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ABSTRACT 

Contraceptive behavior has been an important area of 

study for many years due to ever increasing rates of 

unwanted pregnancies. Many variables have been found to be 

related to contraceptive behaviors. In the area of HIV 

protective sexual behavior, however, the search for 

variables predicting these behaviors has just begun in the 

last twelve to fifteen years. The current study attempted 

to combine variables important in both areas of study in 

order to yield a more accurate prediction of HIV protective 

sexual behaviors. Additionally, the Health Belief Model was 

used to organize the literature pertaining to contraceptive 

and HIV protective sexual behavior and the variables which 

have been associated with these behaviors. It was found 

that many of these variables, both individually and in 

combination, are associated with contraceptive and AIDS 

protective behavior. Support was found for the external 

modifiers of social network influences, religiosity, and 

substance use; the internal modifiers of sexual self-

efficacy, the love attitudes Eros, Ludus, Storge, and Agape, 

the sex attitudes Permissiveness, Sexual Practices, and 

Instrumentality; and barriers and benefits. 
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CHAPTER I 

INTRODUCTION 

Adolescent pregnancy and unwanted pregnancy have been 

problematic concerns because of increases in premarital 

intercourse, trends toward delay of marriage, and little 

accompanying increase in contraceptive use. Now with the 

increased prevalence of acquired immunodeficiency syndrome 

(AIDS) in the heterosexual population, those teens and 

adults who are engaging in multiple partner unprotected 

sexual intercourse are exposing themselves to the 

possibility of acquiring the fatal illness of AIDS. The 

knowledge we can gain by studying sexually protective 

behavior could inform counselors about the degree to which 

societal values as well as other variables influence 

protective sexual behavior in men and women, thus allowing 

counselors to help alter possibly self-destructive sexual 

behavior. With these ideas in mind, the current research 

explored men's and women's attitudes, characteristics, 

socialization, and other influences which have been found to 

be related to protective sexual behavior. 

The current research employs the Health Belief Model to 

organize these influences (Becker, 1974; Becker, Maiman, 

Kirscht, Haefner, & Drachman, 1977) because of its more 

extensive use in the literature and because of its 

appropriateness for the current research. 



The Health Belief Model 

The Health Belief Model (HBM) proposes that to avoid 

disease or take protective action people need to believe (1) 

that they are both susceptible to the disease and that the 

disease is at least moderately severe or serious (threat), 

and (2) that there are benefits to taking action (i.e., 

action might prevent the disease) and the barriers to action 

are not so high in cost as to overcome the benefits. 

Additionally, demographic, sociopsychological, and 

structural modifiers are thought to influence both one's 

individual perceptions of susceptibility and seriousness and 

one's perceived benefits and barriers. These modifiers seem 

to impinge from outside the person through socialization, 

values and role expectations as well as influence the person 

from within through individual values, knowledge, and 

attitudes. Therefore, these factors will be divided into 

internal and external modifiers. The model's creators 

believed that specific cues to action may generate the 

initial preventive action taking. The cues to action have 

received limited study (Rosenstock, 1974); therefore, this 

portion of the model will be excluded from this study. The 

HBM's factors will be discussed in the next four sections as 

listed: external modifiers, internal modifiers, threats 

(seriousness and susceptibility), and barriers and benefits 

(see Appendix A for an extended literature review). A 

schematic of the model is presented in Figure 1. 
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External Modifiers 

The external modifiers are the factors which impinge 

from outside the individual to influence directly and 

indirectly internal modifiers and how the individual behaves 

protectively. In the literature, there are several external 

influences, with varying amounts of empirical support. They 

include social network influences, sociocultural influences, 

teaching abstinence, and substance use. 

Social network. One of the most important external 

modifiers for both contraception and human immunodeficiency 

(HIV) sexual protection may be social network influence. 

Parents, friends, and others in one's social network may 

directly and indirectly convey values and role expectations 

which influence behavior (Fisher, 1988). In this way, 

societal and personal values are perpetuated in social 

groups. 

Most studies focus on close romantic and family 

relationship influences. Fisher (1987) found increased 

parent-child communication about sex (as perceived by the 

child) to be associated with more frequent contraceptive use 

for females. Nguyen, Saucier, and Pica (1994) found that 

perceived supportive parental attitudes on sexuality and 

contraception were associated with greater intent to use 

condoms in their male adolescent sample. Baker, Thalberg, 

and Morrison (1988) found parents' behavioral norms for 

their child's behavior, and adolescents' behavior in 

general, to account for 33% of the variance in a child's 

contraceptive behavior during their last intercourse. 



In a study of perceived support for contraceptive use, 

social support from one's partner versus best friend or 

parent was found to be associated with increased use of 

effective contraception (Whitley, 1991). Shoop and Davidson 

(1994) found adolescents' perceived ability to communicate 

with their sexual partners about AIDS was associated with a 

greater degree of condom use. Whitley and Schofield (1986) 

found in their meta-analytic study that partner influence to 

use contraception was a major variable for both males' and 

females' contraceptive use. 

Religiosity has been found to be related to more 

abstinence and less effective contraceptive use in those who 

are sexually active (Studer & Thornton, 1987). However, if 

those with a greater degree of religiosity are using "less 

effective" contraceptive methods such as condoms, foam, 

creams, and jellies, then they may be protecting themselves 

from HIV/AIDS to a greater extent than those who tend to use 

the "more effective" methods (i.e., the pill or lUD). It 

seems clear that the messages one gets about one's sexuality 

influence how women and men behave sexually and 

contraceptively. 

Sociocultural factors. Poverty and lack of educational 

goals or achievement have been related to adolescent 

pregnancy in a variety of studies (Wymelenberg, 1990). 

Pleck, Sonenstein, and Swain (1988) and Catania et al. 

(1993) found greater condom use to be associated with higher 

actual or aspired educational levels. Lower education and 

income may influence contraception and HIV/AIDS sexually 



protective behaviors by creating a feeling of hopelessness 

for those in poverty, which may lead to apathy about 

protecting oneself sexually. There also may be a belief 

that the more immediate necessities are the priorities 

(i.e., finding food, shelter, or job) rather than the need 

to protect against the possibility of illness. 

Cultural factors may also influence contraceptive and 

protective sexual behavior. Hispanic persons may tend to 

avoid condom use due to role expectations of machismo in 

men, and contraceptively and sexually restrictive religious 

beliefs (Yep, 1992). Mikawa et al. (1992) found that 

Hispanic men may be more likely to use condoms if use is 

construed as protecting women, rather than as self-

protective, due to the machismo role. Jue (1987, as cited 

in Yep, 1992) found that Hispanics view AIDS as a white 

American problem. Flores-Ortiz (1994) found that Hispanic 

women perceive a contradiction between what is expected of 

them by significant others (parents expecting them to not be 

sexually active and partners expecting them to have sex). 

These women tended not to talk with parents and partners 

about AIDS and tended not to use condoms when engaging in 

sexual activity. Mikawa et al. (1992) also found that those 

Hispanics with high education and high acculturation were 

more likely to take control instead of allowing "fate" to 

take its course. Poverty, cultural socialization, education 

and acculturation factors may combine to make protective 

sexual behavior very difficult. 



Teaching abstinence. There seems to be a general 

belief by laypersons and some professionals that if teens 

are not exposed to sexual and contraceptive information, 

they will be less likely to become sexually active. Such 

people may believe that teaching abstinence without any 

accompanying sexual or contraceptive information will be 

most effective in reducing pregnancy and AIDS. However, 

Christopher and Roosa (1990) found that teaching abstinence 

alone tended to be ineffective in reducing sexual behavior. 

In fact, there was a tendency for participants to increase 

sexual behavior. The moral stance behind this approach 

conveys the feeling that lack of chastity should not be 

accompanied by protective sexual behavior because protective 

sexual behavior implies planning on the part of the 

participants. In addition, protective action would 

eliminate the consequences of "immoral" behavior such as 

pregnancy, sexually transmitted diseases (STD's), and 

HIV/AIDS. Overall, there is evidence that teaching 

abstinence alone is ineffective in reducing sexual activity, 

although it may decrease contraceptive use. 

Substance use. Alcohol use leads to lower inhibitions 

and is related to sexual activity, according to Spees 

(1987). If this is true, alcohol use may lead to increased 

vulnerability to pregnancy and risk of exposure to HIV. But 

what is the relationship between alcohol and sexual 

activity? Kraft, Rise, and Traeen (1990) found that the use 

of alcohol was related to non-use of condoms and 

contraceptives by girls and boys at first intercourse. 



Mahoney, Thombs, and Ford (1995) found that sporadic condom 

users were more often drunk during sexual intercourse than 

consistent users and nonusers in their college student 

sample. Flores-Ortiz (1994) reported a high degree of 

alcohol use among Hispanic adolescent and college women in 

association with sexual behavior. The women believed that 

parents expected them to abstain from sexual activity and 

drugs, while partners pressured them to have sex. Some of 

these women believed that they used alcohol to avoid 

responsibility for sexual behavior. 

On the other hand, Harvey and Beckman (1986) found that 

consuming alcohol immediately prior (four hours or less) to 

sex did not affect coitus-dependent contraceptive use in 

women. Leigh (1993) found no association between alcohol 

consumption and AIDS risky sexual behaviors in her study 

using a within subjects design with adult men and women. 

She also found that sexual activity was less likely to occur 

when there had been alcohol consumption. Additionally, 

Leigh and Stall (1993) indicated in their review of 

substance use and exposure to HIV, that there are 

methodological problems with studies which blur the 

relationship between the variables, leaving no room for 

causal interpretation. These authors suggest that 

personality or risk-taking factors may explain both 

variables. These diverse results illustrate the need for 

clearer studies in the area of substance use and protective 

sexual behavior. 
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The external factors which impact contraceptive and 

protective behavior include the societal network influences 

such as norms of parents, partners, and friends, messages 

from one's cultural background, and the effects of poverty, 

education, and alcohol use, as well as the general beliefs 

conveyed by more distant societal groups. These factors 

work together to mold and form the internalized modifiers 

that individuals develop. They also influence perceptions 

of threats from pregnancy, AIDS, and other costs of sexual 

behavior as well as the barriers and benefits of 

contraceptive and protective sexual behaviors. 

Internal Modifiers 

The internal modifiers which influence our sexual and 

protective sexual decision-making are significantly 

influenced by the external modifiers mentioned above as well 

as more structured influences of society including sex and 

contraceptive education classes. The internal modifiers 

include contraceptive and HIV/AIDS knowledge, moral 

evaluation of sexuality, sense of self, a variety of 

attitudes, and beliefs about responsibility. These internal 

modifiers may also reflect the influence of personality and 

biology/genetics. 

Contraceptive knowledge. The simplest internal 

hypothesis about the failure of people to protect themselves 

from pregnancy would be that people simply do not have the 

knowledge necessary to protect themselves. Some research 

seems to indicate, however, that the majority of college 



students have basic information about contraception (Pettit, 

Hendrick, & Fade, 1991). In a study of adolescents in the 

juvenile justice system, Melchert and Burnett (1990) found 

knowledge of pregnancy and contraception was not associated 

with reliable use of contraceptives. Hanson, Myers, and 

Ginsburg (1987) found that level of sex education and birth 

control knowledge had no effect on the probability that a 

female would become pregnant. 

On the other hand, Jemmott and Jemmott (1990) found 

that higher sexual knowledge was associated with increased 

contraceptive use among African-American adolescents. 

Sandler, Watson, and Levine (1992) found that more sexual 

and contraceptive knowledge was related to effective 

contraception in adolescent females. Formal instruction on 

contraception has also been associated with greater 

contraceptive knowledge, which was in turn related to 

greater contraceptive use (Scott-Jones & Turner, 1988). In 

general, it seems that knowledge about sex and 

contraceptives is an important basis for effective 

contraception, but that knowledge is not enough. Other 

factors influence the degree to which that knowledge is used 

and/or remembered. 

HIV/AIDS knowledge. People seem to have some knowledge 

about the transmission and prevention of HIV/AIDS, although 

probably not as much knowledge as is necessary to be 

maximally effective in avoiding contact with the virus. 

According to one study (Petosa & Wessinger, 1990), 

approximately 20% to 30% of adolescents do not know that 
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they can get HIV from an asymptomatic carrier of HIV. 

Although some studies have found AIDS knowledge to be 

associated with more responsible sexual attitudes and 

behaviors (Lamport & Andre, 1993) and higher levels of 

sexual responsibility (Andre & Bormann, 1991), other 

research has found college students to have high levels of 

knowledge while exhibiting low levels of protective sexual 

behavior (Dilorio, Parsons, Lehr, Adame, & Carlone, 1993; 

Edgar, Freimuth, & Hammond, 1988; Fisher & Misovich, 1990; 

Winslow, Franzini, & Hwang, 1992). 

Some studies have found African-American respondents to 

be less aware than Caucasian respondents of the difference 

between an asymptomatic carrier of HIV and a person with 

AIDS (Peruga & Rivo, 1992), while other studies have found 

high levels of AIDS knowledge in African-Americans (Johnson, 

Hinkle, Gilbert, & Gant, 1992). Negy and Webber (1991) 

found Caucasians and African-Americans to have similar 

levels of knowledge, and Hispanics to have somewhat lower 

levels of knowledge about HIV/AIDS, its transmission, and 

HIV/AIDS protection. Cultural/ethnic minorities may be less 

well informed than Caucasians about the protective effects 

of condoms against HIV/AIDS (DiClemente, Zorn, & Temoshok, 

1986, as cited in DiClemente, 1990), although Peruga and 

Rivo (1992) found the differences between Caucasians and 

African-Americans in knowledge about protective behaviors to 

be due primarily to differences in education level. 

Overall, HIV/AIDS knowledge seems, at best, moderate in 

any ethnic/racial group. These findings suggest a need for 
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HIV/AIDS education in almost every group. Unfortunately, 

appropriate HIV/AIDS or contraceptive knowledge alone does 

not lead to change in sexual behavior, reinforcing the idea 

that knowledge is only one necessary precursor to sexual 

behavior change. 

Moral evaluation of sexuality. One's moral evaluation 

of sexuality is also hypothesized to be related to sexual 

behavior, contraceptive behavior, and risk of HIV/AIDS. 

Americans are described as viewing sex as immoral and 

dangerous, yet irresistible and out of one's control 

(Brooks-Gunn & Furstenberg, 1990). More specifically, women 

are perceived as immoral (Osborne, 1984) if they engage in 

premarital sex or take precautions for sex, while males are 

excused for or even expected to have sexual indiscretions 

because for them sexual arousal is perceived as 

uncontrollable and fulfills the male's sex role 

expectations. These stereotypes of sex being dangerous and 

immoral yet irresistible and uncontrollable are perpetuated 

and encouraged by portrayals on television and in books and 

magazines. These contradictory messages may lead to the 

increased sexual behavior, combined with the low 

contraceptive use and sexually protective behavior, seen 

today. However, research is needed to confirm the 

relationship between moral evaluation of sexuality and 

contraceptive and HIV/AIDS protective sexual behavior. 

Sense of self. Self-esteem, self-efficacy, and locus 

of control are also variables hypothesized to affect sexual 

and contraceptive behavior. Higher general and sexual self-
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esteem have been found to be related to increased 

contraceptive use in both men and women (Adler & Hendrick, 

1991). This finding might indicate that sexual self-

acceptance is an important precursor to contraceptive 

behavi or. 

Locus of control is hypothesized to be an additional 

predictive factor for protective sexual behavior. Visher 

(1986) found that adolescents with an internal locus of 

control tended to be more reliable (i.e., more frequent) 

contraceptive users than those externally oriented. In 

addition, Lieberman (1981), in a study of college students, 

found an internal locus of control related to more 

contraceptive knowledge, which was in turn related to 

consistent contraceptive use. 

The literature is also supportive of the role of self-

efficacy in protective sexual behavior. Pendergrast, 

DuRant, and Gaillard (1992) found self-confidence in one's 

ability to use a condom related to actual past use of a 

condom and intention to use a condom in the future (urban 

adolescent male sample). Witte (1991-1992) found that when 

threat of HIV/AIDS was high and self-efficacy was low, 

condom use decreased. However, when threat and self-

efficacy were both high, condom use increased. 

Additionally, Kasen, Vaughan, and Walter (1992) found that 

when self-efficacy for condom use was low, adolescents were 

five times less likely to use condoms. 

Other influences. Attitudes and beliefs also have been 

hypothesized to influence sexual decision-making and 
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behavior. Selected love and sexual attitudes were found to 

be related to contraceptive use (Adler & Hendrick, 1991). 

For example, Eros (passionate love) was related to more 

reliable contraceptive behavior in both men and women. 

Ludus (game-playing love) was negatively correlated with 

contraceptive behavior in women. While none of the sexual 

attitude subscales were significantly related to 

contraceptive use in women; among men, the Communion 

subscale (involving one's valuation of communication and 

idealistic sexuality) was related to more reliable 

contraceptive use. 

Jemmott and Jemmott (1990) found positive contraceptive 

attitudes to be related to more effective contraceptive use 

and negative attitudes to less effective contraceptive use 

in adolescent African-American males. Treboux and Busch-

Rossnagel (1990) hypothesized and found support for a social 

network influence on sexual and contraceptive behavior in 

high school students. However, this influence was indirect. 

Discussion with and approval of friends and parents 

influenced premarital sexual attitudes which in turn 

influenced sexual behavior (in both males and females) and 

contraceptive use (in males). These findings seem to 

support the idea that contraceptive and protective sexual 

behaviors are influenced by internal factors such as 

attitudes and beliefs, which are, in turn, influenced by 

external factors such as one's social network and its 

values. 
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other internal influences include beliefs about 

responsibility. Nguyen, Saucier, and Pica (1994) found that 

in an adolescent male sample a personal sense of 

contraceptive responsibility was associated with greater 

intent to use condoms. Melchert and Burnett (1990) found 

denial of responsibility to be strongly associated with 

unreliable contraceptive behavior. In another study, Pleck 

et al. (1988) found beliefs that one is solely responsible 

for contraception, along with older age at first 

intercourse, to be related to greater reported condom use in 

young men. This feeling of responsibility seemed to be 

higher in males who had first intercourse at a later age and 

decreased with increased sexual experience. 

The internal modifiers are knowledge of contraceptives 

and HIV/AIDS, sense of self, moral evaluation of sexuality, 

and other attitudes, values and beliefs which, in part, 

influence how a person will behave contraceptively and 

protectively in a sexual situation. They may also influence 

one's perception of threat from pregnancy and HIV/AIDS in 

relation to other concerns. 

Perceptions of Threat--
Severitv and Susceptibility 

The HBM hypothesizes that there must be a perceived 

threat to which the person feels susceptible and which is 

believed to be severe, before there is any motivation for 

action. Petosa and Wessinger (1990) found that adolescents 

had serious misconceptions about what is risky behavior and 
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the seriousness of that behavior (e.g., 16% to 30% believed 

that men who have sex only with women cannot get AIDS; 

around 60% did not know AIDS is fatal). Additionally, 

Mickler (1993) found that heterosexual college students 

perceived themselves as less likely to get AIDS then 

noncollege adults or gays/lesbians. 

On the other hand, Montgomery et al. (1989) found 

personalized perceptions of severity of AIDS as well as 

socioeconomic advantage to be associated with positive 

behavior change (i.e., using condoms, reducing receptive 

anal intercourse, etc.) in gay and bisexual men. These 

threat results are supported in the heterosexual population 

as well (DiClemente, Forrest, Mickler, & principal site 

investigators, 1990; Gielen, Faden, O'Campo, Kass, & 

Anderson, 1994; McGuire, Shega, Nicholls, Deese, & 

Landefeld, 1992; Yep, 1993). Johnson et al. (1992) found 

that those with low intentions for condom use had a lower 

level of perceived risk for HIV/AIDS. 

In opposition to these findings, Dilorio et al. (1993) 

found no relationship between perceived susceptibility and 

safer sex practices in their college sample. Brooks-Gunn 

and Furstenberg (1990) stated that adolescents assess the 

threat but do not take action by reducing risk-taking 

behaviors. Witte (1991-1992) discovered that threat alone 

was not enough to change behavior, but when high threat was 

combined with high self-efficacy, there was increased condom 

use. It seems that threat is a necessary component but not 

sufficient in and of itself to induce sexual behavior 
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change. Self-efficacy may be an additional factor needed to 

induce change. 

Barriers and Benefits 

The HBM hypothesizes that with a lower number of 

barriers and a higher number of benefits of behavior (in 

combination with modifying variables, susceptibility, and 

severity), action will take place. Research supports the 

cost/benefit model. Condom use intent is associated with 

perceived low cost of use and high benefits (Pleck, 

Sonenstein, & Ku, 1990). Other studies support these 

findings that fewer barriers and more benefits lead to more 

protective sexual behavior and vice versa (Condelli, 1986; 

Keith, McCreary, Collins, Smith, & Bernstein, 1991; McGuire 

et al., 1992; Pendergrast et al., 1992; Yep, 1993). 

Additionally, Maticka-Tyndale (1991) found that the use 

of oral contraceptives was a strong barrier to condom use 

and HIV/AIDS protective sexual behavior, because they are 

all used as contraceptives, not AIDS prevention. 

Costs and benefits seem to be an important component of 

the decision-making process, and the weighing of pros and 

cons may be very difficult due to the pressures from various 

external and internal factors. 

Summary 

Overall, the components which have been found to be 

associated with contraceptive and HIV/AIDS protective sexual 

behavior fit well into the Health Belief Model. This model 
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construes health related behavior as the result of several 

factors such as perceptions of threat (susceptibility and 

severity of the illness), perceived benefits of action and 

barriers to action, as well as the external and internal 

modifiers (demographic, sociopsychological, and structural 

factors) which influence the other factors. 

The demographic, sociopsychological, and structural 

factors can be divided into external and internal modifiers. 

The external modifiers which have been found to influence 

contraceptive and HIV/AIDS protective sexual behavior 

include social network influences, sociocultural factors, 

social values, and substance use. The significant internal 

modifiers include contraceptive and HIV/AIDS knowledge, 

moral evaluation of sexuality, sense of self, love and sex 

attitudes, contraceptive attitudes, and contraceptive 

responsibility. These sets of factors may influence each 

other and, in turn, influence one's perceptions of 

susceptibility to HIV/AIDS and the severity of AIDS. The 

threat of HIV/AIDS in combination with feelings of self-

efficacy have been found to engender sexually protective 

behavior. Barriers to protective sexual behavior as well as 

benefits of this behavior have been found to influence 

contraceptive and HIV/AIDS protective sexual behaviors. 

Benefits of effective protective sexual behavior include 

prevention of HIV and AIDS, yet there are many costs for 

such behavior, including being perceived by one's partner as 

promiscuous or untrusting. 
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Research Questions and Predictions 

A variety of constructs have been hypothesized to 

influence contraceptive and HIV/AIDS protective sexual 

behavior. Research on these constructs has yielded 

ambiguous results, and no research has yet combined the most 

promising constructs and attempted an analysis of how they 

may work together to predict contraceptive and sexually 

protective behavior. Because of the complexity of the 

issues surrounding protective sexual behavior, the current 

study proposed that most of these constructs interact and 

overlap in their prediction of sexually protective 

behaviors. Therefore, they need to be evaluated both 

individually and in combination to determine their 

usefulness for influencing protective sexual behavior. It 

was also proposed that these constructs would be more 

usefully examined in combination, through the organization 

of the modified Health Belief Model. 

Research question 1. Do the previously elaborated 

constructs of social network influences, sociocultural 

factors, teaching abstinence, substance use, contraceptive 

and AIDS knowledge, moral evaluation of sexuality, sense of 

self, love and sex attitudes, perceptions of threat and 

barriers and benefits individually predict protective sexual 

behavior? Based on previous research, it was predicted that 

individually these constructs would be significantly 

predictive of sexually protective behavior (Adler & 

Hendrick, 1991; Jemmott & Jemmott, 1990; Kasen et al., 1992; 

Keith et al., 1991; Petosa & Wessinger, 1989-1990; Pleck et 
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al., 1990; Treboux & Busch-Rossnagel, 1990). Additionally, 

do these constructs individually predict protective sexual 

behavior for both males and females? It was hypothesized 

that they would predict for each gender, although to 

different degrees. 

Research question 2. Which of these previously 

elaborated constructs (e.g., social network influences, 

sociocultural factors, teaching abstinence, substance use, 

contraceptive and AIDS knowledge, moral evaluation of 

sexuality, sense of self, love and sex attitudes, 

perceptions of threat and barriers and benefits) are the 

most effective predictors of the various dependent 

variables? It was predicted that in combination these 

constructs would account for more variance in protective 

sexual behavior than does any one construct and that social 

network influences as well as sense of self variables would 

be stronger predictors of protective sexual behavior. 

Additionally, which of these constructs are the most 

effective predictors for each gender? Again, it was 

hypothesized that the external modifiers would be stronger 

for women while the internal modifiers would be more 

effective predictors for men. 

Research question 3. Does the organization of these 

constructs (e.g., social network influences, sociocultural 

factors, teaching abstinence, substance use, contraceptive 

and AIDS knowledge, moral evaluation of sexuality, sense of 

self, love and sex attitudes, perceptions of threat and 

barriers and benefits) within the Health Belief Model 
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improve the predictive capability of these constructs? It 

was predicted that the combination of these constructs 

according to the Health Belief Model would provide a better 

explanation of protective behavior than any one construct or 

combination of constructs. Specifically, the external 

modifiers would be predictive of the internal modifiers, 

which in turn would be predictive of sexually protective 

behaviors (Treboux & Busch-Rossnagel, 1990). The perceived 

threats (susceptibility and severity) would be related to 

internal modifiers, while the barriers and benefits would 

also contribute to the prediction of sexually protective 

behaviors (Petosa & Wessinger, 1989-1990) and would interact 

with the internal modifiers (see Figure 2). Finally, do 

males and females differ in the way these constructs 

comprise a predictive protective sexual behavior model? It 

was hypothesized that men and women would differ in which 

variables are more predictive of protective sexual behavior 

and in how these variables combine to establish an effective 

protective sexual behavior model. More specifically, the 

women's model was hypothesized to be more interpersonal1y 

oriented (e.g., related to love relationship interaction and 

other external factors), while the men's model was 

hypothesized to reflect an autonomous orientation (e.g., 

related to sexual attitudes, contraceptive and AIDS 

knowledge, and other internal factors). 
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CHAPTER II 

METHOD 

Parti ci pants 

Some 67 participant's responses were deleted because 

the data were incomplete or seemed random. Participants 

(n=402) were 172 male and 230 female college students 

attending a major southwestern university. All participants 

were taking an introductory psychology class and 

participated in research for experimental credit. Complete 

demographic information can be found in Table 1. The mean 

age was 20.2(SD=3.48) and ranged from 17(N=3) to 48 years. 

Approximately 80% of participants were Caucasian, 13.2% 

Hispanic, 3.2% African-American, 1.0% Asian and 2.2% other. 

More than half the participants had parental incomes over 

$50,000 per year, and over 64% had at least one parent 

holding a college degree. Over 79% of the participants 

described themselves as moderately or very religious. 

Approximately 60% of participants were currently in a 

romantic relationship, with 48% currently in a sexual 

relationship. Exactly 90% of participants described their 

household status as single, living without a partner. Of 

all participants, 97% described themselves as heterosexual, 

2.7% described themselves as bisexual and 0.2% described 

themselves as gay/lesbian. Over 20% of the participants 

reported never having been in a sexual relationship, while 

20% reported having been involved in only one sexual 

relationship. Number of sexual partners in last six months 
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Table 1 
Demographic Information 

Mean SD 
Age 20.2 3.48 

Ethni ci tv 
African-Ameri can 
Caucasi an 
Hi spani c 
Asi an 
Other 

Family's Income 
$10,000 or less 
$10,000-20,000 
$20,000-35,000 
$35,000-50,000 
$50,000+ 

Parents' Education 
Neither high sch grad 
One/both high sch grad 
One/both some college 
One/both college grad 
One/both grad degree 

Reli qiositv 
Very Nonreligious 
Mod. Nonreligious 
Neutral 
Mod. Religious 
Very Religious 

Feelings about Self 
Very positive 
Posi ti ve 
Average 
Negati ve 
Very negative 

% 

3.2 
80.3 
13.2 
1 .0 
2.2 

3.2 
6.2 
15.4 
18.2 
57.0 

4.7 
10.9 
19.7 
32.1 
32.6 

1 .2 
4.7 
14.7 
64.9 
14.4 

20.9 
53.7 
22.1 
3.0 
0.2 

Currently in a Relationship? 
No 
Yes, 1 month or less 
Yes, 1-3 months 
Yes, 3-12 months 
Yes, over 1 year 

In a Sexual Relationship' 

40.0 
5.5 
8.0 
19.7 
26.9 

> 

Not in a relationship 39.4 
No 12.7 
Yes 47.9 
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Table 1 cont. 

In Love with Relationship Partner? 
NA 39.7 
No 11.5 
Yes 48.9 

Household Status? 
Single, without partner 90.0 
Single, with partner 4.5 
Married, with partner 5.0 
Divorced 0.5 

Sexual Orientation 
Heterosexual 97.0 
Gay/Lesbian 0.2 
Bisexual 2.7 

Number of Sexual Relationships? 
None 20.1 
1 19.7 
2-4 30.1 
5-10 20.1 
>10 10.0 

Number of Sexual Partners in Last Six Months? 
0 25.8 
1 49.7 
2 11.4 
3 6.1 
4 3.5 
5 1 .3 
7 0.5 
8 0.5 
10 0.8 
13 0.3 
35 0.3 

Quality of Contraceptive Education 
Received? 
None 13.2 
Inadequate 14.7 
Limited 32.6 
Adequate 27.9 
Comprehensive 11.7 

Degree of Abstinence Taught in Junior High or Hiqh School? 
Not at all 23.9 
somewhat 59.5 
To exclusion/other views 16.7 

Who's Responsible for Contraception? 
NA 36.6 
Female 18.4 
Male 21.9 
Both partners 23.1 
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Table 1 cont. 

Birth Control Method 
NA 29.6 
Birth Control Pills 23.3 
Diaphragm/Condoms 23.8 
Spermicide 0.3 
Diaph./Con. w/Sperm. 2.8 
Withdrawal 6.8 
None 3.3 
Other 10.3 

Have Sexual Practices Changed Due to 
Possibility of HIV/AIDS? 
NA 25.1 
Yes 52.7 
No 22.1 

Have You Ever Been Tested for the AIDS 
Virus (HIV)? 
Yes 28.6 
No 71.4 

If You Have Been Tested. Do You Have 
the Vi rus? 
NA 59.5 
Yes 7.5 
No 33.1 

How Often Drink Alcohol? 
Never 13.7 
<once a month 15.4 
Once every 2-4 weeks 23.4 
Once a week 19.9 
More than once a week 27.6 

How Much Do You Drink When You Drink? 
NA 12.0 
One beer/mixed drink 16.7 
2-3 drinks 26.9 
More than 3 drinks 44.4 

Of the Times You Have Had Sex in the Last Month. 
How Many Times Had You Had at Least One Drink Beforehand? 
None 65.4 
1/4 of the times 18.4 
1/2 of the times 6.0 
3/4 of the times 5.5 
Every time 4.7 

How Often Do You Use Illegal Drugs? 
Never 77.6 
Less than once a month 13.7 
Once every 2-4 weeks 5.0 
Once a week 1 . 7 
More than once a week 2.0 
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Table 1 cont. 

Of the Times You 
Many Times 
None 
1/4 of the 
1/2 of the 
3/4 of the 
Every time 

Had Yc 

ti mes 
times 
ti mes 

Hi 
)U 
ave 
Ta 

Hac 
ken 

1 Sex 
Drugs 
93. 
2. 
1 . 
1 , 
1 , 

,8 
.7 
.0 
.0 
.5 

in the Last 
Beforehand*: 

Mor 
> 

•ith, How 

N = 402 
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ranged from 0 to 35 in this sample, with the most frequent 

number being one. When asked about birth control method, 

over 29% said this was not applicable, 23.3% said birth 

control pills, and 23.8% said a diaphragm or condoms. The 

percentage of those participants getting tested for HIV rose 

with the number of sexual partners (10% of those with zero 

sexual partners to 60% of those with over 10 partners). 

Over 28% of the sample had been tested for HIV, and 30 

participants (8%) had tested HIV positive. For those HIV 

positive, the mean number of partners in the past six months 

was 1.27, ranging from 0 to 5. Of those HIV positive, 20% 

said they had no sexual relationships in their lifetime, 23% 

said that they had one sexual relationship, 17% said two to 

four relationships, 30% said five to ten relationships and 

10% said over ten relationships. Of those HIV positive, 63% 

stated they were 18 or 19 years old. Please see Appendix B 

to obtain additional results for the total sample. 

Instruments 

Please see page 39 for a Health Belief Model schematic 

of the instruments that were used to measure the 

hypothesized factors. Please see Appendix C for specific 

questionnaires used. The order of the questions was altered 

to allow all fill-in questions to be placed on the final 

page of the questionnaire. These questionnaires used 

Likert, multiple choice, true-false, and fill-in the blank 

type questions. The questionnaires included a background 

and relationship questionnaire, three social network 
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influence scales (e.g., a parental approval of sexual 

behavior scale, a discussion of sex and contraception scale, 

and an encouragement and motivation scale), both a 

contraceptive and an AIDS knowledge questionnaire, three 

sense of sexual self measures (e.g., sexual self-esteem, 

locus of control, and sexual self-efficacy), a measure of 

responsibility and contraceptive attitudes, a moral 

evaluation of sexuality scale, measures of both love and 

sexual attitudes, a perceived threat scale and a barriers 

and benefits scale. Additionally, contraceptive and AIDS 

protective sexual behavior was measured by a contraceptive 

behavior questionnaire, an AIDS protective sexual behavior 

questionnaire, and an AIDS risk factor questionnaire. Some 

of the measures may have low alphas due to their wording 

being such that higher alpha are not likely. 

Background questionnaire. A background and 

relationship questionnaire (see pp. 168-169) was given to 

assess gender, ethnicity, age, sexual orientation, and 

sexual history (including number of partners, current and 

cumulative sexual relationship status, who takes 

contraceptive responsibility, and whether behavior has 

changed in response to threat of HIV/AIDS, and HIV status). 

Socioeconomic status (SES) was measured by questions 

assessing parental household income and the highest 

education attained by the student's parents. Strength of 

religious feeling was measured through a question about 

degree of religiosity. Amount of contraceptive education as 

well as the teaching of abstinence values were also 
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ascertained. Additional questions included whether the 

participant was in a relationship, whether in love, 

household status, and how they felt about themselves on a 

scale ranging from very positive to very negative. 

Alcohol and drug use was evaluated by questions 

assessing frequency and degree of substance use as well as 

frequency of alcohol and drug use before sexual interaction 

(see p. 169, items 18-22). Cronbach's alpha for the 

substance use in conjunction with sex scale was .68. 

Social influence. All the social influence questions 

are included under the Perceived Social Influence Scale (see 

pp. 170-171). The social influence measures included an 

approximation of Treboux and Busch-Rossnagel's (1990) 

Parental Approval of Sexual Behavior Scale and Friend's 

Approval of Sexual Behavior Scale (see p. 170, items 1-9). 

In previous research the parental scale obtained a 

coefficient alpha of .96 and a test-retest reliability 

coefficient of .84, while the friends scale obtained a 

coefficient alpha of .92 and a test-retest coefficient of 

.81. In the current study these scales obtained alphas of 

.90 and .85 respectively. 

The Discussion of Sex and Contraception Scale measures 

how readily these topics are discussed with one's mother, 

father, and friends (see p. 170, items 10-12). This scale 

was derived from a scale used by Thomson (1982). This scale 

obtained an alpha of .13. 

The Encouragement and Motivation Scale measures 

encouragement from and motivation to comply with parents and 
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friends (see p. 171, items 13-18). This scale is composed 

of six items used in a study by Whitley (1991). The alpha 

obtained for this scale was .61. 

Protective sexual knowledge. The sexual knowledge 

construct was measured by both a version of Reichelt and 

Werley's (1981) Contraceptive Knowledge Questionnaire (items 

pertaining to lUDs and abortion were removed) and Petosa and 

Wessinger's (1989-1990) AIDS knowledge questionnaire (see 

pp. 172-174). These questionnaires assess knowledge in the 

areas of contraceptive methods and their relative efficacy 

in preventing pregnancy, reproductive facts, as well as 

knowledge about transmission of HIV and AIDS, including 

preventive methods and myths about transmission. Treboux 

and Busch-Rossnagel (1990) found a coefficient alpha of .96 

and a test-retest coefficient of .90 on the Contraceptive 

Knowledge Questionnaire. An alpha coefficient of .73 was 

found for the HIV/AIDS knowledge questionnaire (Petosa & 

Wessinger, 1989-1990). Alphas obtained in the current study 

were .82 for the Contraceptive Knowledge Questionnaire and 

.45 for the HIV/AIDS knowledge questionnaire. 

Sense of sexual self. Sexual self-esteem was assessed 

by a modified version of Rosenberg's (1979) self-esteem 

scale (see p. 175). Adler and Hendrick (1991) reported an 

alpha of .90 for the modified version (calculated for women 

only). In this study an alpha of .88 was obtained. The 

scale contains 10 Likert scale format items that assess 

degree of sexual self-worth. 
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Locus of control was measured by a six-item measure 

used by Hanson, Myers, and Ginsburg (1987). These items are 

shown on page 176. In this study a Cronbach alpha of .49 

was obtained. 

Sexual self-efficacy was measured by two of Kasen et 

al.'s (1992) sexual self-efficacy scales (see p. 177). 

Reported alpha for the scale measuring self-efficacy for 

refusing to have sexual intercourse was .81, while the scale 

assessing correct and consistent condom use had an alpha of 

.76. In the current study, alphas of .90 for refusal of 

intercourse and .81 for correct and consistent condom use 

were found. 

Responsibility and contraceptive attitudes. Attitudes 

and beliefs about contraceptive and sexual responsibility 

were measured through the Sexual Practices subscale of the 

Sexual Attitudes Scale (alpha = .71)(Hendrick & Hendrick, 

1987). In the current study, a Cronbach alpha of .77 was 

found (see p. 182, items 22-28). 

Moral evaluation of sexuality. Moral evaluation of 

sexuality was measured by five items derived from the 

literature addressing hypothesized attitudes toward morality 

in relation to sex and gender which influence contraceptive 

and protective behavior in today's culture (see p. 178). In 

the current study an alpha of .72 was obtained. 

Love and sexual attitudes. Love attitudes were 

measured by a short version of Hendrick and Hendrick's 

(1986) Love Attitudes Scale (see pp. 179-180), which 

measures six major love attitudes as defined by Lee (1973). 
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The shortened scale contains 24 Likert-type items with 4 

items assessing each love style. These are Eros 

(passionate, romantic love); Ludus (game-playing love); 

Storge (love based on friendship); Pragma (logical approach 

to love); Mania (possessive and jealous love); and Agape 

(giving love). The scale has been found to have content 

validity and reliability. Alpha coefficients for the short 

scale ranged from .59 for Mania to .71 for Pragma and Agape 

(Sokolski, 1995). In the current study, Cronbach alphas 

ranged from .74 for Mania to .88 for Storge. 

Sexual attitudes were measured by the Sexual Attitudes 

Scale (Hendrick & Hendrick, 1987), which has a four-factor 

structure representing types of attitudes toward sexuality 

(see pp. 181-183). These include Permissiveness (casual, 

guiltless sex). Sexual Practices (sexual responsibility; 

discussed earlier). Communion (idealistic sexuality), and 

Instrumentality (utilitarian, self-absorbed sexuality). 

Test-retest reliabilities range from .66 to .88, with alpha 

coefficients ranging from .74 to .93 depending on the 

factor. The scale is made up of 43 Likert items. In the 

current study, Cronbach alphas ranged from .76 for 

Instrumentality to .94 for Permissiveness. 

Threat. Perceived susceptibility and severity of AIDS 

was measured by a nine-item scale constructed by Petosa and 

Wessinger (1989-1990) for their study of HIV education needs 

(see p. 184). The alpha obtained for this study was .24. 

Barriers and benefits. Barriers and benefits were 

measured by Petosa and Wessinger's (1989-1990) three-item 
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barrier scale and three other questions derived from the 

literature on barriers and benefits (see p. 185). The alpha 

for this study was .12. 

Protective behavior. Contraceptive behavior was 

measured with a contraception scale used by Adler and 

Hendrick (1991), with an obtained alpha of .83 (see p.186). 

It measures the continuum between reliable and unreliable 

contraception with six questions (whether contraceptives 

were used at first intercourse, frequency of contraceptive 

use currently, time between using contraceptives and first 

intercourse, degree to which contraceptive behavior has 

changed since becoming sexually active, whether participant 

has ever stopped using contraceptives while sexually active, 

and whether participant plans to continue to use 

contraceptives while sexually active). One of these six 

items was added for the current study. A total score was 

computed by adding the six individual scores and dividing by 

six to obtain a mean score (ranging from one to five). The 

alpha obtained in this study was .84. An additional 

question (see item 7, p. 186) was asked to assess the 

protective capability of the contraceptive method being used 

(e.g., what method of contraception do you use?). 

AIDS protective sexual behavior was assessed by a scale 

asking: how many times in the last six months have you had 

vaginal, anal and oral intercourse, and how many times 

during vaginal, anal and oral intercourse did you use a 

condom or other barrier method (see p. 187, items 1-3). A 

score was obtained for each of the three behaviors by 
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computing a ratio of the number of times each of the 

behaviors was done protectively, related to the total number 

of behaviors. Decimals were removed by multiplying by 100. 

Additionally, this scale asks how many male and how many 

female sexual partners a participant has had in the last six 

months (see items 4 & 5). Finally, an open-ended question 

about AIDS protection methods was asked (see item 6). 

An AIDS Risk Factors questionnaire was used as well 

(see p. 188, items 1-6 & 8-9). This instrument assessed 

whether participants in the past 12 months had used needles 

to inject drugs; had a sexual partner who used needles to 

inject drugs; had sexual relations with a prostitute; had a 

sexual partner who may have been bisexual; had a sexual 

disease such as syphilis, gonorrhea, herpes, or chlamydia; 

had been tested for HIV (reverse scored); had asked partner 

whether they have been tested for HIV (reverse scored); and 

had asked sexual partner about his/her sexual history 

(reverse scored). A score was computed by totalling the 

number of risk factors endorsed. The alpha obtained for 

this scale was .35. The results of any HIV testing was 

asked as well (see item 7). 

Procedure 

Participation in this study was voluntary. 

Participants were recruited by sign-up sheets and were 

tested in medium to large sized groups. Participants were 

given a questionnaire packet along with a scantron form and 

a consent form. Each subject was asked to read and sign the 
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consent form and then to fill out all forms completely (for 

consent form and cover letter, see Appendix C, pp. 166-167) 

Participants were not identified in any way and consent 

forms were collected before other forms were filled out. 

All participants were thanked for their participation and 

given experiment credit points as a partial fulfillment of 

class requirements. 

Data Analyses 

The sample was divided into those who had sexual 

relationships and those who had not for the purpose of 

determining whether these groups answered the questionnaire 

in different ways. ANOVAs and chi-square analyses were 

calculated to determine any differences. Further analyses 

are described along with each related research question. 

Demographics. Descriptive statistics and frequencies 

were calculated for sample characteristics of interest 

(shown earlier in Table 1 and in Table 3). These included 

gender, age, ethnicity, religiosity, relationship status, 

sexual relationship status, in love status, household 

status, sexual orientation, number of sexual relationships, 

who is responsible for contraceptives, whether sexual 

behavior has changed due to threat of AIDS, HIV status, and 

method of contraceptive. Selected chi-square analyses were 

conducted. 

Additional descriptive statistics included mean scores 

and standard deviations for all the scales used by whole 

group and gender (see Tables 6 and 13). 
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Research question 1. Are each of these individual 

scales related to the dependent variables (protective sexual 

behavior scales of protected vaginal intercourse, protected 

oral sex, protected anal intercourse, protective 

contraceptive behavior, and HIV/AIDS risk factors)? To 

determine whether there were significant relationships 

between these variables, correlations (for continuous 

independent scales) and ANOVAs (for nominal independent 

scales), based on the degree of effective protective sexual 

behavior, were computed. These were computed for the group 

as a whole and for each gender. 

Research question 2. Stepwise multiple regression 

analyses were conducted with the dependent variables and the 

independent variables to confirm the most effective 

predictors of the protective sexual behaviors. Similar 

regression analyses were also conducted separately for each 

gender. 

Research question 3. Additionally, a Structural 

Equation Modeling (SEM) analysis was conducted to test the 

model proposed to predict effective protective sexual 

behavior. It was hypothesized that the constructs under 

consideration would combine more effectively according to 

some portions of the Health Belief Model. Specifically, it 

was proposed that the external modifiers would be predictive 

of the internal modifiers, which in turn would be predictive 

of sexually protective behaviors (Treboux & Busch-Rossnagel, 

1990). The perceived threats (susceptibility and severity) 

would be related to internal modifiers, while the barriers 

37 



and benefits would contribute to the prediction of sexually 

protective behaviors and relate to internal modifiers as 

well (Petosa & Wessinger, 1989-1990). See Figure 3 for the 

model with associated instruments. The SEM analysis was 

conducted separately for AIDS protective behaviors and 

contraceptive behaviors. The SEM analysis was also 

conducted with gender as a latent variable. 
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CHAPTER III 

RESULTS 

Preliminary Analyses 

The first question to be addressed was whether those 

participants who had no sexual relationships answered the 

questions in the same manner as those who had one or more 

sexual relationships. This question was examined through 

chi-square analyses and ANOVAs. Overall, there were 81 

(20%) participants who stated they had never had a sexual 

relationship, while 321 (80%) stated that they had a sexual 

relationship. Chi-square analyses indicated that these two 

groups did not differ significantly across variables such as 

gender, ethnicity, SES, parental income and education, and 

sexual preference. Of those never in a sexual relationship, 

7% (6) said they tested HIV positive. Of those with sexual 

relationship experience, 8% (24) said they tested HIV 

posi ti ve. 

ANOVAs indicated those having no sexual relationships 

and those with one or more sexual relationships did not 

differ on variables such as contraceptive education, 

abstinence education, talking to parents and friends about 

sex, AIDS knowledge, locus of control, the Love Attitude 

scales of Eros, Ludus, Pragma, Mania and Agape, threat of 

AIDS, and barriers and benefits. 

Those having no sexual relationships and those with one 

or more sexual relationships did, however, differ 

significantly on several variables according to chi-square 
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analyses and ANOVAs conducted. Chi-square analyses 

indicated that those who had never had a sexual relationship 

were found to be more likely to be very religious (37% vs. 

9% for those with sexual relationship experience). Of those 

who had never had a sexual relationship, 65% (53) were not 

in a current relationship, versus 34% (108) of those who had 

a sexual relationship. Additionally, 32% (101) of those who 

had at least one sexual relationship were in a relationship 

which had lasted over a year, versus 9% (7) of those with no 

sexual relationship experience. Of those in a current 

relationship, 51% (15) of those who had never had a sexual 

relationship were in love, versus almost 85% (181) of those 

who had a sexual relationship. 

ANOVAs indicated that those having no sexual 

relationships and those with one or more sexual 

relationships differed significantly on the following 

factors (see Table 2 for means, standard deviations, and 

significance level): Those with sexual relationship 

experience were significantly older than those with no 

sexual relationship experience. Those with sexual 

relationship experience tended to have more risky substance 

use behavior. Those with sexual relationship experience 

were less likely to say their parents and friends would 

disapprove of sexual behavior under a variety of 

circumstances and were more likely to say their parents, 

friends, and partner encouraged them to use contraception 

and that these people were influential for them. Those with 

sexual relationship experience were significantly more 
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Table 2 
Means and Standard Deviations 
Participant's Previous Sexual 

for All Measures Based on 
Relationship Experience 

Vari able 

Age 
Family Income 
Parent's Education 
Reli giosi ty 
# Sex Relationships 
Contraceptive Behavior-
Contraceptive Education 
Taught Abstinence 
# AIDS Risks 
Substance Use & Sex 
Social Influence-
Talking With Others-
Encouragement/Moti v-
Contraceptive Know 
AIDS Knowledge 
Sexual Self-Esteem-
Locus of Control-
Sexual Self-Efficacy-' 
Moral Eval of Sex-
Eros-
Ludus-
Storge-
Pragma-
Mani a-
Agape-
Permi ssi veness-
Sexual Practices-
Communion-
Instrumentali ty-
AIDS Threat 
Barri ers/Benefits 
Protected Vaginal 
Protected Anal 
Protected Oral 

No Experience 
Mean (SD) 

18.97(1.02) 
4.24(0.91) 
3.93(1.20) 
4.27(0.69) 
0.24(1.16) 
1.03(0.11) 
3.07(1.10) 
2.05(0.52) 
2.51(0.76) 
1.46(0.50) 
3.87(0.72) 
2.29(0.48) 
2.76(0.74) 
14.32(4.39) 
16.51(1.39) 
1.91(0.52) 
2.08(0.52) 
2.04(0.64) 
3.17(0.77) 
1.96(0.83) 
3.98(0.89) 
2.28(0.97) 
2.98(0.83) 
2.78(0.81) 
2.54(0.96) 
4.47(0.51) 
1.99(0.58) 
2.36(0.73) 
3.63(0.67) 
4.80(1.18) 
1.75(1.08) 

97.5(15.62) 
100.0(0.00) 
90.1(30.02) 

Some Experience 
Mean (SD) 

20.54(3.80)* 
4.18(1.15) 
3.73(1.14) 
3.76(0.74)* 
1.67(2.43)* 
2.47(0.69)* 
3.11(1.21) 
1 .90(0.66) 
1.48(0.99)* 
2.02(0.67)* 
3.25(0.75)* 
2.22(0.39) 
2.50(0.60)* 
16.35(4.98)* 
16.56(1.45) 
1.71(0.50)* 
2.14(0.50) 
2.47(0.81)* 
3.69(0.79)* 
1.96(0.88) 
3.75(1.02) 
2.69(1.14)* 
3.02(1.09) 
2.94(0.94) 
2.69(1.05) 
3.88(0.85)* 
1.76(0.59)* 
2.09(0.67)* 
3.41(0.73)* 
5.11(1.28) 
1.86(1.04) 

50.3(44.41)* 
94.1(23.34)* 
29.9(45.55)* 

Total N=402 No Experience N=81 Some Experience N=321. 
-fA higher score on those measures with a '-' to the right of 
the name is indicative of a lesser or more negative 
response. The higher scores of those without a marking are 
indicative of "more" or a more positive response. 
*p>.05. 
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likely to have more accurate contraceptive knowledge and 

tended to have a somewhat higher level of sexual self-

esteem. Those with sexual relationship experience were less 

likely to feel they could say "no" to sexual intercourse in 

a variety of situations and use a condom under a variety of 

circumstances (Sexual Self-Efficacy). Those with sexual 

experience were more likely to disagree with a set of 

statements which describe participants' evaluation of 

sexuality as immoral, dangerous, irresistible, 

uncontrollable, etc. 

Those with sexual experience were less likely to 

endorse a Storgic love (one based on friendship) and were 

more likely to agree with Hendrick and Hendrick's (1987) 

Sexual Attitudes Scale's (SAS) Permissiveness (a casual, 

guiltless way of thinking about sex). Sexual Practices 

(responsible sexuality). Communion (idealistic sexuality), 

and Instrumentality (utilitarian, self-absorbed sexuality) 

subscales. 

Finally, several differences were found due to an 

artifact of the questions being asked. Those with no sexual 

relationship experience seemed to have significantly more 

AIDS risk factors due to not being tested for HIV, not 

asking partners about their sexual history and not asking if 

their partner had been tested for HIV. However, these 

questions are not very relevant when the participant is not 

sexually active. The other dependent variables (Protected 

Vaginal Intercourse, Protected Anal Intercourse, Protected 

Oral Sex, and Contraceptive Behavior) showed significant 
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group differences as well, but again were essentially 

irrelevant to the "no sexual experience" group. 

Based on these group differences, it was decided to 

analyze the data separately for those sexually active in the 

past six months, as well as the data for the total sample 

(the latter is discussed in Appendix B). 

Additional analyses were planned to compare those with 

differing sexual orientations. However, only one 

participant endorsed being gay or lesbian and 11 

participants endorsed being bisexual in orientation, 

therefore, the number of observations was too small to 

conduct these analyses. 

Demographics for Those Who 
had Vaginal Intercourse 
in Last Six Months 

Overall, 279 participants endorsed that they had 

vaginal intercourse in the last six months (120 males, 159 

females). This was 69% of the total sample (see Table 3 for 

full presentation of demographics and Table 4 for 

frequencies of dependent variables). The mean age of this 

subsample was 20.47 (SD=3.64) and ranged from 17 to 48 years 

of age. Over 76% of this subsample described themselves as 

moderately or very religious. Only about 29% said they were 

not in a current relationship, while almost 35% said they 

had been in a relationship for over a year. Over 66% said 

they were in a sexual relationship currently (almost 94% of 

those in a relationship). Over 87% of those in a 

relationship reported being "in love." 
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Table 3 
Demographic Information for Those Who Reported Vaginal 
Intercourse in the Last Six Months 

Mean 
Age 20.5 

% 

Ethnicity 
African-American 3.2 
Caucasian 79.6 
Hispanic 14.7 
Asian 0.4 
Other 2.2 

Family's Income 
$10,000 or less 3.6 
$10,000-20,000 7.9 
$20,000-35,000 15.1 
$35,000-50,000 15.8 
$50,000-t- 57.7 

Parent's Education 
Neither high sch grad 4.7 
One/both high sch grad 10.8 
One/both some college 23.3 
One/both college grad 30.8 
One/both grad degree 30.5 

Reli gi osi ty 
Very Nonreligious 1.1 
Mod. Nonreligious 5.7 
Neutral 16.8 
Mod. Religious 68.1 
Very Religious 8.2 

Feelings about Self 
Very positive 21.9 
Positive 52.3 
Average 23.7 
Negative 2.2 
Very negative 0.0 

Currently in a Relationship? 
No 29.4 
Yes, 1 month or less 4.7 
Yes, 1-3 months 7.2 
Yes, 3-12 months 24.0 
Yes, over 1 year 34.8 

In a Sexual Relationship? 
Not in a relationship 29.0 
No 4.3 
Yes 66.7 
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Table 3 cont. 

In Love with Relationship Partner? 
NA 29.0 
No 9.0 
Yes 62.0 

Household Status? 
Single, without partner 86.4 
Single, with partner 6.5 
Married, with partner 6.8 
Divorced 0.4 

Sexual Orientation 
Heterosexual 97.1 
Gay/Lesbian 0.4 
Bisexual 2.5 

Number of Sexual Relationships? 
None 1 .1 
1 21 .9 
2-4 36.9 
5-10 26.2 
>10 14.0 

Number of Sexual Partners in Last Six Months? 
1 
2 
3 
4 
5 
7 
8 
10 
13 
35 

Quality of Contraceptive 
Recei ved? 
None 
Inadequate 
Limited 
Adequate 
Comprehensive 

67.2 
15.3 
8.0 
5.1 
1 .8 
0.7 
0.7 
0.4 
0.4 
0.4 

Educati on 

12.5 
16.1 
33.0 
24.4 
14.0 

Degree of Abstinence Taught in Junior High or High School? 
Not at all 26.9 
Somewhat 55.6 
To exclusion other views 17.6 

Who's Responsible for Contraception? 
NA 16.8 
Female 25.8 
Male 27.2 
Both partners 30.1 
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Table 3 cont . 

Birth Control Method 
NA 
Birth Control Pills 
Di aphragm/Condoms 
Spermi ci de 
Diaph./Con. w/Sperm. 
Withdrawal 
None 
Other 

Have Sexual Practices Ch, 
Possibility of HIV/AIDS? 
NA 
Yes 
No 

5.4 
31 .9 
29.7 
0.4 
4.0 
9.8 
4.3 
14.5 

anged Due 

6.8 
64.2 
29.0 

Have You Ever Been Tested for the 
Virus (HIV)? 
Yes 
No 

If You Have Been Tested, 
the Vi rus? 
NA 
Yes 
No 

How Often Drink Alcohc 
Never 
<once a month 
Once every 2-4 weeks 
Once a week 
More than once a week 

How Much Do You Drink 
NA 
One beer/mixed drink 
2-3 drinks 
More than 3 drinks 

Of the Times You Have 
How Many Times Had You 
None 
1/4 of the times 
1/2 of the times 
3/4 of the times 
Every time 

)1? 

Wh( 

33.7 
66.3 

to 

AIDS 

Do You Have 

53.0 
7.5 

39.4 

8.2 
14.0 
23.7 
22.2 
31 .9 

3n You Drink? 
10.4 
12.5 
24.7 
52.3 

Had Sex in the Last Month. 
Had at Least One Drink Beforehand? 

53.0 
25.1 
8.2 
7.5 
6.1 

How Often Do You Use Illegal Drugs? 
Never 
Less than once a month 
Once every 2-4 weeks 
Once a week 
More than once a week 

70.6 
17.9 
6.5 
2.5 
2.5 
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Table 3 cont. 

Of the Times You Have Had Sex in the Last Month. How 
Many Times Had You Taken Drugs Beforehand? 
None 
1/4 of the 
1/2 of the 
3/4 of the 
Every time 

times 
times 
ti mes 

91 
3 
1 
1 
1 

.8 

.9 

.1 

.4 

.8 

Total N=279 Female N=159 Male N=120 
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Table 4 
Frequencies of the Dependent Variables for Those Who 
Reported Vaginal Intercourse in the Last Six Months 

% 

Protected Vaginal Intercourse 
Zero of 10 Times Protected 40.2 
>0 & <2 of 10 Times Protected 5.1 
>=2 & <4 of 10 Times Protected 10.8 
>=4 & <6 of 10 Times Protected 6.4 
>=6 & <8 of 10 Times Protected 7 7 
>=8 & <10 of 10 Times Protected 7.2 
10 of 10 Times Protected 24.1 (All had Vaginal 

Intercourse.) 

Protected Oral Sex 
Zero of 10 Times Protected 76.1 
>0 & <2 of 10 Times Protected 0.4 
>=2 & <4 of 10 Times Protected 0.0 
>=4 & <6 of 10 Times Protected 0.7 
>=6 & <8 of 10 Times Protected 0.0 
>=8 & <10 of 10 Times Protected 0.0 
10 of 10 Times Protected 22.8 (21.3% did not have 

oral sex.) 

Protected Anal Intercourse 
Zero of 10 Times Protected 5.8 
>0 & <2 of 10 Times Protected 0.0 
>=2 & <4 of 10 Times Protected 0.0 
>=4 & <6 of 10 Times Protected 0.4 
>=6 & <8 of 10 Times Protected 0.0 
>=8 & <10 of 10 Times Protected 0.4 
10 of 10 Times Protected 93.5 (91.6% did not have 

anal intercourse.) 

Number of AIDS Risk Factors 
0 18.3 
1 35.5 
2 31 .5 
3 13.3 
4 1 .4 
5 0.0 
6 0.0 
7 0.0 
8 0.0 
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Table 4 cont. 

Number of Sexual Partners in the Last Six Months 
1 66.9 
2 15.3 
3 8.0 
4 5.1 
5 1 
7 0 
8 0 
10 0 
11 0 
13 0 
35 0 

8 
7 
7 
4 
4 
4 
4 

Mean Contraceptive Behavior Scale Scores 
<2 Not Applicable 
>=2 & <3 More Consistent 
>=3 & <4 Somewhat Inconsistent 
>=4 Inconsistent 

19 
52 
25 
2 

0 
3 
8 
9 

Total N=279 Female N=159 Male N=120. 
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For those who had been sexually active in the last six 

months, 1% said they had never been in a sexual relationship 

before (perhaps not construing sexual activity and sexual 

relationship as the same thing), 22% said a total of one 

relationship, 37% said two to four relationships, 26% said 

five to ten relationships, and 14% said more than ten 

relationships. Total number of sexual partners in the last 

six months ranged from 1 to 35 in this subsample, with 67% 

acknowledging having had one partner. Almost 33% said they 

were given a limited contraceptive education, and over 55% 

said they were exposed "somewhat" to abstinence teaching. 

When asked about birth control method, 32% said birth 

control pills, 30% said condoms/diaphragm, 4% said 

condom/diaphragm with spermicide, .4% said spermicide, 10% 

said withdrawal, 4% said no method, and 15% said other 

method. Almost 34% of the subsample had been tested for 

AIDS, with 8% HIV positive. The percentage of those tested 

rose with the number of sexual partners (16% of those with 

one partner to 59% of those with more than 10 partners). Of 

the 30 participants who were HIV positive, 21 of them had 

been sexually active in the last six months (70%). 

Research Question 1 

Is each of these individual scales related to the 

dependent variables of Protected Vaginal Intercourse, 

Protected Oral Sex, Protected Anal Intercourse, 

Contraceptive Behavior, and number of AIDS Risk Factors? To 

answer this question, correlations (for the continuous 
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independent measures) and ANOVAs (for the nominal measures) 

were conducted on those who had vaginal sex in the last six 

months. 

ANOVAs conducted on nominal variables (ethnicity, 

contraceptive method, sexual preference, who is responsible 

for contraception, and HIV status) for the dependent 

variables of relative frequency of Protected Vaginal, Oral, 

and Anal Intercourse, number of AIDS Risk Factors and 

Contraceptive Behavior indicated that there were significant 

differences for birth control method, ethnicity, and HIV 

status. Means and standard deviations for all variables are 

shown in Table 5. Those participants who used 

condoms/diaphragms with or without spermicide for a 

contraceptive tended to have more Protected Vaginal 

Intercourse than did those who used birth control pills, 

withdrawal, other method or no method. Those who used 

withdrawal or no method of birth control tended to report 

less consistent contraception on the Contraceptive Behavior 

Scale. African-American participants tended to have a 

higher ratio of Protected Oral Sex (may indicate fewer have 

oral sex) than Caucasian participants. Those who had been 

tested negative for HIV tended to have a lower number of 

AIDS Risk Factors than those tested HIV positive and those 

not tested. 

Correlations for participants who had vaginal 

intercourse in the last six months are shown in Table 6. 

The number of correlations conducted led to concerns about 

Type I error. However, these were counterbalanced by 
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Table 5 
Means and Standard Deviations for ANOVAs Conducted 
on Nominal Variables for Participants Who Reported 
Vaginal Intercourse in the Past Six Months 

Type of BC Prot. Vag. Prot. Oral Prot. Anal 

NA 13.89(29.83)* 40.00(50.71) 100.00(00.00) 
BC Pills 20.06(33.62)* 20.00(40.24) 90.34(29.22) 
Cond/Diaph 78.81 (29.32)-^ 24.68(43.02) 96.24(19.00) 
Spermicide 0.00( none) 0.00( none) 100.00( none) 
Bar & Sperm 97 .1 5(06 . 98)-t- 27.73(46.44) 100.00(00.00) 
Withdrawal 12.33(22.90)* 28.00(45.83) 92.59(26.69) 
No Method 2.08(05.82)* 25.00(45.23) 75.00(45.23) 
Other 42.42(39.79) 16.25(36.49) 100.00(00.00) 

Type of BC Contra. Beh.- #AIDS Risks 

NA 2.18(0.81)* 1.60(1.12) 
BC Pills 2.57(0.63)* 1.43(0.93) 
Cond/Diaph 2.30(0.52)* 1.56(1.07) 
Spermicide O.OO(none) O.OO(none) 
Bar & Sperm 2.05(0.31)* 0.82(0.60) 
Withdrawal 3.15(0.71)-H 1.48(1.01) 
No Method 3 . 29(0 . 31 )-i- 1.08(0.90) 
Other 2.60(0.63) 1.40(0.90) 

Ethnicity Prot. Vag. Prot. Oral Prot. Anal 

African-American 38.92(46.03) 71.4(48.80)* 87.50(35.36) 
Caucasian 41.38(42.61) 21 .1 (40.55)-»- 93.78(23.91) 
Hispanic 45.75(43.25) 30.0(46.41) 95.12(21.81) 
Asian 25.00( none) 0.0( none) 100.00( none) 
Other 30.42(45.78) 0.0(00.00)•^ 100.00(00.00) 

Ethnicity Contra. Beh.- #AIDS Risks 

African-American 2.24(0.87) 1.56(1.24) 
Caucasian 2.53(0.68) 1.43(0.96) 
Hispanic 2.60(0.58) 1.39(1.09) 
Asian 1.50(none) I.OO(none) 
Other 2.72(0.62) 2.00(0.63) 

HIV Testing Prot. Vag. Prot. Oral Prot. Anal 

No Testing 47.11(43.85) 24.69(43.03) 97.64(14.68) 
HIV-H 39.47(41.00) 26.32(45.24) 85.00(36.64) 
HIV- 34.67(40.50) 20.48(40.25) 90.52(29.36) 

HIV Testing Contra. Beh.- # AIDS Risks 

No Testing 2.45(0.65) 1.81(00.79)* 
HIV+ 2.56(0.68) 1.81(00.93)* 
HIV- 2.63(0.69) 0.87(00.96)-^ 
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Table 5 cont. 

Sexual Pref. Prot. Vag. Prot. Oral Prot. Anal 

Heterosex. 40.97(42.30) 22.71(41.73) 93.78(23.97) 
Gay/Lesb. 0.00( none) 0.00( none) 100.00( none) 
Bisexual 72.86(46.45) 42.86(53.45) 100.00(00.00) 

Sexual Pref. Contra. Beh.- #AIDS Risks 

Heterosex. 2.54(0.66) 1.45(0.98) 
Gay/Lesb. I.OO(none) I.OO(none) 
Bisexual 2.38(0.78) 1.00(1.16) 

Contra. Resp. Prot. Vag. Prot. Oral Prot. Anal 

Participant 46.34(42.47) 23.59(42.21) 94.07(23.32) 
Partner 48.98(43.44) 18.37(39.12) 92.16(27.15) 

Contra. Resp. Contra. Beh.- #AIDS Risks 

Participant 2.47(0.58) 1.39(1.01) 
Partner 2.59(0.65) 1.51(0.90) 

Total N=279 Female N=159 Male N=120. 
Standard deviations are shown in parentheses. 
*'s are significantly different from -i-' s. 
p<.05. 
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Table 6 
Correlations Between Protective Behaviors and 
Selected Variables for Those Who Reported Vaginal 
Intercourse in the Last Six Months 

Vari able 

Rel ig 
How Long Rel 
# Sex Relat 
Subst Use/Sex 
Social Influen-
Sex Self Eff.-
Permi ssiveness-
Sex Practices-
Instrumental i ty-
Barri ers/Benef 

Vag. 

0.02 
-0.22* 
-0.17* 
0.07 
-0.10 
-0.13 
-0.01 
0.20* 
-0.04 
-0.16* 

Oral 

-0.01 
-0.03 
-0.07 
-0.14 
0.11 
-0.12 
0.10 
0.04 
0.04 
-0.05 

Anal 

-0.08 
-0.08 
-0.09 
-0.01 
0.04 
-0.10 
0.09 
-0.04 
0.01 
-0.01 

Contra-

-0.17* 
0.24* 
0.29* 
0.07 
0.03 
0.26* 
-0.05 
-0.06 
-0.09 
0.18* 

Risks 

0.09 
-0.21* 
-0.03 
0.17* 
-0.16* 
0.14 
-0.20* 
0.13 
-0.16* 
0.11 

Total N=279 Female N=159 Male N=120. 
Vag.=Degree of Protected Vaginal Intercourse. 
Oral=Degree of Protected Oral Sex. 
Anal=Degree of Protected Anal Intercourse. 
Contra=Contraceptive Behavior. 
Risks=Number of AIDS Risk Factors. 
+A higher score on those measures with a '-' to the right of 
the name is indicative of a lesser or more negative 
response. The higher scores of those without a marking are 
indicative of "more" or a more positive response. 
*p>.01. 
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concerns about Type II error. Therefore, a somewhat more 

conservative significance level of .01 was used for the 

correlational analyses. More Protected Vaginal Intercourse 

was associated with less time in a current relationship, a 

lower number of sexual relationships, fewer barriers and 

more benefits scale, and less endorsement of Sexual 

Practices. Protected Oral Sex and Protected Anal 

Intercourse were not significantly associated with any 

vari able. 

More consistent Contraceptive Behavior correlated with 

more religiosity, less time in a current relationship, a 

lower number of sexual relationships, more sexual self-

efficacy, and fewer barriers and more benefits. 

A higher number of AIDS Risk Factors was associated 

with less time in a current relationship, a greater degree 

of social influences, more endorsement of Permissiveness and 

Instrumentality, and more substance use and sex. 

ANOVAs conducted by gender indicated that there were 

several significant differences for this subsample (see 

Table 7 for means, standard deviations, and significance 

level). Females more often tended to say they had been 

taught abstinence values in school. Males tended to have 

more AIDS risk factors than females. Male participants 

tended to have more risky substance use behavior in 

conjunction with sex. Female participants tended to 

perceive a greater amount of disapproval from parents and 

friends about sexual behaviors than males. Females tended 

to score higher on the contraceptive knowledge questionnaire 

56 



Table 7 
Means and Standard Deviations on All Scales for Those Who 
Reported Vaginal Intercourse in the Last Six Months, by 
Subsample and by Gender 

Vari able 

Age 
Family Income 
Parent's Education 
Reli gi osi ty 
# Sex Relationships 
Contracept Behavior-
Contracept Educ 
Taught Abstinence 
# AIDS Risks 
Substance Use & Sex 
Social Influence-
Talking With Others-
Encourage/Moti v-
Contraceptive Know 
AIDS Knowledge 
Sex. Self-Esteem-
Locus of Control-
Sex Self-Efficacy-
Moral Eval of Sex-
Eros-
Ludus-
Storge-
Pragma-
Mani a-
Agape-
Permi ssi veness-
Sexual Practices-
Communi on-
Instrumental i ty-
AIDS Threat 
Barri ers/Benefi ts 
Protected Vaginal 
Protected Anal 
Protected Oral 

Total 
Subsample 

Mean (SD) 

20.47(3.64 
4.16(1.16 
3.72(1.15 
3.77(0.72 
1.84(2.49 

- 2.53(0.67 
3.11(1.21 
1.91(0.66 
1.44(0.98 
2.06(0.67 
3.21(0.72 

- 2.22(0.39 
2.50(0.59: 
16.46(4.88 
16.60(1.44] 
1.68(0.49: 
2.14(0.50: 
2.50(0.80: 
3.72(0.79: 
1.95(0.90: 
3.69(1.04: 
2.76(1.15: 
3.05(1.09] 
2.95(0.95] 
2.69(1.07] 
3.85(0.85] 
1.74(0.60] 
2.08(0.66] 
3.40(0.73] 
5.20(1.31] 
1.88(1.05] 

41.7(42.62] 
94.0(23.64] 
23.2(42.02] 

Females 

Mean (SD) 

) 20.39(3.27) 
) 4.18(1.21) 
) 3.74(1.10) 
) 3.75(0.73) 
) 1.79(2.92) 
) 2.59(0.68) 
) 3.18(1.15) 
) 2.01(0.67) 
) 1.26(0.89) 
) 1.93(0.61) 
) 3.54(0.55) 
) 2.20(0.37) 
) 2.54(0.61) 
) 16.72(4.27) 
) 16.80(1.38) 
) 1.74(0.49) 
) 2.08(0.46) 
) 2.25(0.70) 
) 3.87(0.76) 
) 1.83(0.90) 
) 3.90(0.96) 
) 2.64(1.19) 
) 2.96(1.13) 
1 3.02(1.00) 
) 2.79(1.10) 
> 4.25(0.61) 
\ 1.66(0.56) 
• 2.05(0.65) 
1 3.53(0.69) 
I 5.11(1.36) 
1 1.73(1.02) 
1 37.8(41.69) 

94.6(22.28) 
25.7(43.61) 

Mai es 

Mean (SD) 

20.59(4.11) 
4.14(1.10) 
3.69(1.21) 
3.79(0.72) 
1.90(1.74) 
2.46(0.66) 
3.03(1.28) 
1.77(0.63)* 
1.68(1.06)* 
2.23(0.72)* 
2.76(0.67)* 
2.24(0.42) 
2.45(0.56) 
14.22(4.82)* 
16.34(1.48)* 
1.61(0.47)* 
2.21(0.54)* 
2.84(0.80)* 
3.53(0.78)* 
2.10(0.89)* 
3.41(1.08)* 
2.93(1.06)* 
3.18(1.02) 
2.86(0.88) 
2.55(1.02) 
3.33(0.83)* 
1.85(0.63)* 
2.11(0.67) 
3.24(0.74)* 
5.31(1.23) 
2.08(1.07)* 
46.9(43.47) 
93.1(25.44) 
19.7(39.70) 

Total N=279 Female N=159 Male N=120. 
+A higher score on those measures with a '-' to the right of 
the name is indicative of a lesser or more negative 
response. The higher scores of those without a marking are 
indicative of "more" or a more positive response. 
p<.05. 
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as well as the AIDS knowledge questionnaire than did males. 

Males tended to have a higher level of sexual self-esteem, 

while females tended to have a more internal locus of 

control and a higher level of sexual self-efficacy. Female 

participants disagreed with limiting moral evaluation of 

sexuality statements (i.e., premarital sex is immoral and 

dangerous, premarital sex is irresistible and 

uncontrollable, etc.) more than did males. Females endorsed 

Eros more highly than did males, while they disagreed more 

with a Ludic love attitude. Female participants endorsed 

Storge more than did males. Females in this subsample 

disagreed with the sex attitudes of Permissiveness and 

Instrumentality more than did the males, while they endorsed 

the sex attitude Sexual Practices more. Finally, the male 

participants endorsed more difficulties on the barriers and 

benefits scale than did females. 

Correlations for women and men were conducted as well 

and are shown in Table 8. (Again, because of the number of 

correlations, a somewhat more conservative significance 

level of .01 was employed.) For females, more Protected 

Vaginal Intercourse was associated with less talking with 

parents and friends about one's sex life. For males, 

Protected Vaginal Intercourse was not associated with any 

measure. 

For both females and males. Protected Oral Sex was not 

significantly associated with any other measure. 

For females, more Protected Anal Intercourse was 

associated with more endorsement of Storge, while for males 
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Table 8 
Correlations Between Protective Behaviors and 
Selected Variables for Women and (Men) Who Reported Vaginal 
Intercourse in the Last Six Months 

Vag. 

Vari able 

Relig -0.04 
( 0.09) 

How Long Rel -0.20 
(-0.20) 

# Sex Relat -0.18 
(-0.15) 

Subst Use/Sex 0.12 
(-0.02) 

Social Influen- 0.07 
(-0.17) 

Talking W/- 0.27* 
(0.08) 

Sex Self Eff- -0.16 
(-0.21) 

Storge- -0.09 
(-0.08) 

Permissiveness- 0.00 
( 0.10) 

Sex Practices- 0.15 
( 0.22) 

Barriers/Ben -0.17 
(-0.19) 

Oral 

0.02 
(-0.05) ( 
-0.00 
(-0.11) { 
-0.01 
(-0.17) { 
-0.09 
(-0.16) { 
0.06 

( 0.13) { 
0.15 

( 0.04) ( 
-0.06 
(-0.16) { 
0.02 

( 0.03) { 
0.02 

( 0.15) { 
0.04 

( 0.08) { 
-0.08 
( 0.01) ( 

Anal 

-0.12 
:-0.04) ( 
-0.00 
:-0.18) < 
-0.14 

: -o.o4) ( 
-0.02 

: 0 . 0 1 ) i 
0.07 

: - o . o i ) { 
0.01 

: 0 . 1 4 ) { 
-0.15 

: - o . o 4 ) < 
-0.22* 
[-0.01) { 
0.04 

: 0 . 1 2 ) ( 
0.06 

: - o . i 3 ) { 
-0.19 

: 0 . 2 1 ) { 

Contra-

-0.14 
:-0.20) { 
0.19 

: 0.26*) < 
0.30* 

: 0.28*) { 
0.02 

: 0 . 1 8 ) ( 
-0.04 

: - o . o i ) { 
-0.12 

: - o . o 3 ) { 
0.33* 

: 0 . 3 0 * ) ( 
0.08 

: 0 . 2 0 ) { 
-0.10 

: - o . i 5 ) ( 
-0.05 

: - o . o 3 ) { 
0.25* 

: 0 . 1 5 ) { 

Ri sks 

0.02 
: 0 . 1 7 ) 
-0.16 

: - o . i 8 ) 
-0.05 

: - o . o 7 ) 
0.17 

: 0 . 1 0 ) 
-0.02 

: - o . o 8 ) 
0.05 

: 0 . 0 0 ) 
0.11 

: 0 . 0 4 ) 
0.06 

: 0 . 2 0 ) 
-0.14 

: - o . o 8 ) 
0.17 

: 0 . 0 3 ) 
0.12 

: 0 . 0 3 ) 

Total N=279 Male N=120 Female N= 159. 
Vag.=Degree of Protected Vaginal Intercourse. 
Oral=Degree of Protected Oral Sex. 
Anal=Degree of Protected Anal Intercourse. 
Contra=Contraceptive Behavior. 
Risks=Number of AIDS Risk Factors. 
-»-A higher score on those measures with a '-' to the right of 
the name is indicative of a lesser or more negative 
response. The higher scores of those without a marking are 
indicative of "more" or a more positive response. 
*p>.01 . 
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this variable was related to no other variables. 

For females, more consistent Contraceptive Behavior was 

related to a lower number of sexual relationships, more 

sexual self-efficacy, and fewer barriers and more benefits. 

For males, more consistent Contraceptive Behavior was 

correlated with less time in a current relationship, a lower 

number of sexual relationships, and more sexual self-

effi cacy. 

For both female and male participants, number of AIDS 

Risk Factors was not significantly associated with any other 

measure. 

Correlations among dependent variables were as follows: 

In the subsample of those having vaginal intercourse in the 

last six months. Protected Vaginal Intercourse was 

associated with Contraceptive Behavior (-.37). For both 

females and males. Protected Vaginal Intercourse was related 

to Contraceptive Behavior (-.39 females, -.34 males). 

Higher degrees of consistent Contraceptive Behavior were 

associated with a greater degree of Protected Vaginal 

Intercourse. 

Overall, correlations indicate that more religiosity, 

less time in a current relationship, a lower number of 

sexual relationships, more sexual self-efficacy, less 

endorsement of Sexual Practices, Permissiveness, and 

Instrumentality, less positive perceived parent's and 

friends' attitudes toward sex, less substance use in 

conjunction with sex, and fewer barriers and more benefits 

were related to more protective sexual behaviors. 
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For females, less talking with parents and friends 

about sex, more endorsement of Storge, fewer sexual 

relationships, more sexual self-efficacy, and fewer barriers 

and more benefits were significantly related to more 

protective sexual behavior. For males, less time in a 

current relationship, fewer sexual relationships, and more 

sexual self-efficacy were associated with more protective 

sexual behavior. 

Research Question 2 

Multiple regression analyses were conducted with the 

dependent variables and the independent variables to 

determine which of the independent variables would predict 

the dependent variables better than the other independent 

variables. These regression analyses were done for the 

dependent variables of Protected Vaginal Intercourse, 

Protected Oral Sex, Protected Anal Intercourse, 

Contraceptive Behavior, and AIDS Risk Factors. Variables 

were allowed to enter the equation at p<.15 level of 

significance, but were required to obtain p<.05 level of 

significance to remain in the equation. Independent 

variables are listed in order of entry into the equation. 

Results are shown in Table 9 (regression analyses for the 

total sample are discussed in Appendix B). 

When looking at Protected Vaginal Intercourse, it was 

found that 17% of the variance could be accounted for by 

seven independent variables. More Protected Vaginal 

Intercourse was associated with less endorsement of Sexual 
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Table 9 
Measures Regressed on Protective Behaviors for Those 
Participants Who Reported Vaginal Intercourse in the Last 
Six Months 

Measure Standard 
Beta 

R-Square 
(Change) 

Protected Vagina! Intercourse 

Sexual Practices-
Barriers/Benefits 
Talk-
Social Influences-
Self-Efficacy-
Substance Use & Sex 
#Sex Relationships 

R-Square 
Overall F(7.258) 

.15 
- . 1 3 

.19 
- . 2 1 
- . 2 0 

.19 
- . 1 4 

.17 
7 . 5 0 

.04 
( . 0 3 ) 
( . 0 2 ) 
( . 0 3 ) 
( . 0 2 ) 
( . 0 2 ) 
( . 0 2 ) 

(Change) 

10.86 
7 
6 
7 
5 
5 
5 

58 
32 
80 
74 
57 
26 

Protected Oral Sex 

Substance Use & Sex 
Ludus-

-.20 
-.16 

.02 
(.02) 

4.90 
6.40 

R-Square 
Overall F(2,265) 

.04 
5.70 

Protected Anal Intercourse 

Communi on-
Storge-

-.14 
-.13 

.02 
(.02) 

5.60 
4.69 

R-Square 
Overall F(2,271) 

.04 
5.18 

Contraceptive Behavior-

#Sex Relationships 
Self-Efficacy-
Social Influences-
Eros-
Reli giosity 
Encourage/Moti V-
Barri ers/Benefi ts 

R-Square 
Overall F(7,271) 

.29 

.27 

.17 
- . 2 6 
- . 1 5 

. 14 

.13 

.25 
1 2 . 8 0 

.08 
( . 0 4 ) 
( . 0 4 ) 
( . 0 3 ) 
( . 0 2 ) 
( . 0 2 ) 
( . 0 1 ) 

25.50 
12.66 
11 .81 
11 .34 
8.19 
6.02 
5.11 
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Table 9 cont. 

Number of AIDS Risk Factors 

AIDS Knowledge -.12 .01 3.94 

R-Square .01 
Overall F(1,277) 3.94 

Total N=279 Female N=159 Male N=120. 
-•-A higher score on those measures with a '-' to the right of 
the name is indicative of a lesser or more negative 
response. The higher scores of those without a marking are 
indicative of "more" or a more positive response. 
*p<.05 to stay in equation. 
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Practices, fewer barriers and more benefits, less talking 

with parents and friends about sex, more positive parents' 

and friends' perceived attitudes toward sex (social 

influences), more sexual self-efficacy, more substance use 

and sex, and a lower number of sexual relationships. 

With Protected Oral Sex, it was found that only 4% of 

its variance could be accounted for by two independent 

variables. More Protected Oral Sex was associated with less 

substance use and sex, and more endorsement of Ludus. 

While examining Protected Anal Intercourse, it was 

found that only 4% of its variance could be accounted for by 

two significant independent variables. More Protected Anal 

Intercourse was associated with more endorsement of 

Communion and Storge. 

When examining Contraceptive Behavior, it was found 

that 25% of the variance could be accounted for by seven 

independent variables. More consistent Contraceptive 

Behavior was associated with a lower number of sexual 

relationships which entered first with 8% of the variance 

accounted for (beta weight=.29), more sexual self-efficacy, 

more positive parents' and friends' perceived attitudes 

toward sex, less endorsement of Eros, more Religiosity, more 

encouragement and motivation from parents, partners, and 

friends, and fewer barriers and more benefits. 

For number of AIDS Risk Factors only one independent 

variable was significantly predictive and accounted for only 

1% of the variance (beta weight=-.12). More AIDS knowledge 

was associated with fewer AIDS Risk Factors. 
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Multiple regressions were also conducted separately for 

women and men and are shown in Table 10. With Protected 

Vaginal Intercourse for men, 22% of the variance was 

accounted for by five independent variables. More Protected 

Vaginal Intercourse was associated with more encouragement 

and motivation from parents, partners, and friends, less 

endorsement of Sexual Practices, more sexual self-efficacy, 

more endorsement of Instrumentality, and fewer barriers and 

more benefits. 

For women, 13% of the variance in Protected Vaginal 

Intercourse could be accounted for by three independent 

variables. More Protected Vaginal Intercourse was 

associated with less talking with parents and friends about 

sex, more substance use and sex, and fewer barriers and more 

benefi ts. 

For Protected Oral Sex, no significant relationships 

were found for men. For women, only 3% of the variance was 

able to be accounted for by one independent variable. More 

AIDS knowledge was associated with less Protected Oral Sex. 

When examining Protected Anal Intercourse for men, it 

was found that 8% of the variance could be accounted for by 

two independent variables. More AIDS knowledge and more 

barriers and fewer benefits were associated with more 

Protected Anal Intercourse. 

For women, 16% of the variance in Protected Anal 

Intercourse could be accounted for by five independent 

variables. More Protected Anal Intercourse was associated 

with more endorsement of Storge and Communion, less 
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Table 10 
Measures Regressed on Protective Behaviors for Men and 
Women Who Reported Vaginal Intercourse in the Last Six 
Months 

Measure Standard R-Square F 
Beta (Change) (Change) 

- . 2 5 
.17 

- . 2 7 
- . 2 6 
- . 1 8 

.22 
6 .11 

.06 
( . 0 5 ) 
( . 0 4 ) 
( . 0 4 ) 
( . 0 3 ) 

Protected Vaginal Intercourse 
Males: 

Encourage/MotiV- -.25 .06 6.56 
Sexual Practices- .17 (.05) 6.65 
Self-Efficacy- -.27 (.04) 4.97 
Instrumentality- -.26 (.04) 5.87 
Barriers/Benefits -.18 (.03) 4.12 

R-Square 
Overall F(5,108) 

Females: 

Talk- .28 .07 11.47 
Substance Use & Sex .20 (.03) 4.56 
Barriers/Benefits -.18 (.03) 5.14 

R-Square .13 
Overall F(3,148) 7.30 

Protected Oral Sex 
Males: 

No variables met the significance level to stay in equation. 

Females: 

AIDS Knowledge -.18 (.03) 4.93 

R-Square .03 
Overall F(1,152) 4.93 
Protected Anal Intercourse 

Males: 

AIDS Knowledge .20 .05 5.70 
Barriers/Benefits .19 (.04) 4.47 

R-Square .08 
Overall F(2,113) 5.17 
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Table 10 cont. 

- . 1 8 
- . 3 0 
- . 1 7 

.20 
- . 1 6 

. 16 
5 . 9 4 

Ferna!es: 

Storge- -.18 .05 8.02 
Communion- -.30 (.04) 6.52 
Religiosity -.17 (.03) 4.34 
Sexual Practices- .20 (.03) 4.92 
Barriers/Benefits -.16 (.02) 4.26 

R-Square 
Overall F(5,152) 

Contraceptive Behavior-
Males: 

Self-Efficacy- .19 .09 11.20 
#Sex Relationships .30 (.05) 6.22 
Eros- -.41 (.05) 7.77 
Encourage/MotiV- .22 (.06) 9.30 
Storge- .24 (.03) 5.34 
Barriers/Benefits .20 (.03) 5.65 

R-Square 
Overall F(6,113) 

Females: 
Self-Efficacy- .27 .11 19.35 
#Sex Relationships .23 (.05) 8.93 

R-Square 
Overall F(2,156) 

Number of AIDS Risk Factors 
Males: 

No variables met significance level to stay in equation. 

Females: 

Agape- -.18 .03 4.93 

R-Square .03 
Overall F(1,157) 4.93 

Total N=279 Female N=159 Male N=120. 
+A higher score on those measures with a '-' to the right of 
the name is indicative of a lesser or more negative 
response. The higher scores of those without a marking are 
indicative of "more" or a more positive response. 
*p<.05 to stay in equation. 

.19 

.30 
- . 4 1 

.22 

.24 

.20 

.32 
8 . 7 0 

.27 

.23 

.16 
1 4 . 6 3 

.09 
( . 0 5 ) 
( . 0 5 ) 
( . 0 6 ) 
( . 0 3 ) 
( . 0 3 ) 

.11 
( . 0 5 ) 
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religiosity, less endorsement of Sexual Practices, and fewer 

barriers and more benefits. 

For men and their Contraceptive Behavior, it was found 

that 32% of the variance in that variable could be accounted 

for by six independent variables. More consistent 

Contraceptive Behavior was associated with more sexual self-

efficacy, a lower number of sexual relationships, less 

endorsement of Eros, more encouragement and motivation from 

parents, partners, and friends, more endorsement of Storge, 

and fewer barriers and more benefits. 

When looking at Contraceptive Behavior for women, it 

was found that 16% of the variance could be accounted for by 

two independent variables. More consistent Contraceptive 

Behavior was associated with more sexual self-efficacy and a 

lower number of sexual relationships. 

While examining AIDS Risk Factors for men, there were 

no significant relationships. For women, one independent 

variable was able to account for only 3% of the variance in 

AIDS Risk Factors. More endorsement of Agape was associated 

with a higher number of AIDS Risk Factors. 

Overall, fewer barriers and more benefits, more 

positive perceived attitudes of parents and friends about 

sex, more sexual self-efficacy, fewer sexual relationships, 

less endorsement of Eros and Sexual Practices, less talk 

with parents and friends, more religiosity, more AIDS 

knowledge, and more encouragement and motivation from 

parents, friends, and partners were associated with more 

protective sexual behaviors. For females, fewer barriers 

68 



and more benefits, less talk with parents and friends about 

sex, less religiosity, fewer sexual relationships, more 

substance use in conjunction with sex, more sexual self-

efficacy, less endorsement of Sexual Practices and Agape, 

more endorsement of Communion and Storge, and less AIDS 

knowledge were associated with more protective sexual 

behavior. For males, fewer sexual relationships, more 

encouragement and motivation from parents, friends and 

partners, more AIDS knowledge, more endorsement of 

Instrumentality and Storge, less endorsement of Sexual 

Practices and Eros, more sexual self-efficacy, and fewer 

barriers and more benefits were related to more protective 

sexual behaviors. 

Research Question 3 

Structural Equation Modeling (SEM) analyses were 

conducted using LISREL to determine whether the independent 

and dependent variables fit the Health Belief Model as 

hypothesized. Initial results showed that the psi matrix 

was not positive definite (the statistical program estimated 

negative variances for some diagonal elements of the psi 

matrix, the psi matrix contains the variances and 

covariances of the residuals of the downstream latent 

variables) and the parameter solutions did not converge, 

therefore, outliers were deleted and variables with 

nonnormal distributions were transformed to help obtain an 

adequate solution. The variables of Protected Vaginal 

Intercourse, Protected Oral Sex, Number of Partners in the 

69 



Last Six Months, and Barriers were transformed with a 

natural logarithm function to normalize their distributions. 

Unweighted Least Squares method of estimation of parameters 

was used. Although convergence was obtained, these efforts 

did not lead to a positive definite psi matrix. Reasonable 

modification of the model was made. The paths from threat 

to internal modifiers and from internal modifiers to 

protective behaviors as well as the path from barriers and 

benefits to internal modifiers were removed (see Figure 4). 

These modifications led to smaller negative values in the 

psi matrix as well as to convergence of parameter 

estimation. Although these changes improved the fit of the 

model and reduced the negative values in the psi matrix, 

these actions did not result in a positive definite matrix 

for psi, therefore, these results should be interpreted with 

caution. According to Bentler and Chou (1987), improper 

solutions such as negative or zero variances may indicate 

that the model is fundamentally misspecified, and one may 

need to try a very different group of measures. Results for 

this new model are summarized in Table 11. 

A chi-square value of 218.04 was obtained with 86 

degrees of freedom, and this was significant at the .001 

level. With a smaller sample this value would indicate the 

nonviability of this model. However, very small 

discrepancies in a model become significant with large 

sample sizes. Therefore, this model need not be rejected by 

this criterion. The goodness-of-fit index (a representation 

of the ratio between sum of squares accounted for by the 
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Figure 4 
Modified Health Belief Model for AIDS 

Protective Behavior After Changes 
and Parameter Estimates 
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Table 11 
Goodness-of-Fit for the Modified Health Belief Model of 
Protective Sexual Behavior 

Measure Value 

Chi-Square 218.04* 
Degrees of Freedom 86 
Goodness-of-Fit Index .948 
Adjusted Goodness-of-Fit Index .928 
Root Mean Square Residual .068 
Modification Indexes > 9.0 None 
T - Values < 2.0 

LY 4 1 (Aids Knowledge) -0.078 
LY 6 2 (Susceptibility) 1.647 
LY 7 3 (Barriers) 1 .665 
LY 9 4 (Protective Vaginal) 1.772 
LY 10 4 (Protective Oral) -1.832 
BE 2 1 (Threat to Internal) -1.740 
BE 3 1 (Bar/Ben to Internal) -1.806 
BE 4 3 (Prot Beh to Barrier) 1.896 
PS 1 1 (Variance Internal) -0.531 
PS 2 2 (Variance Threat) 0.513 
PS 3 3 (Variance Bar/Ben) -0.769 
PS 4 4 (Variance Prot Beh) 1.408 
TE 11 11 (Variance # Partners) 1.348 

Squared Multiple Correlations 
Y1 (Permissiveness) .551 
Y2 (Moral Eval/Sex) .024 
Y3 (Self-Efficacy) .376 
Y4 (AIDS Knowledge) .000 
Y5 (Severity) .025 
Y6 (Susceptibility) .220 
Y7 (Barriers) .049 
Y8 (Benefits) .011 
Y9 (Protective Vaginal) .022 
Y10 (Protective Oral) .031 
Y11 (Number Partners) .653 
XI (Social Network) .399 
X2 (Substance Use and Sex) .432 
X3 (Religiosity) .067 
X4 (SES) .056 
Equation 1 (Internal) 1.062 
Equation 2 (Threat) .579 
Equation 3 (Barriers/Benefits) 1.424 
Equation 4 (Protective Beh) .397 

Coefficient of determination 
Y .867 
X .609 
Equations None estimated 

Normalized Residuals >2.0 
X4/Y4 (SES/AIDS Knowledge) 3.424 
X3/Y2 (Religiosity/Moral Eval of Sex) -3.407 
Y8/Y6 (Benefits/Susceptibility) 3.364 
Y3/Y2 (Self-Efficacy/Moral Eval of Sex) -2.786 
Y7/Y2 (Barriers/Moral Eval of Sex) -2.769 
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Table 11 cont 

Y7/Y3 (Barri ers/Self-Effi cacy) 2.695 
Y10/Y8 (Protective Orl/Benefits) -2.611 
X4/X2 (SES/Substance Use and Sex) 2.376 
X4/Y1 (SES/Permissiveness) 2.359 
Y9/Y3 (Protective Vag/Moral Eval of Sex) -2.091 

N=255. 
*p<.001. 
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model to the total sums of squares estimated for the 

population) and adjusted goodness-of-fit index indicated a 

good fit of the model to the data. A goodness-of-fit index 

or adjusted goodness-of-fit index greater than .90 is a good 

value. The root mean square residual is the overall 

residual variance found when fitting parameters to the 

sample used. This value indicated an acceptable solution 

with some room for improvement (a root mean square residual 

value should be as close to zero as possible). 

None of the modification indices exceeded 9.0, 

indicating that no additional path needed to be estimated. 

Modification indices represent the minimum improvement that 

might be obtained in the chi-square value if the parameter 

in question were estimated (a new path added). 

There were several T-values less than 2.0, however, 

indicating paths which may not be needed. A T-value 

represents the likelihood that the removal of the parameter 

in question would not increase the chi-square value 

significantly. The T-value for AIDS knowledge in relation 

to the latent variable Internal Modifiers was quite low. 

However, when this path was removed the solution worsened, 

and estimations did not converge. T-values for the error 

variance in the latent variables of Internal Modifiers, 

Threat, and Barriers/Benefits were also quite low, 

indicating that the measured variables may be synonymous 

with the latent factors (completely explained by measured 

variables). Other T-values approached 2.0 in value and may 

be somewhat weak, but adequate. 
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Squared multiple correlations for measured variables 

represent the proportion of variance accounted for in the 

measured variables by the latent variable and indicate how 

adequate a measured variable is. Squared multiple 

correlations for latent variables represent the strength of 

the relationships between latent variables. When looking at 

squared multiple correlations for this model, it was found 

that many of the individual relationships between measured 

and latent variables and the corresponding latent variables 

were weak. However, when looking at the coefficients of 

determination it was found that, overall, the X and Y 

indicator variables were measuring their associated latent 

variables fairly well (.867 & .609). Coefficients of 

determination for measured variables represent the overall 

strength of the relationship between measures and their 

latent variables. The coefficient of determination for the 

structural equations was not estimated by LISREL, because of 

the out of range estimates for the latent variable squared 

multiple correlations (which were perhaps due to the 

negative variances in the psi matrix). The coefficients of 

determination for structural equations represent the overall 

strength of the relationship between the latent variables. 

Normalized residuals are a measure of the need for 

additional paths to optimize the model. Several normalized 

residuals exceeded 2.0, indicating that relationships 

between these variables were not being fit well in this 

model. Moral evaluation of sexuality seems to have several 

relationships with other variables (religiosity, sexual 
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self-efficacy, barriers, and protective vaginal behavior) 

which are unaccounted for by the current model. 

Structural equation modeling analyses for contraceptive 

behavior did not converge to find an adequate solution. 

Analyses for AIDS protective behavior and contraceptive 

behavior models which included gender did not converge on an 

adequate solution. 

Overall, there were problems with these analyses which 

dictate the use of extreme caution when interpreting the 

results. Goodness-of-fit indexes and root mean square 

residual values were adequate as were modification indexes 

and coefficients of determination for X and Y. However, 

some squared multiple correlations were very low, indicating 

the need for improvement in manifest variables as well as 

the structural model. Several T-values were also 

significantly low, indicating paths which may not be needed 

in this model. Two of the squared multiple correlations 

were out of bounds which probably resulted from negative psi 

matrix values. Therefore, the coefficient of determination 

for the structural equations could not be estimated. Some 

or all of these measures of adequacy may be arbitrary 

because of the negative values in the psi matrix. 

Sexual Activity and Protection 
for Those HIV Positive 

Of the 30 participants who stated they are HIV 

positive, 6 stated they had never been in a sexual 

relationship. Number of sexual partners in the last six 
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months for those HIV positive ranged from 0 (28%) to 5 (4%) 

partners, with 45% having one sexual partner. Exactly 70% 

(21) of those who stated they were HIV positive also stated 

that they had vaginal intercourse in the last six months. 

Of those, 6 participants stated they never used a condom, 8 

stated they used a condom part of the time, and 5 stated 

they used a condom every time they had vaginal intercourse. 

Of those HIV positive, 4 participants stated they had anal 

intercourse during the last six months and 1 of these 

endorsed using a condom. Of those HIV positive, 16 endorsed 

having had oral sex in the last six months and 15 stated 

they used no protective device in conjunction with this 

sexual behavior. When asked about method of birth control 

used, 23% (7) stated this was not applicable to them, 33% 

(10) endorsed using birth control pills, 20% (6) endorsed 

using a condom or diaphragm, 7% (2) endorsed withdrawal, one 

participant stated the use of no method, and 13% (4) stated 

they used other methods. It could not be ascertained 

whether those who were sexually active had talked to their 

partner(s) about their HIV status or whether those who had 

unprotected sexual activity were partnered with other HIV 

positive persons. 
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CHAPTER IV 

DISCUSSION 

The purpose of this study was to gain a more complete 

dynamic understanding of the variables which influence or 

impact AIDS protective sexual behavior. First, this 

question was studied through analyzing individual 

relationships with several protective behaviors (protected 

vaginal, anal, and oral intercourse, consistent 

contraceptive behavior, and number of AIDS risk factors). 

Second, the proposed influencing variables were studied in 

combination to determine which variables related to the 

protective sexual behaviors more effectively. Finally, 

these variables were studied through the framework of a 

modified version of the Health Belief Model (HBM) to 

evaluate this model's efficacy. This study was designed to 

address some of the limitations found in the literature, 

such as the lack of a comprehensive model which takes into 

account simultaneously the many variables that have been 

hypothesized and/or found to influence protective sexual 

behavi ors. 

It was found that those participants who had never been 

sexually active answered questions in a somewhat different 

manner than those who had sexual experience. Therefore, in 

an effort to study what factors influence sexually 

protective behavior, the final analyses included only those 

who had vaginal intercourse in the last six months. 
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Key Fi ndi nqs 

Many of the proposed variables were related to the 

protective sexual behaviors studied. Combinations of these 

variables were also related to the protective sexual 

behaviors and some variables did relate to the protective 

sexual behaviors more effectively. 

Research Question 1 

External modifiers. Many of the individual variables 

hypothesized or found to influence protective sexual 

behaviors were found in this study to be associated with 

protective sexual behaviors. Of the external modifiers, 

social network influences were found to be related to 

protective sexual behaviors. Parents' and friends' 

attitudes about participants having sex under a variety of 

conditions was found to correlate with the number of AIDS 

risk factors to which participants exposed themselves. The 

more approving of sex parents and friends were perceived to 

be, the more AIDS risk factors participants endorsed. This 

seems to indicate that general approval of sexual behavior 

may be associated with fewer protective behaviors or more 

risk taking. Parents may need to combine approval and 

discussion of protective sexual behaviors to increase these 

protective behaviors. 

Religiosity was found to be related to contraceptive 

protective behavior, with greater levels of religiosity 

associated with more consistent contraceptive behavior. 

Although previous research has found religiosity to be 

79 



associated with less effective contraceptive behavior, the 

scale used here does not judge effectiveness of method, only 

use of some method and consistent use. This result may also 

have something to do with the subsample studied, those 

sexually active in the last six months. Of those sexually 

active participants, more consistent contraceptive behavior 

correlated with more religiosity. Additionally, the 

relationship between sexuality and religiosity may be 

changing, at least in some portions of the population. More 

indepth studies of the way religion and religiosity impact 

sexual behavior and protection are needed. 

Socioeconomic status was not significantly related to 

any of the protective sexual behaviors, possibly due to the 

restricted range of SES in this sample of college students. 

Analyses of ethnic differences in protective sexual 

behaviors indicate a higher level of protected oral sex in 

African-American participants then in the Caucasian or other 

group. This difference could indicate more protective oral 

sexual behavior or less oral sexual behavior in this group. 

More complete results for poorer participants and ethnically 

diverse populations need to be obtained from a more 

applicable sample. 

The amount of abstinence or contraceptive information 

taught in one's school was not related to any of the 

protective sexual behaviors. It was hypothesized that more 

abstinence taught or less contraceptive education would 

relate to protective sexual behaviors. This hypothesis was 

not supported, perhaps because this research employed a 
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university sample, and the participants would often be 

exposed to contraceptive information from other sources by 

the time of their college years. A younger sample might 

reveal differential effects on protective sexual behavior 

for these variables. Additionally, participants who had no 

sexual experience and those who had sexual experience did 

not differ on the amount of abstinence taught or the amount 

of contraceptive education given. This seems to indicate 

that abstinence teaching does not decrease sexual behavior 

and that contraceptive education does not increase sexual 

behavior as some people seem to believe. 

More substance use in conjunction with sexual behavior 

was found to be positively related to the number of AIDS 

risk factors to which one has been exposed. Although this 

effect was not supported for the other protective behaviors, 

this result does lend some validation to the idea that 

substance use is associated with less effective protective 

behavior. It seems that using alcohol or drugs before sex 

may be related to an increase in the likelihood of one being 

exposed to AIDS through a variety of risk behaviors such as 

not asking one's partner's sexual history, not asking if 

they have been tested for HIV/AIDS, having a sexual disease 

such as syphilis, gonorrhea, herpes, or chlamydia, having 

sexual relations with a prostitute, etc. 

Internal modifiers. Among the internal modifiers, 

neither contraceptive nor AIDS knowledge was found to be 

significantly associated with any of the protective sexual 

behaviors. This could be predicted in this sample of 
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college students, since contraceptive and AIDS knowledge has 

generally been found to be high in college populations, and 

knowledge is probably necessary but not sufficient for 

behavior change. Therefore, it seems vitally important to 

continue to educate populations who may not have the optimal 

amount of information to protect themselves against AIDS. 

Moral evaluation of sexuality was not found to be 

directly associated with any of the protective behaviors. 

This lack of relationship may be due to a restricted range 

of response in our sexually active sample of participants 

who may tend to have similar beliefs about sexuality. This 

variable might more effectively differentiate the sexually 

active and nonactive, or those in a younger adolescent 

sample. Since the moral evaluation of sexuality measure was 

developed for this study, it may be a poor measure of the 

construct of how people think about sexuality, and further 

work on developing an appropriate measure may be warranted. 

Although neither locus of control nor sexual self-

esteem was found to be significantly related to protective 

behavior, increased sexual self-efficacy was found to be 

associated with more effective contraceptive behavior. This 

finding supports other findings in the literature (Basen-

Engquist, 1994; Heinrich, 1993; Mahoney et al., 1995; 

Wulfert & Wan, 1993) and supports the hypothesis that 

feeling one can carry out protective behaviors is related to 

the following through with one's protective intentions. 

One's sexual self-efficacy may lead one to more competently 
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use protective sexual action or repeated protective sexual 

behavior may lead to more feelings of sexual competence. 

While none of the Love Attitudes Scales (Hendrick & 

Hendrick, 1986) were found to be related to the protective 

behaviors, three of the Sexual Attitudes Subscales (Hendrick 

& Hendrick, 1987) were significantly associated with 

protective sexual behaviors. Increased endorsement of the 

Permissiveness subscale was positively associated with the 

number of AIDS risk factors participants endorsed. This 

seems to indicate that more approval of a casual, guiltless 

sexual interaction would be associated with more AIDS risk-

taking. Those who have a more casual, guiltless attitude 

may be less likely to take precautions and more likely to 

take risks sexually. More endorsement of the Sexual 

Practices subscale was positively associated with a lower 

degree of Protected Vaginal Intercourse. The Sexual 

Practices subscale was used as a measure of sexual 

responsibility, and these results may indicate that more 

responsible attitudes toward sexuality may not be related to 

HIV/AIDS sexually protective behavior, perhaps because the 

participants are using other methods of birth control. 

Additionally, more endorsement of the Instrumentality 

subscale was associated with a higher number of AIDS risk 

factors. Instrumentality is a measure of utilitarian or 

self-absorbed sexuality, and endorsers of this attitude tend 

to have negative attitudes about birth control methods they 

see as reducing their own sexual pleasure. Therefore, those 

83 



that endorse this attitude may tend to focus on their own 

pleasure instead of any type of protective action. 

Threat. Perceptions of threat (susceptibility and 

severity) were not directly associated with any of the 

protective sexual behaviors. This may reflect a restricted 

range of response. College students in general have not 

tended to perceive themselves susceptible to HIV/AIDS. This 

finding supports some indications that threat alone is not 

enough to induce change. However, threat in combination 

with high levels of self-efficacy may increase protective 

sexual behaviors (Witte, 1991-1992). Additionally, the 

threat questionnaire used here may be a poor measure of this 

construct (alpha = .24) and a better measure may need to be 

developed. 

Barriers and benefits. Barriers and benefits were 

found to be significantly associated with protected vaginal 

intercourse and contraceptive behaviors. Fewer barriers and 

more benefits were associated with more protected vaginal 

intercourse and more consistent contraceptive behavior. 

This supports the hypothesis tested here and the previous 

research findings that indicate the fewer the costs and the 

more benefits of acting protectively, the more likely 

protective sexual behavior will happen (Keith et al., 1991; 

Pleck et al., 1990; Yep, 1993). This argues for working to 

remove perceived barriers to protective sexual behaviors and 

increasing the saliency of the benefits of action as ways of 

maximizing sexually protective action. 
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In addition, analyses indicated that the longer 

participants had been in a relationship, the lower the 

amount of protected vaginal intercourse, the less effective 

the contraceptive behavior, and the lower the number of AIDS 

risk factors. Those in a longer term relationship may 

believe they are protected from HIV because they know their 

partner. The lower level of contraceptive effectiveness may 

reflect findings that indicate the more experience males 

have sexually, the more they depend on the female partner to 

take the pill. The lower number of AIDS risk factors may be 

due to participants feeling more comfortable talking to 

their partners about past sexual history and testing status 

as they develop a longer term relationship. 

Finally, those with more sexual relationship experience 

were found to have a similar pattern of less protected 

vaginal intercourse and less effective contraceptive 

behavior. Those who have had several sexual relationships 

and no negative consequences may be lulled into a false 

sense of security and, thus, not focus on protecting 

themselves. Less consistent contraceptive use, low condom 

use and a variety of sexual partners put them at high risk 

for contracting AIDS as well as other sexually transmitted 

di seases. 

Gender comparisons. ANOVAs were done for all 

independent variables by gender. Females tended to say they 

had been taught abstinence values more often, perceived a 

greater amount of disapproval from parents and friends about 

sex, had greater contraceptive and AIDS knowledge, had a 
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more internal locus of control and a higher level of sexual 

self-efficacy, disagreed more with limiting moral evaluation 

of sexuality questions, and agreed more with Eros and Storge 

love styles and the Sexual Practices subscale. These 

findings, especially the greater abstinence teaching and 

disapproval from parents and friends, support the idea that 

the genders are socialized and/or pressured to have 

different moral beliefs about themselves in relation to 

sexuali ty. 

Males tended to have more AIDS risk factors, more risky 

substance use in conjunction with sex, a higher level of 

sexual self-esteem, agreed more with a Ludic love style and 

the Permissiveness and Instrumentality subscales of the 

Sexual Attitudes Scale, and endorsed more barriers on the 

barriers and benefits scale. Again, this seems to follow 

traditional gender role expectations. Men tending to feel 

good about themselves and worrying less about the 

consequences, while women tend to feel the burden of 

responsibility for what happens and taking precautions. 

Correlations for females indicated that the only 

significant external modifier was talking with parents and 

friends about sex. For females, less talk with parents and 

friends was associated with more protected vaginal 

intercourse. This is an interesting finding. It seems to 

indicate that talking with parents and friends about sex and 

contraception may have a discouraging effect on protective 

behavior. Perhaps parents are willing to talk to their 

daughters about these topics but are disapproving of 
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For both males and females, a higher number of sexual 

relationships in their lifetimes was associated with less 

effective sexual behavior. This result could indicate that 

sexual activity at a younger age tends to be accompanied by 

less effective contraception. For males, the longer they 

had been in a relationship, the less effective was their 

contraception behavior. This did not hold true for females. 

Perhaps the longer males are in a heterosexual relationship 

or sexually active, the more they depend on their partner to 

maintain contraceptive protection. Such a conclusion is 

consistent with previous research (Pleck et al., 1988). 

Research Question 2 

Results from multiple regression analyses indicate that 

multiple variables are simultaneously associated with the 

protective sexual behaviors and some variables were more 

effectively related to protective sexual behavior than other 

individual variables. However, not all hypothesized 

variables reached significance. 

For protected vaginal intercourse, the external 

modifiers of less talking with parents and friends about 

sex, more perceived parents' and friends' approval of sex 

under various circumstances, and more substance use in 

conjunction with sex were significantly associated with more 

protective behavior. Talking with parents and friends about 

sex was a short scale (3 items) and obtained poor 

reliability, so perhaps this result is erroneous. 

Additionally, if parents are very negative about sexuality 
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and protective behaviors, than talking with parents may 

decrease effective protective sexual behavior. The finding 

that more substance use in conjunction with sex was also 

related to more protective vaginal behavior was surprising. 

The substance use and sex scale was developed for this study 

and may be an inadequate measure of these behaviors. 

Additionally, there may be a third factor which influences 

both of these variables in this sample. 

More endorsement of the internal modifier of sexual 

self-efficacy was significantly related to more protected 

vaginal intercourse, while less endorsement of Sexual 

Practices was related to more protective vaginal 

intercourse. Fewer barriers and more benefits was related 

to more protective vaginal intercourse. Again, a lack of 

perceived barriers to protection and perceived benefits may 

be an important factor in increasing protective sexual 

behavior. The threat scale was not a significant 

contributor of variance. Threat may not be a significant 

factor in protective sexual behaviors or may have an 

indirect impact through sexual self-efficacy and other 

internal modifiers. An increased number of sexual 

relationships in the participant's lifetime was 

significantly related to less protected vaginal intercourse 

in the last six months. More protected vaginal intercourse 

may, therefore, be related most effectively to more approval 

of sex under a variety of circumstances, more substance use 

and sex, less sexual responsibility, more sexual self-

efficacy, and fewer perceived barriers and more benefits. 
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While analyzing protected oral sex, it was found that 

less substance use in conjunction with sex and more 

endorsement of Ludus were significantly related to more of 

this protective behavior. Less of a game playing love style 

and more alcohol and/or drug use with sex were thus 

associated with unprotected oral sex. Many people endorsed 

oral sex, but almost none endorsed any protective behavior 

associated with it, leading to a high protection score for 

those who did not engage in this behavior and a low 

protection score for most of those who did engage in this 

behavi or. 

When looking at protected anal intercourse, it was 

found that only the internal modifiers of Communion and 

Storge were significant contributors to the variance. More 

endorsement of these scales was related to more protected 

anal intercourse and probably less anal intercourse in 

general. Viewing sex idealistically or viewing love as a 

deepening friendship type of relationship may be related to 

less anal intercourse behavior. 

For contraceptive behavior, the external modifiers of 

parents' and friends' perceived approval of sex under a 

variety of circumstances, encouragement and motivation from 

parents, friends, and partners, and religiosity were 

significantly and positively related to more consistent 

contraceptive behavior. Support from one's social system 

was related to more consistent, reliable contraceptive use. 

The internal modifier of sexual self-efficacy was also 

significantly and positively related to consistent 
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contraceptive behavior, while Eros was negatively related to 

more consistent contraceptive behavior. More belief in 

one's ability to carry out protective behaviors was related 

to more consistent, reliable contraceptive use. Although 

the threat variable was not significant, fewer barriers and 

more benefits were significantly associated with more 

effective contraceptive behavior in the complete equation. 

Again fewer perceived barriers and more benefits to action 

may be related to an increase in one's protective capacity. 

Number of sexual relationships was also significant, with 

fewer relationships being related to more effective 

contraceptive behavior. More consistent contraceptive 

behavior may, therefore, be most effectively related to more 

positive social network influence, more religiosity, more 

sexual self-efficacy, less of a passionate love style, and 

fewer barriers and more benefits. However, the percentage 

of variance accounted for was modest, and there are probably 

other factors which influence this behavior. 

For number of AIDS risk factors, only one variable was 

significantly related. More AIDS knowledge was associated 

with lower numbers of AIDS risk factors. Again, protective 

knowledge is the basis for effective protective sexual 

behavior but not sufficient in itself to induce that 

behavi or. 

Gender comparisons. For females, a higher degree of 

protected vaginal intercourse was positively associated with 

the external modifier of substance use in conjunction with 

sex. This would indicate that more substance use with sex 
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for females is usually accompanied by more protected vaginal 

intercourse. Again, this is a surprising finding and there 

may be a third factor influencing both these variables in 

this sample. More protected vaginal intercourse was also 

associated with fewer barriers and more benefits. Believing 

barriers are surmountable and benefits are important related 

to more protective sexual behavior. 

A higher degree of protected vaginal intercourse for 

males was associated with a higher level of the external 

modifier of encouragement and motivation from parents, 

friends and partners, a higher level of the internal 

modifier of sexual self-efficacy and less endorsement of the 

internal modifier of Sexual Practices. More endorsement for 

the internal modifier of Instrumentality subscale and fewer 

barriers and more benefits were associated with more 

protected vaginal intercourse. Social network support, 

belief in one's ability to protect one's self, and 

perceiving barriers as surmountable and benefits as 

important were related to more protective behavior. 

Interestingly, for men self-absorbed sexuality was related 

to more protective sexual behavior. Self-absorption may be 

related to self-protective action. 

More protected oral sex for females was associated with 

less of the internal modifier AIDS knowledge and was 

associated with no variables for males. This may mean that 

less oral sex behavior is related to less AIDS knowledge. 

More protected anal intercourse for females was 

associated with the external modifier religiosity (less), 
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the internal modifiers Storge (more), Communion (more), and 

Sexual Practices (less), and fewer barriers and more 

benefits. For females, more protective behavior or less 

anal intercourse was related to less religiosity, more 

friendship love attitudes, more idealistic sexual attitudes, 

and fewer barriers and more benefits. Due to low numbers of 

participants endorsing anal intercourse, these results may 

not be reliable. For males, more protected anal intercourse 

was associated with the internal modifier of AIDS Knowledge 

(more) and more barriers and fewer benefits. Again, these 

results may not be reliable due to relatively low 

endorsement of anal intercourse. 

For females, more consistent contraceptive behavior was 

associated with an increase in the internal modifier sexual 

self-efficacy and a decrease in the number of sexual 

relationships in the participant's lifetime. For females, 

believing one can use protective behaviors may be important 

in reliable contraceptive use. 

For males, more consistent contraceptive behavior was 

associated with more of the external modifier of 

encouragement and motivation from parents, friends, and 

partners, more of the internal modifiers sexual self-

efficacy and Storge, less Eros, and fewer barriers and more 

benefits. Contrary to correlational findings, these results 

for males suggest that external social influences are 

related to reliable contraceptive behavior. Perhaps in 

interaction with other independent variables the social 

network influences gain some importance in relation to 
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protective sexual behaviors. Additionally, since social 

network influences were important for more consistent 

contraceptive behavior in males but not females, this may 

indicate that there is more variability in the feedback 

males get from parents about contraception and that getting 

that feedback impacts contraceptive behavior. 

For females, a higher number of AIDS risk factors was 

associated with more endorsement of the internal modifier 

Agape, while for males there were no significant 

relationships. For females, a giving, selfless love may be 

related to an increase in one's AIDS risks by allowing a 

person to ignore their own safety to please their lover. 

Research Question 3 

Structural equation modeling analysis was also 

conducted, and due to negative variance values in the psi 

matrix, interpretation and use of the results should be 

cautious. Although outliers were removed and variables with 

nonnormal distributions were transformed, negative error 

variance values remained. The model was modified to some 

degree within the bounds of theoretical appropriateness, and 

the negative variance values were reduced, although not 

eliminated. According to Bentler and Chou (1987), improper 

solutions such as negative or zero variances may indicate 

that the model is fundamentally misspecified, and one may 

need to try a very different group of measures. 

Although goodness-of-fit indexes indicated a reasonable 

fit of the model to the data, other indicators showed some 
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degree of misspecification in the model. The T-values 

suggested that AIDS knowledge may not fit as a measure of 

internal modifiers. Additionally, there seemed to be little 

error variance in the latent variables of Internal 

Modifiers, Threat, and Barriers/Benefits according to the T-

values. This could be the result of the measured variables 

being very closely fit to the latent variables, or it could 

be indicative of problems with the analysis. 

The squared multiple correlations indicated that a low 

to moderate amount of variance in the individual measurement 

variables was accounted for by the latent variables. This 

might indicate that the measurement variables are poor 

descriptors of the latent variables. However, overall, the 

latent variables had a fairly strong relationship with the 

measurement variables as expressed in the coefficient of 

determination values. On the other hand, some of the 

squared multiple correlations for the structural equations 

were out of bounds indicating problems with the analysis due 

to the negative error variances in the psi matrix. The 

measures may predict the latent variables but not in the 

manner this model predicts. 

Normalized residuals also indicated that some 

relationships between variables were not accounted for in 

the model. Moral evaluation of sexuality seemed to be 

related to a variety of other variables. 

These findings indicated that further research with 

this model is needed to substantiate this model as 

descriptive of the factors influencing protective sexual 
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behavior. The inability to eliminate from the solution 

negative error variances may indicate that this model is to 

some degree inappropriate. Additional research would need 

to utilize more comprehensive measures of threat and 

barriers/benefits which have been found to be reliable and 

valid. With these problems in mind, these results seemed to 

indicate some cautious support for the modified Health 

Belief Model. External modifiers seemed to impact internal 

modifiers which impacted a barrier/benefit analysis. This, 

in turn, influenced these participant's protective sexual 

behavior. Little evidence was found for the impact of 

threat (susceptibility and severity) on either internal 

modifiers or protective sexual behaviors. This result fits 

with correlational findings in this study that lend no 

support for a threat/protective sexual behavior 

relationship. Additional research is also needed to 

determine this model's adequacy with contraceptive behaviors 

as well as its appropriateness for men and women 

di fferenti ally. 

Limitations 

There are several limitations of this study. The data 

analyzed here are self-report, non-experimental data, and 

the analyses done are generally correlational. Thus 

causality cannot be determined. The structural equation 

modeling may lend some degree of support for causal 

relationships. However, structural equation modeling 

evaluates the plausibility of theoretical models in specific 
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populations (Fassinger, 1987) and can only prove a 

hypothesis not true (not prove the theory is true) according 

to Martin (1987). Additionally, all of the SEM analyses 

resulted in negative variance estimates in the psi matrix. 

These limitations lead one to approach these results with 

caution. 

Another caveat was the limited variance in the 

independent variables after the sample was reduced to those 

sexually active in the last six months. This lack of 

variance was reflected in the smaller number of correlations 

which were significant as compared to the whole group, as 

well as the strength of those correlations. 

Several of the relationships tended to be weak due to 

low number of participants endorsing the anal behaviors as 

well as associated protective behaviors. The number of AIDS 

risk factors measure had a restricted range due to few 

participants endorsing the risk items of having sex with a 

prostitute or injecting drugs. Oral sex protection was 

almost nonexistent. 

Another limitation was the poor reliability of a few of 

the measures, especially the Barriers and Benefits and the 

Threat (susceptibility and severity) scales. In future 

research, stronger measures of barriers and benefits and 

threat, as they pertain to both AIDS protective behavior and 

contraceptive behavior, need to be developed. 

The results of this study should of course be used with 

caution when being applied to those outside a college 

population. Contraceptive and AIDS knowledge may be more 
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variable in a younger population and may more accurately 

differentiate effective sexual protective from ineffective 

protective behavior. In populations with more variability 

in socioeconomic status and ethnicity, additional factors 

including survival needs and social influence variables may 

differentiate effective protective behavior from ineffective 

behaviors. 

Conclusions 

Overall, the results of this study indicate support for 

many diverse factors that influence both contraceptive and 

AIDS protective sexual behavior. Social network influences 

from family, friends, and partners seem to be very important 

to effective protective sexual behavior. Religiosity and 

its accompanying beliefs about sexuality and relationships 

is important to how well one protects against AIDS, STD's 

and pregnancy. Substance use in conjunction with sex seems 

to have some impact on protective behaviors, but even the 

results within this study are somewhat contradictory. These 

external factors seem to work in combination as well to 

effect contraceptive and AIDS protective behavior. 

Several internal factors also are important in 

protective sexual behavior. Sexual self-efficacy's impact 

on protective behaviors was supported strongly. It seems 

very important to have the belief that one can competently 

carry out the behaviors needed to protect oneself because 

this belief affects the actual protective sexual behavior. 

However, it could be argued that one gains this sense of 
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competence through actually carrying out the behaviors 

consistently. Several sexual attitudes seem important as 

well. Permissiveness, Sexual Practices, Instrumentality, 

and Communion all seem to impact one's sexually protective 

behaviors. In addition, some support was found for the 

impact of the love attitudes of Eros, Storge, Agape, and 

Ludus. 

Although susceptibility and severity (threat) produced 

no significant findings, the barriers and benefits factor 

found fairly consistent support in relation to the 

protective sexual behaviors. 

HIV positive status did not deter some participants 

from having unprotected sexual activity and multiple sexual 

partners, although many of the HIV positive participants had 

only one or no sexual partner and used protective behaviors. 

It could not be determined whether those HIV positive had 

talked to their partners about being HIV positive. 

The results from the SEM analyses may not be stable and 

may indicate that the true model for protective sexual 

behavior is significantly different from the model proposed 

here. Because of the negative error variances found in the 

psi matrix, the results must be viewed with caution. With 

this in mind, the results seem to indicate support for some 

parts of the model. External factors were found to 

influence internal factors which, in turn, were found to 

influence barriers and benefits of protective sexual 

behavior. Finally, barriers and benefits seemed to 

influence sexually protective behavior itself. Again no 
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support was found for the impact of threat on sexually 

protective behavior. Unfortunately, much work still needs 

to be done to verify this modified Health Belief Model. SEM 

analyses need to be conducted with samples from similar 

college student populations as well as with other relevant 

populations (adolescents, IV drug users, culturally diverse 

groups, etc.) to determine if modifications made to the 

model are sustained in these other samples. 

Impli cati ons 

With the findings of this study in mind, it is 

important to draw some inferences about how they might be 

used to influence the protective sexual behaviors of college 

students, adolescents, and other groups to be more effective 

and reliable. Education about ways to protect one's self 

against AIDS, sexually transmitted diseases, and pregnancy 

and information about how these are transmitted are an 

important basis for behavior change. People cannot protect 

themselves if they do not know how to do so. Unfortunately, 

this action is not sufficient in itself to change behavior. 

As seen in this sample, the majority of college students 

have adequate although not optimal knowledge about AIDS and 

contraception. Other factors seem to impact taking 

protective action. Social network influences have a strong 

relationship with protective action taking and, therefore, 

the social network of those most at risk needs to be 

educated about prevalence of AIDS, risky behaviors and 

protective action. In addition, social skills type training 

101 



could be used to help parents develop ways of discussing 

these topics with their children as well as to help those at 

risk develop dialogues for discussing contraception and AIDS 

with partners and potential partners. A useful related 

intervention would be sexual self-efficacy training, which 

would help those at risk develop sexual negotiation skills 

such as saying no to certain behaviors, insisting on 

protective devices, or making the use of these devices 

sensual. Additionally, in vivo training in using these 

skills with an actual or role-played partner is important in 

carrying out these behaviors in a real life situation. 

Finally, successful AIDS programs may be those which 

decrease perceived barriers to sexually protective behaviors 

and increase the saliency of the benefits of action. 
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APPENDIX A 

EXTENDED LITERATURE REVIEW 

Adolescent pregnancy and unwanted pregnancy have been 

problematic concerns because of increases in premarital 

intercourse, trends toward delay of marriage, and little 

accompanying increase in contraceptive use- There were 

465,000 births by unmarried women aged 18-24 in 1987-88 and 

a total of 1,763,500 abortions in 1987 (The Serious Sides of 

Sex. 1991). Now with the increased prevalence of acquired 

immunodeficiency syndrome (AIDS) in the heterosexual 

population and, therefore, the greater likelihood of 

exposure of that population to HIV (human immunodeficiency 

virus), those teens and adults who are engaging in multiple 

partner unprotected sexual intercourse are exposing 

themselves to not only unwanted pregnancy and other sexually 

transmitted diseases but also the possibility of acquiring 

the fatal illness of AIDS. 

Women accounted for 16.7% of all reported AIDS cases 

between July 1993 and July 1994 (Centers for Disease 

Control, 1990, as cited in Amaro, 1995). Additionally, the 

percentage of women who have contracted AIDS from 

heterosexual sexual behavior has risen from 12% in 1982 

(Guinan & Hardy, 1987, as cited in Bell, 1989) to 36% in 

1994 (Center for Disease Control, 1994, as cited in 

Amaro,1995). Women are the fastest growing group of AIDS 

victims. One of the reasons for this rapid rate of increase 

is that the odds of transmitting HIV from a male to a female 

113 



are estimated to be 12 times greater than the odds of 

transmitting from a female to a male (Padian, Shiboski, & 

Jewell, 1990, as cited in Amaro, 1995). 

Because of counseling psychology's commitment to the 

health and welfare of individuals, it is important to use 

the resources available to us to study the phenomenon of 

this high-risk sexual behavior with the purpose of 

discovering and implementing interventions which may 

eventually produce more responsible and health oriented 

behaviors in sexually active persons (both males and 

females). More specifically, the knowledge we can gain by 

studying this behavior and the effective interventions that 

can be refined eventually will be especially pertinent to 

counselors working with sexually active adolescents and 

young adults in a variety of settings. Such knowledge could 

inform counselors about the degree to which societal values 

as well as other variables influence contraceptive behavior 

in men and women, and this information can facilitate the 

counselor's ability to promote general mental health and 

self-understanding along with altering possibly self-

destructive sexual behavior. Because of the alarming 

increase of AIDS, especially in females, it is also helpful 

to look at how women and men make decisions about their own 

sexual behaviors and attitudes and differentially approach 

protective sexual behavior. 

With these ideas in mind, the current research explored 

men's and women's attitudes, characteristics, socialization, 

and other influences which have been found to be related to 
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protective sexual behavior. These factors were combined to 

produce a model for understanding decision-making about 

protective sexual behavior. 

Introduction 

There exists a wide variety of literature and 

supportive research in areas of sexual behavior and 

contraceptive use, as well as a large body of literature 

related to the newer field of HIV/AIDS knowledge and 

accompanying alteration in sexual behavior. The literature 

covers a wide array of hypotheses about what influences 

protective sexual behavior. For example, Catania et al. 

(1994) found high levels of condom use were associated with 

personal assessment of HIV risk, enjoying and commitment to 

effective condom use, use of HIV communication skills, 

gender, and marital status. Therefore, there seems to be a 

need for a model which organizes these diverse influences 

into a comprehensive system for understanding the causes or 

antecedents of protective sexual behavior. There are at 

least two models available in recent literature. Ajzen and 

Fishbein's (1980, as cited in Zimmerman & Olson, 1994) model 

of preventive action and Becker's (1974) Health Belief Model 

have been used in studying sexual behavior. Ajzen and 

Fishbein's model hypothesized that behavior is the result of 

behavioral intention which in turn is the result of one's 

attitude toward performance of the act and what one 

perceives the norm to be about the behavior. The current 

research employs the Health Belief Model (Becker, 1974; 
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Becker et al., 1977) and is explained below. It was 

employed for the current study because of its more extensive 

use in the literature and because of its appropriateness for 

the current research. 

The Health Belief Model 

The Health Belief Model (HBM) was formulated by 

Hochbaum, Kegeles, Leventhal, and Rosenstock, drawing from 

the theory of Lewin and from the phenomenological 

perspective (Rosenstock, 1974). The model attempts to 

predict health related behaviors from an organized set of 

antecedents. The model was based on the idea that a 

person's daily activities are a result of being pulled 

toward positive forces and being repelled by negative 

forces. Illness or HIV/AIDS could be considered a negative 

force. The HBM was translated from this basic idea and 

proposes that to avoid disease or take protective action 

people need to believe (1) that they are both susceptible to 

the disease and that the disease is at least moderately 

severe or serious (threat) and (2) that there are benefits 

to taking action (i.e., action might prevent the disease) 

and the barriers to action are not so high in cost as to 

overcome the benefits. Additionally, demographic, 

sociopsychological, and structural modifiers are though to 

influence both one's individual perceptions of 

susceptibility and seriousness and one's perceived benefits 

and barriers. The model's creators believed that specific 
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cues to action may generate the initial preventive action 

taki ng. 

The demographic, sociopsychological, and structural 

modifiers might include such things as socialization, values 

and role expectations which are conveyed to women and men 

from outside forces as well as one's internalized role 

expectations, knowledge, and personality factors. Barriers 

and benefits are those variables that block or encourage 

contraceptive behavior. They may develop out of the 

modifiers such as role expectations, values, and societal 

demands or practical concerns. The cues to action in this 

model have received little study (Rosenstock, 1974); 

therefore, this portion of the model will be excluded from 

this study. 

The major hypotheses about contraceptive and HIV/AIDS 

protective sexual behavior and the literature that supports 

or questions them can be discussed from within the framework 

of this model. The demographic, socioeconomic, and 

structural factors seem to impinge from outside the person 

as well as influence the person from within through 

individual values, knowledge, and attitudes. Therefore, 

these factors will be divided into internal and external 

modifiers. The HBM's factors will be discussed in the next 

four sections as listed: external modifiers, internal 

modifiers, threats (seriousness and susceptibility), and 

barriers and benefits. 
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External Modifiers 

The external modifiers are the factors which impinge 

from outside the individual to influence directly and 

indirectly internal modifiers and how the individual behaves 

protectively. In the literature, there are several external 

influences, with varying amounts of empirical support. They 

include social network influences, sociocultural influences, 

teaching abstinence, and substance use. 

Social network. One of the most important external 

modifiers for both contraception and HIV/AIDS sexual 

protection may be social network influence. Parents, 

friends, and others in one's social network may directly and 

indirectly convey values and role expectations which 

influence behavior (Fisher, 1988). In this way, societal 

and personal values are perpetuated in social groups. Most 

studies, however, do not interpret or collect data to 

reflect the general societal influences on these 

interpersonal events, but instead investigate more direct 

i nf1uences. 

Most studies focus on close romantic and family 

relationship influences. Fisher (1987) found increased 

parent-child communication about sex (as perceived by the 

child) to be associated with more frequent contraceptive use 

for females. Additionally, parent's report of greater 

quality of general family communication was found to be 

related to sexual inexperience of children (especially 

males). Nguyen et al. (1994) found that perceived 

supportive parental attitudes on sexuality and contraception 
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were associated with greater intent to use condoms in their 

male adolescent sample. Parents perceived as friendly, 

attentive, or impression-leaving (having a more visible or 

memorable style of communicating) in communication style 

were found to have children with lower levels of sexual 

activity overall (Mueller & Powers, 1990). On the other 

hand, a contentious and dramatic style in parents was 

associated with higher sexual activity for children in 

junior high, and less effective contraceptive use in high 

school and college. Additionally, Bates and Joubert (1993) 

found a positive correlation between receiving sex education 

from one's parents and self-esteem in college students. 

Baker et al. (1988) found parents' behavioral norms for 

their child's behavior, and adolescents' behavior in 

general, to account for 33% of the variance in a child's 

contraceptive behavior during their last intercourse. 

However, parents' behavior norms for children accounted for 

only 5% of the variance in whether the child had had sexual 

intercourse. In a study of perceived support for 

contraceptive use, social support from one's partner versus 

best friend or parent was found to be associated with 

increased use of effective contraception (Whitley, 1991). 

The study also found that best friend support was greater 

than partner support in those who did not use effective 

contraception. Motivation to comply with one's partner was 

greater than motivation to comply with parents or best 

fri ends. 
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Condelli (1986) found that subjective norm support for 

a contraceptive choice was correlated with actual choice of 

contraceptive method. Shoop and Davidson (1994) found 

adolescents' perceived ability to communicate with their 

sexual partners about AIDS was associated with a greater 

degree of condom use. Burger and Inderbitzen (1985) found 

that greater general communication with one's partner was 

related to increased contraceptive effectiveness and use in 

males. For females, greater sexual communication was 

associated with greater contraceptive effectiveness and use. 

Langer, Zimmerman, Warheit, and Duncan (1993) found that 

peer-directed (more heavily influenced by one's peers) 

students had more risky AIDS attitudes, beliefs, 

interpersonal skills and sexual behaviors, while those 

students who were more parent- or self-directed had fewer of 

these attributes. It has also been found that college 

students use a variety of methods to convince or influence 

their partners to use or not use condoms. These methods 

included rewards, emotional coercion, risk information, 

deception, seduction, and withholding of sex. Women in this 

study tended to use withholding of sex for encouraging 

condom use, while men used seduction most often (DeBro, 

Campbell, & Peplau, 1994). Whitley and Schofield (1985-86) 

found in their meta-analytic study that partner influence to 

use contraception was a major variable for both males' and 

females' contraceptive use. 

Jemmott and Jemmott (1991) found that African-American 

participants who perceived a greater degree of support for 
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condom use were more likely to have greater intentions to 

use condoms, which in turn was related to actual condom use. 

Additionally, one's peers' personal AIDS risk attitudes and 

behaviors may influence one's own behavior. Winslow et al. 

(1992) found that perceived AIDS-risk attitudes and behavior 

of one's peers was associated with AIDS risky behaviors in 

their university participants. 

Religiosity has been found to be related to more 

abstinence and less effective contraceptive use in those who 

are sexually active (Studer & Thornton, 1987). However, if 

those with a greater degree of religiosity are using "less 

effective" contraceptive methods such as condoms, foam, 

creams, and jellies, then they may be protecting themselves 

from HIV/AIDS to a greater extent then those who tend to use 

the "more effective" methods (i.e., the pill or lUD). 

It seems clear that the messages one gets about one's 

sexuality influence how women and men behave sexually and 

contraceptively. Increased religiosity as well as other 

variables are accompanied by prohibitions against sexual 

behavior outside marriage. This seems to inhibit sexual 

behavior, but even more, it inhibits the planning and 

premeditation that protective sexual behavior requires. 

Such inhibition has many dangerous implications. 

Sociocultural factors. Poverty and lack of educational 

goals or achievement have been related to adolescent 

pregnancy in a variety of studies (Wymelenberg, 1990). 

Pleck et al. (1988) and Catania et al. (1993) found greater 

condom use to be associated with higher actual or aspired 
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educational levels. Peruga and Rivo (1992) found AIDS 

knowledge differences between Caucasians and African-

Americans to be mainly associated with differences in 

educational level. Lower education and income may influence 

contraception and HIV/AIDS sexually protective behaviors by 

creating a feeling of hopelessness for those in poverty 

which may lead to apathy about protecting oneself sexually. 

There also may be a belief that the more immediate 

necessities are the priorities (i.e., finding food, shelter, 

or job) rather than the need to protect against the 

possibility of illness. 

Cultural factors may also influence contraceptive and 

protective sexual behavior. Hispanic persons may tend to 

avoid condom use due to role expectations of machismo in 

men, and contraceptively and sexually restrictive religious 

beliefs (Yep, 1992). Jue (1987, as cited in Yep, 1992) 

found that Hispanics view AIDS as a white American problem. 

Mikawa et al. (1992) found that Hispanic men may be more 

likely to use condoms if use is construed as protecting 

women, rather than as self-protective, due to the machismo 

role. Flores-Ortiz (1994) found that Hispanic women 

perceive a contradiction between what is expected of them by 

significant others (parents expecting them to not be 

sexually active and partners expecting them to have sex). 

These women tended not to talk with parents and partners 

about AIDS and tended not to use condoms when engaging in 

sexual activity. Mikawa et al. (1992) also found that those 

Hispanics with high education and high acculturation were 
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more likely to take control instead of allowing "fate" to 

take its course. Again, poverty and education level may 

interact with culture to influence protective sexual 

behaviors. Cultural socialization factors may combine with 

education and acculturation factors, to make protective 

sexual behavior even more difficult. Baldwin, Whiteley, and 

Baldwin (1992), in a study comparing Asian, African-

American, Latino, and White college students, found 

ethnicity had little effect on sexual behavior, 

contraceptive use, and STD behavior when background 

variables were controlled. However, they did find Asians to 

be more conservative sexually, begin vaginal intercourse at 

a later age and be less likely to have engaged in vaginal 

and oral intercourse. 

Teaching abstinence. There seems to be a general 

belief by laypersons and some professionals that if teens 

are not exposed to sexual and contraceptive information, 

they will be less likely to become sexually active. Such 

people may believe that teaching abstinence without any 

accompanying sexual or contraceptive information will be 

most effective in reducing pregnancy and AIDS. However, 

Christopher and Roosa (1990) found that teaching abstinence 

alone tended to be ineffective in reducing sexual behavior. 

In fact, there was a tendency for participants to increase 

sexual behavior. According to Brooks-Gunn and Furstenberg 

(1990), the moral discourse that accompanies the abstinence 

stance has not decreased or limited sexual behavior and, in 

fact, tends to decrease contraceptive use. This moral 
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stance conveys the feeling that lack of chastity should not 

be accompanied by protective sexual behavior because 

protective sexual behavior implies planning on the part of 

the participants. In addition, protective action would 

eliminate the consequences of "immoral" behavior, such as 

pregnancy, sexually transmitted diseases, and HIV/AIDS. 

Overall, there is evidence that teaching abstinence alone is 

ineffective in reducing sexual activity, although it may 

decrease contraceptive use. 

Substance use. Alcohol use leads to lower inhibitions 

and is related to sexual activity, according to Spees 

(1987). If this is true, alcohol use may lead to increased 

vulnerability to pregnancy and risk of exposure to HIV. But 

what is the relationship between alcohol and sexual 

activity? Kraft et al. (1990) found that the use of alcohol 

was related to non-use of condoms and contraceptives by 

girls and boys at first intercourse. Low age at first 

intercourse was also associated with non-use of 

contraceptives. Robertson and Plant (1988) found that age 

of first alcohol use was associated with age of first sexual 

intercourse and that drinking alcohol prior to first 

intercourse was associated with less likelihood of using a 

condom or other contraception. Mahoney et al. (1995) found 

that sporadic condom users were more often drunk during 

sexual intercourse than consistent users and nonusers in 

their college student sample. McEwan, McCallum, Bhopal, and 

Madhok (1992), in their English college student sample, 

found heavy drinkers were more likely to have greater sexual 

124 



involvement then they would want otherwise, and to avoid 

contraceptive protective behaviors. Leigh and Schafer 

(1993) also found that the amount of alcohol drunk was 

positively associated with the likelihood of sexual 

behavior. Stiffman, Dore, Cunningham, and Earls (1995) 

found that substance misuse contributed 9% of the variance 

in the HIV risk behaviors between adolescence and young 

adulthood in their inner city sample. 

In their structural equation model analysis. Clapper 

and Lipsitt (1991) found that freshman college student 

alcohol use impacted freshman unprotected intercourse as 

well as senior year unprotected intercourse. Flores-Ortiz 

(1994) reported a high degree of alcohol use among Hispanic 

adolescent and college women in association with sexual 

behavior. She found that these women perceived a double-

bind of culture and gender. They perceived that parents 

expect them to abstain from sexual activity and drugs, while 

partners pressure them to have sex. Some of these women 

believed that they use alcohol to avoid responsibility for 

sexual behavior. 

On the other hand, Harvey and Beckman (1986) found that 

consuming alcohol immediately prior (four hours or less) to 

sex did not affect coitus-dependent contraceptive use in 

women. Leigh, Schafer, and Temple (1995) found that alcohol 

was associated with nonuse of contraception only in those 

respondents who had thei r fi rst sexual encounter before 

1985. Leigh (1993) found no association between alcohol 

consumption and AIDS risky sexual behaviors in her study 
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using a within subjects design with adult men and women. 

She also found that sexual activity was less likely to occur 

when there had been alcohol consumption. Bolton, Vincke, 

Mak, and Dennehy (1992) found little evidence that alcohol 

use increased risky sex in their sample of gay males. 

Additionally, Leigh and Stall (1993) indicated in their 

review of substance use and exposure to HIV, that there are 

methodological problems with studies which blur the 

relationship between the variables, leaving no room for 

causal interpretation. These authors suggest that 

personality or risk-taking factors may explain both 

variables. These diverse results illustrate the need for 

clearer studies in the area of substance use and protective 

sexual behaviors. 

The external factors which impact contraceptive and 

protective behavior are the societal network influences such 

as norms of parents, partners, and friends, messages from 

one's cultural background, and the effects of poverty, 

education, and alcohol use, as well as the general beliefs 

conveyed by more distant societal groups. These factors 

work together to mold and form the internalized modifiers 

that individuals develop. They also influence perceptions 

of threats from pregnancy, AIDS, and other costs of sexual 

behavior as well as the barriers and benefits of 

contraceptive and protective sexual behaviors. 
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Internal Modifiers 

The internal modifiers which influence our sexual and 

protective sexual decision-making are significantly 

influenced by the external modifiers mentioned above as well 

as more structured influences of society including sex and 

contraceptive education classes. The internal modifiers 

include contraceptive and HIV/AIDS knowledge, moral 

evaluation of sexuality, sense of self, a variety of 

attitudes, and beliefs about responsibility. These internal 

modifiers may also reflect the influence of personality and 

bi ology/geneti OS. 

Contraceptive knowledge. The simplest internal 

hypothesis about the failure of people to protect themselves 

from pregnancy would be that people simply do not have the 

knowledge necessary to protect themselves. Some research 

seems to indicate, however, that the majority of college 

students have basic information about contraception (Pettit 

et al., 1991). In a study of adolescents in the juvenile 

justice system, Melchert and Burnett (1990) found knowledge 

of pregnancy and contraception was not associated with 

reliable use of contraception. Hanson et al. (1987) found 

that level of sex education and birth control knowledge had 

no effect on the probability that a female would become 

pregnant. On the other hand, Jemmott and Jemmott (1990) 

found that higher sexual knowledge was associated with 

increased contraceptive use among African-American 

adolescents. Sandler et al. (1992) found that more sexual 
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and contraceptive knowledge was related to effective 

contraception in adolescent females. 

Adolescent contraceptive users have also been found to 

know more methods and more about the methods of 

contraception than teens who have experienced a pregnancy 

(Landry, Bertrand, Cherry, & Rice, 1986). Formal 

instruction on contraception has also been associated with 

greater contraceptive knowledge, which was in turn related 

to greater contraceptive use (Scott-Jones & Turner, 1988). 

In general, it seems that knowledge about sex and 

contraceptives is an important basis for effective 

contraception, but that knowledge is not enough. Other 

factors influence the degree to which that knowledge is used 

and/or remembered. 

HIV/AIDS knowledge. People seem to have some knowledge 

about the transmission and prevention of HIV/AIDS, although 

probably not as much knowledge as is necessary to be 

maximally effective in avoiding contact with the virus. 

While adolescents have basic HIV/AIDS knowledge, they lack 

all the details for effective protective sexual behavior. 

Brown, DiClemente, and Beausoleil (1992) found that sexually 

active boys in their early teens tended to have less HIV 

knowledge and more risky sexual behavior intentions then 

those students who were not sexually active. According to 

one study (Petosa & Wessinger, 1990), approximately 20% to 

30% of adolescents do not know that they can get HIV from an 

asymptomatic carrier of HIV. In the Negy and Webber (1991) 

study, which involved knowledge of HIV/AIDS, its 
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transmission, and AIDS protection, all groups (i.e., 

African-Americans, Caucasians, and Hispanics) tended to 

answer only slightly more than half of the twenty questions 

correctly. Although some studies have found AIDS knowledge 

to be associated with more responsible sexual attitudes and 

behaviors (Lamport & Andre, 1993) and higher levels of 

sexual responsibility (Andre & Bormann, 1991), other 

research has found college students to have high levels of 

knowledge, while exhibiting low levels of protective sexual 

behavior (Dilorio et al., 1993; Edgar et al., 1988; Fisher & 

Misovich, 1990). Shoop and Davidson (1994) found that AIDS 

knowledge did not contribute any predictive power to the 

relationship between communication ability and condom use. 

Winslow et al. (1992) found no relationship between AIDS 

knowledge and risky sexual behavior. 

Some studies have found African-American respondents to 

be less aware than Caucasian respondents of the difference 

between an asymptomatic carrier of HIV and a person with 

AIDS (Peruga & Rivo, 1992), while other studies have found 

high levels of AIDS knowledge in African-Americans (Johnson 

et al., 1992). Bell, Feraios, and Bryan (1990) found 

Caucasians to have significantly more HIV/AIDS knowledge 

then Mexican-Americans in their sample of high-school 

students. Cultural/ethnic minorities seem to be less well 

informed than Caucasians about the protective effects of 

condoms against HIV/AIDS (DiClemente et al., 1986, as cited 

in DiClemente, 1990), although as noted earlier, Peruga and 

Rivo (1992) found the differences between Caucasians and 
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African-Americans in knowledge about protective behaviors to 

be due primarily to differences in education level. Negy 

and Webber (1991) found Caucasians and African-Americans to 

have similar levels of knowledge, and Hispanics to have 

somewhat lower levels of knowledge about HIV/AIDS, its 

transmission, and HIV/AIDS protection. 

Overall, HIV/AIDS knowledge seems, at best, moderate in 

any ethnic/racial group. These findings suggest a need for 

HIV/AIDS education in almost every group. Unfortunately, 

appropriate HIV/AIDS or contraceptive knowledge alone does 

not lead to change in sexual behavior, reinforcing the idea 

that knowledge is only one necessary precursor to sexual 

behavior change. 

Moral evaluation of sexuality. One's moral evaluation 

of sexuality is also hypothesized to be related to sexual 

behavior, contraceptive behavior, and risk of HIV/AIDS. 

Americans are described as viewing sex as immoral and 

dangerous, yet irresistible and out of one's control 

(Brooks-Gunn & Furstenberg, 1990). More specifically, women 

are perceived as immoral (Osborne, 1984) if they engage in 

premarital sex or take precautions for sex, while males are 

excused for or even expected to have sexual indiscretions 

because for them sexual arousal is perceived as 

uncontrollable and fulfills the male's sex role 

expectations. These stereotypes of sex being dangerous and 

immoral yet irresistible and uncontrollable are perpetuated 

and encouraged by portrayals on television and in books and 

magazines. These contradictory messages may lead to the 
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increased sexual behavior, combined with the low 

contraceptive use and sexually protective behavior, seen 

today. However, research is needed to confirm the 

relationship between moral evaluation of sexuality and 

contraceptive and HIV/AIDS protective sexual behavior. 

Sense of self. Self-esteem, self-efficacy, and locus 

of control are also variables hypothesized to affect sexual 

and contraceptive behavior. Higher general and sexual self-

esteem have been found to be related to increased 

contraceptive use in both men and women (Adler & Hendrick, 

1991). This finding might indicate that sexual self-

acceptance is an important precursor to contraceptive 

behavior. 

The literature is also supportive of the role of self-

efficacy in protective sexual behavior. Albert Bandura 

(1990) has written about the steps needed to create self-

efficacy in the area of HIV/AIDS protective sexual behavior. 

He states that people need knowledge, social and self-

regulatory skills, skill enhancement, and social supports to 

build self-efficacy. Research also supports the importance 

of self-efficacy in protective sexual behaviors. Mahoney et 

al. (1995) found that sporadic condom users had a lower 

level of condom use self-efficacy (in the areas of being 

able to discuss and insist on use of a condom) compared to 

consistent users and nonusers. Heinrich (1993) found in her 

sample of sexually active college women that highly 

effective contraceptive users had significantly higher 

contraceptive self-efficacy than those who were less 
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effective. Wulfert and Wan (1993) found self-efficacy to be 

a significant predictor of condom use along with peer group 

influences. Basen-Engquist (1994) found that participants 

in a safer sex efficacy workshop increased their frequency 

of condom use more than did those who heard a lecture on HIV 

or a family violence lecture, although both the HIV lecture 

group and the workshop group increased their self-efficacy. 

Jemmott, Jemmott, Spears, Hewitt, and Cruz-Collins (1992) 

found that those participants who received a social 

cognitive intervention designed to increase self-efficacy 

had more intentions to use condoms and greater self-efficacy 

than the two control groups. Pendergrast et al. (1992) 

found self-confidence in one's ability to use a condom 

related to actual past use of a condom and intention to use 

a condom in the future (urban adolescent male sample). 

Witte (1991-1992) found that when threat of HIV/AIDS was 

high and self-efficacy was low, condom use decreased. 

However, when threat and self-efficacy were both high, 

condom use increased. Additionally, Kasen et al. (1992) 

found when self-efficacy for refusing sex was low, 

adolescents were twice as likely to have sex. These authors 

also found that when self-efficacy for condom use was low, 

adolescents were five times less likely to use condoms. On 

the other hand, Flores-Ortiz (1994) found high levels of 

perceived self-efficacy in her Hispanic adolescent and 

college female sample, which were unrelated to AIDS 

protective behavior change. 
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Locus of control is hypothesized to be an additional 

predictive factor for protective sexual behavior. Visher 

(1986) found that adolescents with an internal locus of 

control tended to be more reliable (i.e., more frequent) 

contraceptive users than those externally oriented. Sandler 

et al. (1992) found an internal locus of control was 

associated with effective contraception in adolescents. 

Aruffo, Pavlik, Coverdale, and Vallbona (1993) found health 

locus of control to be related to AIDS knowledge. Those 

with a high external locus of control were found to have 

less knowledge. In addition, Lieberman (1981), in a study 

of college students, found an internal locus of control 

related to more contraceptive knowledge, which was in turn 

related to consistent contraceptive use. 

These findings have strong implications for women who 

have had a more traditional gender role socialization. It 

might be hypothesized that more traditional women would be 

less able to plan for contraceptive and protective sexual 

behavior and follow through with these behaviors because 

their expected female role as passive and dependent in 

relation to men may have created little sexual self-esteem, 

self-efficacy, or internal locus of control. Kasen et al. 

(1992) did find that boys in general were more sure of their 

ability to buy and use condoms, while girls in general were 

more sure of their ability to say no to sexual involvement. 

Yet few other studies look at gender specific differences in 

sexual self-esteem and self-efficacy. 
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other influences. Attitudes and beliefs also have been 

hypothesized to influence sexual decision-making and 

behavior. Selected love and sexual attitudes were found to 

be related to contraceptive use (Adler & Hendrick, 1991). 

For example, Eros (passionate love) was related to more 

reliable contraceptive behavior in both men and women. 

Ludus (game-playing love) was negatively correlated with 

contraceptive behavior in women. While none of the sexual 

attitude subscales were significantly related to 

contraceptive use in women; among men, the Communion 

subscale (involving one's valuation of communication and 

idealistic sexuality) was related to more reliable 

contraceptive use. In addition, Jemmott and Jemmott (1990) 

found positive contraceptive attitudes to be related to more 

effective contraceptive use and negative attitudes to less 

effective contraceptive use in adolescent African-American 

males. Morrison (1989) also found positive contraceptive 

attitudes associated with more effective use of 

contraception. Johnson et al. (1992) found those 

participants who had low intentions of condom use reported 

more negative attitudes toward condom use. Sacco, Levine, 

Reed, and Thompson (1991) found positive attitudes to be 

positively associated with past and intended condom use. 

Jemmott and Jemmott (1991) found that those women 

participants with more favorable attitudes toward condoms 

had greater intentions to use condoms in the next three 

months. Additionally, Schaalma, Kok, and Peters (1993) 

found that attitudes toward consistent condom use explained 
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34% of the variance in intended condom use to prevent HIV in 

their Dutch school-age sample. Treboux and Busch-Rossnagel 

(1990) hypothesized and found support for a social network 

influence on sexual and contraceptive behavior in high 

school students. However, this influence was indirect. 

Discussion with and approval of friends and parents 

influenced premarital sexual attitudes which in turn 

influenced sexual behavior (in both males and females) and 

contraceptive use (in males). These findings seem to 

support the idea that contraceptive and protective sexual 

behaviors are influenced by internal factors such as 

attitudes and beliefs, which are in turn influenced by 

external factors such as one's social network and its 

values. 

Other internal influences include beliefs about 

responsibility. Nguyen et al. (1994) found that, in an 

adolescent male sample, a personal sense of contraceptive 

responsibility was associated with greater intent to use 

condoms. Melchert and Burnett (1990) found denial of 

responsibility to be strongly associated with unreliable 

contraceptive behavior. Pleck et al. (1990) found beliefs 

that one is responsible for contraception to be associated 

with greater intent to use a condom. In another study, 

Pleck et al. (1988) found beliefs that one is solely 

responsible for contraception, along with older age at first 

intercourse, to be related to greater reported condom use in 

young men. This feeling of responsibility seemed to be 
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higher in males who had first intercourse at a later age and 

decreased with increased sexual experience. 

This decreasing belief of contraceptive responsibility 

with increased sexuality combined with women's prescribed 

role in sexual responsibility may lead to a no-win situation 

for women in general. Women have found that men may tend to 

refuse to use condoms and, because of the unequal power in 

relationships with men, women may be battered or abused for 

saying no to unsafe sex (Bell, 1989). Miles (1993) states 

that men react defensively to attempts by women for safer 

sex. Women tend to report men's reaction to these attempts 

as either to believe the woman is untrusting or immoral. An 

important question might be, do women's internal modifiers 

make a difference when women may not have the power to 

influence men's sexually protective behavior? Women can act 

on their own to protect themselves from pregnancy through 

use of birth control pills. However, cooperation is needed 

before a woman can protect herself against HIV/AIDS in a 

sexual situation. 

The internal modifiers are knowledge of contraceptives 

and HIV/AIDS, sense of self, moral evaluation of sexuality, 

and other attitudes, values and beliefs which, in part, 

influence how a person will behave contraceptively and 

protectively in a sexual situation. They may also influence 

one's perception of threat from pregnancy and HIV/AIDS in 

relation to other concerns. 
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Perceptions of Threat— 
Severity and Susceptibility 

The HBM hypothesizes that there must be a perceived 

threat to which the person feels susceptible and which is 

believed to be severe, before there is any motivation for 

action. Petosa and Wessinger (1990) found that adolescents 

had serious misconceptions about what is risky behavior and 

the seriousness of that behavior. Some 24% to 39% of 

adolescents think there is a vaccine to prevent AIDS, while 

16% to 30% believe that men who have sex only with women 

cannot get AIDS. About 60% do not know AIDS is fatal, and 

around half of those surveyed believed AIDS could be cured 

if treated early (Petosa & Wessinger, 1990). Mickler (1993) 

found that heterosexual college students tend to perceive 

themselves as less likely to get AIDS then noncollege adults 

or gays/lesbians. 

On the other hand, Montgomery et al. (1989) found 

personalized perceptions of severity of AIDS as well as 

socioeconomic advantage to be associated with positive 

behavior change (i.e., using condoms, reducing receptive 

anal intercourse, changing type of relationships [steady vs. 

casual]) in gay and bisexual men. McGuire et al. (1992) 

reported that a greater degree of personal concerns about 

HIV/AIDS was associated with safer sexual behavior. Yep 

(1993) found that perceptions of susceptibility in college 

students is significantly associated with becoming 

monogamous as a way to avoid HIV. Gielen et al. (1994) 

found that beliefs about susceptibility and severity were 
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associated with having used condoms in the past year due to 

worry about AIDS. Having sex less often, deciding not to ^ 

have sex, having fewer partners, and carrying condoms were 

also associated with beliefs about susceptibility. Flores-

Ortiz (1994) found that most of the Hispanic adolescent and 

college women she surveyed felt at risk for HIV infection, 

and those that knew someone with AIDS tended to be more 

likely to change their protective behavior (use a condom or 

discuss using a condom). Researchers (DiClemente et al., 

1990) found that students' personal perception of high AIDS 

risk was positively associated with self-reported change in 

protective sexual behavior (i.e., increased condom use and 

reduced number of sexual partners). Johnson et al. (1992) 

found that those with low intentions for condom use had a 

lower level of perceived risk for HIV/AIDS. 

In opposition to these findings, Dilorio et al. (1993) 

found no relationship between perceived susceptibility and 

safer sex practices in their college sample. Although some 

students are self-protective, many students continue with a 

high level of risk-taking through non-use of condoms and 

multiple sexual partners. Brooks-Gunn and Furstenberg 

(1990) stated that adolescents assess the threat but do not 

take action by reducing risk-taking behaviors. Witte (1991-

1992) discovered that threat alone was not enough to change 

behavior, but when high threat was combined with high self-

efficacy, there was increased condom use. It seems that 

threat is a necessary component but not sufficient in and of 
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itself to induce sexual behavior change. Self-efficacy may 

be an additional factor needed to induce change. 

Barriers and Benefits 

The HBM hypothesizes that with a lower number of 

barriers and a higher number of benefits of behavior (in 

combination with modifying variables, susceptibility, and 

severity), action will take place. Research supports the 

cost/benefit model. Condom use intent is associated with 

perceived low cost of use and high benefits (Pleck et al., 

1990). Gielen et al. (1994) found that perceiving fewer 

barriers to the use of protective behaviors was associated 

with protective behaviors such as having sex less often, 

deciding not to have sex, carrying condoms, and using 

condoms in the past year due to concern about AIDS. 

Pendergrast et al. (1992) found perceived hassle of condom 

use to be negatively related to past use of condoms in an 

urban adolescent male sample. Yep (1993) found that 

perceived barriers were associated negatively with monogamy 

and other HIV preventive behaviors except condom use. 

McGuire et al. (1992) found that students said they would 

change their sexual practices if they believed changing 

would decrease their risk of AIDS. Additionally, decreased 

contraceptive use is associated with fewer perceived 

benefits and more barriers (Keith et al., 1991). Condelli 

(1986) found that contraceptive choice was largely due to 

cost and benefits perceived for each option and the demands 

of the method of protection. Barriers included parents 
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finding out, less sexual pleasure, embarrassment, and cost, 

while benefits included pregnancy prevention and 

appreciation of partner. It seems evident that personal 

weighing of barriers and benefits is important to 

contraceptive use. 

Maticka-Tyndale (1991) found that the use of oral 

contraceptives was a strong barrier to condom use and 

HIV/AIDS protective sexual behavior. The study found that 

condoms and oral contraceptives are thought of as means of 

pregnancy prevention, therefore, when oral contraceptives 

are used, the couple tends to see no reason to use condoms. 

Maticka-Tyndale (1991) found that college students surveyed 

believed they were protecting themselves from HIV/AIDS by 

their careful selection of a sexual partner. This seems to 

indicate a lack of understanding that a partner may be 

asymptomatic and still carry HIV; thus careful selection of 

a partner is not an effective way to prevent infection. 

Other costs or barriers for women attempting to take 

protective action include being construed as untrusting or 

immoral, being battered or abused in other ways, and not 

fulfilling societal roles for woman (Miles, 1993). The only 

socially approved role congruent with sexually protective 

action for women is to say no to sexual behavior, yet there 

are many costs to this action as well. Costs and benefits 

seem to be an important component of the decision-making 

process, and the weighing of pros and cons may be very 

difficult due to the pressures from various external and 

internal factors. 
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Summary 

Overall, the components which have been found to be 

associated with contraceptive and HIV/AIDS protective sexual 

behavior fit well into the Health Belief Model. This model 

construes health related behavior as the result of several 

factors such as perceptions of threat (susceptibility and 

severity of the illness), perceived benefits of action and 

barriers to action, as well as the external and internal 

modifiers (demographic, sociopsychological, and structural 

factors) which influence the other factors. 

The demographic, sociopsychological, and structural 

factors can be divided into external and internal modifiers. 

The external modifiers which have been found to influence 

contraceptive and HIV/AIDS protective sexual behavior 

include social network influences, sociocultural factors, 

social values, and substance use. The significant internal 

modifiers include contraceptive and HIV/AIDS knowledge, 

moral evaluation of sexuality, sense of self, love and sex 

attitudes, contraceptive attitudes, and contraceptive 

responsibility. These sets of factors may influence each 

other and, in turn, influence one's perceptions of 

susceptibility to HIV/AIDS and the severity of AIDS. These 

threats of HIV/AIDS in combination with feelings of self-

efficacy, have been found to engender sexually protective 

behavior. Barriers to protective sexual behavior as well as 

benefits of this behavior have been found to influence 

contraceptive and HIV/AIDS protective sexual behaviors. 

Oral contraceptive use may preclude the use of a condom due 
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to people categorizing them both as contraceptives versus a 

contraceptive and an HIV/AIDS protective device. Benefits 

of effective protective sexual behavior include prevention 

of HIV and AIDS, yet there are many costs for such behavior, 

including being perceived by one's partner as promiscuous or 

untrusti ng. 
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APPENDIX B 

EXTENDED RESULTS 

Analyses for Total Sample 

A demographic description of the total sample was 

included in the Method section. ANOVAs conducted on nominal 

variables (ethnicity, contraceptive method, sexual 

preference, who is responsible for contraceptive, and HIV 

status) for the dependent variables (frequency of protected 

vaginal, oral, and anal intercourse relative to the total 

frequency for each behavior, number of AIDS risk factors and 

contraceptive behavior) indicated that there were 

significant differences on these dependent variables for 

birth control method and HIV status. These results are 

shown in Table 12. Those using birth control methods such 

as condoms with or without spermicide or abstaining from sex 

had a significantly higher degree of Protected Vaginal 

Intercourse than those using birth control methods such as 

birth control pills, withdrawal, other or no method. There 

was a significant difference on Protected Oral Sex between 

those not sexually active and those using other methods of 

birth control, due to very few of the persons having oral 

sex using any protection. Those participants using 

condoms/diaphragms, other methods, or not sexually active 

tended to have a higher degree of Protected Anal Intercourse 

than those using no method of contraception. Those using 

birth control pills, condom without spermicide, condoms with 

spermicide and those abstaining were more likely to have 
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Table 12 
Means and Standard 
Nominal Variables 

Deviations for ANOVAs Conducted on 

Types of BC Prot. Vao. Prot. Oral 
NA 
BC Pills 
Cond/Diaph 
Spermicide 
Bar & Sperm 
Withdrawal 
No Method 
Other 

89.05( 
24.50( 
81.87( 
0.00( 

97.15( 
12.33( 
9.62( 
43.83( 

30.60)* 
37.50)-*-
28.11)* 
none) 

06.98)* 
22.90)+ 
27.72)-h 
40.31)+ 

80.93 
23.33 
30.98 
0.00 

27.73 
28.00 
23.08 
18.29 

(39.18)* 
(42.53)-K 
(46.20)-*-
( none) 
(46.44)+ 
(45.83)+ 
(43.85)+ 
(38.33)+ 

Prot. Anal 

99.15(09.21)* 
90.86(28.50) 
96.76(17.67)* 
100.00( none) 
100.00(00.00) 
92.59(26.69) 
69.23(48.04)+ 
100.00(00.00)* 

Type of BC Contra. Beh.- #AIDS Risks 

NA 
BC Pills 
Cond/Di aph 
Spermicide 
Bar & Sperm 
Withdrawal 
No Method 
Other 

Ethnicity 

1.40(0.64)* 
2.53(0.66)* 
2.21(0.56)* 
2.67(none) 
2.05(0.31)* 
3.15(0.71)+ 
3.39(0.45)+ 
2.59(0.62) 

2.20(0.95)* 
1.44(0.95)+ 
1.65(1.05)+ 
O.OO(none) 
0.82(0.60)+ 
1.48(1.01) 
1.31(1.18) 
1.39(0.89)+ 

Afri can-Ameri can 
Caucasi an 
Hi spanic 
Asi an 
Other 

Ethnicity 

Afri can-Ameri can 
Caucasi an 
Hi spanic 
Asi an 
Other 

HIV Testing 

No Testing 
HIV+ 
HIV-

HIV Testing 

No Testing 
HIV+ 
HIV-

Prot. Vag. 

59.28(47.46) 
60.36(44.50) 
58.27(44.31) 
81.25(37.50) 
53.61(50.20) 

Prot. Oral 

72.73(46.71) 
41.29(49.14) 
44.23(50.15) 
75.00(50.00) 
16.67(35.36) 

Prot. Anal 

91.67(28.87) 
95.13(21.35) 
96.23(19.24) 
100.00(00.00) 
100.00(00.00) 

Contra. Beh.- #AIDS Risks 

2.10(0.80) 
2.16(0.86) 
2.28(0.82) 
1.42(0.55) 
2.44(0.67) 

Prot. Vag. 

1.85(1.14) 
1.68(1.02) 
1.64(1.15) 
2.00(1.16) 
1.78(0.67) 

Prot. Oral Prot. Anal 

67.77(42.86)* 48.75(49.96)* 97.70(14.67) 
58.93(44.15) 46.43(50.79) 89.66(30.99) 
46.41(44.47)+ 29.69(45.44)+ 92.21(26-84) 

Contra. Beh.- # AIDS Risks 

2.02(0.85)* 
2.16(0.87) 
2.46(0.78)+ 

2.05(0.83)* 
1.93(0.94)* 
0.99(1.02)+ 
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Table 12 cont. 

Sexual Pref. Prot. Vao. Prot. Oral Prot. Anal 

Heterosex. 59.61(44.47) 42.23(49.31) 95.18(21.26) 
Gay/Lesb. 0.00( none) 0.00( none) 100.00( none) 
Bisexual 82.73(38.49) 50.00(50.00) 100.00(00.00) 

Sexual Pref. Contra. Beh.- #AIDS Risks 
Heterosex. 2.18(0.85) 1.70(1.03) 
Gay/Lesb. I.OO(none) I.OO(none) 
Bisexual 2.11(0.76) 1.55(1.21) 

Contra. Resp. Prot. Vag. Prot. Oral Prot. Anal 

Participant 50.93(43.30) 27.13(44.11) 94.05(23.40) 

Partner 55.25(44.00) 25.00(43.69) 93.10(25.56) 

Contra. Resp. Contra. Beh.- #AIDS Risks 

Participant 2.44(0.60) 1.43(1.03) 
Partner 2.53(0.66) 1.50(0.86) 

N=402. 
Standard deviations are shown in parentheses. 
*'s are significantly different from +'s. 
*p<.05. 
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lower Contraceptive Behavior scores, indicating more 

consistent, effective contraceptive use than those who used 

withdrawal or no method. Those not currently sexually 

active tended to have more AIDS Risk Factors than those who 

used birth control pills, condoms/diaphragms with or without 

spermicide, or other methods (due to the wording of the 

questions and their inapplicability for those not sexually 

active). Those not tested for HIV had a higher frequency of 

Protected Vaginal Intercourse than those who tested HIV 

negative due to not being sexually active. Those 

participants who had not been tested tended to have less 

unprotected oral intercourse than those tested negative, 

possibly because a high percentage of those untested were 

without sexual relationship experience. Those who tested 

negative for HIV tended to have less effective Contraceptive 

Behavior than those who had not been tested. Those who had 

not been tested for HIV and those who tested HIV positive 

tended to have a higher number of AIDS Risk Factors than 

those who tested HIV negative. 

Research Question 1 

Correlational analyses were conducted for the total 

sample and are shown in Table 13. The large number of 

correlational analyses conducted led to concerns about Type 

I error. Therefore, a more conservative significance level 

of .001 was used for the correlational analyses of the total 

sample and the total sample by gender. More Protected 

Vaginal Intercourse was significantly associated with less 

146 



Table 13 
Correlations Between Protective Behaviors 
and Selected Variables 

Vari able 

Relig 
How Long Rel 
# Sex Relat 
Subst Use/Sex 
Social Influen-
Self-Esteem-
Self-Efficacy-
Mor Eval/Sex-
Ludus-
Storge-
Permi ssi veness-
Sex Practices-

Vaq. 

0.13 
-0.37* 
-0.45* 
-0.16 
- 0.14 
0.14 
-0.22* 
-0.18* 
-0.10 
-0.18* 
- 0.15 
0.23* 

Oral 

0.17* 
-0.22* 
-0.43* 
-0.35* 
0.33* 
0.20* 
-0.23* 
-0.21* 
0.05 

-0.15 
0.29* 
0.14 

Anal 

-0.03 
-0.09 
-0.14 
-0.10 
0.09 
-0.01 
-0.12 
-0.02 
0.06 
-0.16 
0.14 
0.00 

Contra-

-0.28* 
0.36* 
0.64* 
0.32* 
-0.25* 
-0.14 
0.34* 
0.17* 
-0.17* 
0.21* 
-0.28* 
-0.16 

Ri sks 

0.16 
-0.35* 
-0.31* 
-0.27 
0.02 
0.09 
0.06 
-0.15 
-0.09 
0.06 
-0.07 
0.18* 

Total N=402 Female N=230 Male N=172. 
Vag.=Degree of Protected Vaginal Intercourse. 
Oral=Degree of Protected Oral Sex. 
Anal=Degree of Protected Anal Intercourse. 
Contra=Contraceptive Behavior. 
Risks=Number of AIDS Risk Factors. 
+A higher score on those measure with a '-' to the right of 
the name is indicative of a lesser or more negative 
response. The higher scores of those without a marking are 
indicative "more" or a more positive response. 
*p>.001. 
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time in a current relationship, a lower number of sexual 

relationships, more sexual self-efficacy, more restrictive 

moral evaluation of sexuality, more endorsement of Storge, 

and less endorsement of Sexual Practices. 

More Protected Oral Sex was significantly associated 

with less time in a current relationship, a lower number of 

sexual relationships, less substance use and sex, more 

sexual self-efficacy, more restrictive moral evaluation of 

sexuality, more religiosity, less positive perceived 

attitudes of parents and friends about sex, lower sexual 

self-esteem, and less endorsement of Permissiveness. 

Protected Anal Sex was not significantly associated with any 

independent variable scale. 

More consistent Contraceptive Behavior was associated 

with more religiosity, less positive perceived attitudes of 

parents and friends about sex, less endorsement of Ludus and 

Permissiveness, less time in a current relationship, a lower 

number of sexual relationships, less substance use and sex, 

more sexual self-efficacy, more restrictive moral evaluation 

of sexuality, and more endorsement of Storge. 

A higher number of AIDS Risk Factors was associated 

with less time in current relationship, fewer sexual 

relationships, and less endorsement of Sexual Practices. 

ANOVAs were conducted by gender on all scales and 

results are shown in Table 14. Females were significantly 

more likely to have been taught abstinence than males. 

Males were found to have significantly more AIDS risk 

factors than females. Males were found to have greater 
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Table 14 
Means and Standard Deviations 
Sample and by Gender 

for All Scales for Total 

Variable 
Total N 
Mean (SD) 

Age 
Family Income 
Parent's Education 
Reli giosity 
# Sex Relationships 
Contracept Behavior 
Contracept Educ 
Taught Abstinence 
# AIDS Risks 
Substance Use & Sex 
Social Influence-
Talking With Others-
Encourage/Moti V-
Contraceptive Know 
AIDS Knowledge 
Sex Self-Esteem-
Locus of Control-
Sex Self-Efficacy-
Moral Eval of Sex-
Eros-
Ludus-
Storge-
Pragma-
Mani a-
Agape-
Permi ssi veness-
Sexual Practices-
Communion-
Instrumental i ty-
AIDS Threat 
Barri ers/Benefits 
Protected Vaginal 
Protected Anal 
Protected Oral 

20 
4 
3 
3 
1 

- 2 
3 
1 
1 
1 
3 

• 2 

2 
15 
16 

1 
2 
2 
3 
1 
3. 
2 
3 . 
2 . 
2 . 
3 . 
1 . 
2 . 
3 . 
5 . 
1 . 

6 0 . 
9 5 . 
4 2 . 

. 22 

.19 

. 77 

.87 

.38 

.18 

.10 

.93 

.691 

.90 

.381 

.24 

.551 

.941 

.551 

.75< 

.13( 

.39( 
58 ( 

.96{ 
79 ( 
61 ( 
02( 
91 ( 
66( 
99 ( 
80( 
15( 
46( 
05( 
84 ( 
K^ 
3(2 
3(4 

(3 
(1 
(1 
CO 
C2 
CO 
[1 
CO 
CI 
CO 
[0 
CO 
[0 
C4 
[1 
CO 
:o 
:o 
:o 
:o 
: i 
: i 
' 1 . 
:o 
' 1 . 
0 . 
0 . 
0 . 
0 . 
1 . 
1 . 

\4. 
'0. 
19. 

. 4 8 ) 

. 1 1 ) 

. 1 6 ) 

. 7 6 ) 

. 3 1 ) 

. 8 5 ) 

. 1 9 ) 

. 6 3 ) 

. 0 3 ) 

. 6 8 ) 

. 7 9 ) 

. 4 1 ) 

. 6 4 ) 

. 9 3 ) 

. 4 4 ) 

. 5 1 ) 

. 5 1 ) 

. 8 0 ) 

. 8 1 ) 

. 8 7 ) 
00 ) 
12) 
05 ) 
9 2 ) 
04 ) 
82 ) 
59 ) 
69 ) 
72) 
27 ) 
04 ) 
48 ) 
9 5 ) 
27 ) 

Females 
Mean (SD) 

Males 
Mean (SD) 

2 0 . 0 9 ( 3 . 1 5 ) 
4 . 2 0 ( 1 . 1 5 ) 
3 . 8 1 ( 1 . 1 4 ) 
3 . 8 7 ( 0 . 7 6 ) 
1 . 3 8 ( 2 . 6 8 ) 
2 . 1 8 ( 0 . 8 7 ) 
3 . 1 2 ( 1 . 1 3 ) 
2 . 0 2 ( 0 . 6 3 ) 
1 . 5 3 ( 0 . 9 8 ) 
1 . 8 2 ( 0 . 6 0 ) 
3 . 7 0 ( 0 . 6 0 ) 
2 . 2 2 ( 0 . 4 0 ) 
2 . 5 9 ( 0 . 6 6 ) 

1 6 . 0 3 ( 4 . 4 4 ) 
1 6 . 6 4 ( 1 . 4 1 ) 

1 . 7 9 ( 0 . 5 0 ) 
2 . 0 8 ( 0 . 4 6 ) 
2 . 1 6 ( 0 . 6 9 ) 
3 . 7 2 ( 0 . 8 0 ) . 
1 . 8 7 ( 0 . 8 8 ) 
3 . 9 8 ( 0 . 9 3 ) 
2 . 5 0 ( 1 . 1 5 ) 
2 . 9 3 ( 1 . 0 8 ) 
2 . 9 7 ( 0 . 9 5 ) 
2 . 8 0 ( 1 . 0 6 ) 
4 . 3 4 ( 0 . 5 8 ) 
1 . 7 4 ( 0 . 5 7 ) 
2 . 1 5 ( 0 . 7 2 ) 
3 . 5 8 ( 0 . 6 8 ) 
4 . 9 6 ( 1 . 3 1 ) 
1 . 7 1 ( 1 . 0 2 ) 

5 7 . 6 ( 4 5 . 0 2 ) 
9 5 . 9 ( 1 9 . 7 1 ) 
4 3 . 8 ( 4 9 . 5 9 ) 

2 0 . 4 1 ( 3 . 8 8 ) 
4 . 1 9 ( 1 . 0 6 ) 
3 . 7 2 ( 1 . 1 8 ) 
3 . 8 6 ( 0 . 7 6 ) 
1 . 4 0 ( 1 . 6 7 ) 
2 . 1 8 ( 0 . 8 1 ) 
3 . 0 8 ( 1 . 2 7 ) 
1 . 8 1 ( 0 . 6 2 ) * 
1 . 9 1 ( 1 . 0 7 ) * 
2 . 0 2 ( 0 . 7 6 ) * 
2 . 9 4 ( 0 . 8 0 ) * 
2 . 2 6 ( 0 . 4 3 ) 
2 . 5 0 ( 0 . 6 0 ) 

1 3 . 9 7 ( 4 . 8 5 ) * 
1 6 . 4 2 ( 1 . 4 6 ) 

1 . 6 9 ( 0 . 5 1 ) * 
2 . 2 0 ( 0 . 5 5 ) * 
2 . 6 8 ( 0 . 8 3 ) * 
3 . 4 0 ( 0 . 8 0 ) * 
2 . 0 8 ( 0 . 8 4 ) * 
3 . 5 4 ( 1 . 0 4 ) * 
2 . 7 6 ( 1 . 0 6 ) * 
3 . 1 3 ( 0 . 9 9 ) 
2 . 8 2 ( 0 . 8 6 ) 
2 . 4 9 ( 0 . 9 9 ) * 
3 . 5 4 ( 0 . 8 8 ) * 
1 . 8 9 ( 0 . 6 2 ) * 
2 . 1 5 ( 0 . 6 5 ) 
3 . 2 9 ( 0 . 7 4 ) * 
5 . 1 7 ( 1 . 2 0 ) 
2 . 0 0 ( 1 . 0 5 ) * 

6 3 . 5 ( 4 3 . 6 5 ) 
9 4 . 6 ( 2 2 . 5 8 ) 
4 0 . 4 ( 4 8 . 9 0 ) 

Total N=402 Female N=230 Male N=172. 
+A higher score on those measures with a '-' to the right of 
the name is indicative of a lesser or more negative 
response. The higher scores of those without a marking are 
indicative of "more" or a more positive response. 
*p<.05. 
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risky substance use and sex behavior. Females were more 

likely to say that parents and friends would disapprove of 

them having sex with someone under a variety of 

circumstances (i.e., with someone she has gone out with once 

or twice, someone who is a steady boyfriend/girlfriend, or 

someone she loves). Female participants tended to have 

greater contraceptive knowledge than males. Males had 

greater sexual self-esteem, while females had a greater 

internal locus of control and sexual self-efficacy. Female 

participants disagreed more with the limiting moral 

evaluation of sexuality questions (i.e., premarital sex is 

immoral and dangerous, etc.) than men. Females agreed with 

the Eros and Storge and disagreed with the Ludus love styles 

more than did males. Males agreed with Agape more than did 

females. Female participants disagreed more with 

Permissiveness and Instrumentality, while they agreed more 

with Sexual Practices than did males. Male participants 

expressed more barriers to having safe sex than did the 

female participants. 

Correlations for males and females are shown in Table 

15. For females, more Protected Vaginal Intercourse was 

associated with less time in a current relationship, a lower 

number of sexual relationships, more sexual self-efficacy, 

less positive perceived attitudes of parents and friends 

about sex, and less endorsement of Sexual Practices. For 

males, more Protected Vaginal Intercourse was associated 

with less time in a current relationship, a lower number of 
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Table 15 
Correlations Between Protective Behaviors 
Selected Variables for Women and (Men) 

and 

Vari able 

Relig 

How Long Rel 

# Sex Relat 

Subst Use/Sex 

Social Influen-

AIDS Knowledge 

Sex Self-Esteem-

Sex Self Effic-

Moral Eval/Sex-

Ludus-

Storge-

Permi ssi veness-

Sex Practices-

AIDS Threat 

Vaq. 

0.14 
: 0 . 1 3 ) ( 
-0.40* 
[-0.30*) ( 
-0.49* 
C-0.40*) ( 
-0.11 
[-0.25) { 
0.30* 

[ 0.10) { 
-0.15 
[ 0.00) ( 
-0.14 
[ 0.16) ( 
-0.22* 
[-0.31*) ( 
-0.18 
[-0.17) ( 
0.09 

[ 0.15) ( 
-0.18 
[-0.20) ( 
0.15 

[ 0.27*) ( 
0.23* 

: 0.21) ( 
-0.07 
:-0.12) ( 

Oral 

0.24* 
: 0.07) { 
-0.23* 
:-0.24) { 
-0.38* 
[-0.51*) ( 
-0.28* 
[-0.42*) ( 
0.34* 

[ 0.38*) ( 
-0.19 
[ 0.01) I 
0.17 

[ 0.22) ( 
-0.13 
[-0.36*) ( 
-0.24* 
[-0.19) ( 
-0.03 
[ 0.13) { 
-0.12 
[-0.19) ( 
0.23* 

[ 0.40*) { 
0.16 

: 0.13) I 
-0.12 
[-0.11) ( 

Anal Contra-

-0.07 
[ 0.02) ( 
-0.04 
[-0.16) ( 
-0.17 
[-0.11) ( 
-0.06 
[-0.13) ( 
0.08 

[ 0.09) ( 
-0.05 
[ 0.28*) { 
-0.09 
[ 0.08) ( 
-0.12 
[-0.11) { 
-0.01 
[-0.04) ( 
0.08 

[ 0.02) ( 
-0.21 
[-0.10) ( 
0.06 

[ 0.21) ( 
0.07 

[-0.07) { 
-0.08 
[ 0.08) { 

-0.30* 
[-0.25*) { 
0.40* 

[ 0.33*) { 
0.67* 

[ 0.60*) ( 
0.24* 

[ 0.43*) ( 
-0.32* 
[-0.26*) ( 
0.04 

[-0.13) ( 
-0.11 
[-0.18) ( 
0.33* 

[ 0.41*) ( 
0.14 

[ 0.21) ( 
-0.17 
[-0.18) ( 
0.16 

[ 0.28*) ( 
-0.26* 
[-0.39*) < 
-0.19 
[-0.12) < 
0.22* 

[ 0.05) ( 

Ri sks 

0.14 
[ 0.19) 
-0.38* 
[-0.26*) 
-0.34* 
[-0.30*) 
-0.08 
[-0.06) 
0.20 

[ 0.00) 
-0.06 
[-0.09) 
0.07 

[ 0.16) 
0.04 

[-0.04) 
-0.09 
[-0.15) 
-0.12 
[ 0.02) 
0.01 

[ 0.09) 
-0.03 
[ 0.02) 
0.25* 

[ 0.06) 
0.05 

[-0.02) 

Total N=402 Female N=230 Male N=172. 
Vag.=Degree of Protected Vaginal Intercourse. 
Oral=Degree of Protected Oral Sex. 
Anal=Degree of Protected Anal Intercourse. 
Contra=Contraceptive Behavior. 
Risks=Number of AIDS Risk Factors. 
+A higher score on those measures with a '-' to the right of 
the name is indicative of a lesser or more negative 
response. The higher scores of those without a marking are 
indicative of "more" or a more positive response. 
*p>.001. 
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sexual relationships, more sexual self-efficacy, and less 

endorsement of Permissiveness. 

For females, more Protected Oral Sex was associated 

with less time in a current relationship, a lower number of 

sexual relationships, less substance use and sex, more 

restricted moral evaluation of sexuality, more religiosity, 

less positive perceived attitudes of parents and friends 

about sex, and less endorsement of Permissiveness. For 

males, more Protected Oral Sex was associated with fewer 

sexual relationships, less substance use and sex, more 

sexual self-efficacy, less positive perceived attitudes of 

parents and friends about sex, and less endorsement of 

Permi ssi veness. 

For females, more Protected Anal Intercourse had no 

significant correlates, while for males it was related to 

more AIDS knowledge. 

For females, more consistent Contraceptive Behavior was 

related to more religiosity, less positive perceived 

attitudes of parents and friends about sex, less endorsement 

of Permissiveness, less time in a current relationship, 

fewer sexual relationships, less substance use and sex, more 

sexual self-efficacy, and less AIDS threat. For males, more 

Contraceptive Behavior was significantly correlated with 

more religiosity, less positive perceived attitudes of 

parents and friends about sex, less endorsement of 

Permissiveness, less time in a current relationship, fewer 

sexual relationships, less substance use and sex, more 

sexual self-efficacy, and more endorsement of Storge. 
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For females, a higher number of AIDS Risk Factors was 

associated with less time in a current relationship, fewer 

sexual relationships, and less endorsement of Sexual 

Practices. For male participants, a higher number of AIDS 

Risk Factors was associated with less time in a current 

relationship and fewer sexual relationships. 

Correlations between dependent variables are as 

follows: More Protected Vaginal Intercourse was associated 

with more Protected Oral Sex (.39), more consistent 

Contraceptive Behavior (-.58), and a higher number of AIDS 

Risk Factors (.28). More consistent Contraceptive Behavior 

was related to a higher number of AIDS Risk Factors (-.27), 

more Protected Vaginal Intercourse (noted above), more 

Protected Oral Sex (-.41), and more Protected Anal 

Intercourse (-.17). A higher number of AIDS Risk Factors 

was correlated with more consistent Contraceptive Behavior 

(noted above), more Protected Vaginal Intercourse (noted 

above) and more Protected Oral Sex (.25). For males, more 

consistent Contraceptive Behavior was associated with more 

Protected Vaginal Intercourse (-.49), more Protected Oral 

Sex (-.48), and more Protected Anal Intercourse (-.26). 

More Protected Vaginal Intercourse was correlated with more 

consistent Contraceptive Behavior (noted above), a higher 

number of AIDS Risk Factors (.26), and more Protected Oral 

Sex (.38). For females, more consistent Contraceptive 

Behavior was related to a higher number of AIDS Risk Factors 

(-.32), more Protected Vaginal Intercourse (-.65), and more 

Protected Oral Sex (-.37). More Protected Vaginal 
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Intercourse was correlated with more consistent 

Contraceptive Behavior (noted above), a higher number of 

AIDS Risk Factors (.28), and more Protected Oral Sex (.39). 

More Protected Oral Sex was related to more consistent 

Contraceptive Behavior (noted above), a higher number of 

AIDS Risk Factors (.27), and more Protected Vaginal 

Intercourse (noted above). 

Overall, more protective sexual behavior was associated 

with less time in a current relationship, fewer sexual 

relationships, more religiosity, less substance use in 

conjunction with sex, less positive perceived attitudes of 

parents and friends about sex, less sexual self-esteem, more 

sexual self-efficacy, more restrictive moral evaluation of 

sexuality, less endorsement of Ludus, Sexual Practices and 

Permissiveness, and more endorsement of Storge. 

For females, more protective sexual behavior was 

associated with more religiosity, less time in a current 

relationship, fewer sexual relationships, less substance use 

in conjunction with sex, less positive perceived attitudes 

of parents and friends about sex, more sexual self-efficacy, 

more restrictive moral evaluation of sexuality, less 

endorsement of Permissiveness and Sexual Practices, and less 

AIDS threat. For males, more protective sexual behavior was 

associated with more religiosity, less time in a current 

relationship, fewer sexual relationships, less substance use 

in conjunction with sex, less positive perceived attitudes 

of parents and friends about sex, more AIDS knowledge, more 
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sexual self-efficacy, more endorsement of Storge, and less 

endorsement of Permissiveness. 

Research Question 2 

Multiple regression analyses were conducted with the 

dependent variables and the independent variables to 

determine which of the independent variables would predict 

the dependent variables more effectively than the other 

independent variables. These regression analyses were done 

for each of the following dependent variables: Protected 

Vaginal Intercourse, Protected Oral Sex, Protected Anal 

Intercourse, Contraceptive Behavior, and number of AIDS Risk 

Factors. Variables were allowed to enter the equation at 

p<.15 level of significance, but were required to obtain 

p<.05 level of significance to remain in the equation. 

Independent variables are listed in order of entry into the 

equation. Results are shown in Table 16. 

While using Protected Vaginal Intercourse as the 

dependent variable, it was found that 25% of the variance 

could be accounted for by four significant independent 

variables. More Protected Vaginal Intercourse was 

associated with fewer sexual relationships, less endorsement 

of Sexual Practices, more sexual self-efficacy, and more 

substance use and sex. Number of sexual relationships had 

the highest correlation and entered the equation first with 

21% of the variance accounted for (beta weight=-.43). 

With Protected Oral Sex as the dependent variable, it 

was found that 27% of the variance in this variable could be 
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Table 16 
Measures Regressed on Protective Behaviors 

Measure Standard 
Beta 

Protected Vaginal Intercourse 

#Sex Relationships 
Sexual Practices-
Self -Efficacy-
Substance Use & Sex 

R-Square 
Overall F(4,384) 

Protected Oral Sex 

#Sex Relationships 
Social Influences-
Substance Use & Sex 
Ludus-
Self-Esteem-

R-Square 
Overall F(5,385) 

-.43 
.16 

-.15 
.11 

.25 
31 .60 

-.32 
.16 

-.18 
-.15 
.11 

.27 
28.01 

Protected Anal Intercourse 

Storge-
AIDS Knowledge 
#Sex Relationships 

R-Square 
Overall F(3,393) 

Contraceptive Behav 

#Sex Relationships 
Self-Efficacy-
Eros-
Reli gi osity 
Storge-
Barriers/Benefits 

R-Square 
Overall F(6,395) 

ior-

.56 

.16 
-.22 
-.12 
.10 
.08 

-.14 
.11 

-.11 

.05 
6.86 

.48 
61 .83 

R-Square 
(Change) 

( 

( 

( 

( 

( 

( 

( 

( 

( 

( 

( 

( 

( 

( 

.21 

.02) 

.01) 

.01) 

.19 

.03) 

.02) 

.02) 

.01) 

.03 

.01) 

.01) 

.41 

.03) 

.03) 

.01) 

.01) 

.01) 

F 
(Change) 

100.30 
10.85 
5.98 
4.22 

89.68 
15.92 
7.47 
11 .08 
5.87 

10.44 
5.22 
4.67 

272.52 
20.31 
18.12 
9.69 
5.31 
4.42 
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Table 16 cont. 

Number of AIDS Risk Factors 

AIDS Knowledge -.13 .02 6.93 
Religiosity .16 (.01) 5.16 
Permissiveness- -.14 (.02) 6.83 

R-Square 
Overall F(3,398) 

Total N=402 Female N=230 Male N=172. 
+A higher score on those measures with a '-' to the right of 
the name is indicative of a lesser or more negative 
response. The higher scores of those without a marking are 
indicative of "more" or a more positive response. 
*p<.05 to stay in equation. 

- . 1 3 
. 16 

- . 14 

.05 
6 . 3 9 

.02 
( . 0 1 ) 
( . 0 2 ) 
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accounted for by five significant independent variables. 

More Protected Oral Sex was associated with fewer sexual 

relationships which entered first and accounted for 19% of 

the variance (beta weight=-.32), less positive parents' and 

friends' perceived attitudes toward sex, less substance use 

and sex, more endorsement of Ludus, and less sexual self-

esteem. 

When using Protected Anal Intercourse as the dependent 

variable, only 5% of the variance could be accounted for by 

three significant independent variables. More Protected 

Anal Intercourse was associated with more endorsement of 

Storge, more AIDS knowledge, and fewer sexual relationships. 

When using Contraceptive Behavior as the dependent 

variable, it was found that 48% of the variance in this 

variable could be accounted for by six of the independent 

variables. More consistent Contraceptive Behavior was 

associated with fewer sexual relationships, more sexual 

self-efficacy, less endorsement of Eros, more Religiosity, 

more endorsement of Storge, and fewer barriers and more 

benefits. Number of sexual relationships had the highest 

correlation and entered the equation first with 41% of the 

variance accounted for (beta weight=.56). 

With AIDS Risk Factors as the dependent variable, 

findings indicated that only 5% of the variance could be 

accounted for by three significant independent variables. A 

higher number of AIDS Risk Factors was associated with less 

AIDS knowledge, more religiosity, and more endorsement of 

Permi ssiveness. 
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Additional regression analyses were conducted 

separately for women and men. Results are shown in Table 

17. While examining the dependent variable Protected 

Vaginal Intercourse for males, it was found that 27% of the 

variance in this variable could be accounted for by five 

independent variables. More Protected Vaginal Intercourse 

was associated with fewer sexual relationships which entered 

the equation first and accounted for 16% of the variance 

(beta weight=-.35), fewer barriers and more benefits, more 

sexual self-efficacy, more endorsement of Instrumentality, 

and more positive attitudes from parents and friends about 

sex. 

For females, 31% of the variance in Protected Vaginal 

Intercourse was accounted for by five independent variables. 

More Protected Vaginal Intercourse was associated with fewer 

sexual relationships which entered first and accounted for 

24% of the variance (beta weight=-.47), less endorsement of 

Sexual Practices, more sexual self-efficacy, more substance 

use and sex, and less AIDS knowledge. 

With Protected Oral Sex, it was found that for males 

29% of the variance could be accounted for by two variables. 

More Protected Oral Sex was associated with fewer sexual 

relationships, which accounted for 26% of the variance (beta 

weight=-.44), and more sexual self-efficacy. 

For females, three independent variables accounted for 

21% of the variance in Protected Oral Sex. More Protected 

Oral Sex was associated with fewer sexual relationships 

which entered first and accounted for 14% of the variance 
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Table 17 
Measures Regressed on Protective Behaviors for Men and 
Women 

Measure Standard R-Square F 
Beta (Change) (Change) 

Protected Vaginal Intercourse 
Males: 

#Sex Relationships -.35 .16 31.83 
Barriers/Benefits -.16 (.03) 5.72 
Self-Efficacy- -.25 (.02) 4.38 
Instrumentality- -.19 (.03) 7.04 
Social Influences- -.15 (.02) 4.61 

R-Square .27 
Overall F(4,384) 11.62 

Females: 

#Sex Relationships -.47 .24 69.98 
Sexual Practices- .17 (.02) 6.92 
Self-Efficacy- -.17 (.02) 4.86 
Substance Use & Sex .15 (.02) 4.72 
AIDS Knowledge -.12 (.01) 4.36 

R-Square -31 
Overall F(5,217) 19.39 

Protected Oral Sex 
Males: 

#Sex Relationships -.44 .26 ^S'?2 
Self-Efficacy- -.19 (.03) 7.15 

R-Square 
Overall F(2,163) 

Females: 

#Sex Relationships -.28 .14 37.09 
Social Influences- .21 (.04) 10.53 
AIDS Knowledge -.16 (.03) 6.85 

R-Square 
Overall F(3,221) 

- . 4 4 
- . 1 9 

.29 
3 3 . 9 7 

- . 2 8 
.21 

- . 1 6 

.21 
1 9 . 1 2 

.26 
( . 0 3 ) 

.14 
( . 0 4 ) 
( . 0 3 ) 
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Table 17 cont. 

Protected Anal Intercourse 
Males: 

AIDS Knowledge .26 
Permissiveness- .20 
Barriers/Benefits .15 

R-Square 
Overall F(3,164) 

.14 
8.69 

.08 
(.04) 
(.02) 

14.18 
7.04 
3.95 

Females: 

Storge- -.21 

R-Square .04 
Overall F(1,227) 10.17 

Contracepti ve Behavi or-
Males: 

.04 10.17 

#Sex Relationships 
Self-Efficacy-
Eros-
Storge-
Talk-
AIDS Knowledge 
Barri ers/Benefi ts 
Reli giosity 

R-Square 
Overall F(8,163) 

Females: 

#Sex Relationships 
Self-Efficacy-
Eros-
Reli giosity 

R-Square 
Overall F(4,225) 

.53 

.18 
-.31 
.23 
.15 

-.15 
.15 

-.12 

.54 
23.89 

.60 

.19 
-.15 
-.12 

.50 
55.73 

.35 
(.04) 
(.03) 
(.03 
(.02) 
(.02) 
(.02) 
(.01) 

.44 
(.03) 
(.02) 
(.01) 

93.15 
12.27 
9.27 
10.54 
7.91 
6.30 
6.36 
4.66 

181.05 
11 .22 
7.45 
5.32 

Number of AIDS Risk Factors 
Males: 

Permi ssiveness-
Religiosity 
AIDS Knowledge 
Talk-
Substance Use & Sex 
#Sex Relationships 

R-Square 
Overall F(6,165) 

-.24 
.19 

-.19 
.15 
.28 

-.22 

.18 
5.92 

.04 
(.04) 
(.03) 
(.02) 
(.03) 
(.03) 

6.52 
6.34 
4.93 
4.12 
4.97 
6.33 
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Table 17 cont. 

Females: 

No variables met significance level to stay in equation. 

Total N=402 Female N=230 Male N=172. 
+A higher score on those measures with a '-' to the right of 
the name is indicative of a lesser or more negative 
response. The higher scores of those without a marking are 
indicative of "more" or a more positive response. 
*p<.05 to stay in equation. 
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(beta weight=-.28), less positive parents' and friends' 

perceived attitudes toward sex, and less AIDS knowledge. 

With the dependent variable Protected Anal Intercourse, 

it was found that for males 14% of the variance could be 

accounted for by three independent variables. More 

Protected Anal Intercourse was associated with more AIDS 

knowledge, less endorsement of Permissiveness, and more 

barriers and fewer benefits. 

For females this dependent variable obtained only one 

significant independent variable predictor. More Protected 

Anal Intercourse was related to more endorsement of Storge, 

which accounted for 4% of the variance in this dependent 

vari able. 

For males, when examining the influences on 

Contraceptive Behavior, it was found that 54% of the 

variance in Contraceptive Behavior could be accounted for by 

eight independent variables. More consistent Contraceptive 

Behavior was associate with fewer sexual relationships which 

entered first and accounted for 35% of the variance (beta 

weight=.53), more sexual self-efficacy, less endorsement of 

Eros, more endorsement of Storge, more talking with parents 

and friends about sex, more AIDS knowledge, fewer barriers 

and more benefits, and more religiosity. 

When examining Contraceptive Behavior influences for 

females, it was found that 50% of the variance in this 

dependent variable could be accounted for by four 

independent variables. More consistent Contraceptive 

Behavior was associated with fewer sexual relationships 
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which entered first and accounted for 44% of the variance 

(beta weight=.60), more sexual self-efficacy, less 

endorsement of Eros, and more religiosity. 

While examining the influences on AIDS Risk Factors for 

males, it was found that 18% of the variance in this 

dependent variable could be accounted for by six independent 

variables. A higher number of AIDS Risk Factors was 

associated with more endorsement of Permissiveness, more 

religiosity, less AIDS knowledge, less talking with parents 

and friends about sex, more substance use and sex, and fewer 

sexual relationships. No influences on AIDS Risk Factors 

were significant for females. 

Overall, more protective sexual behavior was associated 

with fewer sexual relationships, less endorsement of Sexual 

Practices, Permissiveness, and Eros, more sexual self-

efficacy, less positive perceived attitudes of parents and 

friends about sex, more endorsement of Ludus and Storge, 

less sexual self-esteem, more AIDS knowledge, and fewer 

barriers and more benefits. 

For males, more protective sexual behavior was 

associated with more sexual self-efficacy, more endorsement 

of Instrumentality and Storge, more positive perceived 

attitudes of parents and friends about sex, more AIDS 

knowledge, less endorsement of Permissiveness and Eros, more 

talk with parents and friends about sex, and less substance 

use in conjunction with sex. For females, more protective 

sexual behavior was found related to fewer sexual 

relationships, less endorsement of Sexual Practices and 
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Eros, more endorsement of Storge, more sexual self-efficacy, 

more substance use in conjunction with sex, less AIDS 

knowledge, and more religiosity. 

Research Question 3 

The SEM analyses estimations for the total sample did 

not converge and obtained negative variance estimates. 

Similar results were obtained for analyses utilizing gender 

as a latent variable. 
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APPENDIX C 

INSTRUMENTS 

CONSENT FORM 

Thank you for agreeing to participate in this study. 
Please read the following form carefully. 

I understand that the purpose of this research is to 
study attitudes and feelings I have about close personal 
love and sexual relationships as well as my attitudes and 
knowledge about a variety of related topics. I understand 
that I will be asked to answer a questionnaire including 
background items, items relevant to romantic and sexual 
relationships, and items concerned with how I feel about 
myself. I understand that my participation in this research 
is confidential and that the data will be available only to 
the investigators associated with the project. In addition, 
no identifying information will be attached to the data. I 
understand that I may discontinue my participation in this 
research at any time without penalty. There are no known 
risks associated with this project. 

Dr. Susan Hendrick is the supervisor of this project 
and has agreed to answer any questions I may have concerning 
the procedures (Psychology Department, Texas Tech 
University, 806/742-3737). I understand that the Texas Tech 
Institutional Review Board for the Protection of Human 
Subjects has been established for the protection of 
individuals participating in research projects conducted by 
University personnel. I may contact the IRB by writing to 
them in care of the Office of Research Services, Texas Tech 
University, Lubbock, TX 79409, or by calling them at 
806/742-3884. 

If this research project causes any physical injury to 
participants in this project, treatment is not necessarily 
available at Texas Tech University or the Student Health 
Center, nor is there necessarily any insurance carried by 
the University or its personnel applicable to cover any such 
injury. Financial compensation for any such injury must be 
provided through the participant's own insurance program. 
Further information about these matters may be obtained from 
Dr. Robert Sweazy, Provost for Research, 806/742-3884, Room 
203 Holden Hall, Texas Tech University, Lubbock, TX 79409-
1035. 

Signature of Subject Date 

Signature of Project 
Director or Authorized 
Representative Date 
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COVER LETTER 

This research study was designed to measure people's 

knowledge, attitudes, and behaviors in relation to 

contraception and AIDS risk. You will be asked to answer 

questions about how you look at love and sexual 

relationships, your personal sexual behavior and beliefs, 

your knowledge about contraception and AIDS, your attitudes 

and beliefs about yourself as a sexual person, and how you 

perceive your parents', friends', and partner's attitudes 

and support. Please read the questions carefully and fill 

them out to the best of your ability. Your effort is 

greatly appreciated. 

Thanks! 

167 



BACKGROUND QUESTIONNAIRE 

Please answer all questions with your current partner in 
mind. If you are not currently in a sexual relationship, 

please answer in terms of your most recent partner. If you 
have never been in a sexual relationship, please respond in 

terms of how you expect to behave when in such a 
relationship. 

PLEASE READ ALL INSTRUCTIONS AND 
ANSWER ALL ITEMS CAREFULLY 

USE PENCIL AND WRITE ONLY ON ANSWER SHEET 

On the answer sheet, please fill in the response that 
answers each question accurately for you. 

1. My age is: 

2. I am a: (a) male (b) female 

3. My ethnic heritage is: (a) Black (b) White-non-
Hispanic (c) White-Hispanic (d) Oriental (e) other 

4. My family's total income last year was: (a) $10,000 or 
less (b) $10,000 to $20,000 (c) $20,000 to $35,000 
(d) $35,000 to $50,000 (e) $50,000 - up 

5. My parents' education level: (a) one or both have 
graduate degrees (b) one or both graduated from 
college (c) one or both had some college (d) one or 
both graduated from high school (e) neither parent 
completed high school 

6. With regard to religion I consider myself to be: (a) 
very religious (b) moderately religious (c) neutral 
(d) moderately anti-rel igious (e) very anti-religious 

7. The way I feel about myself generally is: (a) very 
positive (b) positive (c) average (d) negative (e) 
very negative 

The following questions deal with your personal history and 
current experience with love and sexual relationships. 
Please answer each question. Select only one answer per 
item. 

8. Are you currently in a relationship? If "yes," how 
long? (a) no (b) Yes, one month or less (c) yes, one 
to three months (d) yes, three months to one year 
(e) yes, over one year 
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9. If you are currently involved in a relationship, is 
your relationship a sexual relationship? (a) not in a 
relationship (b) no, it is not sexual (c) yes, it is 
a sexual relationship 

10. Are you in love with your relationship partner? (a) 
not in a relationship (b) no (c) yes 

11. What is your household status? (a) single, not living 
with partner (b) single, living with partner (c) 
married, living with partner (d) married but separated 
(e) divorced 

12. What is your sexual orientation? (a) heterosexual 
(b) gay/lesbian (c) bisexual 

13. How many sexual relationships have you been involved 
in: (a) none (b) 1 (c) 2-4 (d) 5-10 (e) over 10 

14. Which partner currently takes responsibility for 
providing/using contraceptives: (a) does not apply 
(b) female (c) male (d) both partners share the 
responsi bi1i ty 

15. What type of contraceptive education did you receive in 
junior high and high school? (a) none (b) inadequate 
(c) limited (d) adequate (e) comprehensive 

16. To what degree did your junior high or high school 
teach abstinence? (a) not at all (b) somewhat (c) to 
the exclusion of all other viewpoints 

17. Have your sexual practices changed due to the 
possibility of your getting AIDS: (a) does not apply 
(b) yes (c) no 

18. How often do you drink alcohol? (a) never (b) less 
than once a month (c) once every two to four weeks (d) 
once a week (e) more than once a week. 

How much do you drink, when you do drink? (a) 
or mixed drink (b) 2-3 drinks (c) more than 3 

20. Of the times you have had sex in the last month, how 
many times had you had at least one drink beforehand? 
(a) none (b) a quarter of the times (c) half the times 
(d) three quarter of the times (e) every time 

21. How often do you use illegal drugs? (a) never (b) less 
than once a month (c) once every two to four weeks 
(d) once a week (e) more than once a week. 

22. Of the times you have had sex in the last month, how 
many times had you taken drugs beforehand? (a) none 
(b) a quarter of the times (c) half the times (d) three 
quarter of the times (e) every time 
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PERCEIVED SOCIAL INFLUENCE SCALE 

For each item below, indicate on the answer sheet the 
choice which describes how you think the others indicated 
would feel about each behavior. 

For each statement: A = Strongly approve 
B = Approve 
C = Neither approve or disapprove 
D = Di sapprove 
E = Strongly disapprove 

1. How would your mother feel about you having sex with 
someone you've gone out with once or twice? 

2. How would your mother feel about you having sex with a 
steady boyfriend/girlfriend? 

3. How would your mother feel about you having sex with 
someone you love? 

4. How would your father feel about you having sex with 
someone you've gone out with once or twice? 

5. How would your father feel about you having sex with a 
steady boyfriend/girlfriend? 

6. How would your father feel about you having sex with 
someone you love? 

7. How would your friends feel about you having sex with 
someone you've gone out with once or twice? 

8. How would your friends feel about you having sex with a 
steady boyfriend/girlfriend? 

9. How would your friends feel about you having sex with 
someone you love? 

For each item listed below, indicate on the answer 
sheet how much you have talked to the person indicated about 
that topic. 

For each statement: A = Not at all 
B = Some 
C = A lot 

10. How much have you talked to your mother about your own 
sex life (what you do), including birth control? 

11. How much have you talked to your father about your own 
sex life (what you do), including birth control? 

12. How much have you talked to your friends about your own 
sex life (what you do), including birth control? 
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For each item below, indicate on the answer sheet the 
choice which describes how you feel. 

For each statement: A = Strongly agree 
B = Agree 
C = Neither agree or disagree 
D = Disagree 
E = Strongly disagree 

13. My parents have encouraged me to use contraception. 

14. My friends have encouraged me to use contraception. 

15. My partner has encouraged me to use contraception. 

16. Generally speaking, I want to do what my parents think 
I should do. 

17. Generally speaking, I want to do what my friends think 
I should do. 

18. Generally speaking, I want to do what my partner thinks 
I should do. 
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PROTECTIVE SEXUAL KNOWLEDGE QUESTIONNAIRE 

Please answer the following questions as accurately as 
possible where a = true, b = false, c = don't know 

Contraceptive Knowledge 

Oral contraceptives 
1. The pill must be stopped every year for three months. 

2. The pill is generally dangerous to use. 

3. The pill may be taken along with other medications 
without decreasing its effectiveness. 

4. The pill may be taken by a woman who uses alcohol 
and/or drugs. 

5. The pill may not be taken if the woman has a history of 
certain illnesses. 

6. The pill is the most effective method of birth control. 

Di aphragms 
7. The diaphragm must be worn at all times. 

8. A diaphragm should be used only after having been 
fitted for it by a doctor. 

9. The effectiveness of the diaphragm is increased when 
used with a cream or jelly. 

10. The diaphragm cannot be felt by either the man or woman 
when properly in place. 

Condoms 
11. A condom should be tested before use. 

12. Condom break easily. 

13. The condom should be held around the base of the man's 
penis when withdrawn 

Spermicides (foams, creams, jellies) 
14. They should be inserted just before each intercourse. 

15. They work by killing sperm. 

16. They can be bought without a prescription in any 
drugstore. 

17. When used with a condom, they are a highly effective 
birth control method. 

18. They should be washed out with a douche immediately 
after intercourse. 
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Miscellaneous Methods 
19. Rhythm is a highly effective method of birth control. 

20. Withdrawal (pulling out) is a highly effective birth 
control method. 

21. Douching after intercourse is a highly effective birth 
control method. 

Reproduction 
22. Menstruation (monthly period) is a clearing of the 

uterus to prepare again for possible pregnancy. 

23. A woman's fertile time (when she is most likely to 
become pregnant) covers the middle of the interval 
between her menstrual periods. 

24. A woman can get pregnant the first time she has 
i ntercourse. 

25. Sperm can live in the female's reproductive system for 
about 72 hours (three days). 

26. If a woman does not have an orgasm (climax) during 
intercourse, she can't get pregnant. 

AIDS Knowledge 

27. Women with AIDS can infect men. 

28. A man who only has sex with women cannot get AIDS. 

29. You can get AIDS from blood transfusions. 

30. You can get AIDS from donating blood. 

31. Almost all homosexuals have AIDS virus. 

32. You can get AIDS from a person who is infected but does 
not have symptoms. 

33. You can get infected with AIDS and not have symptoms. 

34. You can tell if people have AIDS virus by looking at 
them. 

35. A woman can infect her baby with AIDS during pregnancy. 

36. You can get AIDS from shaking hands with or hugging a 
person who has AIDS. 

37. You can get AIDS from sharing forks or glasses with a 
person who has AIDS. 

38. You can get AIDS from kissing. 
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39. You can get AIDS from oral sex. 

40. A vaccine is available to prevent AIDS. 

41. One way to reduce risk of AIDS is to avoid sex with 
many people. 

42. One way to reduce risk of AIDS is to use a condom 
during sex. 

43. One way to reduce risk of AIDS is not to share needles 
with drug users. 

44. One way to reduce risk of AIDS is to not have sex. 
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SEXUAL SELF-ESTEEM SCALE 

For each item below, indicate on the answer sheet the 
choice which indicates how you feel about yourself. 

For each statement: A = Strongly agree 
B = Agree 
C = Disagree 
D = Strongly disagree 

1. I feel that I'm a person of sexual worth, at least on 
an equal basis with others. 

2. Sexually, I feel that I have a number of good 
qualiti es. 

3. All in all, I am inclined to feel that I am a sexual 
fai1ure. 

4. I am able to do as well sexually as most other people. 

5. I feel I do not have much to be proud of, sexually 
speaki ng. 

6. I take a positive attitude toward my sexual self (or 
myself, sexually). 

7. On the whole, I am satisfied with my sexual self (or 
myself, sexually). 

8. I wish I could have more respect for my sexual self (or 
myself, sexually). 

9. I certainly feel sexually useless at times. 

10. At times I think I am sexually no good at all. 
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LOCUS OF CONTROL SCALE 

For each item below, indicate on the answer sheet the 
choice which indicates how you feel about yourself. 

For each statement: A = Strongly agree with statement 
B = Moderately agree with statement 
C = neutral-neither agree nor disagree 
D = Moderately disagree with statement 
E =* Strongly disagree with statement 

1. What happens to me is my doing. 

2. When I make plans, I am almost certain I can make them 
work. 

3. Good luck is more important than hard work for success, 

4. Every time I try to get ahead, something or somebody 
stops me. 

5. Planning only makes a person unhappy, since plans 
hardly ever work out anyway. 

6. People who accept their condition in life are happier 
than those who try to change things. 
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SEXUAL SELF-EFFICACY SCALE 

For the following items, answer how sure you are that 
you would be able to say No to having sexual intercourse in 
these different situations: 

(a) not at all sure 
(b) a little sure 
(c) somewhat sure 
(d) pretty sure 
(e) very sure 

1. With someone you have known for a few days or less? 

2. With someone whose sex and drug use history is not 
known to you? 

3. With someone you have date for a long time? 

4. With someone you want to date again? 

5. With someone with whom you have already had sexual 
i ntercourse? 

6. With someone who you want to fall in love with you? 

7. With someone who is pushing you to have sexual 
i ntercourse? 

8. With someone after you have been drinking alcohol? 

9. With someone after you have been smoking marijuana? 

How sure are you that you would be able to: 
10. Use a condom correctly? 

11. Use a condom every time that you had sexual 
i ntercourse? 

12. Use a condom during sex after you have been drinking? 

13. Use a condom during sex after you have been using 
mari juana? 

14. Insist on using a condom during sex even if your 
boyfriend or girlfriend will not use a condom? 

15. Refuse to have sex if your boyfriend/girlfriend will 
not use a condom? 

16. Get the money needed to buy condoms? 

17. Walk into a store and buy condoms? 

18. Have a sexual relationship with only one person for a 
long period of time? 
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MORAL EVALUATION OF SEXUALITY SCALE 

For each statement fill in the response on the answer 
sheet that indicates how much you agree or disagree with 
that statement. 

For each statement: A = Strongly agree 
B = Moderately agree 
C = Neutral 
D = Moderately disagree 
E = Strongly disagree 

1. Premarital sex is immoral and dangerous. 

2. Premarital sex is irresistible and uncontrollable. 

3. Premarital sex for a woman is immoral. 

4. Premarital sex for a man is immoral. 

5. If I push using a condom with my partner, he/she may 
think I'm immoral or promiscuous. 

6. Women should let men make sexual decisions. 
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LOVE ATTITUDES SCALE 

Listed below are several statements that reflect 
different attitudes about love. For each statement fill in 
the response on the answer sheet that indicates how much you 
agree or disagree with that statement. Some of the items 
refer to a specific love relationship, while others refer to 
general attitudes and beliefs about love. Whenever 
possible, answer the questions with your current partner in 
mind. If you are not currently dating anyone, answer the 
questions with your most recent partner in mind. If you 
have never been in love, answer in terms of what you think 
your responses would most likely be. 

For each statement: A = Strongly agree 
B = Moderately agree 
C = Neutral 
D = Moderately disagree 
E = Strongly disagree 

1. My partner and I have the right physical "chemistry" 
between us. 

2. I feel that my partner and I were meant for each other. 

3. My partner and I really understand each other. 

4. My partner fits my ideal standards of physical 
beauty/handsomeness. 

5. I believe that what my partner doesn't know about me 
won't hurt him/her. 

6. I have sometimes had to keep my partner from finding 
out about other partners. 

7. My partner would get upset if he/she knew of some of 
the things I've done with other people. 

8. I enjoy playing the "game of love" with my partner and 
a number of other partners. 

9. Our love is the best kind because it grew out of a long 
friendship. 

10. Our friendship merged gradually into love over time. 

11. Our love is really a deep friendship, not a mysterious 
mystical emotion. 

12. Our love relationship is the most satisfying because it 
developed from a good friendship. 

13. A main consideration in choosing my partner was how 
he/she would reflect on my family. 
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14. An important factor in choosing my partner was whether 
or not he/she would be a good parent. 

15. One consideration in choosing my partner was how he/she 
would reflect on my career. 

16. Before getting very involved with my partner, I tried 
to figure out how compatible his/her hereditary 
background would be with mine in case we ever had 
chiIdren. 

17. When my partner doesn't pay attention to me, I feel 
sick all over. 

18. Since I've been in love with my partner, I've had 
trouble concentrating on anything else. 

19. I cannot relax if I suspect that my partner is with 
someone else. 

20. If my partner ignores me for a while, I sometimes do 
stupid things to try to get his/her attention back. 

21. I would rather suffer myself than let my partner 
suffer. 

22. I cannot be happy unless I place my partner's happiness 
before my own. 

23. I am usually willing to sacrifice my own wishes to let 
my partner achieve his/hers. 

24. I would endure all things for the sake of my partner. 
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SEXUAL ATTITUDES SCALE 

Listed below are several statements that reflect different 
attitudes about sex. For each statement fill in the 
response on the answer sheet that indicates how much you 
agree or disagree with that statement. Some of the items 
refer to a specific sexual relationship, while others refer 
to general attitudes and beliefs about sex. Whenever 
possible, answer the questions with your current partner in 
mind. If you have never had a sexual relationship, answer 
in terms of what you think your responses would most likely 
be. 

For each statement: 
A = Strongly agree with the statement 
B = Moderately agree with the statement 
.0 = Neutral - neither agree nor disagree 
D = Moderately disagree with the statement 
E = Strongly disagree with the statement 

1. I do not need to be committed to a person to have sex 
with him/her. 

2. Casual sex is acceptable. 

3. I would like to have sex with many partners. 

4. One-night stands are sometimes very enjoyable. 

5. It is okay to have ongoing sexual relationships with 
more than one person at a time. 

6. It is okay to manipulate someone into having sex as 
long as no future promises are made. 

7. Sex as a simple exchange of favors is okay if both 
people agree to it. 

8. The best sex is with no strings attached. 

9. Life would have fewer problems if people could have sex 
more freely. 

10. It is possible to enjoy sex with a person and not like 
that person very much. 

11. Sex is more fun with someone you don't love. 

12. It is all right to pressure someone into having sex. 

13. Extensive premarital sexual experience is fine. 

14. Extramarital affairs are all right as long as one's 
partner doesn't know about them. 

15. Sex for its own sake is perfectly all right. 
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16. I would feel comfortable having intercourse with my 
partner in the presence of other people. 

17. Prostitution is acceptable. 

18. It is okay for sex to be just good physical release. 

19. Sex without love is meaningless. 

20. People should at least be friends before they have sex 
together. 

21. In order for sex to be good, it must also be 
meani ngful. 

22. Birth control is part of responsible sexuality. 

23. A woman should share responsibility for birth control. 

24. A man should share responsibility for birth control. 

25. Sex education is important for young people. 

26. Using "sex toys" during lovemaking is acceptable. 

27. Masturbation is all right. 

28. Masturbating one's partner during intercourse can 
increase the pleasure of sex. 

29. Sex gets better as a relationship progresses. 

30. Sex is the closest form of communication between two 
people. 

31. A sexual encounter between two people deeply in love is 
the ultimate human interaction. 

32. Orgasm is the greatest experience in the world. 

33. At its best, sex seems to be the merging of two souls. 

34. Sex is a very important part of life. 

35. Sex is usually an intensive, almost overwhelming 
experi ence. 

36. During sexual intercourse, intense awareness of the 
partner is the best frame of mind. 

37. Sex is fundamentally good. 

38. Sex is best when you let yourself go and focus on your 
own pleasure. 
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39. Sex is primarily the taking of pleasure from another 
person. 

40. The main purpose of sex is to enjoy oneself. 

41. Sex is primarily physical. 

42. Sex is primarily a bodily function, like eating. 

43. Sex is mostly a game between males and females. 

44. Birth control methods are messy and take the enjoyment 
out of sex. 
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AIDS THREAT QUESTIONNAIRE 

For each item below, indicate whether it is (a) true or (b) 
false 

1. I am afraid of getting AIDS. 

2. I am less likely than most people to get AIDS. 

3. I know enough to protect myself from AIDS. 

4. Someone I know is likely to get AIDS. 

5. The number of people with AIDS is increasing. 

6. I would be fearful of getting AIDS if someone in my 
classes had AIDS. 

7. People with AIDS usually get cancer. 

8. People with AIDS die within ten years. 

9. AIDS can be cured if treated early. 

184 



BARRIERS AND BENEFITS QUESTIONNAIRE 

For each item below, indicate whether it is (a) true or (b) 
false 

1. Condoms are hard to get. 

2. Condoms are embarrassing to use. 

3. It is hard to ask if someone has had sex with several 
people. 

4. If my partner and I used a condom, we would feel less 
pieasure. 

5. If my partner and I used a condom, I wouldn't get AIDS. 

6. If we used a condom, my partner would appreciate it. 
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CONTRACEPTIVE BEHAVIOR QUESTIONNAIRE 

1. What period of time passed between your first act of 
intercourse and the first time you (or your partner) 
used contraceptives: (a) does not apply (b) we used 
it immediately (c) less than 6 months (d) 6 months to 
1 year (e) over 1 year 

2. Currently, how often do you (or your partner) use 
contraceptives when you have sex: (a) does not apply 
(b) always (c) often (d) rarely (e) never 

3. During your initial sexual experiences, did you (or 
your partner) use contraceptives: (a) does not apply 
(b) always (c) often (d) rarely (e) never 

4. Has your contraceptive behavior changed since you 
became sexually active? (a) does not apply (b) yes, I 
have become much more consistent (c) yes, I have 
become somewhat more consistent (6) yes, I have become 
less consistent (e) no 

5. Have you ever stopped using contraceptives, while 
remaining sexually active: (a) does not apply (b) no, 
I have always used contraceptives consistently 
(c) yes, on rare occasions when I am caught unprepared 
(d) yes, for short periods of time (e) yes, for 
extended periods of time 

6. Do you plan to continue using contraceptives while 
remaining sexually active? (a) does not apply 
(b) yes, I will use contraceptives consistently 
(c) yes, I will use contraceptives sometimes (d) no, I 
will rarely use contraceptives (e) no, I will never 
use contraceptives 

7. Your (used by you, or your partner) current method of 
birth control is: (a) does not apply (b) birth 
control pills (c) barrier methods (diaphragm or 
condoms) (d) spermicide (e) barrier method with 
spermicide (f) withdrawal (g) no method 
(h) other 
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AIDS PROTECTIVE SEXUAL BEHAVIOR QUESTIONS 

Answer the next questions by circling the correct 
answer or filling in the blank with the correct answer. 

In the past 6 months I have had 
1. vaginal sexual intercourse times in the past 6 

months and used condoms times. 

2. anal (rectal) sexual intercourse times in the 
past 6 months and used condoms times 

3. oral sex times in the past 6 months 
and used a barrier (condom, etc.) times 

4. How many men have you had sexual relations with in the 
past 6 months? men 

5. How many women have you had sexual relations with in 
the past 6 months? women 

6. How do you protect yourself from AIDS? 
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NUMBER OF AIDS RISK FACTORS QUESTIONNAIRE 

1. In the past 12 months have you used needles to inject 
(shoot-up) drugs? (a) yes (b) no 

2. Have you had a sexual partner in the past 12 months who 
used needles to shoot-up drugs? (a) yes (b) no 

3. Have you had sexual relations with a prostitute in the 
past 12 months? (a) yes (b) no 

4. Have you had a sexual partner in the past 12 months who 
may have been bisexual? (a) yes (b) no 

5. In the past 12 months have you had a sexual disease 
(such as Syphilis, Gonorrhea, Herpes, Chlamydia)? 
(a) yes (b) no 

6. Have you ever been tested for having the AIDS virus 
(HIV)? (a) yes (b) no 

(7. If you have been tested, do you have the virus? 
(a) does not apply (b) yes (c) no) 

8. Have you asked your partner whether he/she has been 
tested? (a) yes (b) no 

9. Have you asked your sexual partner about his/her sexual 
history? (a) yes (b) no 

(Item 7 was not used as a risk factor.) 
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