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CHAPTER I 

INTRODUCTION 

When I was eight years old, I remember watching my favorite sitcom Blossom and 

not understanding why everyone was dancing around to music with brightly colored 

circular objects piimed to their clothing and accessories. A few days later, I overhead my 

parents discussing the outrageous and inappropriate show of support for condom usage on 

the program. I still was not sure what was going on. I do remember the continual showing 

of the brightly colored circular objects on commercials and MTV. For me, it would be 

years (until I was in college, in fact) before I would truly understand the purpose and 

nature of condoms. I attended a Catholic school as part of my strict Catholic upbringing 

and continued the sheltered existence at a high school in a medium-sized. Southwestern 

town; known throughout the state as being very conservative and very tight lipped when 

faced with unpleasant issues such as sex, teen pregnancy, underage drinking, and drug use. 

In 1981, the front page of the "New York Times" read, "One million die from 

AIDS virus this last decade." In 1981,1 was two years old, but in 1997 while beginning 

my first year of college at a small, Southwestem liberal arts university, I saw this headline 

framed in an office of a professor. During my first semester, I chose to take a human 

sexuality course and was introduced to a group on campus. The Network. This was a peer 

education group whose sole purpose was to educate and inform students about health 

issues such as alcohol and illegal drug use, dating violence and safer sex techniques. I 



became extremely involved with this group, and spent most of my collegiate experience 

presenting information to my peers. Part of the presentation was the evaluation sheet 

participates handed back at the end to grade each program and presenter. I was always 

surprised to see how many students were previously unaware of how to properly use a 

condom and how many were uninformed about the many sexually transmitted diseases a 

person could contract through unsafe sexual practices. 

I had always written my ignorance off to my strict Catholic upbringing in a "don't 

ask, don't tell" community. I had never imagined that others from larger and more liberal 

communities had experienced the same lack of sexual education. I decided my second year 

of school to make the risky sexual behaviors of college students my main focus, with my 

primary goal to formulate a sexual education program that would work and be accepted 

by all states into all schools. 

Premarital sex is a topic that is prominent in the media, in entertainment, in the 

classroom, and the in home. Christian organizations, such as the Catholic Church and 

many other Protestant faiths, have preached against premarital sex, trying to sway their 

congregations into believing that sex before marriage is a sin and that abstinence is the 

only appropriate choice. In the last three decades, however, studies have shovra that more 

and more young people are developing a history of intercourse before taking their marital 

vows (Earle 1986, Baldwin 1988, Turner 1988, Bumette 1990, Tyndale 1991, Valious 

1997, Santelli 1998, Van den Bossche 1998, Bell 1999, Koch 1999, Larimer 1999, Staton 

1999, Paul 2000, Whitaker 2000, Bon 2001, Davis 2001). 



With this increase of sexually active youth, the health and emotional risks have 

increased as well. At a societal level, risky sexual behavior can often lead to increased 

health care costs and create strain on the health care industry (Baldwin 1988, Bumette 

1990, Tanfer 1995, Santelli 1998, Gutierrez 2000, Hoyle 2000, Whitaker 2000, 

Zuckerman 2000). At an individual level, risky sexual behavior can cause life altering 

health problems and great economic costs (Baldwin 1988, Tanfer 1995, Santelli 1998, 

Hoyle 2000, Zuckerman 2000). Many young adults who contract sexually transmitted 

diseases discover the illness in its later stages, often making it impossible to treat before it 

causes sterility, cancer, or even death. 

According to Young (2001), 50% of new AIDS infections occur within the 15-24 

age group. Sexually transmitted diseases are considered the greatest threat to youth in the 

United States (Yarber 1988, Rimberg 1994, Tanfer 1995, TDH 2001, CDC 2002, 

MMWR 2002). Young adults between the ages of 18-24 are at the greatest risk for 

contracting a sexually transmitted disease (Yarber 1988, Bumette 1990, Price 1991, 

Tyndale 1991, Rimberg 1994, Gage 1998, Gutierrez 2000, Paul 2000, Trobst 2000). Of 

sexually active Americans between the ages of 18 and 24, one in every four contracts a 

sexuaUy transmitted disease (Valois 1997, TDH 2001, CDC 2002, MMWR 2002). 

Medical research demonstrates that when used correctly and consistently, condoms are 

99.99% effective in preventing the spread of sexually transmitted diseases (Sevem 1991, 

Gage 1998, Hoyle 2000, Trobst 2000, TDH 2001, CDC 2002, MMWR 2002). 



Given this finding, it seems reasonable to assume that if more young Americans used 

condoms during their sexual encounters, the numbers of young adults with sexually 

transmitted disease would decrease. 

In November of 2001,1 attended a Women's Conference in midsize, Southwestem 

town. The keynote speaker of the Conference was Former United States Surgeon General, 

Dr. Jocelyn Elders. After the dirmer, I approached Dr. Elders and asked her if I could have 

five minutes of her time. She invited me up to her hotel room where we sat and talked for 

twenty minutes about teen pregnancy, sex education policies, and STD rates among 

adolescents. Dr. Jocelyn Elders discussed the dangers of abstinence-only policies 

regarding sexual education, stating that they do not work, nor are they helpfiil to the 

population, in general, or our youth, in particular. Dr. Elders stated that parents have been 

telling their children for decades to practice abstinence and obviously it is not working. 

The key to sex education in the schools is to have abstinence-based programs that discuss 

the dangers of STDs and teen pregnancy, as well as teach various safer sex techniques. 

Further, Dr. Elders discussed a Kaiser Foundation survey of American parents. The study 

found that 90% of parents were in favor of comprehensive sex education in the public 

school system. According to Dr. Elders, the key to reducing the number of unwanted 

pregnancies is education. Elders stated: "We want our children to be as educated as 

possible. Go to the best schools and attend good colleges. But, when it comes to sexual 

education, we prefer to leave them in the dark. We prefer them to be ignorant"(2001: 2). 

Dr. Elders offered six ways to reduce teen pregnancy rates and reduce the spread 

of sexually transmitted diseases. The first is through so Lid and strong early childhood 



education. Incorporating comprehensive health education is another way in which society 

can begin battling the problems of unsafe sex. The highest rates of STDs are found, she 

said, in the thirteen southem states, including Texas. Dr. Elders stated that this is not 

because there are more sexually active youth there, but because they are not using 

adequate protection. 

Next, Dr. Elders stated that parents must be educated about the risks and dangers 

of unsafe sex. More specifically, society must teach men to be responsible. Too often 

responsibility is placed solely on women. In order to reduce unsafe sex behaviors, services 

must be offered to all young people. In addition, sexually active adolescents must have 

access to affordable contraceptives. Promoting healthy behavior in children can easily be 

done, according to Dr. Elders, by offering children hope. Educating and empowering our 

youth to form goals and aspirations is the most effective and easiest way to prevent unsafe 

sex behavior. 

Finally, Dr. Elders stated that in the United States, we do not care about children, 

or we would give them the information necessary to fully protect them. We must leam to 

be proactive, not reactive. The solutions suggested by Dr. Elders and others are cheaper 

than the current costs of the problem. The way to change attitudes of those opposed to 

educating American's youth about sexual matters is to teach those opposed the tmth 

about risky sexual behaviors and sexual trends. Health educators must speak out to the 

community. Scholars must confront half-tmths that are often told regarding sex education 

and sexually transmitted diseases. The tmth, will in fact, set us free. Dr. Elders stressed 

factors in society that damage our youth and put them at risk: ignorance, poverty and lack 



of education. Complete sex education will allow all children to grow in a healthy, positive, 

and fiinctional environment with the information, confidence and tools to lead lives of 

strength and dignity. 

Many studies have been conducted in the areas of human development on college 

students and their sexual activities. Risk-taking theories have been developed to explain 

unsafe sex practices. Psychology has tried to imderstand the problem from an individual, 

cognitive level. To date, very little research in sociology has been conducted to understand 

the broader societal issues including education, attitudes, and actions taken by young 

Americans. I contend that sociological theory may provide insight regarding the sex 

education or socialization of college students and their motivations to engage imsafe sex 

behavior. If social scientists and health workers can understand why young people who are 

sexually active are reluctant to use condoms, then perhaps they can begin to educate and 

market sex education classes in a more effective manner that will encourage sexually 

active young adults to take responsibility for their actions and practice safer sex. 

In this paper, I illustrate how prominent themes of sociology can provide insight 

into why many of today's youth are practicing unsafe sex and placing their health in risk. I 

first outline previous research on college students' attitudes and behaviors towards 

condom use and safer sex practices. Next, I tum to Charlotte Perkins Oilman's work on 

the education and socialization of children in society. Gilman (1901) providds insight into 

the flaws present in the current socialization process. Oilman's theories of education and 

socialization are important because Bandura, Levinson, Van den Bossche and Becker all 

rely heavily on the concept of socialization when developing and implementing their 



individual theories. Utilizing Albert Bandura's theories of Social Cognition and Self-

Efficacy (1963, 1969, 1971, 1977, 1982, 1986, 1989, 1991) I attempt to explain not only 

the motivations behind youth unsafe sexual activity, but offer possible solutions that can 

alleviate the crisis. Next, I examine Ruth Levinson's (1986) and Van den Bossche's 

(1998) expansion of Bandura's Self-Efficacy theory. Levinson applied Self-Efficacy to 

contraceptive use among young girls, and developed her ovm theory. Contraceptive Self-

Efficacy (CSE). Van den Bossche took Levinson's concept of Contraceptive Self-Efficacy 

and applied it to both sexes. I also took into consideration Marshall Becker's Health Belief 

Model (1977) as a stmctural explanation for people's health decisions and behaviors. The 

Health Belief Model is similar to Bandura's Social Cognitive theory, but it allows for the 

consideration of the varying levels of perceived risk that are involved with changing health 

behaviors and making health related decisions. 

In light of these perspectives, I include qualitative data from 25 college students 

regarding their experiences with sexual education, attitudes they hold, behaviors they 

participate in, and feelings of cognitive dissonance and self-efficacy. Finally, I conclude 

with results, possible solutions, and limitations of the present work. 



CHAPTER II 

LITERATURE REVIEW 

Demographics and Trends 

The Center for Disease Control's (CDC) purpose is to stop the spread of disease 

across the entire globe. The CDC itself is broken down into several specialized branches, 

each dealing with a specific problem. I have chosen to examine the two offices designated 

to control and/or eliminate the spread of sexually transmitted diseases. The National 

Center for Chronic Disease Prevention and Health Promotion, and the National Center for 

HIV. STD and TB Prevention. I have also chosen to review data regarding teen sexuality, 

sexually transmitted diseases, and teen pregnancy published in the CDC Fact Book 2002. 

The National Center for Chronic Disease Prevention and Health Promotion is 

collaborating with other Federal agencies and national organizations to implement a state 

led National Initiative to Improve Adolescent Health by the Year 2010 (CDC Fact Book 

2002). The Center focuses on building stmctured school health programs pertaining to 

information about chronic disease and HIV prevention programs for high school and 

college aged populations. It seeks to establish partnerships between state and local health 

and education agencies, monitoring youth risk and school health policies and programs 

(CDC Fact Book 2002). 

The National Center for HIV, STD and TB Prevention focuses on sexually 

transmitted diseases such as HIV/AIDS, chlamydia and syphilis. It provides national 



leadership through research and policy development, as well as supports effective services 

to prevent STD infection. The Center for HIV, STD and TB Prevention works with non

government organizations and state agencies to develop national goals and policies, aimed 

at reducing the rates of STD contraction (CDC Fact Book 2002). 

The Center for Disease Control states that adolescents are at greater risks for the 

transmission of STDs because of the risky sexual behavior they often engage in (including, 

but not limited to improtected sex and sex with multiple partners). Women are at an even 

higher risk level because STDs are spread most easily from men to women. Women are 

also more likely to experience severe complications later in life from STDs, as many STDs 

in women's bodies can remain asymtomatic. The transmission of STDs can be largely 

prevented through two methods: abstinence and the use of condoms (CDC Fact Book 

2002). 

Participating in risky sexual activity poses risks to an individual's physical and 

emotional health. The earlier a person begins engaging in sexual activity, the longer they 

are at risk. Early exposure to sexual intercourse creates other problems as well. Sexual 

activity during the adolescent years is often unplanned, and rarely protected (Tumer 1988, 

Lowenstein 1991, Kassirer 1997, Santelli 1998, Gutierrez 2000). Research has also 

shown that youth who engage in early sexual activity also participate in risky sexual 

behaviors later in life. Such behaviors include multiple sex partners and frequent 

unprotected sexual experiences (Koyle 1989, Gage 1998, Santelli 1998, Gutierrez 2000, 

Whitaker 2000, Davis 2001). 



The Center for Disease Control examines adolescent sexuality by breaking it down 

into several categories: sexually experienced teens, sexually active teens, contraceptive use 

by teens, the number of sexual partners teens have, teen pregnancy rates and the numbers 

of sexually transmitted diseases teens contract. In 1995, a Youth Risk Behavior Survey 

was distributed nationally to high school students to leam of the sexual behaviors of the 

polled population. The Survey found that by graduation from high school, over 65%) of 

the students was sexually active or had some experience with intercourse. Men tended to 

be more active than women at an earlier age, and seniors were more active than freshman. 

The most significant result reported by the Youth Survey was related to the variable of 

race. The Youth Risk Behavior Survey reported that 49% of the Caucasian American 

students reported having sexual intercourse, that 62%) (men) and 53% (women) of the 

Hispanic/Mexican American students reported having sexual intercourse while in high 

school, and that 81% (men) and 73% (women) of the African American students reported 

having lost their virginity before receiving their diploma (Youth Risk Behavior 

Surveillance-United States 1995). 

It is important to note that becoming sexually experienced does not always mean 

remaining sexually active. The percentage of teens in liigh school that are sexually active 

usually lingers around 40% (CDC Fact Book 2002). Once an adolescent has made the 

decision to become sexually active, an important issue is contraception. Sexual 

intercourse without contraceptives places individuals at risk for both STD transmission 

and unwanted pregnancy. Condoms and birth control pills are the most common forms of 

contraception used by sexually active adolescents. 

10 



As reported by the Youth Risk Behavior Survey, women are less likely than men 

to report frequent condom use, and African American students report the highest use of 

condoms while Caucasian American students report the highest use of the pill as a form of 

contraception (Youth Risk Behavior Surveillance-United States 1995). The danger herein 

for Caucasian American high school students is the purpose of the pill. The pill, while 

99.99%) effective in preventing unwanted pregnancy, provides no form of protection 

against the spread of STDs (CDC Fact Book 2002). 

How many sexual partners a person has been with can greatly decrease or increase 

their chances of contracting an STD or having an unwanted pregnancy. The CDC reports 

that men on average have more partners than women, and African Americans on average 

have more partners than Caucasian Americans and Hispanic/Mexican Americans. For men, 

the variable of socio-economic status was significant, indicating that those below the 

poverty line are twice as likely to have multiple partners than those above. Poverty was 

not a significant indicator for women. The most important distinction drawn out by this 

data was previously mentioned. The younger a person is when they first engage in sexual 

conduct, the higher their sexual partner numbers will be (CDC Fact Book 2002). 

Teen pregnancy has been on the rise according to the CDC. Of the young women 

under the age of 20 who became pregnant in 1993, over 86%) stated that conception was 

unintended (Guttmacher 1994). Unplanned pregnancy is found most in girls ages 18-19, 

but many become pregnant as young as 15. Among teens aged 15-17, Hispanic/Mexican 

American teens are twice as likely to become pregnant than Caucasian American teens. 

11 



and African American teens are three times more likely to become pregnant than their 

Caucasian American counterparts (CDC Fact Book 2002). 

The increase of sexual activity among adolescents places them at greater risk for 

contracting a sexually transmitted disease. The Center for Disease Control's information 

about STD rates specifically focuses on gonorrhea and syphilis. I was not sure why 

chlamydia was not included in the analysis, as it is said to be the most common STD in the 

nation. The data published by the CDC about gonorrhea and syphilis indicates that the 

rates are declining, but there continues to be a problem. More specifically, women report 

more cases of infection (of both diseases), as do African Americans in comparison with 

other groups. It is important to note that women often report more cases of infection 

because they are likely to get tested during their yearly gynecological exams, whereas men 

do not report frequently or consistently. 

The Center for Disease Control & Prevention publishes the "Morbidity & 

Mortality Weekly Report" (MMWR) This report focuses on major health and wellness 

issues around the world. In 2002, the MMWR stated that the rates for many STDs are 

highest among adolescents, indicating that health professionals who provide care and 

treatment for adolescents should be aware of this fact and the several issues that surround 

it (MMWR 2002). Young adults are at the highest risk for HPV (human papillomavims, 

responsible for causing genital warts) infection, and chlamydia and gonorrhea rates are the 

highest among women ages 15-19. 

Adolescents are at greater risks because they engage in unsafe behaviors, such as 

having unprotected sex, having multiple partners, being biologically more receptive to 

12 



infection, and encountering obstacles to obtaining proper health care (MMWR 2002). The 

MMWR states that despite the high STD rates found in the adolescent population, many 

health professionals are reluctant, and often fail, to inquire about sexual behavior, provide 

risk reduction coimseling, asses risk for STDs, and provide testing (MMWR 2002). 

The Center for Disease Control and Prevention provides a national examination of 

STD rates and trends. The Texas Department of Health's (TDH) Bureau of HIV & STD 

Prevention supplements the Center for Disease Control and Prevention by detailing STD 

rates and trends specifically within the state of Texas. The Texas Department of Health 

publishes two relevant documents every year. The first is the Texas Department of Health, 

Bureau of HIV & STD Prevention's "HIV/STD Annual Report." The second is the Texas 

Department of Health, HIV/STD Epidemiology Division Surveillance Branch's "Texas 

HIV/STD Surveillance Report." 

In the "HIV/STD Annual Report 2001," the Texas Department of Health details 

the funding received by the Department, the medical terminology used to establish the 

information, the prevention and education services provided, as well as factual information 

regarding HIV/STD rates within the state of Texas. The Bureau of HIV & STD 

Prevention states as its mission the provision of HIV/STD education and information, the 

collection of data relating to HIV/STD, and the availability of assistance, both monetary 

and non-monetary to those who provide HIV/STD services. The Bureau receives over 

forty million dollars each year to carry out its mission. For the Southwestem area of Texas 

being studied in this paper, the Bureau designates over one million dollars, which does not 

seem relatively higher or lower than other Texas areas. 

13 



A significant amount of the report provided by the Bureau is devoted to AIDS, 

HIV and syphHis. While the report details statistics by sex, race/ethnicity and modes of 

exposure, for the purpose of this paper, I am only concemed with the information that is 

provided regarding adolescents and HIV/STDs. Over 66% of all reported STDs feU into 

the adolescent/young adult categories of 15-24 (TDH 2001).' The report also states that 

74% of reported chlamydia cases occur within the 15-25 year old category (TDH 2001). 

For reported gonorrhea rates, over 73% occur within the 15-24 year old group (TDH 

2001). Numbers for both STDs are also foimd higher in women, but the Bureau states that 

the information is not completely accurate, as many more women get tested than men as a 

result of yearly physical exams. The TDH Bureau of HIV/STD Prevention claims that 

STDs are a major health threat to Texans, especially adolescents between the ages of 15-

24 (TDH 2001). 

Studies and Methods 

After examining the facts presented by the Center of Disease Control and 

Prevention and the Texas Department of Health, it is evident that the unsafe sex practices 

among young adults is a problem that needs to be examined more carefiilly. Many scholars 

feel that in order to solve the problem, one must first understand the origins of the 

problem. The most obvious points of origin to begin with are the adolescent's actual 

knowledge of sexually transmitted diseases, the beliefs and attitudes held by the young 

adults, and fmally, the actual behaviors that they engage in. Previous research has 

suggested that the most influential demographic variable is that of gender. There seems to 
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be distinct differences between women's and men's attitudes and behaviors regarding safer 

sex (Baldwin 1988, Sevem 1991, Rimberg 1994, Tumer 1988). Research has also pointed 

at other risk taking behaviors, such as illegal dmg use and underage drinking as indicators 

for unsafe sex activity (Valois 1998, Koch 2000, Whitaker 2000, Larimer 1999, Staton 

1999). 

There have been many different studies that focused on adolescents' views and use 

of contraceptives, particularly condoms. Social scientists have gone to great lengths to 

study and discover young Americans' health behaviors and attitudes regarding health risks. 

It should be noted, however, that most previous research has focused on contraceptive use 

and attitudes with regards to HIV/AIDS. Researchers such as Biasco (1991), Price 

(1991), Yarber (1988), Baldwin (1988), Tumer (1988), Tyndale (1991) and Sevem 

(1991) used multi-faceted and multi-question surveys/questionnaires in order to discover 

young adults attitudes about contraceptives and subsequent sexual behaviors. Other 

scientists, such as Levinson (1986) and Griffore (1990), chose to do intense focus groups 

and case studies to shed light on adolescent thought processes and behaviors. 

Valois (1997) and Santelli (1998) were able to obtain answers from high school 

students by administering the Youth Risk Behavior Survey (which is developed by the 

CDC). College participant research is frequently performed using the CORE survey (Bon 

2001). Some researchers, such as Price (1991) and Tumer (1988), have been primarily 

concemed with the knowledge encompassed by young adults about health issues such as 

sexually transmitted diseases, ways in which to protect oneself from these diseases, and 
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other various health related topics. While others like Griffore (1990) and Baldwin (1988) 

were more concemed with their attitudes and actual behaviors. 

Knowledge 

In the late 1980s and early 1990s, researchers focused almost exclusively on the 

knowledge of adolescents and college students regarding safer sex and AIDs. Recent 

studies have shifted from this focus due to the assumption that with all of the educational 

services around (from classrooms to MTV specials) young adults are well aware of the 

dangers and steps that can be taken in order to reduce their ovm personal sexual health 

risks. I feel that it is important to include earlier data about knowledge in order to provide 

a background and comparison with current data. 

In a survey designed to test the knowledge held by college students in relation to 

safer sex practices, the students only answered one-half of the questions about general 

human sexuality correct (Price 1991). The students also incorrectly answered over 

one-half of the questions dealing with communicable diseases (specifically sexually 

transmitted diseases), Price (1991) found that women and Caucasian Americans were 

more likely to answer correctly in both sections. Baldwin (1988) also found that many 

young adults were not very well educated about sex and its associated health risks. Tumer 

(1988) agreed with Price, concluding that women were more knowledgeable than men, 

and Caucasian Americans were more knowledgeable than minorities. 
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Behaviors 

Most of the current research has focused on two issues: the behaviors young adults 

engage in and the attitudes they hold about these behaviors. The majority of young adults 

are sexually active (Earle 1986, Baldwin 1988, Tumer 1988, Bumette 1990, Tyndale 

1991, Valois 1997, Gage 1998, Santelli 1998, Van den Bossche 1998, BeU 1999, Koch 

1999, Larimer 1999, Staton 1999, Paul 2000, Whitaker 2000, Bon 2001, Davis 2001). 

However, most college students report that while they usually use protection in their 

current sexual activities, they did not use any kind of protection at the time of their first 

sexual intercourse (Tumer 1988, Lowenstein 1991, Kassirer 1997, Santelli 1998, 

Gutierrez 2000). 

Further, college students are usually not monogamous (Baldwin 1988, Bumette 

1990, Rimberg 1994, Santelli 1998, Van den Bossche 1998, BeU 1999, Hoyle 2000, Paul 

2000) and do not try to reduce their risk by using contraceptives such as condoms and 

birth control (Baldwin 1988, Tumer 1988, Bumette 1990, Rimberg 1994, Valois 1997, 

Van den Bossche 1998, Koch 1999, Hoyle 2000, Trobst 2000, Paul 2000, Whitaker 

2000). In fact, college students report that they do not discuss safer sex issues (such as 

contraception and testing) with their partners before engaging in sexual activity (Tumer 

1988, Rimberg 1994, Van den Bossche 1998, Koch 1999, Trobst 2000, LaUjee 2001). 
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Risk Taking 

Many researchers have suggested that adolescents who engage in high risk-taking 

behaviors such as drinking, illegal dmg use, aggressive behavior and reckless driving are 

also more likely to engage in high risk sexual behaviors (Valois 1998, Larimer 1999, 

Staton 1999, Koch 2000, Whitaker 2000). In addition, there are significant associations 

between adolescent high-risk sexual behavior and levels of participation in drinking and 

illegal dmg use (Valois 1997, Santelli 1998, Koch 1999, Larimer 1999, Staton 1999, 

Hoyle 2000, Paul 2000, Whitaker 2000, Zuckerman 2000, Bon 2001, Mills 2001). Staton 

(1999) reported that early dmg use directly correlates with early sexual activity. However, 

it is important to note that people do not always engage in risky behaviors because they 

seek risk. They may be unaware the behaviors they are engaging in are risky (Gage 1998, 

Cooper 2000, Zuckerman 2000). This is especially important when discussing risky sexual 

behavior. Very rarely are participants engaging in unsafe sex behaviors in order to get a 

msh, or to see if they are capable of beating the odds of contracting a sexually transmitted 

disease or causing an unplanned pregnancy. Although Rimberg (1994) and Trobst (2000) 

concluded that young adults are aware of the risks associated with unsafe sex behaviors, 

they found that many do not associate these practices with their feelings of personal 

perceived risk. 

Development 

A great deal of research has been conducted in an effort to understand how 

environment and socialization contributes to young adults' sexual behaviors. Studies have 
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shown that health behaviors are developed in adolescence, and hard to break thereafter 

(Trobst 2000, Davis 2001, MMWR 2002). The central idea that all researchers agree on is 

that sexual knowledge and attitudes are transmitted through communication within an 

individual's social environment (Yarber 1988, Ballard 1998, Gage 1998, Van den Bossche 

1998, Ludwig 1999, Trobst 2000, Davis 2001, Young 2001). This means that the 

community environment is very important in the socialization process regarding sexual 

attitudes and behaviors (Gage 1998, Ludwig 1999, Kowaleski-Jones 2000, Baumer 2001, 

Mills 2001, Young 2001). Research has found that while parental communication is a 

relevant aspect of this process (Ballard 1998, Gage 1998, Whitaker 2000), peer 

communication and perceived peer behavior is more salient (Kassirer 1997, Ballard 1998, 

Gage 1998, Whitaker 2000, Baumer 2001, Bon 2001). Religion was found not to be a 

relevant factor by Baldwin (1988), but Davis (2001) found that religion was in fact an 

important aspect of socialization and its effects on the risky sexual behaviors of young 

adults. 

With regards to basic demographic information, many elements are non-significant 

once controlled for in studies. While most studies show that Race/Ethnicity, socio

economic status and social class are spurious variables, possible effects (such as education 

access and health care opportunities) can have significant impact on sexual attitudes and 

behaviors (Gage 1998, Kowaleski-Jones 2000, Baumer 2001). Gender is the only variable 

shown to have a consistent relationship with risky sex behavior. 
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Gender 

One of the most prominent variables in sex behavior research is gender. Gender 

seems to be a variable that is strongly associated with unsafe sexual practices (Earle 1986, 

Baldwin 1988, Price 1991, Bell 200). As noted previously, in knowledge surveys about 

safer sex, risky sexual behaviors, and safer sex techniques, women tend to score higher 

than men (Price 1991). Women are more likely to have favorable attitudes towards 

condom use, but are less likely to actually use condoms when they engage in sexual 

activity (Baldwin 1988, Tumer 1988, Sevem 1991, Rimberg 1994). 

Previous research has hypothesized that women are socialized more strongly to 

avoid sexual contact before marriage, making the stigma attached to female sexuality 

stronger and more sahent for women than for men (Earle 1986, Yarber 1988, Gage 1998, 

Van den Bossche 1998, BeU 1999, Ludwig 1999, Gutierrez 2000, Paul 2000). These same 

sources indicated that women often minimize the risks involved in sexual situations 

cognitively in order to participate in activities they were taught to avoid. Earle (1986) and 

Baldwin (1988) theorized that women were more likely to be cautious with whom they 

chose to have intercourse, but current studies have not supported these hypotheses. 

Most men feel that condoms were difficuU to use and decreased the intensity of 

feeUngs. However, young adult men were more Ukely to use condoms (Baldwin 1988, 

Sevem 1991, Koch 1999). Staton (1999) found that women were more Ukely than men to 

have used condoms during their last three months of sexual activity. He also documented 

that men reported riskier sexual behaviors. 

20 



Attitudes 

Many coUege students have unreaUstic perceptions about the behavior of their 

peers. This is particularly tme when considering sexual behaviors (Schuster 1998, Bon 

2001). The most common sentiment held by coUege students in regard to risky sexual 

behavior is that it wiU not harm them (Bumette 1990, Trobst 2000). Someone else might 

contract a sexuaUy transmitted disease or cause an unwanted pregnancy, but not them. 

Most coUege students cUng to the beUef that they are invincible (Rimberg 1994, Paul 

2000). Sevem (1991) foimd that most coUege students chose not to get tested for sexuaUy 

transmitted diseases with any regularity. Young aduUs who are tmly concemed with the 

risks of unsafe sex behaviors are more likely to use protection (Larimer 1999). 

Most studies show that coUege students perceive condom use and birth control as 

positive risk reducers (Baldwin 1988, Bumette 1990, Rimberg 1994, Ludwig 1999, Paul 

2000, Bon 2001). Trobst (2000) found that groups that are at greatest risk do not 

perceive enough risk involved in their activities to motivate changing their behaviors. High 

levels of self-efficacy promote mental health and psychological weU being (Levinson 1986, 

Ludwig 1999, Gerrard 2000). Self-efficacious coUege students demonstrate lower levels 

of risky sexual behavior (Levinson 1986, Van den Bossche 1998, Ludwig 1999, Gerrard 

2000). Wyer (1999) and Gerrard (2000) found that young adults with high levels of self-

efficacy engage in self-serving cognitive strategies regarding health behavior. 
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CHAPTER III 

THEORECTICAL FRAMEWORK 

GUman and Education 

Charlotte Perkins GUman tackles the compUcated topic of the education and 

sociaUzation of chUdren in her insightful work. Concerning Children (1901). GUman 

states that the proper education of chUdren is an essential component of social progress. 

GUman speaks of the central role of the mother, and notes that most mothers are only 

concerned with the care of their own chUdren. This phUosophy is one that hurts the human 

race and society as a whole, because chUdren must be educated in aU areas of their Uves. 

Not oiUy is it the parent's responsibiUty to sociaUze and educate the chUd, but educational 

institutions, reUgious institutions, and society as a whole must contribute as weU. GUman 

stated that parents often "faU to take those general measures for the protection and 

development of aU chUdren which would so greatly benefit our particular chUdren" (1901: 

287). 

GUman (1901) stated that parents are often more concemed with their chUdren's 

actions rather than their feeUngs and beUefs. Parents concem themselves with the specific 

behaviors their chUdren are engaging in, often neglecting to nurture and guide their 

children's ideas and attitudes as weU. It is problematic for parents to simply expect 

obedience from their chUdren. GUman indicates that parents choose only to teU their 

chUdren what not to do, and neglect to discuss with them the reasons behind their 
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admonishments. More specificaUy, GUman stated that parents often "save [their chUdren] 

from danger and also from knowledge" (1901: 83). 

Parents often rely on the phrase "because I said so," to obtain obedience from their 

chUdren. GUman points out that this can cause harm to their chUdren and also society. 

Parents are not able to monitor their chUdren at aU times, and when chUdren are faced with 

difficult decisions they are unable to make educated ones. This is because they have not 

been given the information needed to make educated choices. GUman (1901) spoke of 

obedience, and how it is held as a virtue in society. A virtue, according to GUman (1901), 

is a quality of mankind that is upheld and revered because it places the society at the 

greatest advantage. Obedience from chUdren is considered a virtue in society because it 

aUows for safety, and upholds one of the Ten Commandments found in the Bible, "thou 

shaU respect thy mother and father." 

GUman (1901) argued that society as a whole must accept the responsibUity of 

being an agent of socialization for chUdren. ChUdren leam values and lessons not orUy 

from their primary care givers the parents, but from aU institutions in society, such as 

schools, reUgious organizations, and government. WhUe GUman was very conservative 

about sexual issues, she supported open and honest education and communication 

between chUdren and their environment. Gilman stressed the need for parents to teach 

chUdren tme skUls such as critical thinking and reasoning abUities. GUman contended that 

it is through this venue of education that chUdren wUl leam to make educated decisions 

and think logicaUy for themselves. GUman detaUed the way parents and society as a whole 

(educational institutions, reUgious institutions, goveming institutions) should sociahze its 

23 



youth. Albert Bandura's Social Cognitive and Self-Efficacy theories have as their 

foundation the concept of sociaUzation. With an understanding of GUman's discussion of 

proper sociaUzation and the mistakes commonly made by parents, attention can now be 

turned to the shaping of beUefs and behaviors. 

Bandura's Theories 

Albert Bandura's Social Cognitive and Self-Efficacy theories can provide insight 

into the attitudes and behaviors of coUege students in relation to high-risk sexual behavior. 

According to the self-efficacy constmct, a person, their behavior, and their environment 

are seen as interactive and reciprocal in determining an end-goal behavior (Bandura 1977). 

A person's expectations about whether they should and can execute a component behavior 

wUl determine the initiation and persistence that is used to achieve an end-goal behavior. 

Bandura and Social Cognition 

According to Social Cogrutive theory, human motivation and action are 

extensively regulated by forethought. This anticipatory control mechanism involves three 

types of expectancies: (1) situation-outcome expectancies, in which consequences are 

cued by environmental events without personal action; (2) action-outcome expectancies, 

in which outcomes flow from personal action; (3) and perceived self-efficacy, which is 

concemed with people's beUefs in their capabiUties to perform a specific action required to 

attain a desired outcome (Bandura 1991). The UkeUhood that people wUl adopt a valued 

heaUh behavior, or change a detrimental habit, wUl therefore depend on three cogrutions, 
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the expectancy that one is at risk, the expectancy that behavioral change would reduce the 

threat, and the expectancy that one is sufficiently capable of adopting a positive behavior 

or refrairung from a risky habit. 

Both outcome expectancies and efficacy beUefs play influential roles in adopting 

health behaviors, eUminating detrimental habUs, and maintaining change. In adopting a 

desired behavior, individuals first form an intention and then attempt to execute the action. 

Outcome expectancies are important determinants in the formation of intentions, but are 

less so in action control. Self-efficacy seems to be cmcial in both self-regulation and health 

behavior. Positive outcome expectancies encourage the behavior modification. Perceived 

self-efficacy represents the beUef that one can change risky heaUh behaviors by personal 

action. The importance of Bandura's self-efficacy approach is that it sets the foundation 

for future work by Ruth Levinson (1986) and Friedl Van den Bossche (1998). I provide an 

extensive treatment of Bandura's Self-Efficacy theory in order to lay the groundwork for 

the principles later used by Levinson and Van den Bossche. 

Defining Self-Efficacy 

Self-efficacy makes a difference in how people feel, think and act. In terms of 

feeUng, a low sense of self-efficacy is associated with anxiety, helplessness, and despair. 

Such individuals also have low self-esteem and harbor pessimistic thoughts about their 

accompUshments and personal development. Once an action has been taken, high self-

efficacious individuals invest more effort and persist longer than those with low self-

efficacy. When setbacks occur, the former recover more quickly and maintain the 
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commitment to their goals. Self-efficacy also aUows individuals to select chaUenging 

settings, explore their environments, or create new situations. A sense of competence can 

be acquired through mastery experience, vicarious experience, verbal persuasion, or 

physiological feedback (Bandura 1977). 

Sources of Efficacy 

Exploring the sources from which individuals develop these beUefs explain the 

complex and contextual role of efficacy in human agency. Bandura (1977) wrote that 

enactive attainment or actual mastery experience is the most influential source. Another 

source of efficacy information is vicarious experience, or exposure to the efforts, 

successes, and faUures of others. This is the "If she/he can do it, so can I" method of 

developing self-beUef This form of experience is weaker than inactive attainment, but 

when people are uncertain about their own abiUties or when they have limited prior 

experience, they rely more on reference groups or role models. However, Bandura (1991) 

argued that even the self-assured would raise their perceived self-efficacy if models teach 

them better ways of doing things. Verbal or social persuasion, that is, receiving feedback 

from others, can also provide efficacy information, and, again, the persuaders play an 

important role in the development of an individual's self-beliefs. Bandura suggests that it is 

easier to undermine efficacy beUefs by means of verbal persuasion than to enhance or 

create them. Physiological factors such as stress, arousal, fear reactions, fatigue, and aches 

and pains also provide information about efficacy beliefs. 
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AU the information that individuals use to gauge their sense of efficacy must 

uUimately be processed and filtered. This cognitive processing of self-efficacy information 

plays another powerful role in final judgments of efficacy and involves two components. 

The first is the type of information, of the kinds previously Usted, that individuals are Ukely 

to consider and use in forming their sense of efficacy. The second are the filters and 

schemas that they use to weigh and blend such information into final judgments. The result 

is yet another complex set of functions, steeped in context and possibUities, that affect not 

only the type of efficacy that wUl be invoked but the resultant actions Ukely to ensue. The 

myriad possibUities make assessing efficacy beUefs and predicting behavior an imposing 

chaUenge. 

Efficacy BeUefs 

Efficacy beUefs help determine how much effort individuals wUI expend on an 

activity, how long they wUl persevere when confronting obstacles, and how resUient they 

prove to be in the face of adverse situations. Efficacy beUefs also influence individuals 

thought pattems and emotional reactions. As a resuU of these influences, self-efficacy 

beUefs are strong determinants and predictors of individual accompUshment (Bandura 

1982). Those with low self-efficacy may beUeve that situations are more difficuU than they 

actuaUy are, a beUef that fosters stress, depression, and a narrow vision of how best to 

solve a problem. High self-efficacy, on the other hand, fosters a feeUng of serenity when 

approaching difficult tasks and activities. 
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Bandura (1977, 1982, 1989, 1991) wrote that self-beUefs affect behavior in four 

ways. First, they influence choice of behavior. People are Ukely to engage in activities in 

which they feel competent and confident and avoid those in which they do not. A reUable 

assessment of the relationship among self-efficacy, outcome expectations, and knowledge 

and skUls is important, however. Individuals with high efficacy beUefs but poor skUls, for 

example, may behave in concert with their sense of efficacy, but the consequences may 

cause serious, irreparable harm (such as activities that have severe physical penalties for 

poor performance). Individuals with a low sense of efficacy but high skUl may suffer from 

a debUitating lack of confidence and faU to undertake tasks they are perfectly capable of 

completing. Other scenarios are possible when outcome expectations come into play. 

Bandura suggested that behavior is largely determined by efficacy beUefs rather 

than by outcome expectations or by the knowledge and skiUs we possess. Our assessment 

of our own capabUities, he argues, is basicaUy responsible for the outcomes we expect and 

for the knowledge and skUls we seek and acquire. Hence, self-efficacy is a more powerful 

determinant of the choices that individuals make than either anticipated outcomes or the 

actual skiUs and knowledge relevant to the behavior in question. Our knowledge and skUls, 

even the outcomes we have experienced and expect, may weU have been the precursors to 

and creators of our self-efficacy beUefs, but aU faU prey to the beUefs created, for the 

fUtering effect of beUefs ultimately screens, redefines, distorts, or reshapes subsequent 

efforts and new information. 

Second, self-beUefs help determine how much effort individuals wiU expend on an 

activity and how long they wUl persevere. The higher the sense of efficacy, the greater the 
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effort expenditure and persistence. This fiinction of self-beUefs helps create a type of self-

fiilfiUing prophecy, for the perseverance associated with high efficacy is Ukely to lead to 

mcreased performance which in tum raises sense of efficacy, whereas the giving-in 

associated with low efficacy Umits the potential for improving self perceptions. 

The third way that self-beUefs affect human agency is by influencing an individual's 

thought pattems and emotional reactions. Highly self-efficacious individuals attribute 

faUure in difficuU tasks to insufficient effort, which supports a success orientation, whereas 

those with low efficacy beUefs attributed it to deficient abUity. 

The last way in which self-beUefs affect behavior is by recognizing humans as 

producers rather than sunply foreteUers of behavior. In brief, self-confidence breeds 

success, which in tum breeds more chaUenging performance; self-doubt breeds hesitancy, 

defeat, and faUure. Our perceptions of efficacy help determine how we think, feel, and 

behave. This is simUar to Merton's (1974) Self-fulfiUing Prophecy. 

The mediational role of judgments of self-efficacy in human behavior is a 

complex one and is affected by a number of factors. There maybe disincentives and 

performance constraints; that is, even highly efficacious and weU-skUled people may 

choose not to behave in concert with their beUefs and abUities. This may occur because the 

individual simply lacks the incentive to perform or even because they lack the necessary 

resources, or because they perceive social constraints on their envisioned path or outcome. 

In such cases, efficacy wUl faU to predict performance. An individual may feel capable but 

do nothmg because she or he feels impeded by these real or imaginary constraints. 

Bandura (1977) argued that because strong efficacy beUefs are generaUy the product of 
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time and muUiple experiences they are highly resistant to change and thus predictable. 

Weak efficacy beUefs, however, require constant reappraisal if they are to serve as 

predictors. Both, of course, are susceptible to a powerful experience or consequence. 

Self-System 

In Social Foundations of Thought and Action (1986), Albert Bandura wrote that 

mdividuals possess a self-system that enables them to exercise a measure of control over 

their thoughts, feeUngs, and actions. This self-system houses cogrutive and affective 

stmctiu-es and includes the abUities to symboUze, leam from others, plan altemative 

strategies, regulate behavior, and engage in self-reflection. It also plays a prominent role in 

providing reference mecharusms and a set of sub-functions for perceiving, regulating, and 

evaluating behavior, which results from the mterplay between the self-system and extemal 

environmental sources of influence. As such, the self-system serves a self-regulatory 

flinction by providing individuals with the abiUty to aUer their environments and influence 

their ovm actions. In sum, Bandura paints a portrait of human behavior and motivation in 

which the beUefs that people have about themselves are key elements in the exercise of 

control and personal agency. Expanding and taUoring Bandura's Self-Efficacy theory, 

Ruth Levinson (1986) and Friedl Van den Bossche (1998) implement Contraceptive Self-

Efficacy in their studies examining risky sexual behaviors of adolescents. 
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Contraceptive Self-Efficacy 

In the article. Contraceptive Self-Efficacy: A Perspective on Teenage Girls 

Contraceptive Behavior, Ruth Levinson (1986) posed the foUowing three research 

questions: (1) Why are many girls engaging in sexual activity without assuming 

responsibUity for their health? (2) What factors determine whether a girl copes with sexual 

activity in a contraceptively responsible manner? (3) What can be done to motivate 

sexuaUy active girls to use contraceptives? 

Levinson stated that the answers to the aforementioned question can be found by 

examiiung the girl's contraceptive self-efficacy. Levinson defined the concept of 

Contraceptive Self-Efficacy (CSE) as the strength of a girl's beUef that she can and should 

exercise control within contraceptive and sexual situations to achieve contraceptive 

protection. Levinson stated that a girl has a high sense of CSE if she is assertive in 

preventing unprotected sex, can communicate about sex and contraceptive issues, is 

competent in obtaining and utilizing contraceptives and is accepting of her ovm sexuaUty. 

Levinson hypothesized that the concept of CSE can vary from girl to girl in each of 

the four categories. Levinson predicted that whUe some girls may meet one or more of the 

requirements, most girls wUl exhibit some, but not aU of the predictors. Levinson found in 

her study that girls who were confident in their sexuaUty and felt that they can and should 

exercise control in sexual situations were more Ukely to practice safer sex. She also fotmd 

that those girls' whose reUgious and parental values clashed with personal feeUngs and 

emotions, had very low CSE and were unUkely to practice safer sex. Levinson's 
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hypothesis was supported by her research, indicating that high levels of CSE can be 

predictors of safer sex behavior. 

Van den Bossche (1998) took Levinson's theory to the next stage, by expanding 

her CSE test to both women and men. Van den Bossche supports Levinson's original 

hypothesis that individuals with high levels of CSE would be more Ukely to engage in safer 

sex behaviors than those individuals with lower levels of CSE. Van den Bossche looks at 

the CSE of both women and men and foimd that both scored low on purchasing 

contraception products. Women also scored low on communicating clear consent, whUe 

men scored low on reflising to engage in unprotected sexual behaviors. 

Both Bandura and Levinson provide social psychological explanations for health 

behaviors that are vaUd and valuable. Self-Efficacy and Contraceptive Self-Efficacy 

however, both rely heavUy on sociaUzation for the development and implementation of 

their theory. Supplementing these concepts with a theory derived from Medical Sociology, 

I present MarshaU Becker's Health BeUef Model, which I feel comphments Bandura and 

Levinson aUke. Becker's Health BeUef Model is very simUar, in fact, to both Social 

Cognitive and Self-Efficacy approaches. The most important aspect of the Health BeUef 

Model is that it aUows for consideration of the amount, or level, of risk perceived by an 

individual as a factor that affects health behavior and decisions. 

Health BeUef Model 

MarshaU Becker (1977) designed a socio-psychological model to Ulustrate the 

steps taken by an individual when choosing a heaUh behavior. Within the Health BeUef 
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Model, human action is based on two cogrutions: the worth placed on a specific outcome 

by an individual, and whether or not an individual beUeves that a specific action would 

resuU in the specific outcome. The ultimate outcome is UkeUhood that a person wUl 

engage m a specific health behavior (such as a risk reducing behavior of using a condom 

during sex). According to Becker there are several factors that affect the outcome action, 

which he classifies as modifying factors and individual perceptions. 

Modifying factors are elements such as the media, health educators and peer 

groups. Demographic variables, knowledge about the health risk and previous experience 

with the heaUh risk are also considered modifying factors. An individual's perceived health 

risk and the perceived severity of the heaUh risk at hand are termed individual perceptions. 

Elements from both the individual perceptions group and the modifying factors affect what 

an mdividual perceives as the health risk. The next step in the model is the UkeUhood of 

action. Becker demonstrated that an individual wUl weigh the perceived benefits of 

reducing the health risk against the perceived barriers of reducing the heaUh risk. Once 

this equation is joined with the individual's perceived health risk this determines the 

UkeUhood of the individual choosing to reduce the risk at hand. It is important to note that 

whUe an individual may beUeve that certain actions wUl reduce the risk at hand, the course 

of action may be overlooked if the she or he perceives it as too unpleasant or 

inconveruent. 

Becker (1993) stated that whUe the health beUef model maybe used to understand 

heaUh decisions and trends, it is important to remember three simple thUigs. First, heaUh 

behaviors are shaped by an individual's environment. Second, individual health behaviors 
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are often supported by elements and institutions in society, such as the mass media and 

advertising. And lastly, personal heaUh habits and behaviors, once estabUshed, are difficuU 

to change. 
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CHAPTER IV 

METHODOLOGY 

Sample Selection 

The data for my study were coUected from the student population of a large 

Southwestem university. The university is set m a Southwestem, predominately Christian 

city with a population of approximately 200,000, located in the Southem section of the 

Bible belt. Each of the participants in this study agreed to participate by written consent. I 

informed each subject of the purpose of my research, the origins of the interests that 

motivated the research, and the fliture direction that the research might take. 

Due to the sensitivity of the research subject, I took great lengths to protect the 

identUies of the participants. I informed each subject that no individual names or specific 

references to academic departments or coUegiate housing uruts would be used in any of 

my reports. I mformed participants that only my thesis advisor, the person transcribing the 

interviews, and myself would have access to the taped interviews. Participants were also 

informed that orUy my thesis advisor and myself would have access to the signed consent 

forms. Each participant was informed that they could decUne to answer any question that 

they did not feel comfortable with. None of the participants, however, chose to invoke 

that right. 

Participants for my study were identified through word of mouth and personal 

contact. When beginning my research, I reaUzed that I did not know very many 
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undergraduate students. I was reluctant to advertise for respondents, as I feU that such ads 

might attract a particular type of respondent that would not be representative of the entire 

population. Instead, I contacted the few undergraduate students I did know and asked 

them to speak to theu- friends on my behalf From the three students I contacted, I 

received Usts totaUng 15 students. From several of these students, I received additional 

names. Each respondent provided me with at least one other potential participant, either 

through names and numbers, or by bringing them to their interview. Of aU potential 

respondents contacted, none decUned the chance to participate in my research. In aU, 

twenty-six undergraduates were interviewed. 

The gender makeup of my sample consisted of fourteen women and twelve men. 

The racial/ethnic makeup of my sample consisted of fifteen Caucasian Americans, three 

Hispanic/Mexican Americans and three African Americans. The age range of the women is 

18-23, with a mean age of 21. The age range of the men is 19-25, with a mean age of 22. 

AU of the participants in my research reported to be heterosexual' 

Data CoUection and Techniques 

I chose to employ quaUtative research methods for my work on the risky sexual 

behaviors of coUege students for two reasons. First, previous research on this subject has 

focused mamly on quantitative methods to obtain data. Also, I felt that using quaUtative 

methods would aUow me to delve more deeply into the subject. QuaUtative methods are 

often useful when attempting to obtam detaUs about feelings, thought processes and 

emotions, which was a main component of my research (Strauss 1998). QuaUtative 
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research methods have many advantages, such as being able to develop detaUed 

descriptions of events and emotions (Weiss 1994). I was able, through the quaUtative 

process, to ask participants to elaborate on previous responses, and often to clarify their 

statements. QuaUtative methods also aUow for the researcher to integrate many 

perspectives (Strauss 2001). 

QuaUtative research often fimctions as the precursor to quantitative research, 

which is tme in my case. I plan to use the information and insight I gain through my 

quaUtative interviews to facUitate the development of a quantitative survey instmment. 

QuaUtative methods can help identify variables and assist in stmcturing hypotheses for 

quantitative research (Weiss 1994). And it has often been said that researchers know just 

about everything in a particular subject after completing a quaUtative study (Weiss 1994). 

I specificaUy chose a quaUtative interview process because through interviewing, I 

would be able to leam what people perceived about sex and sexual education and how 

they interpreted their own perceptions (Weiss 1994). TaUcing with my subjects aUowed to 

me to leam about the settings and details of their private sexual Uves that a survey 

mstmment might not have aUowed (Weiss 1994). 

The data were coUected using an interview schedule I developed m order to 

increase reUabUity from one respondent to the next.̂  The interviews were recorded on a 

tape recorder and then transcribed. Most interviews lasted approximately fifteen minutes, 

aUhough some lasted as long as forty minutes. Although aU interviews were conducted 

foUowing the stmctured format, respondents were not confmed solely to the schedule and 

were encouraged to offer their own perceptions and ideas. The interview process aUowed 
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me to obtain a great deal of information from my respondents. It also aUowed me to 

encourage respondents to elaborate on theU responses, which could lead to the 

development of a more accurate imderstanding and a possible quantitative assessment. 

The interview template consisted of three main sections. 

The fu-st section related to the sexual education the participants had received. They 

were asked if the messages they had received had positive or negative connotations. After 

my initial two interviews, it became apparent to me that many of my subjects would 

respond that they leamed a great deal about sex from taUcing to their friends. This led me 

to include the question "Do you and your friends ever discuss safer sex issues?" 

Participants were also asked whose responsibUity they beUeved U was to educate chUdren 

about sex. FinaUy, participants were also asked to define what "sex" meant to them and if 

they feU they were weU educated about sex and safer sex techniques. 

The second section contained questions regarding the respondents' attitudes about 

sexual behaviors and safer sex techniques and the behaviors they personaUy engaged m. 

Participants were asked about premarital sex and safer sex techiuques. I also asked if their 

feeUngs about either subject have changed over time. I then asked the respondents to teU 

me about their sexual behaviors. I encouraged them to discuss how many partners they 

have had, whether or not they practice safer sex and if they had been tested for sexuaUy 

transmitted diseases. These discussions often led to further probmg regarding safer sex 

issues and testing resuUs with potential sexual partners. The last question in this section 

deaU with their personal beliefs of risks. 1 asked each participant whether or not he or she 

beUeved they were at risk for contracting a STD or causing an unwanted pregnancy. 
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The final section of the interview schedule dealt wUh comfort levels and safer sex 

techniques. The umbreUa question, "Do you/would you feel comfortable practicing safer 

sex techniques?" rarely led respondents to "tmly" answer the question. I would often have 

to prompt each respondent with further questions. I asked if they would feel comfortable 

brmging up the issue of safer sex with their partner, if they would feel comfortable 

purchasing safer sex products and if they would feel comfortable using safer sex products. 

FmaUy, I asked if respondents' would have sex if they were unable to practice safer sex. 

At the end of each interview, I asked each participant if they had any further information 

they would Uke to share. Afterwards, I thanked each participant and provided them with a 

demographic information page to complete'' and a Ust of local heaUhcare and mental 

heaUhcare providers.^ 

Settmg 

The locations of the interviews varied dependmg on the participants needs and 

schedules. Due to the varying school and work schedules of the participants I found that I 

had to be very flexible, often being avaUable at a moment's notice to meet with a 

respondent. Some of the mterviews took place on campus, whUe others took place m local 

parks and coffee houses. The location of the interview did not seem to have any effect on 

the respondent or theu- answers. Each participant was aUowed to select the setting for her 

or his mterview. Each location was quiet wUh few distractions, and the participants 

seemed relaxed and comfortable. On the occasions that I received less information from a 
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respondent than expected I felt that U was due to theu- sensUivity levels and unwUUngness 

to share, not the elements surrounding them. 

Limitations 

For my research, I was unable to obtam a tmly varied sample selection. My entire 

sample came from a large, Southwestem city, with a major uruversity as its focal point. 

My data came from a snowbaU sample. Also, it should be noted that the majority of my 

sample were Caucasian Americans and consistently reported being heterosexual. It is 

important for future research to gain msight and information from aU racial/ethnic groups, 

as weU as members from aU variations of sexual orientation. An additional Umitation to my 

research is the majority of my sample are upperclassman, classifying themselves as juruors 

or seniors. I venture to guess that freshman and sophomore might have different 

viewpoints, experiences, and efficacy levels then the older students I interviewed. Future 

endeavors m this area should examme aU education and age levels present withm the 

coUegiate stmcture. 
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CHAPTER V 

ANALYSIS 

The Center for Disease Control and Prevention (CDC) and the Texas Department 

of Health (TDH) both agree that adolescents are at high-risk levels because of their sexual 

behaviors. Adolescents often engage in unprotected sex, they tend not be monogamous, 

and they neglect to get tested for sexuaUy transmitted diseases (TDH 2001, CDC 2002, 

MMWR 2002). HeaUh educators have been stmggUng for years with the issue of coUege 

students and their high-risk sexual behaviors. As I interviewed these coUege students, I 

noticed that several key ideas consistently arose during the research. In the foUowing 

section I Ulustrate how the primary themes in my mterviews interlace wUh the theoretical 

concepts and scholarly Uterature aUeady presented. 

Education 

The majority of the respondents stated that they received a great deal of their 

sexual education from their friends and the media, specificaUy television (MTV was 

mentioned a number of times). Several participates said that they received sexual 

education from their family, usuaUy the mother or older relative such as a brother or 

cousm. Anthony, ^ a 23-year-old senior stated that he leamed about sex primarUy from his 

older brother: "my brother always stressed being safe. He always said don't ever have sex 

without a condom. You don't want to wind up with a kid or disease. And hearing him 
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more or less scared me mto doing just that." The majority of respondents mentioned 

school as a mam source of information, but clarified that they merely leamed the basic 

biology m health class and any message about sex was solely focused on abstinence. 

Jessica, a 23-year-old recent graduate expressed that " they [school] taught abstinence 

mostly, which didn't work. My parents never reaUy taUced about U, they were very, very 

shut mouth about it, anything that had to do wUh sex was bad to them unless you were 

married so they refused to taUc about it." 

Jessica also told me "teaching only that [abstinence] and not contraception, U just 

doesn't work. You have to teach both abstinence and contraception, you just have to, and 

that's what I think [our city]^ has a lot of problems with." The participants who spoke of 

church referred to abstinence orUy education and moral statements that sex before 

marriage was a sm. Chris, a 25-year-old seruor conveyed, "[My] church didn't want to taUc 

about teen pregnancy and teen sex, that's probably why U was rampant." Often, parents 

would not aUow theu- chUdren to receive sex education at school. Angela, an 18-year-old 

freshman remarked: "I never received any in school, cause my parents wouldn't let me and 

so I pretty much had to figure it out on my own or [wkh] friends." GUman would use 

Angela as an example of her theory on the education of children. GUman charges that 

parents do not always teach theu- chUdren the lessons they need to lead healthy productive 

Uves. Angela's parents chose not to teach her about sex, nor did they aUow her to receive 

the information at school, so she was left with no one but her own peers to tum to for 

education. 
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In regards to which agent of sociaUzation should be teaching kids about sex, the 

majority of my sample feU that it was the parents' responsibUity, but they mostly agreed 

that parents would not, so they feU that left the responsibiUty up to the schools. Matt said, 

"first and foremost the parents [have the responsibUity], but bemg a reaUst I know this 

doesn't always happen." Anne, a 23-year-old senior commented, "I would say the parents 

but because parents are not aU open minded and able to taUc wUh theu- chUdren about sex, 

imfortunately as much as I hate to say it, I would say the schools." ReaUstic about parent's 

self imposed Umitations, Mary, a 22-year-old seruor explamed, "If parents' aren't going to 

do it, then obviously someone needs to; U goes back to the envUonment you were raised 

m and people you have been raised aroimd." GUman would agree wUh Mary. GUman feU 

that U was the entu-e community's responsibUity to educate and sociaUze chUdren, 

aUhough she had very conservative ideas about sex. GUman (1901) wrote that when 

society does not raise each and every chUd, the chUd suffers as weU as society. GUman 

contended that society needs to teach and shape chUdren in order to ensure that chUdren 

grow mto aduUs that wUI facUitate the heaUhy progress of society. As noted in the 

Uterature, the commuruty environment is very important m the sociaUzation process 

regardmg sexual attUudes and behaviors (Gage 1998, Ludwig 1999, Kowaleski-Jones 

2000, Baumer 2001, MUls 2001, Young 2001). Michael, a 19-year-old freshman 

expressed, "mairUy Us [the responsibUity of] the parents, and after that [it] probably faU[s] 

to the schools." WhUe several of the participants felt reluctant to leave sexual education to 

solely to the schools, others beUeved that U was posUive idea. Susan, a 21-year-old senior, 

suggested, "the chUd spends so much tune at school, it probably should be the schools' 
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responsibUity to have sexual education 'cause at times we see our teachers and friends 

more than we do our parents." 

Several of the students I mterviewed commented about the stigma and sUence that 

siuTounds sexual issues, especiaUy m this commuruty. KeUy, a 22-year-old seruor said. 

It bothers me so much that they won't teach about contraceptives and they 
won't teach about what to do if you are havmg sex....Uke pretend U's not 
there and we HAVE a problem, and that's what bothers me the most, is if 
you have the high rates of pregnancy and the high rates of STDs, you need 
to do somethmg about U. 

GUman beUeved that parents often taught theU chUdren the actions they were supposed to 

take wUhout ever teachmg theu- chUdren why. She claUned that aUowmg chUdren to make 

decisions wUhout the mformation needed to make them wisely was dangerous. This is 

certainly tme about sex today. GUman may have been wrUuig m the early twentieth 

century, and she may have held very conservative and purist attitudes regardmg sex, but 

she was very ahead of her times ui the realm of educating chUdren. Many of GUman's 

beUefs can be found today in Dr. Jocelyn Elders' wrUuigs. 

A few participants expressed that they never received any kind of sexual education 

from the major mstitutions of society (famUy, school, reUgion), but leamed theu-

information from friends and the mass media. Becker states his theory that health 

behaviors are shaped by an individual's envuonment and are supported by elements and 

mstitutions ui society, such as the mass media and advertisuig. Megan, a 20-year-old 

senior, told me that she never had formal sex education but leamed a lot because "there is 

just so much around you, just m general, on television, and what you hear on the radio and 

music and everythUig." Stepharue, a 21-year-old senior, commented on the lack of sex 
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education she received m school by saymg, "I guess you could caU U not-sexual education 

because we reaUy weren't educated, we were just told U was wrong." Matt, a 21-year-old 

seruor stated part of the problem was the stigma that surroimds the issues of sex. Matt 

said. 

It's somethmg that society teaches you isn't okay to taUc about and isn't 
okay to be honest about. We [society] have no problem takmg our kids to 
a Britney Spears concert and lettmg them Usten to lyrics about putting out 
and that sort of thing but we don't want to teU them anymore about it face 
to face. It's just imcomfortable for people because it is so stigmatized. 

Matt blames organized reUgion for the stigmatization, statmg "reUgion has 

stigmatized it as somethmg that is so bad and wrong we can't have a casual conversation 

about sex." The participants who commented on the stigma surroundmg sex and sexual 

education feU that the Umited mformation and education was unfortunate. Matt closed his 

mterview by commentuig, "U bothers me that we stigmatize it so much and they [kids] 

don't have the information about U which is why we see high STDs rates and high teen 

pregnancy rates m [our city] because U's so much more stigmatized here as opposed to 

more urban areas." Bandura (1969) proposes that social persuasion, or receivmg 

feedback from others, can provide efficacy information and play an Unportant role in the 

development of an uidividual's setf-beUefs. How an mdividual is sociaUzed to think about 

sex and what behaviors are appropriate and mappropriate greatly affect her or his self-

beUefs and levels of self-efficacy. 
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Attitudes 

Reviewmg the various stigmas my participants feU surround the issues of sex and 

safer sex techniques, I was curious to examine how the various agents of sociaUzation 

affected theU personal attitudes about sex and safer sex techniques. Sexual knowledge and 

attitudes are transmitted through communication wkhm an uidividual's social envU-onment 

(Yarber 1988, BaUard 1998, Gage 1998, Van den Bossche 1998, Ludwig 1999, Trobst 

2000, Davis 2001, Young 2001). AU of my participants had posUive views of both 

premarUal sex and safer sex techniques, such as condoms and bUth control pUls. As noted 

ui the Uterature, coUege students perceive condom use and buth control as positive Uems 

(Baldwm 1988, Bumette 1990, Rimberg 1994, Ludwig 1999, Paul 2000, Bon 2001). 

Some of the participants explained how theU sociaUzation affected theu- attitudes 

and beUefs about premarUal sex and the transition they experienced as they grew up. 

Courtney, a 21-year-old seruor expressed, "I was gomg to be a vkgm untU I was married. 

My mother is very CathoUc and that's the CathoUc norm, to be a virgui tUl you are 

married. It just didn't seem to work out that way, [and] after the first tune U's reaUy not a 

big deal." Jessica stated. 

My parents were pretty much shut mouth about U [sex] and were Roman 
CathoUc so they do not beUeve ui buth control. I ended up havuig an 
abortion by the tune I was 18 and that was pretty much learning the hard 
way. I'm die-hard bUth control aU the way and I'm aU for sex education. 

Stephanie commented, "if you protect yourself, I don't see anything wrong with U 

[premarUal sex]. The use of condoms, I don't thmk is emphasized enough, and even if U 

is, we stUl choose to ignore those warnings." WhUe most participants did not choose to 
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elaborate on the positive values of premarital sex, they had plenty to say about the posUive 

\alues of safer sex techniques. David told me, "I beUeve that practicmg safer sex is 

unportant." SunUarly, Laura clauned, "I thmk that everyone should be very cautious 

because I know [our campus] has a very high STD rate." When asked to express his 

feeUngs about safer sex techniques, Chris declared, "I thmk U's a good idea [usmg safer 

sex techniques]. I know a few people who have gotten bumed wUhout usmg protection so 

1 would say that you should probably use U." Bandura (1982) asserted that a common 

source of efficacy mformation is vicarious experience, or leammg through others' 

experiences. It can be mferred that Chris' very posUive feeUngs about safer sex techniques 

has somethmg to do with knowmg people who have "gotten bumed wUhout protection." 

Vicarious experience is especiaUy unportant when an mdividual receives confumation from 

another mdividual about a preconceived or previously held belief A few women 

participants who did not favor usmg birth control pUls brought up stories of pregnancies of 

friends and famUy members whUe on buth control pUls. It was not clear to me if they 

mentioned the stories to justify theu beUefs, or to explam the reason behind theu beUefs. 

ResponsibiUties of Bemg a Woman 

When discussmg theU attitudes about premarUal sex and safer sex issues, many 

participants commented on how these issues relate to sexually active women m society. 

My mterview schedule did not ask any specific questions about various groups such as 

race, age, or gender differences. However, several of my respondents (women and men) 

commented on women and how women specifically relate to sex and sexual issues. Anne 
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conveyed, "my mom and my aunt were both very big on bemg a woman and the 

responsibUities that come along wUh that and not lettmg a man take advantage of you." 

Aime also told me, " A big concem for me is the pressure that our society puts on 

women.. .a woman who actuaUy enjoys sex or has sex is looked at Uke a slut." Agreemg 

with Anne was KeUy, a 22-year-old senior who said, "GUIs feel Uke tfthey have sex with 

more than one person then they are a whore and that is ridiculous." 

WUl, a 21-year-old seruor conveyed, "they [school] definitely pushed the idea of 

waUmg especiaUy towards the gUls." As noted m the Uterature, women are sociaUzed 

more strongly to avoid sexual contact before marriage than men (Earle 1986, Yarber 

1988, Gage 1998, Van den Bossche 1998, BeU 1999, Ludwig 1999, Gutierrez 2000, Paul 

2000). Susan told me, "I know U sounds bad, but when gUls are buymg condoms, U just 

seems kuida skanky to me." Susan was not the only participant to have a negative view of 

women who took the lead m preparmg for sexual mtercourse, such as purchasmg 

condoms. Stephanie, when discussmg why she was cautious about which men she slept 

wUh, stated, "you don't know what the heU these people have around here, you know. 

You have so many women around here just smashing^ it up wUh anybody. I try to be 

cautious, wrap' U up before we smash U up." 

Distmst 

Negative feeUngs about sexuaUy active women were not the orUy concerns and 

perceptions about others that I encountered durmg my research. I found that a great deal 

of participants were concemed about other coUege student's motivations and desUes, as 
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weU as theU sexual partners possibly lying to them. Nancy told me, "Most guys I have met 

here have just tried to get m my pants.. .U reaUy sucks." Nancy also expressed to me that 

she was worried about being at risk because, "just 'cause they are my boyfriend and I have 

been wUh them for years doesn't mean that he hasn't cheated on me." SunUarly, Susan 

stated, "1 know a lot of guys and a lot of guys are pushy....you hear about how guys 

pressure the guls mto U [sex]." 

Both women and men ui my sample commented that people would Ue m order to 

ha\'e sex. KeUy confessed to me that she Ues about how many men she has slept with. She 

feels that most sexuaUy active people are untmthful about theu sexual past, "you can't 

always tmst what people say, I mean people Ue....people Ue because U's a subject that not 

everybody feels comfortable wUh." Stephanie also expressed distmst statmg that, "Men 

Ue. Everybody Ues. I feel that men Ue to you to get what they want. Men Ue for 

converuence." The distmst of sexual partners was not Umited to the women respondents, 

however. Anthony remarked, "my mom taUced to me and she said you can't tmst women. 

She said that wUl Ue to you, they'U teU you that they are on buth control, and the next 

thing you know you are a dad." 

Puttmg Themselves On The Line 

These levels of distmst I found in my participants are particularly mterestmg when 

matched by theu levels of risky sex behavior. Most of the respondents clauned to practice 

safer sex when fust asked. When I mquued deeper, usmg one word "Always?", the 

respondents were prompted to clarify theu previous statement. Mary said, "I'm not gouig 
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to say there hasn't been tunes I have had sex wUhout a condom, because there have been 

plenty of tunes, but U was a wUUng choice that me and the partner made." Lucy, a 20-

year-old jimior clauned, "sometunes I'm a big advocate of safer sex, but then just 

sometunes U doesn't feel as ruce. Sometunes you just get wrapped up m the moment." 

SunUarly, Stepharue told me, "m the heat of the moment, you know, you just get wrapped 

up m U and you don't. You want to be cautious, but you see a hot guy, you go to a party, 

you smash it up, [and] the next day you are Uke what the heU was I thinkmg?" Explaming 

why she did not always practice safer sex Laura, a 22-year-old freshman commented, "a 

lot of tunes, I was just careless or not m the mood to fmd protection." Chris feU there was 

no excuse for neglectmg to use a condom; "there's always the means to go get a box of 

condoms. 7/11 is open 24/7 so that's [not usmg condoms] just being lazy." 

David, a 20-year-old jutuor voiced, "I don't practice safe sex as I once said I 

would. I practice U but not to the extent that I said I would...U's easier to say U then do 

U." David also stated, "I would have sex whether or not condoms were avaUable. I know I 

would be puttmg myself at more of a risk, but U's a choice I make." David was not the 

orUy participant wUluig to overlook the risk m order to engage ui a sex. WUl remarked, 

"It's horrible but U probably depends on the situation [whether or not he would have sex 

without a condom]." This tendency to practice unsafe sex is evident Ui the Uterature 

(Baldwm 1988, Tumer 1988, Bumette 1990, Runberg 1994, Valois 1997, Van den 

Bossche 1998, Koch 1999, Hoyle 2000, Trobst 2000, Paul 2000, WhUaker 2000). Studies 

have shown that heaUh behaviors are developed in adolescence, and hard to break 

thereafter (Trobst 2000, Davis 2001, MMWR 2002). Research also expresses that most 
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young people do not use any kmd of protection at the tune of theu first sexual mtercourse 

(Tumer 1988, Lowenstem 1991, KassUer 1997, SanteUi 1998, Gutierrez 2000). If young 

people do not use protection theu first tune, U is possible that protection wUl never 

become unportant to them. It can also be theorized that if mdividuals had sexual education 

before they began engagmg m sexual activities, they would be more Ukely to practice safer 

sex. 

The Uterature has suggested that unprotected sex and alcohol use are related 

(Valois 1997, SanteUi 1998, Koch 1999, Laruner 1999, Staton 1999, Hoyle 2000, Paul 

2000, Whitaker 2000, Zuckerman 2000, Bon 2001, MUls 2001). Brenda, a 23-year-old 

seruor mentioned, 

I don't feel that they [sexuaUy active coUege students] always thmk they 
have to use U [protection] because I thmk they feel safe smce the people 
they are having sex with they think have eUher never had sex before or they 
are very uiexperienced...and I imagine most coUege kids are too trashed 
when they have sex to [use protection]. 

Several of the participants stated that they did not enjoy usuig condoms. Xander, a 

23-year-old seruor, stated, "there is enough shit ui between people to even get mto bed 

wUh each other, that brmging physical manifestations or physical objects uito U is just 

ridiculous." David expressed to me that he was unable to reach orgasm wUh a condom on, 

so when he was wUh someone he had been wUh before, he chose not to use them. Several 

of the women, Uke Jessica, Mary and KeUy, did not enjoy usuig condoms because they 

clauned they feU uncomfortable. Several of the respondents stated that even if they were at 

risk, the addUional effort requued to practice safer sex does not seem obtaUiable or 
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desuable, accordmgly Becker would conclude that they are unUkely to change theU 

behavior. In the HeaUh BeUef Model, perceived benefits and perceived barriers are 

weighed, and the outcome dUects the heaUh behavior selection. Becker (1977) stated that 

if the benefits (reduction of risk) are not more Unportant than the barriers (reduction of 

physical or emotional contact) an mdividual is urUUcely to change a heaUh behavior. If the 

young aduU does not feel that reducuig the possibUity of contractuig a sexuaUy transmitted 

disease or causmg an unwanted pregnancy is worth usuig an "uncomfortable" condom, 

then they are unUkely to use a condom. 

Getting Tested 

Participatmg ui unprotected sex places mdividuals at high-risk levels for 

contractmg STDs (TDH 2001, CDC 2002, MMWR 2002). Gettmg tested regularly for 

sexuaUy transmitted diseases is one of the ways an uidividual can be aware of their health 

status and the potential health risk they pose to others. Studies have shown that most 

coUege students do not get tested for STDs frequently (Sevem 1991). AU of the women 

who participated m my study had been tested. In fact, most of them received regular 

testuig duruig theu yearly visUs to the gynecologist. The men m my study, however, 

presented a different story. Some of them had been tested ui the past as a resuU of an 

unsafe sexual encounter. James, a 23-year-old seruor told me, "I was tested once last year 

after a one rught stand episode just to make sure everythmg was kosher." Anthony 

explamed that he chose to get tested once because, "I just got scared. I heard that a gUl I 

had slept with had something and U made me nervous." Andy, a 24-year-old seruor who 
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had had over seventy sexual partners and received testmg once a month stated, "I'm 

promiscuous the way I am, I at least need to make sure I'm taken care of that way." 

The majorUy of the men m my sample however had never been tested. Several of 

them did not have a clear reason as to why they had chosen to avoid testuig. Others were 

afraid of testmg because of what might possibly show m the resuUs. Brad commented that, 

" If I thmk I acquUed U [AIDS] from someone, I don't beUeve I would get myself tested 

because I thmk U's somethmg I would rather not know." Xander explamed that he had 

never been tested because he had a "fear of havmg HIV." And some men sunply feU that 

they did not need to be tested because they did not feel there was a reason to do so. This 

leads to the mference that these men do not feel they have been exposed to any STDs and 

that they are not at risk for contracting a STD. 

Perceived Risk 

Part of men's reluctance to get tested, or dismissal of the need for testuig can be 

explamed by examinmg the levels of risk they perceived. As the Uterature has shown, many 

coUege students do not beUeve that they are at risk. They beUeve themselves to be 

mvmcible, and that contractmg an STD is somethmg that happens to other people, not to 

them (Bumette 1990, Griffore 1990, Trobst 2000, Whitaker 2000). I found this to be tme, 

but expressed covertly. WhUe I did receive several negative responses to the question, 

"Do you beUeve you are at risk?" most of the respondents discussed risk more generaUy. 

I frequently heard that everyone is at risk. Lucy conveyed, "no one is mvincible. 

Everyone is at risk, I mean, nothmg is 100%) fool proof" Reflectmg on her ovm 
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experiences, Laura remarked, "I thmk everyone is at risk that chooses to have sexual 

experiences because you never know what the other person has gone through." SunUarly, 

Kate, a 20-year-old junior said, "I feel that everyone is at risk." The men ui my sample 

also responded soUdly that risk was a blanket that covered everyone. Thomas, a 23-year-

old who had recently graduated clauned, "I feel we are aU at risk." 

Others muumaUzed the risk as yet another fact of Ufe, such as drivmg a car or 

boardmg an aUplane. John, a 24-year-old juruor remarked, "reaUsticaUy you are always at 

risk." David asserted, "you are always at risk for everythmg, no matter what you do. You 

can't completely prevent anything. I may be at more of a risk than if I had chose 

abstmence or if I used a condom aU the tune." Bandura (1969) stated that the 

consequences of misjudgment are cmcial ui efficacy self-appraisals. If the consequences 

are perceived to be minimal, uidividuals may not feel the need to reappraise theu abUities 

or actions and continue to engage in the activity. Others chose to dismiss the risk level 

entUely. KeUy declared, "I won't thmk I'm at that big of a risk." 

People also have the tendency to beUeve that they take measures to place 

themselves outside of risk. They feel that the people they choose to sleep wUh do not 

seem risky; they seem Uke heaUhy mdividuals, Uke themselves (Sevem 1991). I asked Brad 

if he was at risk and he responded, "no. I have used a condom every tune and I assume 

they were aU clean because I feel that I am m the best health." Some of the participants 

seemed confused about what they perceived to be personal risk. Nancy told me, "Ui aU 

honesty, I don't feel Uke I am, but I know that I am, does that make sense?" Rimberg 

(1994) and Trobst (2000) concluded in theu research that young aduUs are aware of the 
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risks associated with unsafe sex behaviors, but many do not make the connection between 

the risks and theU ovm personal health behaviors. 

Bandura's Social Cognitive theory clearly lays out the first step to changUig a 

heaUh behavior. An mdividual wUl decide to change an unhealthy behavior if they perceive 

that they are at a heaUh risk because of the behavior at hand. If a coUege student does not 

perceive that they are at risk, they are unUkely to change theu behaviors. If Bandura 

(1991) is correct ui statmg that the first step taken is to determme that a person is at risk, 

then heaUh educators must be able to show who is at risk. 

Becker's Health BeUef Model demonstrates that perceived risk is a prunary 

determmer m decidmg heaUh behavior. Several of the respondents stated that even tfthey 

were at risk, the addUional effort requued to practice safer sex does not seem obtamable 

or desuable, which Becker would use to conclude that they are unUkely to change theu 

behavior. In the HeaUh BeUef Model, perceived benefits and perceived barriers are 

considered, and the assessment determmes the heaUh. The Health BeUef Model also takes 

mto consideration whether or not an mdividual beUeves they are at risk and adds the level 

of perceived risk. Several of the respondent's categorized the risk as not any greater than 

any other risk they might encounter, which makes U unlikely that they viewed the risk as 

great. AccordUig to Becker (1977), this would also Umit the possibUity that uidividuals 

would choose to change their behavior. 
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Comfort and Growth 

The last thmg I wanted to leam from my respondents was how comfortable they 

were with safer sex techruques and issues, such as purchasuig safer sex products and 

discussuig the use of these products with theu partners. Each and every one of my 

participants demonstrated high levels of contraceptive self-efficacy. Levuison (1986) 

presented four criteria that measure CSE. Each participant seemed acceptmg and 

comfortable wUh her or his sexuaUty. Each participant expressed that they would feel 

confident stoppmg an unwanted sexual advance. Another criteria is the comfort level an 

mdividual possesses when taUcmg about safer sex issues with her or his sexual partners. 

Each of my participants stated they feU comfortable discussuig the use of safer sex 

products wUh theu partners. Nancy remarked, "my last boyfriend just wanted me to be on 

buth control 'cause he didn't Uke condoms, and I was Uke hold on buddy, I'm not gettmg 

buth control just 'cause your stupid ass doesn't warma wear condoms." ExplaUung her 

ease m discussmg safer sex issues wUh her partner, Mary commented, "If I wasn't 

comfortable askuig hun to put a condom on, then I wouldn't have sex wUh hun." In 

addUion each clauned they feU confident usmg safer sex products correctly and they aU 

stated they feU comfortable purchasmg safer sex products. 

Levmson's CSE also encompasses beuig comfortable purchasmg/obtauung safer 

sex products. Many participants brought up an Unportant issue concermng comfort. 

Several respondents mentioned that ui the past they did not feel comfortable purchasmg 

safer sex products such as condoms, but as tune passed and theu experience grew; theu 

comfort and confidence levels grew as weU. Matt remarked, "the first tune I had to buy 
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contraception U was stUI deviant m my mmd, but now U'l were seeing someone go to the 

store and buy a box of condoms I would thmk more highly of that person because that 

means they are practicmg safe sex, which is responsible sex." SunUarly, Stephanie 

explamed. 

Before [when you were yoimger], you fmd a store where nobody's at. 
You may go to Wal-Mart at five m the morrung when no one is lookmg 
because you don't want no one to see you. Because U is not somethmg that 
is looked upon as a good thmg. And bemg a lady, you don't want to do 
somethmg that is gouig to make you look bad, or make you look Uke your 
morals are lower than somebody else's, people are so judgmental. It makes 
U reaUy, reaUy hard to go to a store and buy a box of condoms; you want 
to protect yourself, but at the same tune you want to be an upstandmg 
cUizen. You don't want to be looked down upon. And U makes U reaUy, 
reaUy hard, but as aduU who has experienced a lot of thmgs, I'm okay with 
gomg to a store and grabbmg a box of condoms because I know that 
people may look down on me, but this condom might save my Ufe. So I 
thmk that makes U a lot easier when I look at U through that perspective, 
but U took me awhUe to get there. 

WUl agreed, statuig: "I remember when I was younger U was a much bigger deal [buymg 

condoms]. Now U doesn't reaUy phase me... U's just a stigma that's attached to U you 

know, which is u-oruc 'cause you're trymg to do the right thing." 

Bandura (1977) stated that strong efficacy beUefs are generaUy the product of tune 

and multiple experiences. This is demonstrated ui the interviews as several respondents 

told me that tune and experience had made them more aware of the dangers of unsafe sex, 

causing them to practice safer sex more frequently. Stephanie remarked, 

I think when you first start experunentuig wUh sexual activity, U is a Utile 
more fun and games. But once you have people reaUy close to you that are 
startuig to experience STDs or pregnancy and abortions or marriage at a 
young age, you see aU theu dreams and ambUions gomg down the tubes, 
that changes your whole perspectives on everything. Now I try to reaUy 
focus on protectmg myself at aU costs, fu-st U was just fun and games, who 
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cares, and now I look at thmgs wUh a totaUy different perspective because 
I have seen thmgs come out of improtected sex. 

John asserted, "as I've gotten older I've been more concemed with what's out there. 

Bemg younger, just partymg, gettmg dmnk and gomg out havmg fun, you don't reaUy 

thirUc about it [safer sex] but now defiiutely more so." KeUy commented, "when I first 

started havmg sex I didn't know that much about STDs, I wasn't reaUy educated on the 

STD part.. .knowmg what I know now as opposed to what I knew then I wouldn't do U 

[have sex without a condom]." James contended, "I thmk the unportance of condoms and 

everything has uicreased over the years just because the amount of STDs and those kuids 

of things that are m society and especiaUy here m [oiu- city]." Elaboratmg on how her 

feeUngs about safer sex issues had changed, Jessica voiced, "I went from pretty much 

clueless to very strongly opUuonated." 

I have demonstrated that uiformation received in my mterviews correlates closely 

wUh the scholarly Uterature and theoretical framework. Most of the Uterature provided m 

the previous review seems to match the responses given by my sample. The theories 

presented by GUman, Bandura, Levmson and Becker explaUi trends and themes foimd Ui 

the interviews and Uterature. 
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CHAPTER VI 

DISCUSSION AND CONCLUSIONS 

For my thesis, I set out to explain why coUege students engage m risky sexual 

behavior. My mterest began when I was an undergraduate, and grew after I spoke 

personaUy with Dr. Jocelyn Elders. I was mterested in learning about the sexual education 

yoimg aduUs had received, the attitudes they had formulated about premarUal sex and 

safer sex techruques such as condom use, and the actual sexual behaviors they participated 

Ui. I also wanted to leam about theu perceptions about sex education and sexual heaUh 

risks. 

In the scholarly Uteratiu-e done ui this area, I found that most coUege students are 

sexuaUy active (Earle 1986, Baldwm 1988, Tumer 1988, Bumette 1990, Tyndale 1991, 

Valois 1997, Gage 1998, SanteUi 1998, Van den Bossche 1998, BeU 1999, Koch 1999, 

Laruner 1999, Staton 1999, Paul 2000, Whitaker 2000, Bon 2001, Davis 2001). Further, I 

discovered that young aduUs between the ages of 18 and 24 who are sexuaUy active are at 

high- risk levels for contractuig a sexuaUy transmitted disease. I also leamed that coUege 

students are at high-risk levels because they are rarely monogamous, often engage m 

unprotected sex, and neglect regular testmg for STDs (Baldwm 1988, Tumer 1988, 

Bumette 1990, Runberg 1994, Valois 1997, Van den Bossche 1998, Koch 1999, Hoyle 

2000, Trobst 2000, Paul 2000, Whitaker 2000). 
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After readmg through the Uterature, I studied several promment theorists to frame 

this research. I began with Charlotte Perkms GUman who provides msight mto the 

sociaUzation of chUdren. GUman (1901) speaks of the disadvantage chUdren are placed at 

when theu parent's choose to Umit theu education to morals and vutues. GUman wrUes of 

the proper way to educate chUdren through tmth, reason and crUical thinkmg, as weU as 

the Unportance of society as a whole as an agent of sociaUzation. 

Movmg from GUman, I examme Albert Bandura's Social Cognitive and Self-

Efficacy theories. Bandura's (1977) Social Cognitive theory detaUs the cognitive 

processes an mdividual goes through when determining the need for changes m theU 

heaUh behaviors. Social Cogrutive theory lays out three condUions that must be met before 

an mdividual wiU choose to change a detrunental heaUh behavior. The first cognition is 

whether or not a person beUeves they are currently m risk. The second is if a person 

beUeves that changmg the behavior wUl reduce or eUmmate the risk. The last element of 

Social Cogrutive theory is if the mdividual beUeves that they can successfuUy change the 

behavior. Once an uidividual has decided to change a heaUh behavior, Bandura's Self-

Efficacy theory depicts how a person wUl change a heaUh behavior and whether or not 

they wiU be successful. 

Bandura's Self-Efficacy theory addresses the next step ui adoptmg a behavior or 

embarkmg on a task. Self-efficacy is sUiular to the idea of confidence, for U describes the 

mental state of an individual when deaUng with sUuations and tasks. A person's level of 

self-efficacy can vary from sUuation to situation, as a person may feel comfortable wUh 

one activUy but hesUant about another. High levels of self-efficacy promote mental heaUh 
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and psychological weU bemg (Levmson 1986, Ludwig 1999, Gerrard 2000). Wyer (1999) 

and Gerrard (2000) found that young aduUs with high levels of seU"-efficacy engage m seU"-

servmg cognitive strategies regardmg heaUh behavior. Bandura (1977) stated that an 

uidividual's sense of self-efficacy is shaped by mastery experience, vicarious experience, 

verbal persuasion and physiological feedback. A person's feeUngs of self-efficacy effect 

theu beUefs about theu abUities, emotional reactions, thought pattems, and resiUency 

levels. In order to relate Bandura's theory of Self-efficacy to risky sexual behavior, 

attention must be paid to Ruth Levmson (1986) and Friedl Van den Bossche (1998) and 

theu studies on Contraceptive Self-Efficacy. 

Levmson (1986) expanded Bandura's Self-Efficacy theory mto Contraceptive Self-

Efficacy theory. CSE specUicaUy taUors the concept of self-efficacy to risky sexual 

beha\ior and safer sex product usage (such as condoms and buth control pUls). It is 

important to note that Levinson orUy tested her theory on women, but the theory Uself is 

not gender exclusive but suitable for both sexes. Levmson developed measurement tools 

to assess an uidividual's CSE. Levinson (1986) stated that a person's CSE would rely on 

how they responded to several criteria. The fkst aspect of CSE is how comfortable a 

person is wUh discussuig sex and contraceptive methods wUh theu sexual partner, as weU 

as purchasmg said contraceptives. The next element is how confident an mdividual is m 

preventmg unprotected sex. Furthermore, Levmson judges a person's CSE level by 

questioning how acceptmg she/he is of her or his own sexuaUty. Van den Bossche (1998) 

used Levmson's theoretical framework and measuruig tools to estabUsh the CSE's of both 

women and men m his study. Levmson (1986) and Van den Bossche (1998) both 
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concluded that an mdividual wUh high CSE would be more Ukely to engage m safer sex 

practices then an mdividual wUh low CSE. 

The last theory I chose was the HeaUh BeUef Model. MarshaU Becker (1977) 

developed a HeaUh BeUef Model that provides a stmctural explanation for the health 

choices and decisions people make. Becker's model takes uito consideration an 

uidividual's sociaUzation, outside agents of mfluence, perceived risk and severUy of 

perceived risk, as weU as perceived benefits and drawbacks of the risk reducmg behavior 

when formulatmg a path an mdividual takes when determming whether or not to change a 

health behavior. 

In order to apply the theory and verify the vaUdity of the Uterature I chose to 

perform a quaUtative study. Usmg the Uterature and theory as a guideUne, I developed an 

mterview schedule. I then spoke wUh a few students I knew personaUy, and they helped 

me to find addUional participants. I uiterviewed 26 undergraduate coUege students about 

theu sexual education, attitudes, and behaviors. 

In my mterviews I leamed that coUege students are aware of the dangers of risky 

sexual behavior. I leamed that they understand that contraceptives such as condoms and 

buth control can greatly reduce theu risk. I also leamed that whUe most of the participants 

dismissed the idea that they were at risk, they did not always practice safer sex, which 

places them at greater risk. I discovered that whUe some of them had leamed about sex 

and safer sex techruques from theu famUies, a majority of them were taught nothing from 

theu parents and church, other than abstmence and the smful nature of premarUal sex, and 

were taught mstead by the media, theu friends, and often theu ovm firsthand experience. 
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My mterviews produced three themes that were addressed by the Uterature but not 

the theory. The specific responsibUities of bemg a sexuaUy active woman, the common 

distmst for others, and testmg habUs were not unexpected topics. These concepts 

contmuaUy arose throughout the mterviews and I feU it was unportant to mclude them m 

the analysis. However, after 1 wrote up the themes and retumed to add the Uterature and 

theory, I was unable to fmd any connections between the themes and the theory studied. 

The ideas were supported by the Uterature and often foUowed what previous researchers 

had found, but were not explamed by the theory. 

The coUege students m my study demonstrated high levels of contraceptive self-

efficacy as determmed by Levinson (1986). They are able to discuss safer sex issues with 

their sexual partners wUh confidence. They have no problem purchasmg safer sex products 

such as condoms. They are self-assured they could prevent unwanted sexual activity, and 

they seemed at ease wUh theu own sexuaUty. Bandura's (1977) formulation of self-

efficacy is supported by my findings even though the participants did not always practice 

safer sex. 

Bandura's theory of self-efficacy leaves room for self-efficacious uidividual's who 

choose not to perform certaui tasks, such as practicmg safer sex. The self-efficacy theory 

recogruzes that abUity and confidence do not necessary equal action. It holds tme that an 

uidividual who has high levels of self-efficacy may choose not to perform an action. The 

mdividual may lack the mcentive or necessary resources to carry out an act. A coUege 

student may possess high levels of contraceptive self-efficacy but sunply choose to 

practice unsafe sex. The reasons for this are many. The mdividual may not perceive the 
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activity to be risky, they may not have a fiiU understandmg of the risks mvolved, or they 

may feel that usmg a condom to protect themselves is not worth losmg any physical or 

emotional feeUngs. 

In my mterviews I leamed that most of the respondents did not perceive any 

personal risk when engagmg m unsafe sex behaviors. These fmdmgs were consistent wUh 

the Uterature (Gage 1998, Cooper 2000, Zuckerman 2000), but stUl very disturbmg. 

Bandura's Social Cognitive theory holds that a person must beUeve that they are at risk m 

order to change a detrunental heaUh behavior. Becker's HeaUh BeUef Model takes this 

concept one step further, by considermg the severity of the perceived risk. Several 

participants perceived a risk, but U was not personalized and often perceived as mmimal. 

Previous Uterature has not fuUy explored the idea that adolescents might be 

practicmg unsafe sex because they are aware of the risks, but make a conscious choice to 

engage m the behavior anyway. Now, U is very possible that many young aduUs do not 

care about the risks because they do not have an adequate understandmg of what the risks 

actuaUy are. DespUe the fact that the respondents m this study stated they did understand 

the risks uivolved, the majorUy spoke of the risks ui a very general term, uistead of 

personaUzuig the risk. This unpersonaUzed and muumaUzed risk could be a possible 

explanation for the apathetic attitudes towards unsafe heaUh behaviors. Future 

mvestigators could evaluate the factual reasons, tf any, behmd the uidifference feU by 

adolescents. 

Becker's (1977) Health BeUef model contends that an mdividual wUl weigh the 

perceived benefits of the risk reducuig behavior agamst the perceived barriers of the risk 
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reducmg behavior. The outcome of the equation wUl greatly affect the decision about 

health behaviors. Xander and David expressed that they did not use condoms because U 

took away from the emotional and physical experiences, respectively. Many women felt 

that condoms were uncomfortable to use and preferred sex without them. David often 

chose to practice unsafe sex because he was unable to reach orgasm wUh a condom on. 

AccordUig to Becker's HeaUh BeUef Model, these mdividuals have weighed the perceived 

benefits of the risk reducuig behavior (protectmg themselves from disease or pregnancy) 

and the perceived barriers of the risk reducmg behavior (losmg physical or emotional 

comfort) and decided that the barriers outweighed the benefits. 

Fmdmgs from this study can be helpful to health educators m several ways. Fust, 

this study shows that coUege students do not always perceive a personal risk when 

practicmg unsafe sex. HeaUh educators need to ensure that every adolescent understands 

that the risks are real and appUcable to them as weU as others. In accordance with these 

risks involved, heaUh educators need to demonstrate that the benefits of safer sex 

(reducing the risk of catchmg a STD or causmg an unwanted pregnancy) outweigh the 

negative aspects (the reduction of physical and emotional pleasure). Next, health 

educators need to find a way to make adolescents care about theu- heaUh and theu future. 

HeaUh educators, m conjunction wUh society as a whole, must uistUl a sense of a future 

mto adolescents and help them buUd the feeUngs of confidence and empowerment to meet 

that future. Dr. Elders summed U up with one word, "hope." 

There were several Umitations of my research. My sample was homogenous, 

composed of Caucasian Americans who consistently reported to be heterosexual. Future 
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research should strive to be more representative between races/ethiucUies and sexual 

orientation groups. The purpose of my study was to focus on college students, which 

means that aU my participants were from a coUege settmg. Future studies could examme 

the differences that possibly exist between coUege students and young aduUs who are not 

on the academic path. 
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ENDNOTES 

' See Appendbc A for graphs showmg the chlamydia, gonorthea, HIV and AIDS rates 
reported by age group wUhui the state of Texas (TDH 2001). 

^ See Appendk B for the complete demographic makeup of sample. 

^ See Appendbc D for mterview schedule. 

4 See Appendix C for the demographic uiformation page. 

' See Appendix E for the Ust of heaUhcare and mental heaUhcare providers. 

* AU names have been changed to pseudonyms to protect the respondent's identUies. 

"̂  City and place names have been changed m order to mamtam confidentiaUty. 

* "Smash" means to have sex. 

' "Wrap" means to wear a condom. 
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HIV/STD Annual Report 2001 
Texas Chlamydia Cases 
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Table 1 

Texas Department of Health 
Bureau of HIV & STD Prevention 

HIV/STD Annual Report 2001 
Texas Chlamydia Cases 

Chlamydia by Age Group, Race, and Sex: Jan - Sep 2001 
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Table 2 

Texas Department of HeaUh 
Bureau of HIV & STD Prevention 

HIV/STD Annual Report 2001 
Texas Gonorrhea Cases 
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Table 3 

Texas Department of HeaUh 
Bureau of HIV & STD Prevention 

HIV/STD Annual Report 2001 
Texas HIV Cases 

HIV By Age Group, Race, And Sex: Jan - Sep 2001 
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Table 4 

Texas Department of HeaUh 
Bureau of HIV & STD Prevention 

HIV/STD Annual Report 2001 
Texas AIDS Cases 

AIDS By Age Group, Race, And Sex: Jan - Sep 2001 
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Table Five 

Gender and Age 

Gender 
Female 
Male 

17 
0 
0 

18 
1 
0 

19 
1 
1 

20 
3 
2 

21 
3 
2 

22 
3 
0 

23 
3 
4 

24 
0 
2 

25 
0 
1 

Table Six 

Gender and Race/Ethnicity 

Gender 

Female 
Male 

Caucasian 
American 
11 
7 

African 
American 
2 
1 

Hisparuc/Mexican 
American 
1 
2 

Native 
American 
0 
1 

Asian 
AmericEin 
0 
1 

Table Seven 

Gender and Current Educational Level 

Gender 
Female 
Male 

Freshman 
2 
1 

Sophomore 
0 
0 

Juruor 
3 
3 

Seruor 
8 
7 

Graduated 
1 
1 
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Gender 
Female 
Male 

Table Eight 

Gender and Sexual Orientation 

Heterosexual 
14 
12 

Gay & Lesbian 
0 
0 

Bisexual 
0 

Transgender 
0 
0 

Table Nuie 

Age and ReUgion 

Age 

17 
18 
19 
20 
21 
22 
23 
24 
25 

CathoUc 

0 
0 
1 
1 
1 
0 
2 
0 
0 

Protestant 

0 
0 
0 
0 
4 
0 
0 
0 
0 

Christian, 
nondenom 
0 
1 
0 
1 
0 
0 
I 
2 
0 

Pagan 

0 
0 
0 
0 
0 
1 
0 
0 
0 

Agnostic 

0 
0 
1 
2 
0 
I 
0 
0 
0 

Atheist 

0 
0 
0 
0 
0 
0 
1 
0 
0 

Hindu 

0 
0 
0 
0 
0 
0 
1 
0 
0 

Deist 

0 
0 
0 
1 
0 
0 
0 
0 
0 

None 

0 
0 
0 
0 
0 
I 
2 
0 
1 

Table Ten 

Gender and Greek AffUiation 

Gender 
Female 
Male 

Greek AflRUation 
0 
3 

Non-Greek AffUiation 
14 
9 
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Figure 6 
Gender Schedule 
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Interview Number: 

Age: 
Sex: 

Sexual Orientation: 
Heterosexual 
Homosexual 
Bisexual 
Transgender 

Race: 
Caucasian American 
African American 
Hisparuc/Mexican American 
Native American 
Asian American 

ReUgion: 
CathoUc 
Baptist 
Methodist 
Episcopal 
Lutheran 
Presbyterian 
Jewish 
Pagan 
Christian, non-denomUiational 
Other, please state 

Current Education Level: 
Freshman 
Sophomore 
Junior 
Seruor 
Grad 

Are you affiliated wUh a Fraternity or Sorority? Yes No 

State your zip code while you were growuig up: 
State your current zip code: 
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Education & Socialization 
UmbreUa Question: What kmd of sex education have you received? 

-Parents, School, Church, Media, Peer Groups 
-Any value judgments attached to messages 

UmbreUa Question: Do you feel that you have been weU educated about sex and safer 
sex techniques? 

-Whose responsibiUty is U to educate about sex education? 
UmbreUa Question: What do you define as sex? 

AttUudes & Behaviors 
UmbreUa Question: What are your feeUngs regardmg premarital sex and safer sex 

techruques? 
-Have theu feeUngs changed over tune 
-Do theu feeUngs cause them any dissonance? 

UmbreUa Question: Can you teU me a Uttle about your sexual behaviors? 
-Do they practice safer sex? 
-How many partners have they had? 
-Have they ever been tested? 

UmbreUa Question: Do you feel as though you are at risk, and if so, do they beUeve 
there are things you could do to reduce the risk? 

Contraceptive Self-Efficacy 
UmbreUa Question: Do you/would you feel comfortable practicmg safer sex 

techruques? 
-Do they feel comfortable brmgmg up the issue wUh theu partner? 
-Do they feel comfortable purchasmg safer sex products? 
-Do they feel comfortable usmg safer sex products? 
-If they were unable to practice safer sex, would they feel comfortable 

restrauung from the sexual activity 
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APPENDIX E 

LOCAL PROVIDER INFORMATION 
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Catholic Fanuly Services 806-765-8475 

Community Health Center of Lubbock 806-765-2611 

Parkridge Pregnancy Center 806-794-8555 

Planned Parenthood of Lubbock 806-765-7123 

South Plams Community Action-LUtlefield 806-385-6149 

Texas Tech Medical Center 806-743-1000 

Texas Tech Student Health Center 806-743-2680 

Texas Tech CounseUng Center 806-742-3674 
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