12) of the distribution, and scores between ten and fourteen 

made up 31.3% of the distribution (n = 15). Engaged participants 

SRHKA Scores. The total SRHKA scores ranged from 23 to 47.5 out of 50. The overall 

distribution was bimodal and a bit platykurtic, with a low negative skewness of -0.169 and a 

kurtosis of -0.311. A figure of the total SRHKA distribution is provided in the Appendix (M = 

36.61, SD = 5.426). A table of the descriptive statistics from the six subscales of the SRHKA is 

also provided in the Appendix. 

SCC Scores. The total SCC scores ranged from 19 to 71 out of 95. The overall 

distribution was trimodal, slightly positively skewed (skewness = 0.39), and platykurtic (kurtosis 

= -0.617). A figure of the total SCC distribution is provided in the Appendix (M = 36.61, SD = 

5.426). Compared to participants who were dating, engaged participants were more likely to 
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indicate higher concern for two of the SCC items: how my partner looks or sounds while being 

intimate with my partner (i.e. attraction), and bringing my partner to orgasm during sexual 

intercourse (F = 5.840*, p = .02; F = 5.595*, p = 0.022, respectively). Figure 3 below presents 

the complete results for each of the SCC items in graph from. Sexual issues of highest concern 

appeared to be: bringing my partner to orgasm during sexual intercourse, feeling pleasure during 

sexual intercourse, reaching orgasm during sexual intercourse, differences in sexual arousal, and 

sexual fidelity/infidelity (items 9, 15, 6, 10, and 19 respectively).  

 

Figure 3. Stacked frequency bar graph of reported concern level for each of the SCC items. 

 A few potential confounding variables are noteworthy to this sample. First, a simple 

means comparison suggested that engaged individuals were more likely to score high on each of 

the religiosity subscales. Specifically, an analysis of variance (ANOVA) indicated that engaged 

individuals scored significantly higher on intrinsic religiosity compared to those who were dating 
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(F = 5.608*, p = 0.022). Second, dating individuals had lower scores on average on the SCC, but 

accounting for variance, the difference compared to the scores of engaged individuals was not 

statistically significant (F = 2.3; p = 0.136). Third, those that were not sexually active with their 

current partner also tended to score slightly lower on the SRHKA, but the difference was not 

within statistical significance (p = 0.053); only seven participants indicated that they were not 

active in sexual intercourse, so this small difference (F = 3.9 and r = |.28|) was not investigated 

further. 

 

Canonical Correlation and Commonality Analysis 

The analysis determined three functions with squared canonical correlations (Rc
2) for 

each successive function as follows: 0.23996, 0.10537, 0.03384. Overall, according to the Wilks 

test (Wilk’s λ = 0.65695), results of the canonical correlation analysis indicated that there was a 

small relationship between the SRHK measures and the religiosity measures, but that it was not 

statistically significant (F = 0.98573, p = 0.481). As Wilk’s λ represents the variance unexplained 

within the model, the effect size of the full model as an r2 metric is 0.34. This indicates that the 

full model across all functions explained 34% of the variance shared between SRHK subscales 

and religiosity subscales (overall Rc
2 = 0.34). 
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Figure 2. Illustration of Function 1 of the Canonical Correlation Analysis. The figure illustrates 

the three religiosity subscales as predictor variables (left), the six SRHK subscales as criterion 

variables (right), and their canonical function coefficients. 

Since none of the three functions were statistically significant and the squared canonical 

correlations for the final two functions were deemed too small, further investigation into the 

dimension reduction analysis was not necessary. Only the first function (Rc
2 = 0.24) was 

determined meaningful and examined further; this means that the chosen model (illustrated in 

Figure 2) explained 24% of the variance shared between SRHK subscales and religiosity 

subscales. Table 1, in recommended format according to Nimon, Henson, and Gates (2010), 

presents the standardized canonical function coefficients, structure coefficients, and 

commonality coefficients (CC) for the first function of the CCA. The structure coefficients of the 

two variable sets presented indicate an inverse relationship between the two synthetic variables. 
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Table 1 

Canonical Analyses for Function 1 

Variable β rs rs
2 Unique Common Total 

ORA -1.095 -0.855 0.731 0.083 0.092 0.176 

NORA -1.028 -0.803 0.645 0.061 0.093 0.155 

IR -1.162 -0.657 0.431 0.047 0.056 0.103 

Rc
2   0.24    

MA 0.64 0.769 0.591 0.061 0.081 0.142 

FA 0.316 0.666 0.444 0.017 0.09 0.106 

Me -0.29 -0.311 0.097 0.019 0.004 0.023 

Co 0.457 0.326 0.107 0.042 -0.017 0.026 

STIME -0.197 0.19 0.036 0.008 0.001 0.009 

SF 0.227 0.417 0.175 0.012 0.03 0.042 

Note. β = standardized canonical function coefficient; rs = structure coefficient; rs
2 = squared 

structure coefficient, which in this case is also h2 (canonical communality coefficient); Rc
2 = 

squared canonical correlation; Unique = variable’s unique effect; Common = sum of variable’s 

common effects; Total = Unique + Common 

Criterion Results. According to the CCA, male anatomy scores had the leading 

standardized canonical function coefficient (β = 0.64), explaining 59.13% of the variance in the 

synthetic criterion variable, followed by contraceptive scores and female anatomy scores (β = 

0.458 and 10.7%; β = 0.316 and 44.4%, respectively). A commonality analysis was conducted to 

investigate the contribution of each of the criterion subscales in predicting the synthetic predictor 

variable, as well as to check for possible multicollinearity and suppression effects. According to 
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the commonality analysis, suppression effects were minimal and are not reported here. Some 

multicollinearity can be found between female anatomy scores and male anatomy scores with a 

shared variance of 27.4% of the squared canonical correlation (common CC: 0.066), indicating 

that a majority of the variance in the synthetic predictor variable explained by female anatomy 

can also be explained by male anatomy. This also indicates that female anatomy scores, with 

quite a minimal unique contribution (unique CC: 0.017), were less useful in predicting the 

synthetic criterion variable in the CCA model, holding only about 7% of the variance explained 

in the squared canonical correlation. Uniquely, male anatomy, which contributed to about a 

quarter of the variance in the squared canonical correlation (unique CC: 0.061), and 

contraception, which contributed to a little over a sixth of the variance in the squared canonical 

correlation (unique CC: 0.042), contributed most to the squared canonical correlation coefficient.  

Predictor Results. As for the predictor side of the CCA, each of the religiosity subscales 

were weighted similarly, with standardized canonical function coefficients of β = -1.095 for 

ORA, β = -1.028 for NORA, and β = -1.162 for IR. Each of the subscales contributed sizably to 

the synthetic predictor variable; the leading predictor subscale, ORA, explained 73.1% of the 

variance in the synthetic predictor variable, followed closely by NORA and then by IR (64.5% 

and 43.1% of the variance explained, respectively). Each also contributed somewhat sizably to 

the squared canonical correlation coefficient in predicting the synthetic criterion variable 

(SRHK); ORA explained over a third of the variance in the squared canonical correlation 

coefficient, followed again by NORA and IR (about a quarter and a fifth of the variance 

explained, respectively). Given that these subscales are often correlated with one another, 

multicollinearity was to be expected. The commonality analysis indicated notable suppression 

effects with internal religiosity. The paired commonality coefficients for IR and the other two 
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subscales were -0.045 for ORA and -0.043 for NORA. This suggests that both ORA and NORA 

were able to account for about 4% more variance each in the overall model with IR scores 

included, meaning that IR scores helped the other two subscales in predicting the criterion 

synthetic variable (SRHK). 

Bivariate Regressions 

 DUREL & SCC Scores. Overall, the religiosity scales did not appear to correlate with 

overall level of sexual concern (r < 0.06, p > 0.6). Only one SCC item correlated significantly 

with one of the religiosity scales; participants’ NORA scores were positively correlated with 

their reported level of concern about reaching orgasm simultaneously during sexual intercourse 

(r = 0.296*, p = 0.041). Other interesting observations to mentioning here are two orthogonal 

relationships -- that of NORA with “talking about sex with my partner” and with “using sex toys 

with my partner” (r = 0.0, p = 1; r = 0.02, p = 0.892, respectively). 

 SRHKA & SCC Scores. Total SRHKA scores did not appear to correlate with overall 

level of sexual concern either (r = -0.054, p = 0.717). However, some of the SCC items 

correlated significantly with SRHKA subscale scores, although all correlations had small to 

moderate size Pearson r correlation coefficients. Table 2 presents the correlation matrix for the 

statistically significant correlations. Scores from the sexual functioning subscale did not correlate 

with any of the SCC items at a statistically significant level. Contraception knowledge scores 

especially were positively correlated with levels of concern reported. Knowledge of male 

anatomy seemed to be negatively correlated with levels of concern reported. 
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Table 2 

Bivariate Correlation Matrix for SRHKA Subscales and SCC Items 

SCC Item MA FA Me Co STIME SF 

1: confidence during sex -.287*   .306*   

2: attraction during sex    .35*   

3: comparisons -.307*   .287* .314*  

4: frequency of sex    .392**   

6: reaching orgasm (o.) -.358*  .29* .341*   

7: o. simultaneously -.393**   .297*   

9: bringing partner to o.    .404**   

10: sex drive difference     .318*  

11: talking about sex    .299*   

12: sharing desires -.326*   .38**   

15: feeling pleasure    .328*   

17: using sex toys  -.299*     

TOTAL SCC -.333* -.147† .301* .442** -.135† -.101† 

Note. Pearson r correlation coefficients for SCC items and SRHKA subscale scores. SCC items 

have been abbreviated; please see the appendix for the full description of each item on the SCC. 

†p > .318, *p < .05, **p < .01 

Discussion 

The primary research question pertained as to whether religiosity scales could predict 

aspects of SRHK. Given the study’s small sample size, statistically significant results were not 

achieved. Still, based on the CCA model, the results indicated that religiosity predicted 24% of 
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the variance in SRHK scores. The relationship between the two sets of variables was negative, 

indicating that higher religiosity scores predicted, however weakly, lower sexual and 

reproductive health literacy. Out of the three predictor variables, ORA contributed the most to 

this model, explaining almost three-fourths of the variance in religiosity, or the synthetic 

predictor variable. Commonality analysis suggested that the more intrinsically religious an 

individual was, the more that person’s ORA and NORA score was able to account for variance in 

the predictive model.  

Out of the six criteria, knowledge of male and female anatomy as well as contraceptives 

contributed most to this model. Hence, it was likely that if one knew male anatomy, they also 

knew female anatomy; likewise, if one scored low on male anatomy, he/she also underscored in 

female anatomy. The negative, albeit low, correlation between religiosity and sexual health 

knowledge provides some insight into the influence of religiosity on sexual and reproductive 

health literacy. Perhaps premarital religious individuals lack in motivation or resources that 

would lead them to accurate sexual and reproductive health information, or perhaps religious 

communities do not adequately support the pursuit of SRHK in the premarital context. Still, 

other sociocultural and individual factors may also play a significant role in predicting sexual 

health literacy (e.g. ethnicity, religious affiliation, prior sexuality education in school, gender, 

and number of sexual partners). 

In accordance with the first hypothesis, although the overall scores for sexual literacy and 

concerns did not correlate statistically significantly, a few of the SRHK scales were significantly 

correlated with specific sexual concerns (presented in Table 2). However, contrary to what was 

predicted, not all topics of concern were inversely associated with knowledge scales. Generally, 

the more sexual concern participants reported, the lower they scored on knowledge of male 
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anatomy (moderate to low correlation). Still, higher scores on contraceptive knowledge was 

associated with the lower reported levels of concern on ten of the SCC items (overall, moderately 

correlated). The strongest correlation in the bivariate regression analysis was that of 

contraceptive knowledge and concerns about bringing one’s partner to orgasm. It is likely that 

these correlations concerning male anatomy scores and contraceptive scores were the result of 

having a majority female sample. An additional interesting finding was that those who had 

greater knowledge about of STIs and medical examinations were also likely to report concerns 

about how they compared with their current partner’s previous sexual partners, but also about 

differences in sexual arousal. 

Results for the SCC confirm a popular belief, which is that young, healthy, newly 

coupled adults have generally low levels of sexual concerns (Tambling & Reckert, 2014). Yet, 

the SCC results shed light on some of the commonly shared concerns about sexuality. Most 

participants indicated that they were concerned about effectively bringing their partner to orgasm 

during sexual intercourse. Approximately 40% were at least “somewhat concerned” about 

reaching orgasm and feeling pleasure during sexual intercourse. Items six, nine, and ten, each 

related to sexual desire and orgasm, were commonly reported as at least “somewhat” or 

“moderately” concerning by about half of the sample, similar to the findings of Tambling & 

Reckert, 2014. Two sexuality topics that were quite commonly indicated as topics of extreme 

concern were: bringing my partner to orgasm during sexual intercourse (35% were extremely 

concerned), and sexual fidelity or infidelity (23% were extremely concerned). There was not 

enough data to assess the second hypothesis, based on the findings of Curtin et al. (2011). 

In this study, religiosity did not exhibit a relationship with sexual concerns. Religious and 

non-religious individuals were generally concerned at similar levels about similar topics. 
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However, there was one exception; those who engaged in more non-organizational religious 

activities, such as scripture reading, prayer, or meditation, were statistically more likely to 

indicate higher levels of concern about reaching orgasm simultaneously with their partner. 

Perhaps this finding represents indirect relationship facilitated by the desire for deeper 

connections, whether it be with their partners or with a higher power, rather than an indication of 

non-organizational religious activities leading to concerns about achieving simultaneous 

orgasms. 

Limitations 

Although these results can be utilized inform the development of sexuality components in 

premarital counseling and CRE programs, the study also has its limitations. First and foremost, 

the sample size was much too small and female-dominated to be able to achieve adequate 

statistical power and apply the findings to the premarital population at large. All that can be 

concluded about current data set is that religiosity may be weakly related to sexual reproductive 

health knowledge, and that premarital individuals do in fact have sexual concerns that ought to 

be addressed. 

Second, this study used two measures that were investigator-created. While the SCC in 

this study is understood to have high reliability and validity, the SRHKA was not as reliable of 

an assessment. Furthermore, it seemed as though the male anatomy illustration for labeling 

purposes may have been misleading (see appendix for details). Several respondents indicated 

that they were confused about the circumcision status of the illustrated penis and perceived it as 

uncircumcised when it was in fact intended to be circumcised. Mislabeling or correctly labeling 

this portion of the male anatomy section often determined how participants labeled the 

illustration (e.g. mislabeling the head as foreskin if thought to be uncircumcised). However, the 



 

 

PREMARITAL SEX EDUCATIONAL NEEDS AND RELIGIOSITY            41 

SRHKA’s Cronbach’s alpha was not improved with the removal of the male anatomy scale (α = 

0.588), suggesting that this anatomical interpretation issue did not significantly take away from 

the overall reliability of the SRHKA. 

Third, this research did not draw distinctions between couples of religious diversity, such 

as interfaith couples (couples with differing religious affiliations) and religiously unbalanced 

couples (one partner identifies as religious and the other does not; Gurrentz, 2016). Research that 

is focused specifically on these couples and how practitioners can best prepare them for long-

term intimate relationships is necessary. 

Implications 

Surprisingly, there is a gap in sexuality assessment measures for recent, comprehensive, 

and medically accurate sexual and reproductive health literacy measures. Development and 

availability of an up-to-date, reliable SRHKA for professional and scholarly use on the general 

adult population is urgently necessary. Proper SRHK measures could expose important gaps in 

individuals’ sexual and reproductive health literacy, and therefore suggest sex educational needs. 

This research indicated that CRE programs and premarital counseling curricula, whether 

faith-based or not, have reason to address sexuality issues in breadth and in depth. For example, 

sexual issues related orgasm and fidelity/infidelity appear to be of extreme concern and ought to 

be discussed in order to adequately prepare premarital couples for their committed and intimate 

relationships. Additionally, Sanjakdar (2018) has argued for the inclusion of religious 

discussions in the coverage of sexualilty educational content, although these discussion may not 

be relevant in non-faith-based curricula. 

Other future research ought to also explore the role of couples’ sexual literacy in sexual 

compatibility, a significant component in intimate relationships (Offman & Matheson, 2005). It 
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is possible that SRHK might allow couples to navigate through sexual dysfunction and sources 

of incompatibility. In other words, couples who have the knowledge and skills to work through 

issues related to sex (e.g. having the anatomical vocabulary to communicate specifically about 

their sexual desires) may achieve a deeper level of sexual compatibility, with sexual literacy 

helping partners be in tune with one another. 
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Appendix 

 

Copy of Informed Consent Form 

Welcome to the research study! Before agreeing to participate in this research study, it is 

important that you read and understand the following explanation of the purpose, benefits, and 

risks of the study, as well as how it will be conducted. 

Title of the Study: Is Couple Religiosity Associated With Sexual and Reproductive 

Health Knowledge and Concerns? Implications for Relationship Education 

Student Investigator: Michelle A. E. Larva (M.S. candidate), University of North Texas 

(UNT) Department of Educational Psychology.  

Supervising Investigator: Dr. Daphne Harris, UNT Department of Educational 

Psychology. 

Purpose of the Study: You are being asked to participate in a research study that involves 

investigating whether the degree of a couple’s religiosity might be associated with their sexual 

knowledge (the amount of accurate knowledge couples have about sexual and reproductive 

health [SRH knowledge]) and/or their concerns related to sex (as measured by a checklist and 

scale of how often they are concerned about certain topics). This research may inform premarital 

and relationship education programming in faith-based and secular settings. 

Study Procedures: You will be asked to answer the prompts and questions of this online 

survey. There are a total of about 60 items, which will take 15 to 20 minutes of your time to 

complete. Following data analysis, the researcher will contact you via email / phone call to 

debrief you about the results of the study, and to inquire as to whether you have any further 

questions or concerns regarding the survey or your participation experience. Additionally, you 

may opt in for a preliminary debriefing in the last prompt of the survey if you have any questions 
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or concerns regarding the survey or participation experience. Should you feel a need for further 

information or guidance in the area of relationships or sexuality, the researcher may recommend 

either local relationship education resources, or that you seek a physician's consultation for any 

sexual health concerns. 

Foreseeable Risks: Please note that this survey contains sexually explicit content and 

language. You will be exposed to explicit language regarding sex, illustrations of male and 

female genitals for labeling purposes, and questions about sexual concerns; you may find these 

topics uncomfortable, vulgar, or anxiety-provoking. The potential risks involved in this study are 

feelings of awkwardness, vulnerability, or discomfort, given the survey’s intimate nature. If you 

have experienced any sexual trauma in the past, survey questions that reference sexual activity or 

concerns may bring up recollections of past trauma or otherwise unwanted negative feelings. If 

you are a victim of sexual trauma, please be aware of the following hotlines available to you: 

● Mental Health America: 800-969-6MHA (6642) The mission of MHA is to promote 

mental wellness for the health and well-being of the nation. MHA offers information and 

resources on numerous mental health topics. 

● National Sexual Assault Hotline: 800-656-HOPE (800-656-4673) This hotline is 

operated by the Rape, Abuse & Incest National Network (RAINN), which also carries out 

programs to help prevent sexual assault, assist victims, and ensure that perpetrators are 

brought to justice. 

Benefits to the Subjects or Others: We expect the project to benefit you by offering you 

(1) insight into your level of SRH knowledge, should you choose to opt-in and find out how you 

scored, and (2) the opportunity to ask any questions you may have about sexual and reproductive 

health, or premarital/relationship education. You may gain confidence in your understanding of 
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sexual and reproductive health, or you may become curious about possible misconceptions 

regarding these topics and seek out informative resources to learn more. Your participation in the 

study may spark beneficial conversations about sex, affection, expectations, and intimacy 

between you and your partner. If you choose not to redeem these opportunities, this study is not 

expected to be of any direct benefit to you, but we hope to learn more about couples’ levels of 

religiosity and how it may or may not be associated with their sexual and reproductive health 

knowledge and/or their concerns about sex. We expect that your participation will lead to 

benefits for the field of relationship education, since the results will inform professionals about 

the needs of couples like you. 

Compensation for Participants: No compensation for your participation is offered 

automatically. However, participants may opt-in to a drawing for the giveaway of one $50 Visa 

Gift Certificate following completion of the survey. Both partners must take the survey within 72 

hours of one another and complete it in full in order to be eligible for the drawing. The winning 

couple will be randomly chosen and notified following data collection by April 25th, 2018. The 

gift certificate will be sent electronically upon the participant’s (one or both partners) 

confirmation of readiness to receive the gift certificate at the provided email address. 

Procedures for Maintaining Confidentiality of Research Records: The confidentiality of 

your individual information will be maintained in any publications or presentations regarding 

this study. To maintain your confidentiality, your responses will be matched with your partner’s 

(coupled) and de-identified in the data-entry process. You will be assigned pseudonym 

consisting of a four-letter code: the first three digits pertaining to your assigned couple identifier, 

followed by either A or B to track matched individuals. Your name and your partner’s name will 

be used only for these matching purposes; after you have been matched as couple participants, 
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your names will be removed from the data. As this is a web-based survey, confidentiality will be 

maintained to the degree possible given the technology and practices used by the online survey 

company, Qualtrics. Your participation in this online survey involves risks to confidentiality 

similar to a person’s everyday use of the Internet. The web-based data from Qualtrics will be 

password protected, accessed only by the Student Investigator (Mrs. Larva) and Supervising 

Investigator (Dr. Harris). Data records will be digitally housed on the UNT campus with the 

Supervising Investigator on her password-protected computer. A copy of the data and reports 

from Qualtrics will be saved onto a secure and private external hard drive USB, only to be held 

and accessed by Mrs. Larva and Dr. Harris. The research email account and any web-based data 

will also be password protected and only accessed by Mrs. Larva and Dr. Harris. Following the 

end of the study, all compiled data and any other related documents will be maintained for at 

least 3 years. 

Questions about the Study: If you have any questions about the study, you may contact 

Michelle Larva at her cell phone (call or text: 972-413-0371) or by email 

(research.thooft@gmail.com). Dr. Daphne Harris may be reached at: daphne.harris@unt.edu. 

Review for the Protection of Participants: This research study is reviewed and approved 

by the UNT Institutional Review Board (IRB; #18-105). The UNT IRB can be contacted at (940) 

565-4643 with any questions regarding the rights of research subjects.  

Research Participants’ Rights: Your participation in the survey confirms that you have 

read all of the above and that you agree to all of the following: 

● You have had an opportunity to contact the student investigator (Michelle Larva) with 

any questions about the study. 
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● You have been informed about the nature of this study regarding its sexually explicit 

material, as described above. 

● You understand the possible benefits and the potential risks of the study. 

● You understand that you do not have to take part in this study, and your refusal to 

participate or your decision to withdraw will involve no penalty or loss of rights. 

● You may choose to stop your participation at any time for any reason. 

● You understand why the study is being conducted and how it will be performed. 

● You understand your rights as a research participant and you voluntarily consent to 

participate in this study. 

● You understand you may print a copy of this form for your records.  

By clicking the button below, you acknowledge that your participation in the study is 

voluntary, you are at least 18 years of age, and that you are aware that you may choose to 

terminate your participation in the study at any time and for any reason. Please note that this 

survey will be best displayed on a laptop or desktop computer.  Some features may be less 

compatible for use on a mobile device. 

⏭ I consent, begin the study. 

⏭  I do not consent; I do not wish to participate.  
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Sexual and Reproductive Health Knowledge Assessment (SHRKA) 

This part of the survey looks at your sexual and reproductive knowledge.  

Part 1 - Labeling Male Reproductive Anatomy 

* No cheating! * Please do not use google or any other resources for this portion of the 

survey. These questions are intended to reflect your own knowledge and understanding. Some of 

the questions are difficult, and you are not expected to know all the answers. 

Please answer to the best of your knowledge. Leave blank, or answer “unsure” or "don't know" if 

you are unsure. 

MA1: Please label the following illustration of male genitalia to the best of your knowledge. 

Note: For the purposes of this appendix, sample acceptable short answers have been provided. 
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Image Source: kidsta.org, originally from the California Office of Emergency Services (2001). 

This image has been modified to remove labels for assessment purposes. 

 

A. ___________________ corona / coronal ridge / neck 

B. ___________________ head / glans / glans penis 

C. ___________________ meatus / urethra / urethral opening / pee hole (equivalent) 

D. ___________________ perineum / taint / pre-scrotal 

E. ___________________ penis / shaft 

F. ___________________ testicles / balls (equivalent) / scrotum 

G. ___________________ anus / butt hole / posterior hole (equivalent) 

8. Is this penis circumcised or uncircumcised? ___________________ circumcised 
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Part 2 - Labeling Female Reproductive Anatomy 

* No cheating! * Please do not use google or any other resources for this portion of the 

survey. These questions are intended to reflect your own knowledge and understanding. Some of 

the questions are difficult, and you are not expected to know all the answers. 

Please answer to the best of your knowledge. Leave blank, or answer “unsure” or "don't know" if 

you are unsure. 

FA1: Please label the following illustration of female genitalia to the best of your knowledge. 

Note: For the purposes of this appendix, sample acceptable short answers have been provided. 
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Image Source: Vulval Pain Society. This image has been modified to remove labels for 

assessment purposes. 

 

 

A. ___________________ clitoris / clit 

B. ___________________ labia majora / outer labia / labia / lips 

C. ___________________ urethra / urethral opening / pee hole (equivalent) 

D. ___________________ labia minora / inner labia / labia / lips 

E. ___________________ vulva 

F. ___________________ anus / butt hole / posterior hole (equivalent) 

G. ___________________ vagina / vaginal opening 

H. ___________________ perineum / taint 
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Part 3:  

Note: For the purposes of this appendix, correct answers have been underlined. 

* No cheating! * Please do not use google or any other resources for this portion of the 

survey. These questions are intended to reflect your own knowledge and understanding. Some of 

the questions are difficult, and you are not expected to know all the answers. 

Please answer to the best of your knowledge. Leave blank, or answer “unsure” or "don't know" if 

you are unsure. 

Me1: How often do women usually get their period? ________________________________ 

Me2: Can one have sex with a woman if the woman is on her period? __________________ 

Co1: Name three forms of birth control: __________________________________________ 

STIME1: Name three Sexually Transmitted Infections (STIs): ________________________ 

SF1: Which sex can have erections? 

○ Male 

○ Female 

○ Both 

○ Neither 

SF2: Which sex can ejaculate? 

○ Male 

○ Female 

○ Both 

○ Neither 
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Part 4 

* No cheating! * Please do not use google or any other resources for this portion of the 

survey. These questions are intended to reflect your own knowledge and understanding. Some of 

the questions are difficult, and you are not expected to know all the answers. 

Please answer to the best of your knowledge. 

STIME2: STIs can be transmitted through which of these forms of sex? Select all that apply. 

❏ Oral 

❏ Anal 

❏ Vaginal Intercourse 

❏ Genital Stimulation 

❏ Unsure / Don't Know 

STIME3: Which of these forms of birth control protect from STIs? 

❏ Implant 

❏ Patch 

❏ IUD 

❏ Contraceptive pill 

❏ Male condom 

❏ Female condom 

❏  Shot 

❏ Sponge 

❏ Vaginal ring 

❏ Cervical cap 
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❏ Diaphragm 

❏ Breastfeeding 

❏ Fertility Awareness Methods (FAMs) 

❏ Spermicide 

❏ Sterilization / vasectomy 

❏ Withdrawal / pull-out method 

STIME4: Is HIV/AIDS curable? 

○ Yes 

○ No 

○ Not Sure 

FA2: Which of these has the highest concentration of nerve endings? 

○ Clitoris 

○ Penis 

○ Vagina 

○ Testicles 

Co2: Without birth control, which of these would prevent pregnancy if done immediately 

after sex? 

○ Vigorous exercise 

○ Urinating 

○ Douching or washing 

○ Any of the above 

○ None of these 
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MA2: What is the average length of an erect (hard) penis? 

○ 4-5 inches 

○ 5-6 inches 

○ 7-8 inches 

○ 8-9 inches 

SF3: True or False: Masturbation is linked to poor sexual functioning and mental well-being. 

○ True 

○ False 

○ Not Sure 

Co3: True or False: To prevent a pregnancy, it’s best to use a combination of two types of 

birth control. 

○ True 

○ False 

○ Not Sure 

SF4: True or False: Sexual satisfaction is dependent mainly on frequency or how often one 

has sex. 

○ True 

○ False 

○ Not Sure 

SF5: True or False: On average, it takes women longer than men to reach orgasm. 

○ True 

○ False 

○ Not Sure 
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SF6: True or False: It is possible for men to have multiple orgasms. 

○ True 

○ False 

○ Not Sure 

Co4: True or False: Petroleum jelly, Vaseline Intensive Care, baby oil, and Nivea are not 

good lubricants to use with a condom or diaphragm. 

○ True 

○ False 

○ Not Sure 

Co5: True or False: A woman can get pregnant if she has intercourse during her menstrual 

flow (her “period”). 

○ True 

○ False 

○ Not Sure 

Co6: True or False: A woman cannot get pregnant if the man withdraws his penis before he 

ejaculates. 

○ True 

○ False 

○ Not Sure 

STIME5: True or False: Unless they are having sex, women do not need to have regular 

gynecological examinations. 

○ True 

○ False 
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○ Not Sure 

SF7: True or False: Most women prefer a sexual partner with a larger-than-average penis (the 

larger the better). 

○ True 

○ False 

○ Not Sure 

Sexual Concerns Checklist (SCC) 

 

1. How I look or sound while being intimate with my partner (i.e. self-image, confidence). 

2. How my partner looks or sounds while being intimate with my partner (i.e. attraction). 

3. How I compare to his/her previous sexual partners. 

4. Frequency of sexual intercourse with my partner (i.e. how often we have sex). 

5. [MALE ONLY] Inability to achieve an erection and effectively penetrate my partner. 

6. Reaching orgasm during sexual intercourse with my partner. 

7. Reaching orgasm simultaneously (i.e. at the same time) during sexual intercourse with 

my partner. 

8. Reaching orgasm too soon during sexual intercourse with my partner (i.e. premature 

ejaculation). 

9. Bringing my partner to orgasm during sexual intercourse. 

10. Differences in sexual arousal between my partner and I (i.e. high or low sex drive). 

11. Talking about sex with my partner. 

12. Sharing my sexual desires with my partner. 
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13. Asking my partner for something sexual and – as a result – making them uncomfortable. 

14. Being asked to do something sexual that I’m uncomfortable with. 

15. Feeling pleasure during sexual intercourse with my partner. 

16. Pain during sexual intercourse with my partner. 

17. Using sex toys with my partner. 

18. Viewing pornography, within or outside of our relationship. 

19. Sexual fidelity or infidelity (my partner cheating on me sexually, or me cheating on my 

partner sexually). 

Descriptive Statistics for SRHKA Subscales 

Subscale N Min. Score Max. Score M  SD 

Male Anatomy 48 1 11 7.266 1.929 

Female Anatomy 48 0 11 6.787 2.643 

Menstruation 48 1 2 1.938 0.245 

Contraception 48 3 8 6.646 -1.36 

STIs & Medical Examin. 48 6 11 9.146 1.53 

Sexual Functioning 48 1 7 4.833 1.389 
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Distribution Curves and Histograms for SRHKA and SCC 

 



 

 

PREMARITAL SEX EDUCATIONAL NEEDS AND RELIGIOSITY            65 

 


