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ABSTRACT

The number of AIDS cases in women is growing more rapidly with
heterosexual transmission becoming the fastest growing mode of infection. The
present study was interested in communication as a factor which may affect
young women'’s sexual behavior.

The purpose of this study is to examine general and sexual
communication in the family with regard to sexual behavior and investigate the
roles that fathers and mothers play in sexual communication, the types of issues
they discuss, and whether the communication process is effective in relaying the
message.

The results indicated that one quarter of the subjects defined themselves
as virgins although the majority of women were sexu(ally active. With multiple
partners and inconsistent condom use, the sexually active women were
engaging in risky sexual behavior. However, the study also found a great deal of
variability within the virgin subgroup that indicated that séme virgins may also be
at risk for certain STD's, including HIV.

It was found that neither general nor sexual communication with mothers
or fathers differed between virgins, non-virgins, high or low risk women. While
open-ended stories about sexual communication with parents provided detailed
insight into the dynamics of communication, they were consistent with the scales
in finding that mothers were the primary sex educators while fathers were rarely
participating in sexual communication with their daughters. Possible

explanations for the findings and ideas for future research are suggested.
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Chapter One
introduction
The human immunodeficiency virus (HIV) epidemic is now in its second
decade and continues to elude either a cure or a preventive vaccine (Kelly,
Murphy; Sikkema, & Kalichman, 1993). First diagnosed among gay and bisexual
men in the early 1980’s, AIDS in the mid 1990’s is shifting towards intravenous
drug users and women of reproductive age (Wayment, Newcomb & Hannemann,
1993 as cited in Stein, Newcomb, & Bentler, 1994). By the end of June 1994,
401, 749 cases of AIDS in the United States had been reported to the CDC
(CDC, 1994 as cited in Amaro, 1995). However, this is only the tip of the iceberg
since an estimated 1.5 million Americans are believed to be infected with HIV
(Chesney, 1993). Health Canada (1994) reported that as of April 1994, there
were approximately 35,000 people in Canada who were infected with HIV and
9,511 people living with AIDS. The numbers are believed to be increasing
rapidly. The World Health Organization (WHO) projects that, by the year 2000,
the number of infected adults and children worldwide will increase to 30 to 40
million (Mann, 1991 as cited in Chesney, 1993). The human immunodeficiency
virus (HIV) will clearly continue to be one of the most profound health concerns

entering the new millennium.
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Definition of HIV/AIDS

Acquired Immunodeficiency Syndrome (AIDS) is a disease caused by the
Human Immunodeficiency virus (HIV). HIV is passed directly from one person to
another through contact with blood, semen, or vaginal fluids. There are three
primary routes of contraction. These are; transmission through sexual contact
with blood and body fluids, the sharing of intravenous needles, or being born to a
mother who has the virus. Although at one time it was possible to get HIV from a
blood transfusion, donated blood has been routinely screened in Canada since
October 1985. This procedure has significantly lessened the risk of contracting .
the virus through blood transfusions.

Since HIV infection compromises the immune system, persons with AIDS
are vulnerable to one or more infections that do not pose a threat to a person
whose immune system is healthy. People infected with AIDS ultimately die, not
as a result of AIDS itself, but because they have no immunological system to
fight the multiple infections and cancers (Patten, 1991 as cited in Roscoe &
Kruger, 1990). However, not everyone infected with HIV develops the deadly
syndrome known as AIDS. In fact, many HIV infected people remain in good
health and are asymptomatic for years. They are capable, however, of

spreading the virus to others.
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University Population and HIV

Recently, research has begun to focus on young adults. Since the peak -
prevalence of AIDS cases is in the 30-39 year old age group, and the onset of
AIDS is believed to be a mean of 7 to 10 years after infection with HIV, it
appears that those with AIDS became infected with HIV during the high school
and college/university ages (Latman & Latman, 1995). An escalation of the
epidemic among young people requires only two things. The first is unprotected
sexual intercourse and the second is the presence of the virus. The
university/college years are characterized by sexual and drug experimentation.
As many researchers have noted, adolescents and college students are likely to
experiment sexually, often with multiple partners, and without using condoms
regularly (Lear, 1995). University students are often away from home for the first
time with no supervision and the nature of university education places students
in constant and continuing proximity to each other. A majority of young people
have already experienced sexual intercourse prior to university and the new
found freedom associated with living independently provides an environment in
which sexual contacts may be increased. Since previous studies suggest that
university students have not internalized the AIDS risk (Edgar, Freimuth,
Hammond, McDonald, & Fink, 1992), and their high-risk activities make them a
target for the HIV virus, it is imperative that researchers investigate their unique
circumstances in order to develop appropriate and effective prevention

programs, increasing the practice of safe sex.
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Women and HIV

Since the beginning of the AIDS epidemic, educators have gone to great
lengths to inform people about the disease, transmission, and how it can be
prevented. While gay men have modified their behavior substantially,
intravenous drug users continue to engage in unsafe activity. Many non-
monogamous heterosexual men and women do not consider themselves at risk
for HIV infection and are therefore not changing their behavior (Leigh, 1990;
Siegel & Gibson, 1988 as cited in Wulfert & Wan, 1993). For two decades,
researchers have documented an increase in the prevalence and incidence of

'premarital sex and a decline in the average age at onset of sexual intercourse.
Coupled with the postponement of marriage, it appears that men and women are
likely to have an increasing number of partners before becoming more or less
monogamous.

The number of AIDS cases in women is growing more rapidly than in
men. Through December 1994, the Centers for Disease Control and Prevention
(CDC) received reports of 58, 428 cases of AIDS among adult and adolescent
(13 years and older) women in the U.S (CDC, 1995). The proportion of women
among cases in adults and adolescents has increased steadily, from 7 percent in
1985 to 18 percent in 1994. Heterosexual transmission of HIV is clearly the
fastest growing mode for infection among women (Holmes, Karon, & Kreiss,
1990 as cited in Amaro, 1995). In fact, cases of adolescent girls contracting HIV

from a male sexual partner represent the majority (91.5%) of AIDS cases known
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to have occurred through heterosexual transmission among adolescents (CDC,
1994 as cited in Amaro, 1995). Heterosexual females are of particular interest
since, relative to adults, adolescents with AIDS are more likely to be female than
male (14% vs. 7%) and to have contracted HIV through heterosexual vs.
homosexual/bisexual contact (9% vs. 4%)(Gayle et al.,, 1988; Goldsmith, 1988
as cited in Catania, Dolcini, Coates, Kegeles, Greenblatt, Puckett, Corman, &
Miller, 1989). A major contributing factor to the difference in heterosexual
transmission among women is that male to female transmission occurs more
frequently than female to male transmission. Padian, Shiboski, and Jewell
(1990) found that the odds of male to feméle transmission are 12 times greater
than of female to male transmission. Clearly, a better understanding of young
heterosexual women’s sexual behavior is needed. It is for these reasons that the

present study will focus on heterosexual university women.

Literature Review
Past research has centered on the role of education and knowledge,
perceived risk, substance abuse, and communication. Theoretical models have
been developed to explain sexual risk-taking behavior. Since many of the
variables in sexual risk-taking research are studied in conjunction with one
another, the following review of information may overlap but is organized as such

for the purpose of clarity.
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Education and Knowled

Education an-d knowledge were the primary focus for study in initial
psychosocial research on HIV/AIDS. The hypothesis was that, if people knew
the facts about HIV/AIDS and its transmission, high risk behavior would cease
and the epidemic would become non-existent. However, this has not been the
case. Massive public education campaigns to decrease adolescent high-risk
behaviors have not translated into a reduction of unsafe activities. Roscoe and
Kruger (1990) foﬁnd that their subjects were accurate in their knowledge of
AIDS, but only 34% of the subjects reported actually changing their behavior in
response to the threat of AIDS. Baldwin and Baldwin (1988) also found that their
subjects scored high on knowledge of AIDS transmission, but this did not lead
students to engage in markedly safer sexual practices than the less
knowledgeable students, nor did it cause them to avoid casual sexual
relationships or use condoms more. Since most studies have found that
knowledge today is not translated into the reduction of risk behaviors (Carroll,
1988; Ishii-Kuntz, 1988; Joseph et al., 1987 as cited in Ishii-Kuntz, Whitbeck, &

Simons, 1990), it has not been included as a variable in the present study.

Perceived Risk
People tend to believe that they are at less risk than others around them.
The existence of optimistic biases has been demonstrated in a wide variety of

domains such as wearing seatbelts (Weinstein, Grubb & Vautier, 1986 as cited in
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van der Velde, van der Pligt, & Hooykaas, 1994), illness as a result of home
radon (Weinstein, Sandman, & Roberts, 1990 as cited in van der Velde et al.,
1994), and AIDS (Bauman & Siegel, 1987; van der Velde, van der Pligt, &
Hooykaas, 1992 as cited in van der Velde et al., 1994). Weinstein (1989, as
cited in van der Velde et al., 1994) posited two possible processes that could
lead to optimism. These processes are the underestimation of the participant’s
own risk or the exaggeration of the risk of others. Most often, it is the latter.
That is, they tend to compare themselves to people who are particularly high in
risk.

Goldman and Harlow (1993) found that perceived risk was significantly
related to AIDS preventive behavior in college students but not in the direction
they predicted. Their results suggested that the more vulnerable a person felt,
the less likely they were to engage in preventive behavior. Similar results were
found by Weisman et al (1989, as cited in Goldman & Harlow, 1993) with a
sample of adolescent women where greater perceived risk was not associated
with an increase in AIDS preventive behavior. Kegeles et al (1990 as cited in
Goldman & Harlow, 1993) also found that the greater the pérceived
susceptibility, the greater the adolescent’s anxiety but the less likely he or she
was to take AIDS preventive action. However, van der Velde et al (1994)
proposed that optimism existed because the samples were usually focused on
young and healthy college students. Therefore, they suggested that those at

higher risk were less likely to be optimistic and that people were capable of

7
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assessing their personal risk despite their biased beliefs about susceptibility (van
der Velde et al., 1994). They found that all samples were optimistically biased
but that perceptions of risk were related to previous risk behavior in high-risk
samples only. They also found that optimists had lower levels of previous risky
behavior and increased intentions to adopt safe sex practices. Therefore, their
findings suggest that risk can be accurately self-reported since their subjects (of
many different risk levels) seeméd to judge their vulnerability (at least in part) on

the basis of their own.sexual practices.

Icohol Dr e
Two psychological variables that have been previously linked with

maladaptive health risking behavior are alcohol and drug use. Some studies
have shown that alcohol and drug use are strongly related to noncompliance
with safe sex practices (Clappen & Lipsitt, 1991; Stall, McKusick, Wiley, Coates,
& Ostrow, 1986 as cited in Goldman & Harlow, 1993). Although the majority of
the literature has shown that people who are heavier drinkers or drug users tend
to have more sexual partners and use condoms less. consistently, these studies
are unable to demonstrate whether substance use has a direct causal effect on
risky sexual behavior. This interpretation is supported by the fact that smoking,
which is not regarded as a causal factor in lapses of judgment, is also highly
correlated with high risk sexual activities (Leigh & Stall, 1993). The results can

be equally well explained by hypothesizing that an underlying tendency toward
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sensation seeking, risk-taking, or impulsiveness leads people both to substance
use and to riskier sex. Both sex and substance use are complex behaviors and
determining the nature of the relationship between them is not simple (Leigh &
Stall, 1993). Most of the problems with research concerning risky sex and
vsubstance abuse are methodological. Since it is difficult to conduct a controlled
‘experiment to study the influence of a drug on sexual behavior in a natural
setting, most studies have relied on correlational findings to draw their
conclusions. There are three categories used to differentiate the types of studies
in the literature. Thé first are global association studies in which measures of
overall substance abuse and overall risky sexual behavior are collected in
separate questions and then the relationship between these two variables is
examined. In this case, the existence of a global association between substance
use and general sexual activity does not necessarily indicate a link between
substance use and risky sex. After all, heavier drinkers may have more frequent
sex but not more frequent risky sex and this distinction cannot be determined
from data on general patterns of sexual activity (Leigh & Stall, 1993).

Situational association studies measure the frequency of alcohol or drug
use in conjunction with sexual activity. Although these studies are more focused,
it is possible that the relationship of substance use with sex to risky behavior
may be an artifact of the relationship between the total amount of sex and the
total amount of ris_ky behavior. As well, this type of data does not establish that

substance use and risky sex occurred on the same occasion.
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Lastly, event analyses focus on discrete sexual events which ask about
the circumstances of a specific sexual encounter and the role of substance
abuse. While event analyses are better than global or situational because they
provide a temporal sequence, they cannot account for the possibility of a
confounding variable that may be responsible for both the risky sex and
substance use such as a risky or sensation seeking persbnality. In conclusion,
although it is clear that there is a positive relationship between substance use

and risky sex, it is unclear at which level this link exists (Leigh & Stall, 1993).

Theories

While psychologists have sought to understand AIDS risk and AIDS
preventive behavior, the systematic application of formal, psychological theory in
this area has been relatively rare (Coates, 1990; Fisher & Fisher, 1992; Kelly,
Murphy, Sikkema & Kalichman, 1994 as cited in Fisher, Fisher & Rye, 1995).
Nevertheléss, four theoretical models have been repeatedly seen and applied to
health related research. They are Ajzen and Fishbein’s Theory of Reasoned
Action or Theory of Reasoned Action and Planned Behavior, The Health Belief
Model, the AIDS Risk Reduction Model (ARRM), and Bandura’s Social Learning
Theory. These theories and similar constructs such as self-efficacy, control, and
meaning have been used to try and understand risk behaviors and behavior

change.
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0 n i Pl Behavior

Boldero, Moore and Rosenthal (1992) found limited support in examining
the applicability of Ajzen and Madden’s (1986) Theory of Planned Behavior to
condom use. While confirming that intention does predict condom use, the
results demonstrated that predictive power is increased when intention is
measured closer in time to the behavior in question. Since intention changes
over time and the predictive ability of intention is dependent on the time of its
measurement and the behavior in question, other contextual factors such as
communication and condom availébility block the direct path posited by this

theory to exist between intention and behavior.

Health Belief I

The Health Belief Model (HBM) has been applied to HIV risk related
behaviors but has been criticized because of its omission of factors that are
specific to HIV acquisition in adolescents. The limitations of the HBM in the
context of prevention of HIV infection in adolescents include difficulty in
accounting for change of habitual behaviors, relative exclusion of emotional
reactions, peer group influence, and the lack of maturational constructs (Brown,
DiClemente, & Reynolds, 1991). As well, Montgomery et al (1989, as cited in
Brown et al., 1991) found that perceived susceptibility appeared to be of little
importance in predicting HIV preventive behavior, while perceived severity had

the largest beneficial impact on behavior. Knowledge of HIV and AIDS is not
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translated into behavior change because of an individual’s failure to see
themselves as susceptible to the threat of AIDS, a crucial component of the HBM

(Woodstock et al., 1992 as cited in Brown et al., 1991).

AIDS Risk Reduction Model

The AIDS Risk Reduction Model is a model of harm reduction that reflects
the history of behavior change stage models in heaith psychology (Ewart, 1991;
Prochaska & DiClemente, 1983 as cited in Catania, Coates, & Kegeles, 1994).
Stage 1 hypothesizes that perceived risk is a fundamental precondition for
changing risky sexual behavior. Stage 2 is based on Cognitive-Social Learning
Theory which states that people must make a commitment to safer sex and that
this decision is dependent on strong self-efficacy beliefs (Catania et al., 1989Db,
1992a as cited in Catania et al., 1994). Stage 3 focuses on the negotiation of
safe sex with one or more partners who may not share the same perceptions of
risk or commitment to safer sex. Studies have found that college students
engage in fairly risky behavior yet continue to believe they are not placing
themselves at risk for HIV infection (Goldman & Harlow, 1993). If a fundamental
aspect to changing one’s risky behavior in Stage 1 is perceived risk, prior
literature undermines this theory since the majority of young people do not feel
vulnerable to HIV infection and have not personalized the AIDS risk (Edgar,
1992). The second stage assumes that self-efficacy and making a commitment

to use condoms is the same process across genders. However, making the
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commitment to use condoms is not as completely controllable by a woman as a
man since she is not the one who wears it. Lastly, the negotiation of safer sex in
the third stage is also different for women, since they either have to convince the
man to wear a condom or refuse to have sex at all in order to protect

themselves.

Social Learning Theory

The Social Learning Theor)‘l (Bandura, 1977 as cited in Amaro, 1995)
emphasizes the concepts of modeling, perceived efficacy, and self-efficacy.
Modeling is the process by which people are influenced by observing others.
Perceived efficacy refers to the belief that a given behavior will result in a given
outcome and self-efficacy refers to an individual's belief that he or she can
effectively carry out a desired behavior in a particular setting. When applied to
sexual behavior, self-efficacy posits that the knowledge of steps that must be
taken to avoid risk, motivation to avoid risk based on the benefit of the protective
action, and the belief that the protective action taken will be effective will lead to
risk reduction (Bandura, 1989 as cited in Amaro, 1995). Studies have shown
that the social learning theory is the most effective school-based prevention

‘ program in delaying the initiation of sexual activity and in causing people to use
protection (a condom) because it stresses the social aspects of risk behaviors
such as peer pressure and the importance of building skills such as

communication to resist these external pressures (Kirby et al., 1994 as cited in
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Amaro, 1995). Although this appears to be the most salient theory, it is still
flawed with respect to the self-efficacy emphasis. The fact is that self-efficacy is
different for men and women. For women, although the intended outcome is still
condom use where safe sex is concerned, the desired behavior for her is not the
wearing of the condom but the ability to successfully negotiate with the male to

wear one or being able to assertively refuse to have intercourse.

elf-Effica ntrol ni

On a similar note, the constructs of self-efficacy and control and meaning
have been closely examined in the literature. Control and meaning have been
consistently associated with maladaptive health risking behaviors such as illicit
substance abuse, suicide ideation, and suicide attempts. Newcomb and Harlow
(1986, as cited in Goldman & Harlow, 1993) found that low personal control, low
personal competence, and feelings of powerlessness were related to increased
negative behaviors such as alcohol and drug abuse. These concepts represent
more global, internal constructs related to a person’s self-concept. Research on
the genders have found that women may feel less subjective control than men
when it comes to engaging in particular AIDS relevant safe sex behavior.
Gender differences have also been noted with regard to self-efficacy with men
perceiving thenﬁselves as more efficacious. However, Goldman and Harlow
(1993) found that women reported greater feelings of self-efficacy than did men

but it was also found that a sense of competence and ability to control their life
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did not explain much about their perceptions of risk regarding HIV infection.
Therefore, Goldman and Harlow (1993) suggested that control and meaning may
be too global and broad a construct to capture the kind of perceived control that
is associated with such concepts as perception of risk and AIDS preventive

behavior in women.

mm Theoreti I

All of the theories assume that risk behavior and behavior change in all
areas of health can be explained by one general model. Findings from
intervention studies suggest that the factors proposed by these theoretical
models may fail to account for behavior change in women and risk behaviors in
the general female population (Catania, Coates, Stall et al., 1992; Catania,
Coates, Kegeles et al., 1992 as cited in Amaro, 1995). Sexual behavior is more
complex than these models would suggest. Knowledge about HIV with regard to
using condoms does not sufficiently describe the contextual factors that affect a
woman'’s ability to engage in safer sex (Amaro, 1995). The basic
conceptualization of the models does not take gender into account as a central
determinant of sexual behavior and fails to consider the broader cultural and
social and situational context of sexuality. Furthermore, the models are based
on the assumption that sexual behaviors are controlled by the individual and that
encounters are initiated under the individual's control. However, sexual behavior

can be impulsive, physiologically driven, and can be imposed involuntarily under
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certain circumstances. Lastly, gender roles and cultural norms and values
influence, if not define, the behavior of men and women in interpersonal
relationships where sexual behavior occdrs (Amaro, 1995).

Since these models fail to consider the contextual social factors relating to
gender that shape the reality of risk and the potential for risk reduction among

women, the models will not be invoked in the present research.

municati

Since the transmission of AIDS can be controlled through the use of a
condom, researchers have been interested in the factors responsible for the
failure of many people to use condoms when engaging in sexual activity (e.g.
Abrams, Grahams, Spears, and Marks, 1990; Adler & Irwin, 1988; Moore &
Rosenthal, 1991a as cited in Boldero et al., 1992). Boldero, Moore and
Rosenthal (1992) investigated intentions and attitudes towards the use of
condoms and found that communication with a sexual partner and condom
availability were both found to be significant predictors of condom use. As stated
earlier, most studies assume that sexual risk behaviors such as not using a
condom are seen as the same behavior in both men and women when in fact
these behaviors are quite different. For men, the behavior is wearing the
condom while for women the behavior is persuading the male to wear a condom
or in some cases deciding not to have sex if the male partner refuses (Amaro,

1995). Since in order for condom use to occur a woman may have to insist that
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a man put on a condom, whereas a man only needs to make the decision to
wear one, the woman has less control than the man in this situation. Her
preventive behavior therefore may be less dependent on her own internal
feelings and more dependent on her communication skills. A woman’s
perception of her risk may be mediated by variables that tap into her ability to
assert herself in sexual relationships (Goldman & Harlow, 1993).

While communicétion has been acknowledged as a contextual factor
influencing the decision to practice or not practice safe sex, research concerning
this important variable is still in its early stages of development.

Two areas seem to dominate the majority of the research on
communication in a sexual context. The first is the examination of sexual
communication within a relationship and the role it plays in the decision of
whether or not to practice safe sex. The second is the role that general and
sexual communication in the family plays in later sexual communication and
consequently behavior, attitudes, and knowledge with regard to sexuality.

Communication in sexual encounters has not improved substantially
despite the risk of HIV/AIDS infection. Poppen (1994) compared the sexual
experiences of adolescents in 1979 and adolescents in 1989 to see if there had
been an increase in safe sex practices over the decade. It was found that
discussions about contraception did not increase over the decade with only
about half the respondents reporting such discussions prior to sex with a first

partner. Although condom use did increase and was a popular contraceptive
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method in 1989, they were still used less than 50% of the time with a new
partner whose sexual history was unknown.

Edgar et al (1992) examined the way people choose to communicate in
sexual situations as they decide whether or not to use condoms. The resulits
indicated that few people try to assess the risk of contracting AIDS or other
sexually transmitted diseases with a new partner. The main purpose for using a
condom was as a method of birth control and the majority of subjects seemed to
show minimal concern for issues of uncertainty related to AIDS and other STD’s.
In sexual encounters where a condom was not used during the last sexual
encounter, it was found that women who wanted to use a condom were less
likely to communicaté their wishes to partners than male counterparts. In
situations where a condom was used, females who initiated the condom use
relied primarily on a direct approach or a sexual veto to communicate their
wishes while male initiators typically put the condom on without communicating
about the issue. Understanding womens’ fears about communicating safe sex
practices could lead to more effective training in negotiation skills necessary to
initiate discussion about condom use with a new partner.

The question of what impact parent-child general and sexual
communication might have on adolescent behavior, attitudes, and sexual
knowledge is one that has not been directly answered empirically (Fisher, 1993).
Children acquire knowledge and expectations about sex in number of ways such

as parents, siblings, friends, and television. Both parents and adolescents
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believe that primary sex educators should be parents, but parents are not always
the primary source of sex education (Bennett & Dickinson, 1980; Koblinsky &
Atkinson, 1982; Furstenberg, Herceg-Baron, Shea & Webb, 1984, Yarber &
Greer, 1986 as cited in Kotva & Schneider, 1990). However, when parents did
participate in sexual communication, the mother was the most frequently
identified educator (Fisher, 1986; Inman, 1974 as cited in Mueller & Powers,
1990). There has been evidence that unmarried adolescents for whom their
parents were a significant source of sex education were less likely to have
engaged in sexual intercourse and less likely to have had more than one sexual
partner (Fox, 1981; Furstenberg, 1971; Lewis, 1973; Shah and Zelnik, 1981;
Spanier, 1977 as cited in Fisher, 1993). However, more recent research has
failed to replicate these findings or establish a clear relationship between a high
level of sexual communication in the family and age at first intercourse or
number of sexual partners (Darling & Hicks, 1982; Fisher, 1988; Herceg-Baron &
Furstenberg, 1982; Newcomer & Udry, 1985 as cited in Fisher, 1993). Since
research has indicated that the connection between sexual communication in the
family and sexual behavior is unclear (Ward and Wyatt, 1994), it would appear
that further examination of the relationship between parent-child sexual
communication and adolescent sexual behavior is needed.

Mueller and Powers (1990) investigated the relationship between parental
sexual communicator style and adolescent sexual behavior and information

accuracy.  They found that students who perceived their parents as having
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friendly and attentive styles of communicating reported less sexual activity in
junior high school, in college, and totally (Mueller & Powers, 1990). More
importantly, they found that perceived parental communicator styles were
significantly correlated with adolescents’ self-reports of sexual activity,
contraceptive use, and sexual knowledge accuracy. Since the adolescents’
perception of the parents’ communicator style was more important than the
actual communicator style, actual parental communication about sex will not be
measured in the present study. I‘nstead, the study will focus on young women'’s
perception of general and sexual communication in the family.

Research has also found that general communication is more strongly
correlated with responsible sexual behavior on the part of adolescents than
sexual communication (Fisher, 1990; Kotva & Schneider, 1990). The evidence
suggests that sexual communication is part of the general level of
communication in the family. General communication, specifically, openness in
communication has also been found to}be the strongest and most consistent
predictor of parent-child communication about sexuality (Fisher, 1990). Fisher
(1990) suggested that it made intuitive sense “that families in which there was
open, easy communication would be more likely to discuss sexuality” (p.64). For

this reason, both general and sexual communication in the family was examined.
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Present Study

The purpose of the present study was to examine communication and it's
relationship to sexual behavior in university women. It was an exploratory study
aimed at providing a better understanding of general and sexual communication
in the family, and sexual communication within a relationship. By taking a
retrospective look at past general and sexual communication within the family
‘and present sexual behavior and communication, it was hoped that a clearer
understanding of communication as it relates to young heterosexual university
women would be gained.

The present study investigated the following questions;
1. What effect does general and sexual communication within the family have on
young women'’s sexual behavior?
2. What role does the father and mother each play in sexual communication?
What types of issues do they discuss with their daughters and is the
communication effective in relaying the message?
3. How is communication occurring during sexual encounters with regard to safe
sex practices? Who is initiating the safe sex discussions? Is the discussion
successful resulting in safe sex practices? If the outcome of the discussion was
not successful (safe sex was not practiced), why not?
4. What are the primary concerns women have prior to engaging in a sexual
encountér for the first time with a new partner? Was the issue or question

discussed, was an answer obtained, and how was this accomplished?
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Chapter Two
Method
Participants
The participanfs in this study were 138 volunteer undergraduate female

students attending the University of Northern British Columbia. Posters with
information about the study and testing times were displayed throughout the
school and interested participants were asked to attend at a time convenient for
them. The researcher also went to classes to talk about the study and the
eligibility criteria. Participants in the Psychology subjéct pool were given credit
for completing the questionnaire. Due to a low participation rate from the pre-
designated testing times, a table in a high traffic area of the university was set up
for recruitment. As well, a lottery draw with a one hundred dollar prize was
advertised as a reward for all women who completed the study. All participants

were heterosexual unmarried women between 18 and 25 years of age.

Design
Participants in this study were categorized according to whether or not
they had experienced sexual intercourse with a man. Sexual intercourse refers
to penile-vaginal penetration. Virgins were defined as participants who had not
experienced sexual intercourse with a man and non-virgins were defined as
participants who had experienced sexual intercourse with a man. Participants

were then placed into categories based on their risk scores that were determined
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by responses to a set of questions inquiring about women'’s risk-related sexual
behaviors.

The study included six measures in scale format and these were
supplemented by open-ended questions. One scale, the General
Communication Scale, had two subscales for each of the mother and the father,
thus creating four variables for this scale. These were openness in
communication with the mother, problems in communication with the mother,
openness in communication with the father, and problems in communication with
the father. The other four variables were the weighted topics scale for mother
and the weighted topics scale for father as defined by the extent to which eight
sexual issues had been discussed with each parent; sexual communication for
mother as defined by the extent of sexual communication between mother and
daughter, and sexual communication prior to a sexual encounter as defined by
whether an issue was thought about, an answer obtained, and the extent to
which it was discussed.

The primary analysis was Multivariate Analysis of Variance (MANOVA).
The purpose of MANOVA is to determine whether group membership is
associated with reliable differences in combined dependent variable scores
(Tabachnick & Fidel'l, 1989). In MANOVA, the groups are the independent
variables and the predictors are the dependent variables. In the present study,
the independent variable or group membership was formed according to whether

the participants were virgins or non-virgins, and high or low risk was based on a
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median split of the risk scores within each group. The eight dependent variables
were Openness in Communication with Mother, Problems in Communication with
Mother, Openness in Communication with Father, Problems in Communication

~ with Father, Weighted Topics Scale for Mother, Weighted Topics Scale for
Father, the Sexual Communication Scale for Mother, and the Sexual Encounter

Scale.

Measures

Risk Score for Non-Virgins

The responses to the following questions served as the basis for the
calculation of risk score (See Appendix B for actual questionnaire).
1. At what age did you first experience sexual intercourse?
2. How many partners have you had sexual intercourse with in your lifetime?
3. During these sexual encounters, how consistent has your condom use been?
4. Have you ever started using condoms in the beginning of a relationship and
then stopped after getting to know him?
5. Have you ever started having sexual intercourse with no condom and then
stopped briefly to put on a condom prior to ejaculation?
6. Have you ever had sexual intercourse without a condom but he withdrew prior
to ejaculation?
7. Have you ever not used a condom or weren't worried about it because you

were on the pill or using other forms of birth control?
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8. Have you ever suggested that a condom be used, but there was no condom
available, and you proceeded anyway?
9. Have you ever started using a condom and then it was taken off half way
through intercourse?
10. Have you ever had an unwanted pregnancy?
11. Have you ever had an Sexually Transmitted Disease?
12. Have you ever had sex with a man who you knew used intravenous drugs for
recreational purposes?
13. Have you ever engaged in anal intercourse without using a condom?
14. Have you ever had sexual intercourse without using a condom while you
were drunk or high?

A question about intravenous drug use by the subject was dropped from
the risk score because no participants reported using intravenous drugs for

recreational purposes.

Ris re for Virgin

The following questions served as the basis for calculating a risk score
(See Appendix B for actual questionnaire).
1. Which of the following behaviors best describes what has occurred during any

sexual activity you have had with a man?
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(Tick appropriate box or boxes) The items were kissing, touching above clothes,
touching under clothes, being completely unclothed with male, masturbation
(female doing it to male), masturbation (male doing it to female), oral sex
(male doing it to female), oral sex using a condom (female doing it to male), oral
sex not using a condom (female doing it to male), anal sex using a condom, and
anal sex not using a condom?
2. How many boyfriends (men you have had intimate relations with) have you
had?
3. Have you ever engaged in any of the above behaviors (Question 1) while you
were drunk or high? »

Responses to these questions served as the basis for measuring sexual
risks within the virgin group. The item ‘anal sex not using a condom’ was
drqpped from the risk score since no oﬁe in this group had engaged in that

behavior.

Family Communication Scales

General Communication

The Parent-Adolescent Communication Scale was developed by Barnes
and Olson (1982). This 20-item form measures open family communication and
problems in family communication. There are equivalent forms for adolescents
and parents but the present study used only the adolescent forms since the

study was concerned with the participants’ perceptions of the communication
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with their parents. As well, previous research has indicated that different results
are obtained when using the parents’ reports rather than the adolescents’ reports
as the source of information about communication (Fisher, 1989; Newcomer &
Udry, 1984, 1985 as cited in Fisher, 1990). Students are asked to indicate the
extent of their agreement with various statements by means of a 5-point Likert
scale ranging from “strongly agree” to “strongly disagree”. The adolescent
version requires them to answer each question about their mother and father
separately. The scores of the two scales range from 20-100. The two subscales,
Open Family Communication (items 1, 3, 6, 7, 8, 9, 13, 14, 16, and 17) and
Problems in Family Communication (items 2, 4, 5, 10, 11, 12, 15, 18, 19, and 20)
can range from 10-50, with higher scores indicating greater levels of open
communication or problems in communication. It has a Cronbach’s alpha

reliability coefficient of .88.

exua munication I
The Weighted Topics Scale was created by Fisher (1987) and measures
the extent to which nine specific sexual topics have been discussed with both the
mother and the father. The topics are pregnancy, fertilization, intercourse,
menstruation, sexually transmitted diseases, birth control, abortion, prostitution,
and homosexuality. The Likert scale ranges from 0 indicating ‘none’ to 4 which
indicates ‘a lot’. Each item for each parent was summed to create a total score

on the scale. The possible scores can range from 0-36 for each parent, with
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higher scores indicating greater amounts of communication. The Cronbach’s
alpha reliability coefficient for this measure has been previously found to be .90
(Fisher, 1993).

Unlike most scales, this uses a relatively objective measure (topics
discussed) with a relatively subjective one (extent to which topic was discussed)
(Fisher, 1993). However, since it is limited in terms of examining the nature of
that communication, it was used in conjunction with the Sexual Communication
Scale.

The Sexual Communication scale was created by Murnen & Allegier
(1985) and consists of 14 items that assess the various aspects of sexual
communication between mother and daughter. The items include the frequency
and timeliness of discussions on sexual issues as well as attitudes conveyed
during the interactions. Questions 2 to 11 are answered on a 5 point Likert scale
and question 1 is a checked item with three possible answers. These are
assigned a code of 1 for discussion afterwards, 2 for discussion at the time, or 3
for discussion before. The scores on this scale can range anywhere from 13-63,
with a higher scoré indicating better communication. Kotva & Schneider (1990)
found the reliability of this scale to be .87. Two other questions were added to
this scale by the researcher. The statements ask directly about their sexual
communication relationship with their parent(s). The first item deals with how
easy or difficult they feel it is to talk to their parent(s) about sex and the second

asks the participants to characterize the sexual communication relationship
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between themselves and their parents from ‘excellent to very poor’. These last
two items were anchored on a 5-point Likert scale as well. Thus, the revised

Sexual Communication scale had a possible range of scores from 15-73. Items
worded negatively (items 2, 3, 4, 5,6, 7, 8, 9, 10, 11, 12, and 13) were reverse

scored so that a higher score indicated better sexual communication.

D - iv -ended ions

Two open-ended questions were uséd to supplement and expand upon
the sexual communication scales. The questions asked patrticipants to describe
a situation When a conversation about sexual matters took place between
themselves and their mother, and their father. They were asked to describe the
situation, the setting, the content, the attitude and atmosphere, and the outcome.
This type of information was expected to highlight and assist in the interpretation

of the father’s role in communication with their daughters about sexual matters.

S | Encounter Scale

The Sexual Encounter scale contained two sections, the first created by
the researcher and the second a scale alréady in existence. Throughout both
sections, participants were asked to describe the communication behavior that
took place during their most recent experience of having sex for the first time

with a new partner.
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The first section contained closed-ended questions eliciting information
about the length of time they had known the other person, where the event took
place, alcohol and drug use at the time, and condom use. If condoms were
used, the open-ended question asked the participants to describe interaction
about the use of condoms, focusing on who initiated it, how it was discussed,
and how they felt about it. If condoms were not used, participants were asked to
describe communication obstacles that were encountered and the reasons a
condom was not used.

The second section of the scale was created by Edgar et al (1992) and
consists of 13 items based on information gathered in focus groups. The 13
items list concerns about a new sexual partner that might occur to an individual
prior to having sex. For each question, participants indicated whether they had
thought about the issue prior to having sex with this new partner and whether
they obtained an answer. These were simple ‘yes’ or ‘no’ questions and were
assigned either a ‘1’ or ‘0’ score, respectively. They were also asked to what
extent the issue was discussed (on a 5-point Likert scale from ‘not at all’ to ‘a
lot’). For each issue, scores for whether the item was thought about, an answer
obtained, and extent of discussion scores were summed. The possible scores
ranged from O to 7, with a higher score representing better communication prior
to sex. Lastly, if they obtained an answer on an item, they were asked to write

how the answer was obtained. The purpose of this scale was to give an
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indication as to the issues that appear to be the most important and if and how
answers were obtained through discussion.

Spanier (1976 as cited in Edgar et al., 1992) a.rgued that the details of
most significant sexual experiences should not be difficult for individuals to recall
on surveys. Edgar et al (1992) stated that the participants in the focus groups
consistently indicated that they were confident in their ability to report information

about the last time they had sex with a new partner.

Procedure

Participants who came to the testing times in seminar rooms completed
the battery of instruments in groups in the presence of the researcher to
maximize the completion rate. Participants who came to the table in the public
place were informed of the topic and the criteria and asked if they were
interested in participating. These participanté took the questionnaires away with
tﬁem to answer the questions. All participants were given a letter explaining the
nature of the study and how to contact the researcher should questions arise.
This letter informed them that, should they feel uncomfortable with the subject
matter, they were free to stop participating at any time. Lastly, the letter assured
the participants of full anonymity and confidentiality (See Appendix A for
Volunteer Letter). Upon completion, participants dropped off the completed
questionnaire in a ‘drop box’ and filled out a ticket for the draw and/or the paper

work for credit if they were in the Psychology subject pool. Both the credit forms
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and tickets could not be matched to the questionnaire, keeping all questionnaires
anonymous and confidential.

The questionnaires were ordered in the package with the general
communication scales first, counterbalanced with respect to the father and
mother form. This was followed by the weighted topics scale, the sexual
communication scale, and the personal and demographic questionnaire. At the
end of this section, participants were asked whether or not they had had sexual
intercourse with a man. If the answer was ‘yes’, they moved directly to the
questionnaire covering sexual history and risk-taking behaviors, and the recent
sexual encounter. If they answered ‘no’, they moved to a different sexual history
and risk-taking questionnaire, and then completed the General Well-Being Scale.
The General Well-Being Scale was used as a ‘time filler because the sexually
active women had more information to complete than the virgins. This enabled
all particibants to finish within the same time frame and ensured that virgins
would not identify themselves by leaving the room early. The General Well-

Being Scale was not used in the analyses.
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Chapter Three
Results

Descriptives

There were 138 questionnaires returned. However, one subject was
dropped from the analysis as she did not fill out the questions on the sexual
history scale. Since she could not be categorized, her data was dropped from
the analysis, leaving n=137. Two participants did not answer one question each
on the sexual history scale and the missing values were imputed based on their
pattern of responses. Values were also imputed for 13 participants on questions
1, 4, 4b, 6, and 6b in the sexual communication with the mother scale. The
pattern of answers along with written comments indicated that the questions
could not be answered because the issue was never discussed with the mother.
Since the possible scores ranged from 1 to 5, with a low score indicating poor
communlication, missing data on these items that followed this pattern were
recoded with O’s to indicate a low score. Each questionnaire was re-examined
individually to make sure they followed the aforementioned pattern.

Within the 137 participants, 101 were non-virgins and 36 were virgins
representing 73.7 and 26.3 percent of thé sample respectively.

The Sexual Encounter Scale was dropped in its entirety due to an
extensive amount of missing data and thus was not included in the analyses.

The variables and their labels are summarized in Table 1.
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Variabl nd Labels

Variable Label Variables

AGE Age of Subject

LIVHOME Do you live at home?

FIRSTYR First year away from home?

YRSAWAY How many years have you lived away from hbme?

- WITHHIV Have you ever known anyone with HIV?

COURSEX Have you ever taken a course on sexual behavior?

SEXINTER Have you ever had sexual intercourse with a man?

AGEINTER Age at first intercourse

USEBC Did you use birth control dufing this experience?

NUMPART Number of sexual partners

CONDUSE Condom use

CONDETA Have you ever started using condoms in the beginning of the
relationship and then stopped after getting to known him

CONDETB ...started using condoms in the beginning of the relationship and
then stopped after one or both of you had HIV/STD testing

CONDETC ...started having sexual intercourse with no condom and then
stopped briefly to put on a condom prior to ejaculation

CONDETD ...had sexual intercourse without a condom but he withdrew prior to
ejaculation

CONDETE ...not used a condom or weren’t worried about it because you were
other forms of birth control

CONDETF ...suggested that a condom be used, but there was no condom

available, and you proceeded anyway



CONDETG

PREGNAN
STD

DRUG
SEXWDRUG

ANALNCON
SEXDRUNK
ORALNCON
SEXACT1A
SEXACT1B
SEXACT1C
SEXACT1D
SEXACT1E
SEXACT1F
SEXACT1G
SEXACT1H
SEXACT1!
SEXACT1J
SEXACT1K
BOYFRIEN

SACTDRUN

VIRCHOIC
MOPENCOM

MPROBCOM
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...started using a condom and then it was taken off half way
through intercourse

Have you ever had an unwanted pregnancy?

Have you ever had a sexually transmitted disease?

Have you ever used intravenous drugs for recreational purposes?
Have you ever had sex with a man who used intravenous drugs for
recreational purposes?

Have you ever had anal sex without a condom?

Have you ever had sexual intercourse while drunk or high?

Have you ever performed oral sex on a man without a condom?
Have you engaged in any sexual activity that involves kissing?
...touching above clothes?

...touching under clothes?

...being completely unclothed with male?

...masturbation (female doing it to male)?

...masturbation (male doing it to female)?

...oral sex (male doing it to female)?

...oral sex using a condom (female doing it to male)?

...oral sex not using a condom (female doing it to male)?

...anal sex using a condom?

...anal sex not using a condom?

How many boyfriends (men you have had intimate relations with)
have you had?

Have you ever engaged in any of the above behaviors (sexual
activity in Question 1) while you were drunk or high?

Is being a virgin a conscious choice that you have made?
Mothers-open communication subscale in general communication
scale _

Mothers-problems in communication subscale in general

communication scale



FOPENCOM
FPROBCOM
WTSMOTH

WTSFATH
SEXCOMM

Communication

Fathers-openness in communication subscale in general
communication scale

Fathers-problems in communication subscale in general
communication scale

Weighted Topics Scale for Mother

Weighted Topics Scale for Father

Sexual Communication Scale-Mothers only

36
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The means, standard deviations, obtained ranges, and possible ranges of the
variables applicable to all the participants in this study are displayed in Table 2.
Descriptive statistics applicable to non-virgins and virgins are displayed in Table
| 3 and Table 5 respectively. Descriptives of communication scales are displayed

for these groups in Table 4 and Table 6.

Ri ore Calculation

Risk scores were based on participénts’ answers to questions about
sexual history. For sexually active women, the risk score was based on age at
first intercourse, the number of ‘lifetime’ sexual partners, how often they used
condoms during these encounters, whether they had had an STD and/or an
unwanted pregnancy, engaged in anal sex without a condom, had sexual
intercourse without a condom with a man who was using intravenous drugs, had
sexual intercourse while under the influence of drugs or alcohol, and six specific
questions about condom use.

For virgins, the risk score was derived from the extent of sexual activity
they had had based on responses to a checklist of 10 items, how many
boyfriends or men they had had intimate relations with, and whether or not any

of these encounters had occurred while under the influence of drugs or alcohol.
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Table 2
Descriptives of All icipants (n=1
Variable Mean Percent Std. Dev. Range Poss. Valid N
Range

Yes No
Age 20.5 2.1 18-25 18-25 137
Live at 16.8 83.2 0-1 0-1 137
Home?
First Year? 272 728 0-1 0-1 114
Years Away? 3.4 1.9 .5-9.5 .5-9.5 83
Know Anyone 18.2 81.8 0-1 0-1 137
With HIV
Course in 404 59.6 0-1 0-1 136
Sexuality?
Mopencom 38.0 9.4 12-50 10-50 137
Mprobcom 27.6 8.6 10-47 10-50 137
Fopencom 324 10.2 10-50 10-50 134
Fprobcom 28.7 8.6 11-47 10-50 134
WTSMoth 16.2 9.5 0-36 0-36 137
WTSFath 6.5 8.3 0-36 0-36 134

SexComm 43.5 13.8 1471 1573 130
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Table 3

Descriptives of Non-Virgins (n=101)

Variables Mean Percent Std. Range Poss. Valid

Dev. Range N
Yes No

Age 20.8 2.0 18-25 18-25 101

Live at Home? 12.9 871 0-1 0-1 101

First Year? 25.0 75.0 0-1 0-1 88

Years Away? 3.7 1.9 1.5-10.0 1.5-10 66

Known Anyone 17.8 82.2 0-1 0-1 101

with HIV?

Course in 436 56.4 0-1 0-1 101

Sexuality?

Age at First 16.5 2.1 11-25 11-25 101

Intercourse

Used Birth 78.2 21.8 0-1 0-1 - 101

Control?

Number of 3.6* 2.5 1-8 1-8 101

Partners? _

Condom use? 2.6** 1.1 1-5 1-5 101

CondetA 525 475 0-1 0-1 101

CondetB 16.8 83.2 0-1 0-1 101

CondetC 277 72.3 0-1 0-1 101

CondetD 554 446 0-1 0-1 101

CondetE 64.4 35.6 0-1 0-1 101

CondetF 257 743 0-1 0-1 101

CondetG 18.8 81.2 0-1 0-1 101

Unwanted : 16.8 84.2 0-1 0-1 101

Pregnancy?

STD? 8.9 911 0-1 0-1 101

Use Intravenous 0.0 100.0 0 0-1 101

Drugs?

Sex with IV Drug 3.0 97.0 0-1 0-1 101

User?

“Anal Sex (w/o 16.8 83.2 0-1 0-1 101

condom)

Sex While 5356 46.5 0-1 0-1 101

Drunk/High

Oral Sex (w/o 911 8.9 0-1 01 101

condom)

* 3.6 in coding represents the range of 4-7 partners
** 2.6 in coding represents condom use 50-75% of the time
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Table 4

Scale Mean Std.Dev Range Poss. Valid N
Range
Mopencom 37.7 9.7 12-50 10-50 101
Mprobcom. 28.0 8.8 1047 10-50 101
Fopencom 32.6 10.8 10-50 10-50 98
Fprobcom 28.3 8.9 11-47 10-50 98
WTSMoth 17.0 9.9 0-36 0-36 101
WTSFath 72 8.9 0-36 0-36 98
SexComm 440 13.6 15-71 156-73 94
Risk Score 50.0 10.0 31-72 0-80 101

Note: The fathers of three participants were deceased.
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Table 5
Variables Mean Percent Std. Range Poss. Valid N

Yes No Dev Range
Age 20.0 20 18-25 18-25 36
Live at 278 722 0-1 0-1 36
Home?
First Year? 25.0 47.2 0-1 0-1 26
Years Away? 24 1.1 .5-5.0 .5-5 17
Known 19.4 80.6 0-1 0-1 36
Anyone with
HIV?
Course in 314 68.6 0-1 0-1 35
Sexuality?
SexActA 88.9 11.1 0-1 0-1 36
SexActB 77.8 222 0-1 0-1 36
SexActC 61.1 38.9 0-1 0-1 36
SexActD 30.6 69.4 0-1 0-1 36
SexActE 30.6 694 0-1 0-1 36
SexActF 222 778 0-1 0-1 36
SexActG 222 778 0-1 0-1 36
SexActH 11.1 88.9 0-1 0-1 36
SexActl 16.7 83.3 0-1 0-1 36
SexActJ 28 97.2 0-1 0-1 36
SexActK 0.00 100.0 0 0-1 36
# of 1.6* 1.2 0-6 0-6 36
Boyfriends?
Sexual 33.3 66.7 0-1 0-1 36
Activity While
Drunk/High
Virgin- 83.3 16.7 0-1 0-1 36
Conscious
Choice?

* 1.6 in coding represents a range of 1-3 boyfriends
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Table 6

D iptiv f Communication les for Virgins (n=36
Scale Mean Std.Dev Range Poss. Valid N

Range

Mopencom 38.8 8.5 17-50 10-50 36
Mprobcom 26.7 8.2 12-45 10-50 36
Fopencom 31.9 8.7 12-50 10-50 - 36
Fprobcom 297 4.7 15-42 10-50 36
WTSMoth 141 8.0 2-36 0-36 36
WTSFath 4.5 5.8 0-29 0-36 36
SexComm 42 1 14.3 14-66 15-73 36
Risk Score 50.1 10.0 39-77 20-80 36
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Risk scores were calculated for both virgins and non-virgins by entering
the items into a Principal Components Analysis and extracting one factor. This
one factor is the construct or latent variable labeled ‘risk score’ and the
procedure takes into account the intercorrelations among the risk score items.
For example, age at first intercourse may be highly correlated with number of
partners because they started earlier and therefore may have had more sexual
partners. Factor scores (i.e., z-scores) were saved as variables and represented
a score for each individual on that latent variable. These scores were then
converted into raw scores using a procedure for transforming z-scores to raw
scores (Brown, 1983, p. 163). The scores were converted to T-scores using the
equation, T=a + bz with a and b as constants. The scores had a mean of 50 and
a standard deviation of 10 based on the equation T=50 + (10 X z-score). The

scores ranged from 20 to 80, with a higher score representing higher risk.

High and Low Risk

Within each group (virgin and non-virgin), there was enough variability in
risk scores to justify the use of a median split to differentiate high and low risk
subgroups (See Table 2 and Table 3). However, it must be noted that these
subgroups are not comparable to each other. A virgin with a high risk score is
only comparable to a virgin with a low risk score, and a non-virgin with a high risk

score is only high risk compared with non-virgins. Therefore, when reference is
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made to a high risk virgin, it is meant that they are higher risk relative to the other
virgins in the sample.

The subgroups consisted of 52 high-risk non-virgins, 49 low-risk non-
virgins, 18 high-risk virgins, and 18 low-risk virgins. The means, standard
deviations, and range of the communication scales for these groups are

summarized in Table 7.

Primary Analysis

A 2 (intercourse or no intercourse) X 2 (risk, high or low) between-
participants multivariate analysis of variance was performed on seven
independent variables: open communication with the mother, problems in
communication with the mother, open communication with the father, problems
in communication with the father, the weighted topics scale for mother, the
weighted topics scale for father, and sexual communication with the mother.

MANOVA was used to compare the general and sexual communication
within the family among each of the subgroups. There were ho univariate or
multivariate within cell outliers at «.001. Results of evaluation of assumptions of
normality, homogeneity of variance-covariance matrices, linearity, and
multicollinearity were satisfactory.

With the use of Wilks’ criterion, it was found that the combined dependent
variables were not significantly affected by intercourse, E(7, 119)=1.17, p=.32,

~ risk score, E(7, 119)=1.43, p=.20, or their interaction, E(7, 119)=.77, p=.62 (See
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Table 7

Descriptives of C ication Scales f hG

Comm-Mth

Variables Non-Virgin Non-Virgin Virgin Virgin
High Risk Low Risk High Risk Low Risk
(n=52) (n=49) (n=18) (n=18)
Mean SD Range | Mean SD Range | Mean SD Range | Mean SD Range

Mth-Open 38.7 9.0 10-50 36.6 104 10-50 36.9 95 10-50 [40.7 7.1 10-50
Comm '
Mth-Prob 28.0 8.8 10-50 28.0 8.8 10-50 27.4 89 10-50 |[25.9 7.6 10-50
in Comm.
Fth-Open 34.3 10.6 10-50 30.9 10.7 10-50 32.6 80 10-50 |[31.3 9.6 10-50
Comm.
Fth-Prob 271 84 10-50 29.5 9.2 10-50 27.9 58 10-50 |31.4 9.0 10-50
in Comm.
WTS - 19.6 9.7 0-36 14.2 9.4 0-36 14.2 9.0 0-36 |13.9 71 0-36
Mother
WTS - 94 10.3 0-36 5.1 6.8 0-36 4.8 7.2 0-36 4.1 4.1 0-36
Father
Sexual 46.7 146  15-73 41.3 12.0 15-73 40.7 152 15-73 (434 13.7 15-73
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Table 8). The strength of association was very small according to Cohen’s
criteria. Cohen, 1992)(See Table 8), which further confirmed there was no
difference in general or sexual communication in the family between virgins or
non-virgins or high or low risk women.

Univariate and Roy Bargmann stepdown test results are summarized in

Table 9 and pooled within-cell correlations among DV’s are shown in Table 10.
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Table 8

Results of MANOVA

Test N\ame Value ExactF Hypth. Error DF Sig. of F  Effect
DF Size
Intercourse Pillais .06 1.17 7.00 119.00 .32* .07
Hotellings .07 1.17 7.00 119.00 .32*
Wilks .94 1.17 7.00 119.00 .32
Roys .06
Risk Group Pillais .08 1.43 7.00 119.00 .20* .08
Hotellings .08 1.43 7.00 119.00  .20*
Wilks .92 1.43 7.00 119.00 .20*
Roys .08
Intercourse by Pillais .04 % 7.00 119.00 .62* .04
Risk Grp. Hotellings .05 Lk 4 7.00 119.00 .62*
Interaction Wilks .96 a7 7.00 119.00 .62*
Roys .04

Note: All effect sizes are small according to Cohen, 1992.

*is non-significant at a=.05
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Table 9
ivariate F Bargm
v DV Univariate df Sig. Effect Stepdown df Sig.
F Level size F Level

Intercourse Mopencom 75 1/125 .39 .01 .75 1/125 .39
Mprobcom 75 1/125 .39 .01 .10 1/124 i
Fopencom 19 1/125 .67 .00 27 1/123 .60
Fprobcom .56 1/125 46 .00 .78 1/122 .38
WTSMoth 242 1/125 12 .02 5.65 1/121 .02
WTSFath 3.32 1/125 .07 .03 .60 1/120 44
SexComm .58 1/125 45 .00 .08 1/119 N4

Risk Group Mopencom .18 1/125 .67 .00 .18 1/125 .67
Mprobcom .08 1/125 .78 .00 .00 1/124 .96
Fopencom 1.76 1/125 19 .01 1.83 1/123 .18
Fprobcom 3.58 1/125 .06 .03 2.24 1/122 14
WTSMoth 2.76 1/125 10 .02 4.57 1/121 .04
WTSFath 2.18 1/125 14 .02 .06 1/120 .80
SexComm .31 1/125 .58 .00 1.05 1/119 o1

Intercourse by Risk

Grp Interaction
Mopencom 2.67 1/125 A1 .02 2.67 1/125 A1
Mprobcom .38 1/125 .54 .00 .81 1124 a7
Fopencom A7 1/125 50 .00 37 1/123 .54
Fprobcom .05 1/125 .83 .00 .90 1/122 .34
WTSMoth 2.36 1/125 A3 .02 .63 1/121 43
WTSFath 1.06 1/125 B .01 .04 1/120 .84
SexComm 2.39 1/125 A3 .02 .09 1/119 AF

Note: All effect sizes are small according to Cohen, 1992.
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Table 10

Variables Mopencom Mprobcom Fopencom Fprobcom WTSMoth WTSFath Sexcomm
Mopencom 9.48

Mprobcom -75 8.83

Fopencom .08 -.11 10.10

Fprobcom -.08 .26 -79 8.46

WTSMoth .58 -.42 03 -.08 9.02

WTSFath 21 -.23 47 -41 52 8.21

SexComm .59 -.49 .20 -.22 g7 .51 13.68
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Two open-ended questions were asked to supplement and expand upon
sexual communication within the family. The first asked the subject with which
member of the family she had had the most discussion about sexuality. The
other question asked participants to describe a situation in which sexual matters
were discussed between themselves and their parents. Specifically, it asked for
one story pertaining to their mother and one story pertaining to their father.

| A frequency count on the answers given for the first question revealed
that most women named their mother as the family member they have had the
most discussion with about sexuality (65.2%), followed by their sister (13.6%).

A content analysis of the responses was carried out and stories were
categorized on the basis of subject matter. These categories were then
examined for themes.

Since some of the stories contained elements of several of these
categoriés, they were coded according to the main or essential point of the story
as judged by the researcher. The stories were coded into the categories of séx
in general, birth-control/pregnancy/STD’s, menstruation, homosexuality,
reproduction, other and/or not answered or unable to remember a story. It must
be noted that not all categories were applicable to both mother and father (See
Table 11). For the analysis, stories about mothers and fathers were dealt with

separately.
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Table 11

P n ries f h n
Subject Mother-(n=137) Father-(n=134)

% %

Sex in General 25.6 15.7
Birth Control/Pregnancy/STD'’s 35.9 11.2
Menstruation 7.4 S
Homosexuality - 7.5
Reproduction 8.0 | 18

Other/Not Answered or Unable to 23.1 64.1
Remember a Story .
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Mother

Of the 137 stories for mothers, 25.6% of them were about sex in generéL
35.9% were about birth-control/pregnancy/STD’s, 7.4% about menstruation,
8.0% about reproduction/puberty, and 23.1% were about other topics or not
answered. The other topics covered a range of issues such as hearing parents
having intercourse, problems with friends and relationships, showing too much
emotion in public, thoughts on masturbation, hormones, and comments on
communication within the family but with no story. Since 61.5% of the stories fell
into either the sex in general or birth control/pregnancy/STD’s categories, the
analysis attempted to focus mainly on the examination of these questionnaires.
In addition, the categories of sex in general and birth control/pregnancy/STD’s
tended to contain information related to the last five years while the other
categories tended to contain stories whose time was compatible with the issue
such as menstruation which onuId have occurred around 12 years of age
(See Table 11 for Percent of Responses).

Stories in thése categories were examined for themes. The sex in
general category contained information about mothers and daughters talking
mainly about the daughter’s sexual behavior. However, there were a few cases
when the discussion also moved into the mother’s sexual activities as well. In the
situations referring to the daughter's sex life, both mothers and daughters
seemed to equally initiate these conversations. The fundameﬁtal theme that

emerged in this category was the importance of the reaction by the mother.
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Daughters seemed concerned about their mothers’ reactions whether they had

initiated the conversation or were being asked about a sexual matter:

...l was afraid she’'d be angry at me for having sex.”

...l was pretty scared as | thought [ was going to be in trouble.”

3

...l lied and said yes. | didn't want her to think any less of me.”

“®

...| felt she would be ashamed of me.”

The previous qudtes are examples that demonstrate that the mother’s
perceived reaction was very important to their daughters. However, it was the
actual reaction that may have set the tone for future conversations about sex. If
the mother was negative or unaccepting of the daughter’s activities, it was
unlikely that the daughter would confide in her again or at least not until some

time had passed:

When | was 19, after | lost my virginity, my mom found a container of
vaginal foam in my room. She asked if it was mine & | told her | had sex
with my boyfriend. This took place in my room and | was pretty scared as
thought | was going to be in trouble. | didn’t think my mom would
approve. In the end, she told me to go on the pill and made me feel
guilty, like | had done something wrong. This created future secrecy
between us, and | eventually became quite embarrassed when the topic
of conversation came to do with anything sexual. It took two years after
that to talk to my mother about sex comfortably.

“Mom was digging through my room and found my birth control pills
and she asked condescendingly if my boyfriend and | were active. | lied
and told her it was for cramps & she said okay & it was over.”
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“My mom went all weird one time when 1 told her | thought | was pregnant.
| don’t talk to her about stuff like that anymore because of her reaction.”

| didn’t tell my mother | was on birth control because | was afraid she
would be angry at me for having sex. She found the birth control pills and
was very hurt and angry at me. We had a very poor relationship when |
was a teenager, and this didn't help.”

These stories are examples of reactions that were perceived as negative
by the daughters. On the other hand, the mother was non-judgmental and
compassionate, the conversation was a vehicle that deepened and strengthened
the relationship between mother and daughter. This positive response from the

mother created an open environment in which communication could thrive:

...my boyfriend and | had broke up and we ended up getting together after
the pub one night. We had sexual intercourse. | thought we were back
together but he didn't. I've never felt so bad, hurt, used. | never told my
mom, only lied and told her we talked and cuddled all night. | felt she
would be ashamed of me. | finally told her 1 and 1/2 weeks later. | cried
and she hugged me, said she wasn’t mad, and talked to me about the
emotions and about my boyfriend, her experiences, and gave me advice.
It was great.

We were having a good trusting comfortable talk about life and she asked
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