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ABSTRACT

According tothe South Austrabn Departmentor Healthand Wellbeing SA Healtl)
data 20193, the rates of STIs in South Australia (SA) were on the eisgecially among
young people agetlBi 24 years. Similarly, the rates of unplanned pregnancy notifications
have been alarming among this age gr(&# Health, 220). A recentSouth Australian
sexual health reporevealed that the majority ob8th Austrailan young peopléaged 1629
years)had not been consistently prasitig safer sex use (Ward & Elliott, 2019). However,
little is known about the predictors of safer sex behaviour arSonth Australianyoung
peopleto enable thelesignof a safer sex intgention This research sought to inform health
investigators about factors that should be considered for possible safer sex interventions to
increase the rates of consistent safer sex use among young peepieus studies
considered the Theory of PlaathBehaviour (TPB) asl@neficid theory for understanding
and predicting health behaviodhis study used the TPB asheeoreticaframework to
investigatesafer sex practices of young people in SA. In addition to the attitudes, subjective
norms, and peeived behavioural control constructs postulated in the TPB, other possible
antecedents (e.g. alcohol consumption, and p
(e.g. age, pareftiarercommunication, religiosity, sexual status, and sex educatior® wer
identified through a review of the literature as possible predictors of intentions to safer sex
behaviour. Based on these fact@$Safer Sex Use Extended TPB Model (SSUEM) was
hypothesised.

A safer sex questionnaire was developed follovkinganci s et al . 6s (20
recommendationgdowever, prior to conducting the main study, a pilot stwdg conducted
to assess the designed survey instrunmiem safer sex questionnaire vpdlsted with 84

University students. As a result, the original safet questionnaire required modification
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Only the perceived behaviourabntrol tems, the demographic atfte sexual health
guestions were used in the main study.
It was essential to reisit the literature and identify another safer sex instrument based
on the pilot resultsHence,h eSexual Risk Scate ( SRS), a valid and r el
developed by DeHart and Birkimer (199%gas identified as a suitable instrumenbeused
in the main studyThe SRS instrument was udedest safer sex attiti@s, subjective norms,
partnero6s expectations, safer s&emamtentions
guestionnaire wadesigned irthree sections. The first and third sections included
demographic and sexual health questions, while section 2 préseat8RS instrument and
the perceived behavioural control items derived from the pilot study.
The main study ata werecollected through an online survey of 911 male and female
young people aged 184 years who had finished their high school studrebwere living in
South AustraliaStatistical Package for the Social SciengB#1-SPSS) version 27 was used
to run descriptiveand inferentiabtatisticsfor sectiors 1 and 3 of the questionnai.
Structural Equation Modeling (SEM) usingglis was the primry data analysis procedure
used to tedstherelationships between the identified factofshe SSUEM
Results from the SEM revealed that safer sex attitudes, subjective norms, perceived
behavioural controlparent/cardrteenage communicatipand sexuastatus were important
proxi mal factors related to safer sex intent
and religiosity were found to have more of a distal rBErent/carditeenage communication
had the strongest effect on safer sex behayiollowed by safer sex intentions and
perceived behavioural control.
The findings suggest that safer sex attitudes, subjective nantgerceived control

areessentiabntecedents of safer sex intentiofisese factors should be addediny

Xiv



interventiaon aiming to promote safer sex use among South Austsaéapeciallyyoung

adult womenThe findings suggest that the additional possible anteceganésit/carer
teenage communicatiaand sexual statushould also be added to anytgatial future
intervention. In other words, safer sex attitudes; what friends think about safer sex; self
efficacy and control to perceive safer sex; fimxuent parentarei teenage safer sex
communicationand sexual status should also form the basis of a possible esafer s
intervention.Future interventiomcanalsobuild on the study findings to strengthen the

relationship between scheand parents.
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1- INTRODUCTION

Worldwide, Sexually Transmissible Infections (STIs), such as Chlamydia and
Gonorrhoeaare high among young people aged 26yearswhen compared to other age groups
(World Health Organisation [WHO], 20144d)he rates oHumanlmmunodeficiencyirus
(HIV) and unplanned pregnancies are also high in this age ¢vdopd Health Organisation
[WHO], 2014a) Globally, young people agedil%! years are estimated to make up about one
third of those newly infected with HYWHO, 2014b)

In Australia, young people are not exempt from this alarming tigemmveen 2014nd
2018 an increase ithe STI notification rats for Chlamydia, Gonorrhoea and Syphili&as seen
(Kirby Institute, 2020) This increase presented 8% increase in Chlamialnotifications
especially among people aged betweei?®5/earsan increase of 97% the rates of
Gonorrhoea notificationgspecially among gay and bisexoan,anda 131% increase ithe
Syphilisnotifications (Kirby Institute, 2020 hese statigts suggest that Australian youdhe at
high risk of acquiring SH if safer sex usis not practisedappropriatelyand consistently

If left undiagnosed and untreat&T'ls can have devastating health effelets. example,
Chlamydia,anasymptomatic STI in up to 50% of men and 90% of wo(S&Health, 2012)
can lead to infectiamof the reproductive system and letegm health consequend&Hine SA,
2019) However, STlssuch as Gnorrhoea an€hlamydia, can be prevented and managed by
taking precautionand usingsafer sex methods such as condoms and dental (RS,
2015a) In a similar veinunplanned pregnaigscan be prevented bgllowing safer sex

practices, such dhe use otondoms.



TheCenters for Disease Control and Prdi@n(CDC) (2014has recommended safer
sex practicghroughusing contraceptive barrgsuch as condoms or dental dams. Contraceptive
barriers prevent most ST(&allo, KilbourneBrook, & Coffey, 2012; WHO/UNFPA, 2012)
unlike nonbarrier forms of conti@ption such as birth control pills. Currently, there are both
male and female condoms.

Male condoms are the oldest form of contraception. They have been around since the
Ancient Egyptians developed and used tl{@reen, 1971)A male condom is a thin lkex or
polyurethane sheath that prevents pregnancy by restricting any bodily fluid transmission, acting
as a barrier against sperm, mucous, and other bodily fluids such as blood entering the sexual
partnero6s body. A mal e c dave thethod for STl mreventson der ed t h e
(especially HIV) among both males and females, apart from abstinence from all sexual contact
(Centers for Disease Control and Prevention [CDC], 2013; Manhart & Koutsky, 2002; Reis,
Ramiro, de Matos, & Diniz, 2013; U.S. Depaemn of Health and Huma®ervices, 2014; WHO,
2015a, 2015b)Condomuse therefore plays adual role, ifappropriatelyused, in preventing
pregnagiesandtheacquisition of STIs during intimate sexual activity.

Like amale condom, a female condom is made of latex or polyurettgriaysa dual
role of contraceptive protection while offering similar degrees of protection from Siitsragle
latex condomgWHO/UNFPA, 2012) Acting as another form of barrier contraception, dental
dams are made of an uHifain latex square held over the vaginal or anal area during oral sex,
especially between womd&BA Health, 2026). They are especially useful for sex betwe
women as they act as a barrier to reduce the risk of contractingirgTuisling HIV, genital
warts, and herpg&DC, 2014; Government of Western Australia, 2016; Richters & Clayton,

2010) Contraceptive barriers can therefore provide protection dangdorm of sexual activity,



whether vaginal, orabr anal.ldentifying and understanding factors that influence safer sex
practicegds, thereforecrucialif we are to promotsafe sex practiceso reduce the risk of
unplanned pregnancies a8d| and HV acquisition.

Safer sexpractice is an important strategy for reducing the incidence of STIs and
unplanned pregnancies in Australia. described on thEamily Planning Victoria (2016)

website

- It [safer sex] also means doing the things you need to kiegjo you and your
partner healthy. This includes:

- protecting yourself from sexually transmissible infections (STIs) and Hooake
viruses (BBVSs) by using barriers such as condoms, having sexual health check
ups and being vaccinated against STIs and 8BV

- using contraception to avoid getting pregnant

- being aware of the effects of drugs and alcohol on your decision making and
protecting yourself from having sex that you might regret or were pressured into
because you were not thinking properly.

Therefore, safer sex includssategies that individuals take as precautions to protect
themselves against unintended pregresand STIs and safer sex practiceglude using
condoms or dental dams properly and consistently when engaging in sex.

Close to home in South Australia (SAthe number of STI notifications is also of
concernln 2016 15 South Australian young peopleere diagnosed everyay with either
Chlamydia orGonorrhoeg South Australian Department for Health and Ageing [SA Health],
2016). The recent data had showhat between 201@nd2018,the rates of STI notificatiornia
SAincreased byg%, with the highest notifications amongeople aged 15 to 29 yed&A
Health, 2019p Of evenmore significantoncern washe rapid increase @&5% inthe rates of
Gonorrhoea in South Austral{8A Health, 2026). Suchanincrease in the rate of STuguld
suggesthatmanyyoung people are not pragtig safer sex properly or consistently during their

sexual activity. HenceSouthAustralian young peoplare at risk of developing serious letegm
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health consequences due to these infectibasninimise this risk and reduce the rates of STIs
and unplanned pregnancies among young peopl e,
behaviou need tabechange. To facilitate this change, it is essential that factors that could
promote young peopleds safer sex practices are
strategies.

Identifying factorghat promote safer sex practices coaggdst in desigrnng an
intervention to motivate young people to preetafer sexA promising approach for this
purpose was westgated byBrill, Ruiter, Wiers, and Kok (2016 heTheory of Planned
Behaviour (TPB)wvas usedo identify the psychological féarsinfluencingy oung peopl ebs s
sex behaviourTPB was also used by aarlier studyconducted byArmitage and Talibudeen
(2010) An effective interventionwas usedo increase safe sex practices by changing safer sex
attitudes, subjective norms apdrceived behavioural control among young people ageti816
years.

TPB is considered very useful theorfor understanthg and predidng health behaviour
(Rhodes, Stein, Fishbein, Goldstein, & Rothefdonus, 2007) TPB positsthat an intention to
perform a specific behaviousuch agpractisingsafer sexis controlled or motivated by the
individual 6s attitude, subjective beliefs, and
in question(Reinecke, Schmidt, & Ajzen, 1998 afer sex behavioutherefore, is more likely to
occur if young people have a strong intention to do so. Intention is considered an immediate
antecedent to the actual behaviour,awtording to the theorit, is affected bythree
motivational factorgAjzen, 1991; Reinecket al., 1996) The motivational factors, namely
attitudes, subjective normand perceived behavioural contratethe antecedentsf intention

due to their direct effect on the intention of performing the behayieinecke et al., 1996)



Based on TPBchangngan i ndi vi dual 0s chamgimganyooaidhede pends
three antecedentattitude, subjective norms, and perceibethavioural contralFishbein &
Yzer, 2003) Otherfactors such as ageducation, religious affiliatignrand so forth can indirectly
affect behavioural intentions by their direct effect on these three major antecedents (attitude,
subjective norms and peEgived behavioural control) and so are considered background factors
(Ajzen and Fishbeir2005).

There have been several studieg. Reinecke et al., 1996; White, Terry, & Hogg, 1994)
that haveappliedthe TPB to predict safer sex intent®andto increase condom udge reduce the
incidences o6TIs andunplanned pregnaies Otherstudieshavealsoapplied the TPB theory or
parts of it to identify predictorof safer seypracticedCha, Kim, & Patrick, 2008; Li et al., 2020;
Mausbach, Semple, Strathd&ePatterson, 2009r to form interventions to prevetite
acquisition of STIgCha, Kim, & Patrick, 2007; Fishbein & Yzer, 2003; Guo et al., 201H¢
TPB model was useful in either identifying the predictors to safer sex or informing an
intervention.The success of these studies suggests that investigating the antecedents of safer sex
intention is gpracticalapproach to take in identifying factors associated with safer sex practices.

This study sought texaminesafer sex practices of young people A &ing the TPB.

1.1 Statement of the Problem:STls and Unplanned Pregnancy in 8

In South Australia, there are serious concerns about the high rates of STI notifications and
unplanned pregnancy, especially among young peoplenySouth Australiagare a key
priority in thefiFourthNational $xually Transmissible Infectiortrategy 208-20220 andthe
ASout h ASaxsdlyTrardsmissibldnfections Implementation Pl&019-20230 (SA
Health, 2@0d). In 2012, the first South Australian Sexualityamsmissible Infections Action
Plan 20122015 wagsdlevelopedSA Health 2012)This plandescribed the need to improve

5



young Sout h Au sSTlpravention,redtisg, and teeatradmt supporting and
increasing the number of sexual clinic and tleabmmunity service€SA Health, 2012)There
was also a focus on providisgxually active people with freamndoms to prevent sexual
transmission of HIYalong with the provision of clean needles and syringes for those who
injected drugsand developingccess to HIV testing and counselli{A Health, 2012)Iin 2020,
a third STI plan was publishedhich built on the previous STI Implementation plans. Moreover,
this plan also implementexkrange of strategies to address and minimiserg8lated stigma and
discriminationand create an enabling environment (SA Health, @020bwever, the rates of
STlsare still ncreasing in South Australia, even in the presensadiSTI action plangSA
Health, 2019a

While the Australiannational rate of teenage pregnawegclinedfrom 17.6 (in 2006) to
9.2(in 2017 live births per 1,000vomenaged 1519 (Australian Institite of Health and Welfare
[AIHW], 2020). It is worth noting thathe national teenage pregnancy ratdy includes the
incidences of live births andbes not include national abortion statiso€$emales under 20
years(Marino & Sawyer, 2019However in South Australiateenage pregnancy rates include
bothlive births and induced terminatiam females under 20 yearBhe mostrecent data
published by SA Health (20aPshoweda slight decline ingdenage pregnancy ratdise birth
and termination)Accordingly, the rates of teenage pregnancy dechireed 15.8 (in 2017) to
15.4 per 1,000 females aged-1% years in 2018 (SA Health, 2G30

However STIs, especiallfsonorrhoeayereincreasing rapidly in SA, particulgramong
young people ageahbi 29 and20i 24 years(SA Health 2@20c). In 2019, the incidence of
Gonorrhoeavas reported to havacreased fromi05casesn 2010to 586 in 2019 SA Health,

202C). Similarly, the notification rates of Chlamydiacreasedparticularly among the same



aged groupdrom 690casesn 2010 to 1012 in 2019 (SA Health, 202)) For this reason, SA
Health issued a health warning2016,urging sexually active South Australians to prectafer
sex and have regular StEsts(SA Health, 2016)SA Health reported thabverall,1,500South
Australian young peoplaged between 20 and 24 yeaese being diagnosed witBonorrhoea
or Chlamydiaeach yea(SA Health, 2016)

Moreover, a baby with a syphilis infection was barrSiA in 2018 after SA Health had
declared a congenital syphilis outbreak among young people ag2é y@ars in 201¢{Flood,
2018) SA Health reports also indicated that the syphilis infection had extended from the North,
Eyre, and Western regions of SAttee metropolitan regio(SA Health, 201B). STls
notifications, therefore, afgeing recordeth all area of the stateand all sexually activ€outh
Australian young peoplare at risk of acquisition of STIs unconditionally unless they abstain
from eng@ing in any sexual activity.

The SA health warning was still current at the time of conducting this dtligly.rates of
STls are still a problem in SAhereforemore research is needed to determine how safer sex
practices can be promoted and easist in reducing the rates of STIs and unplanned pregnancy
in South Australia

Some research was carried out in 2019 to explore South Australian sexual Hesfitist T
youth sexual health report in South Australias ledby Ward and Elliott (2019) and carried out
by the South Australian Health and Medical Research Institute (SAHMRI) v&89 South
Australians aged 1&6 years. The study findingsvealed that ks tharathird of sexually active
young peopleén SA hadused condoms with their regular (218®)d casual (36%) partrsn the
last yearWard & Elliott, 2019) The results also showed that more than one third (39%) of the

surveyed participants had ussahdoms the last time they had sex. Similarly, more than one third



(34%) of the respondents had used oral contraceptive pills. Tihdseggssuggest thatnany
sexually active young peopie SA are not pracing safer sexiuring their sexual encounters
Ward and Elliott (2019) noted that more than tkgjaarters of the participants had regular
partnerswhich could explain why oral contraception vihe most common form of
contraceptionFurthermorethe widespread use of oral contraception sugglesatyoung people

in SA may be more concerned with avoiding pregnancy than avoiding the acquisition of an STI.

1.2 The Purpose of the Research

In the presence of high rates of STIs in South Austredipecially among young people, a
researclstudyconducted byVard and Elliott(2019)provided evidence that unsafe sex might be
one of the main reasons for the presence of high rates of STIs and teenage pregnancy in South
Australia. These findings asgggnificant because they suggest thetion must be takeandthere
is aneed to promote safer spracticesamong young people agediP8 yearsThe rising rates
are an indication that a response is required, and one satotikch beby forming a safer sex
intervention that promotes safer sex WSensistent and pper use of safer sex methodach as
theuse of condoms or dental dgm®uld decrease the rate of STIs among young people.
Subsequentlypractsing safer sexvould also reduce the rates of unplanned pregnancy.

It is crucialto identify the predictors afafer sex intentionasnd the beliefs that control
safer sex behaviouin orderto promote safer sex behaviour. Thus, the purpose of this wtagly
to identify thepredictors of safer sex intentiotsinform an interventiothat wouldincrease
safer sex behaviour. The TPB was used ashibareticalframework for this purpose, and a
search of the literature was consideesdentiato identify other possible anteceds and

background factors.



1.3 Theoretical Framework: The Theory of Planned Behaviour(TPB)

TheTheory of Planned Behaviour (TPBjjzen, 1991; Ajzen & Madden, 1986hown
in Figure 11, has been widely used to explain and predict healdéted(Albarracin Johnson,
Fishbein, & Muellerleile, 20019r social behaviour§sodin & Kok, 1996) As noted by Godin
and Kok (1996)TPB isconsideredn efficient model for explaining intention across health
related behaviar categoriesThis suggestethat TPB could b a suitable modéor this

particular research to understand young peopl ec

Attitude toward
the behaviour

Subjective
norms

Behaviour

Perceived
behavioural
control

Figure 1-1: Model of the Theory of Planned Behaviour (TPB) (Ajzen, 1991 p. 18).
Figure Reproduced with Permission.

The TPBhas been successfully appliedexplain individual behaviour in various fields
such as weight gain preventi@McConnon et al., 2012HIV prevention(Guo et al., 2014)
technology and educatiq€heon, Lee, Crooks, & Song, 2012; Lipnevich, MacCann, Krumm,

Burrus, & Roberts, 2011YheTPB posits that individual behaviour is drivendyy i ndi vi dual 6



intentionto engage in a particular behaviour, which is considéregrincipal cause of
performing the actual behavio(Fishbein & Ajzen, 1975)According to TPB, intention is an
immediate antecedent for the individual to perform an actual human behg\men et al.,

1996) Intentionwas defined by Ajzerf2002)a s  tofgndtivefiepresentation of a decision to

perform a given behaviouro (p. 109). The stroncg

behaviour, the more likelthey areto perform it(Ajzen, 1991)

The TPB modepostulats that the behavioural intention perform a specific behaviour

is influenced by oned6s favourableness or unf avc

(attitudes), perceptions about what others think and do with regards to performing the behaviour
(subjective norms), and beliefsabouh e 6s abi |l ity to perform the
barriers to doing so (perceived behavioural con{@gzen & Fishbein, 2005)Consequently, the
more one believes that the behaviour will have positive consequémeesore favourable the
attitude toward the behavio(Bleakley, Hennessy, Fishbein, & Jordan, 206@y example,
positive intentions towards safer sex during sexual activity with the sexual pacdulerbe
associated with feeling positive about always using safer sex pradtiaesild alsoinvolve
havingmore subjective norms influeimg theintention,perceiving and believing that it is of
great significance that one should always psacafer sex even in the presence of barriers to
doing so(Fishbein et al., 2001)

Perceived behavioural contralubjective norms and attitudes can directly influemecee 6 s
intention to perform a particular behavid@barracin et al., 2001)Thesehreeantecedents act
as proxi mal f act asshswnanrriguerle-arthernmoret TEB gostutates that
perceived behavioural control cdirectly affectthe actual behavioyReinecke et al., 1996)

This can beconfirmed for instanceif youngpeople with strong perceived control are more

10

bel



likely to practse safer sex compared to their counterparth low or no control over their
behaviour.

In the TPB model, Ajzen and Madd€n986)measured attitude as aggregate of
behavioural beliefs regding the consequences of the behaviour and outcome evaluation as the
judgments regarding this behaviour. Subjective naa® measured as an aggregate of two
component®f normative beliefsincludings i g ni f i cbeliefs regartirg ¢he lsebaviour
andthe motivation to complywith the judgment belief®2erceived Behavioural Contrd?BC)
wasmeasured agnaggregate of two componentsintrol beliefssuchas selefficacyand
perceived poweto controlthebehaviour both of which ar@ssociated witlhhow confidenbne is
to undertake thbehaviour.

Ajzen (1991) acknowledgthat nonmotivational factors such as money, time and skills
coudal so directly influence o0ne therefes thaTéPR me n t
modelpoints out that the desire to perforabehaviour requires skill, time, and other resources
in addition to the control beliefs.

The model also reveals that there are external factors (or background factors) such as
demographic variables (cultural backgroueducation, religion, and so on) that might have an
indirect effect on the behavio(lAjzen & Fishbein, 2005)These background factatgectly
impactthe behavioural antecedengshi ch i n turn influence oneds
actual behaviouRResearchrs in this fielchavesuggestedhese factors should exploral in
more detailAjzen & Albarracin, 2007; Health, Lanoye & Maisto, 2012; Hennessy et al., 2010;
Wang, 2013a; Wang, 2013h)his research, thereforspught tanvestigate thessociatiorof

demographiwariableswith intentiorsto practge safer sex.
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Fishbein and Ajzen (2009oted thatvhile theTPB provides an accurate prediction of the
given behaviouyrit does not provide a complete explanation of the tested behaViusg they
acknowledged thahe TPB is subject to extesmnwith additiond predictors and thaither

antecedents could be added to the TPB model:

éefor the sake of parsimony, additional predic
the theory with caution, andhty after careful deliberation and empirical exploration
(p. 282).

Fishbein and Ajzen (200@)sohighlightedthat any additional antecedent should meet a

five points criteriom. Theysuggested that the proposstiitional antecedemshould be

Abehavpeoairfi co, Ai ndependent o fApotehtiellyleheor yos e x
applicabl e to a wiThke orpaonsgeed ovfa rhbi eahbal vei ocuoruslod. al s o
determine intention and behaviouggeéped8R2hat Fiit¢

proposed variable should consistently improve prediction of intentions or behaviour if it is to be
made part of t GiwnthatPetogergupFlighgr and Raga1B)found thatage,
religiosity and relationship statugereassociagdwith condom usgit is not unreasonable to

expect that there may be other influential variables in addition to the TPB antecedents that predict
safer sex intentions. This study aimed to find these additional variables and examine their
associabn with safer sex intentions.

While various factors have been identified and associated with safer sex practices,
Fishbeinet al. (2001)noted that each populatiorould have different predictors. The
characteristics afhe SA population might therefore be different from those in other countries
Use of thelTPBin different contextgan result in identifying different predictot$.cannot
simply be assumedhereforethatthe same predictors of safer sex intensanthe same

interventionused in other locatiorsan be applied to the South Australian population. Fishdtein
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al.(200l)not ed that Ait i s al so nmosiimportantineonet hat al t h o
popuation or culture, perceived normsorself f i cacy may be mos3). I mport a
The wse of theTPB in this studys unique especiallygiventhat atthetime of conducting this

researchno other studies had beearried out that appliethe TPB toinform an intervention for

safer sex practices South Australia.

1.4 Significance

In South Australiathere was no research concerning young people aged y@ars and
their sexual behaviours at the time of conducting this stlidg researcher ac&wledges thain
October 2019, &rst South Australiaryouth (aged 1629 years) sexual health report was
releasedWard & Elliott, 2019) The results of that report were released after this study had been
initiated. More specifically, tle report provided a snapshot ®buth Australian young peogles
sexual behaviours and STI knowled@espite this study conducted by Ward and Elliott (2019)
there is still a laclof research on investigating and understanding the antecedents that promote
safer sex intentions, especially among young people agegt3@eardor whomSTI rates are
disturbingly high(SA Health, 2016)

A substantial body of research targeting sexual practices, contraception use, sex
education, sexual decisianaking, and gendarorms and behaviours $iaeen conducted across
Australia(Agius, Pitts, Dyson, Mitchell, & Smith, 2006; Brown, 2015; Calabretto, 2009; de
Visser et al., 2003; Fagan & McDonell, 2010; Flood, 2003; Johnson, 2006; Jones et al., 2016;
McMillan & Worth, 2011;Milton & Berna, 2004; Mitchell, Patrick, Heywood, Blackman, &

Pitts, 2014; Newton, Newton, Windisch, & Ewing, 2012; Richters et al., 2010; Smith et al., 2012;
The Kirby Institute, 2015; Weaver, Smith, & Kippax, 200Such studies have generally been
condwcted in New South Wales, Victoria, and Queensland. However, nonesef$tudies used

13



a healthbehaviour theory to inform or designsafer seintervention to preverthe acquisition
of STIs and reduce pregnancy rafBise major research approaches s#il in other Australian
studies have been qualitative and used to under
or quantitative and used to investigate beliefs about condom use or provide a snapshot of safer
sex usemong young people
Therehad not been any researatvestigatingy oung peopl ebds fothd er s ex
last 20 years, specifically among South Australian young peAplery early studyonducted
by White et al. (1994applied the TPB to assess the utility of the mddeHIV -prevention
behaviow. Thereforeaneedfor a safer sex study to understé®wlith Australian young peojfiles
currentsafer sex intentionsaswarranted
Thisstudybui | ds on Whit e etproxitlesaddgiondl ihferation f i ndi ng
aboutthe proposed predictors the safer sex intentionsf young people in SAThe results of
this studywill inform interventioms to specificallytargetSouth Australian youngeopleaged
between 1824 yeardo practse safer sex. It will alsmmform academic, health, parental,
educational, and cultural policies in sexuality and sexual health in South Aushailitithe
significant factors to be targeted in future safer seerentions It may alsanform the
development of health promotion resources and stratigisshoolsghat mightimpactSouth
Australian young peopfes heal t h awareness concerning safer
By reviewing the literature about safer sex anditR8 model, possible antecedents and
background factors could be identifiéithis study was designed to add these possible factors to
the TPB model to form an extended TPB safer sex model, which would be teStddiyral
Equation Modelling (SEM)todetemi ne i f it was adequate for expl

intentions to safer sex behaviour.
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1.5 Thesis outline

This introductory chaptdrasoutlined the general background of the stuttyhas also
highlighted thestatement of the problem, thenceptual framework of the research, and the
significance of the study.

To assist indentifying the possibleariablesas either antecedents or background factors,
ChapterTwo reviews the existing literaturenaheTheory ofPlannedBehaviour(TPB) andthe
additionalfactors of safer sex behavigumcludingextending the TPB safer sex model using
additionalantecedentand background factors. This review chapter concludes with identifying
thegaps in the literaturand a summary of the study researchgfons.The research questions
are developed from the review of the literature. Thus, the research questions are addressed at the
end of the literature chapter.

ChapterThreeprovides an overview of the methods used and the ethical considerdtion
thisresearch projecthis chaptedescribeshe methodology used in the pikiudy, namely the
participant recruitment procedure, the pilot instrument used, and the data collection and analysis
processedn the final section of this chapter, the pilot iésare reported and discussed. The
guestionnaire items to be used in the main study and their revisions are listed.

Chapterourdetails the methods used in the main study. It discusses the parti@ipants
recruitment, the main study instrument, data ctitbe, and data analysis.

The findings of the main stugdguch as the descriptive data and the Structural Equation
Modeling (SEM) findingdor all the tested models, are presented in Chapter Five

ChapterSix discusses the findings based on the previtersture review. Initially, it

discusses theesuls of the main studgnd provides some implications for safer sex intervnetion
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Finally, ChapterSeven presents ammmay of the researcbutcomesand offers

recommendations for future research in theaa
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2- LITERATURE REVIEW

6Being sexuald is an essential part of many
between 10 and 2WUnited Nations [UN], 1985; WHO, UNFPA, & UNICEF, 199®)uring this
developmental period, there isiaereasing interest in having sex due to biological, sociological,
and psychological changes during pubéDiCenso & Van Dover, 2000 hus,the teenage
yearscan be ammportant time whelyoung peopléeginto engage in intimate sexual activity.
This age group represents 18.1% of treush Australiarpopulation(ABS, 2017)
For the purpose of this study, being sexually actiaedefined asa persorwho had
engaged in at least one sexual activity (such as vaginal, oral, or anal sex) during theg: lifetim
Being sexually inactivevas defined aa persorwho hal never experienceatthetime of
conducting the researcany sexual activity (such as vaginal, oral, or anal sex) during their

lifetime. Sexually inactive peopleave anegligible risk of acquing STIs and/or getting

pregnant.
Sexual behaviour emerges from a compl ex assdc
Ai ndi vidual perceptionso, Apersonal ity charact e

(Sieving, Bearinger, Resnick, Pettingell, &y, 2007, p. 407However, this association &
risk of being affected negatively by risky sexual behavi¢tsa et al., 2012)Risky sexual
behaviours are defined as fAbeing engaged in eart
unprotected vagad, oral or anal intercourse and sex with commercial sex workers without the
use of saf e(Muls¥mer, & Abara, 2014, e $10

Unsafe sexual activities are considered the primagns of transferrin§TIs. STIs can

transmit from one persdo another via sexual exposure with an infected pa(fgstralian
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Bureau of Statistics [ABS], 2012 his transmission car@sult fromhigh viral or bacterial loads

andcontact with infected body fluids such as blood, vaginal fluids, or semen. It can oc

through damaged mucous membranes from lesions such as cal(bsakberpes) or skin

contact. In additiongther factorsncrease the likely risk of STl transmissjignuc h as fAr ecent
dental surgery, pharyngitis, trauma, oral ulceration, or bleeding g Hawkins, 2001, p. 308)

STls can also be transmitted through exchanging infected needles while sharing drugs

(McCombs, McCray, Wendell, Sweeney, & Onorato, 1992; Richters & Clayton,.281[3) can

cause infectiogof the reproductive system and letegm health consequences if left

undiagnosed and untreaté&gHine SA, 2019; WHO, 2015a)

2.1 Factors Associated withSafer Sex

Many studies have been conducted to identifyfalctorsthat influencesafer sexuse
among young peopl&.oung Mi et al.(2008)revealed that increasing condom use necessitates an
understanding of the influencing aspects and factors that promote or pteuset

Studies have shown thgbung people widely understand condore taspreventhe
acquisition of STIs andnplanned pregnancgBrown, 2015; de Visser, 2003; Reece et al., 2010;
Wong, 2012)In her research, Wong (2012) found that condom use was the most commonly
known contraceptive methoamong young femalea Malaysiaaged 1426 years. Females in
that study constently used condoms to prevent unplanned pregnancies; however, the acquisition
of STIs was not at the forefront of their reasonfignilarly, several studie@\bel & Fitzgerald,
2006; Calzavara et al., 1998; de Visser, 2005; Senior, Helmer, Chenhaltpérik, 2014; Smith
et al., 2012; Wong, 2012¢vealed that young people used condoms bec¢hasehighest priority
wasto deferunplanned pregnaigsrather thario avoidcontracting STISA study conducted by

Munakampe, ZuluandMichelo (2018) found tht failure to prevent pregnancy due to unsafe sex
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practices was associated with abortion. Young adolescents opted for abortion decisions to secure
their future regarding their education, financial and secionomic statudespite the evidence,
Bromhamand Oloto (1997 foundan indirect correlatiowaspresent between contraceptive use,

such as condomand abortionThe findingsimplies thathe use of contraception will reduties

rates ofunplanned pregnancy aatdortion

In terms of understanding this behavioibel and Fitzgerald (200)ointed out that
pregnancy is commonly observakd@dBeers and Hollo (2009nd Flood2003)argued that
anyunplanned pregnancy has high emotional, social, and economicsopaaury peopl e d s
early life stagesUnplanned pregnancy at an early aga negatively affect their life plans
(GroesGreen, 2009)Therefore, preventing pregnancy is seen as a predictor of consistent
condom use, unlike acquiring an STI tb#terscamot seebut thatnecessitates safer sex use.

Condom use was found IReece et al. (201@p be more likely with @asual sex partner
than with a partner in a steady relationslhtigppearshat young people are awavkthe
effective role of safer sex practg;and they are knowledgeable about safer sex ldeaiever,
young people couldhisjudgethe consequences acquiringan STI (Parsons, 2013nd be
unaware of the symptoniRoyer & Zahner, 2009)

Even though young peopteayunderstand the importance of condom use, there are still
factors that prevent them froemgaging irsafer sepracticesconsistentlywhich places them at
risk of acquiringSTIs. Researchedencehas revealed a variety of motives for why young
people engge in unsafe sexual practices during their sexual encounters. For exdepten et
al. (2012)found that Australian male respondents believed that condom use reduced sexual
pleasure and delayed the time to ejaculationb&rassmenwvhen purchasing condus,

especially among female respondemtas also a reason for unsafe sexual activilesanwhile,
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a qualitative study b$mith et al. (2012among young Australian males showed that preventing
pregnancy by their part meurs@s nuys e hoefi rb ipratrht ncea notsr
committed relationship wemevealed agactors that reduced condom ubeaddition,Groes

Green (2009pnoted different reasonsifmale youthpractsingunsafe sexn SubSaharan Africa

such as wanot,i nigf | Aepsuhr et os efxl e s Bndlp r diM ii vg ngne s t he
masculinity(p. 236). According to the TPB, the reasons listed in these studies would be related to
young peopleds att i tadgeesopldhavww diffectrs attdudesvard s e x use.
practsing safer sexyhich can impact their belfe about the importance of safer séxs,

therefore, essential to i dentify possible ant ec
intention to safer sex use. Thus, this study aimed to ideadiijtional antecedents in a TPB

model for safer sex behaviour.

2.2 The TPB Safer Sex Practice Model

Theory of Planned Behaviour (TPBas been widely used to understand safer sex
behaviour among young peogkelbarracin,JohnsonFishbein & Muellerleile 2001). Research
hasalsorevealed that TPB is affectivetheoryin predicting safer sex intentiof&lbarracin et
al., 2001 Reineke, Schmidt& Ajzen, 1996) Moreover,TPB was foundiseful for the
development of effective health behaviour interventiéishbein and Yzer (2003)ghlighted
the importance of using a theory to guide intervention developameittutlined the procesds o
designing an interventiomased on TPB. Thu$PB can be applied to changkentifiedtargeted
beliefsfor aparticular bebviour, such as safer sex use.

Several researchenaveapplied TPB to identify the predictors of safer sex, such as the
use of condoms or dental darfer examplede Visser(2007)reported that the predictors of

condom use among young people aged?9§ears wee attitudes towards condoms, intentions
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to use ondoms, and discussieabout condom use with sexual partners. These findings
corroborate the TPB within which behavioural intention is the essential factahanefore, a
significant predictor of a certain behaviqéjzen, Reinec, & Schmidt, 1996)

In theirlongitudinal studyof 650 German you#)Reinecke, Schmidt andljzen (1996)
appliedthe TPB to examine the predictors of condom use @aitiew partner among young
peopleand foundhat attitudes and subjective normere the strongest predictpfsllowed by
perceived behavioural control. InterestingReinecke, Schmidt and Ajz€h996) found a direct
association betwedperceived Behavioural Contr@@BC) and condom use among young people
who had safer sex experiesda the pastThe skillor lack of skill associated withsinga
condom was alsaninfluencing factorfor practising safer sefReinecke et al., 1996 their
study, theyfound that saferex behaviour was primarily predicted by intention and perceived
behavioural controlin contrastattitudes, subjective norms, and perceived behavioural control
predicted intentions to practise safer sex.

An earlier longitudinal study conducted Wyhite & al. (1994)among211 sexually
experienced heterosexual undergradutesd that only subjective norms and attitudes
predicted intentions to practise safer demthermoreProtogerou, Flisher, Wild, and Aarg
(2013)noted that the predictors shfersea mong Sout h Afri can universit
43% of the variance of intention to use condoms among the sexually active sample, and 31%
among t he s e x.23.lAttityde washe stiongesieptedictopsehfer sexfollowed
by perceived beavioural control and subjective norniowever, a similar study bguo et al.
(2014)found differentpredictors of condom use among Chinese university students.rébelts
showed thahalf of the variancén safer sex intentionswas predicted by the TPB, bBBC was

the strongest predictaf safer sexfollowed by subjective norms and attitud8anilarly, Brull
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et al. (2016foundthat PBCand subjective norms predicty oung peopil2éyeass) ( aged 1
intentions to perform g$er sex behaviour with a new sexual partner.

Studies(Guo et al., 2014; White et al., 1994nt used TPB have shown that TPRis
valuabletheoryfor predicting safer sex practicésoweverthe general amount of variance
accountedor by asafer sex modevas less than 50%henthe model includednly the three
antecedents of attitudes, subjective norms and perceived behavioural. ddwsel findings
suggestdthat there may be additional influential factors missing from the model in predicting

safer sg intentions.

2.3 Identifying Additional Antecedents and Background factors for TPB
Safer Sex Model

Ajzen(1991)acknowledgdt hat t he TPB is fAopen to the inc
if it can be shown that they capture a significant proportion of the variance in intention or
behavi.a@®d. (por a construct t o HiskebeitamdhAgzender ed arr
(2009)st at ed that it must meet five criteria. The
speci fico, Ai ndependent dpbtentialyeapplichbke torawides e x i st i r
range of behaviourso, as wehé¢ iastacti as &m;Ad clash
Aconsistently i mprove prediction of intentions
(p. 282). They highlightedhowever, that not all proposed variables would meet all five criteria.
Subsequently, they suggjed thatesearchers should fortine propemeasureso develop
adequate itemt test the proposed variables.

Several studies hawwughtto extend the TPB mod&d predict safer sex intentions by
including additional variables, whether as antecedartackground variablg$rotogerou,

Flisher, Wild, and Aarg, 20)3Protogerou et al. (201&xamined several additional background
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variables in the TPB, including age, religiosiéymd relationship status, and found an association
between these variablaad condom usélausbach et al. (200@)sotested the effect of three
additional factoras antecedents of safer sex intentions TPB model of safer sex practices
methamphetamine use, intentions to have sex and a desire to stop unwanted sex. @tbgtfoun
this extended model explained 48% of the total variance in safer sex intefhersignificant
predictors of safer sex intentions wetttades toward safer sex, normative beliefs, and control
beliefs. Low methamphetamine use, less intent to ls@xe and a greater desire to stop unsafe
sex were also predictors.

Other studies examining safer sex intentions using the TPB have extended the model to
include other influencing variables. For example, DiCenso and Van [20@0)suggested that
postsecondary studentwere more at risk due to the biological, sociologi@atipsychological
changes associated with adolescence, Whila et al. (2012pointed to influences such as
Asodemographic and economic chad,aciubsttarcse ,ugd
and dl rtovifn g acigf). Kieky gexual behaviours generally occur among youth, and
Elis (2016)r eveal ed a significant relationship bet wece
use and their knowledge of contraception.

Otherstudieg(Ellis, 2016; King, Vidourek, & Singh, 2014; Tura et al., 2012; Wong, 2012)
have focused onnfluential factors associated with why young people are at high risk of
unplanned pregnancy and STIs. For examplea et al. (2012jound thathaving multiple sexual
partners led young people to engage in unsafeSsediesby Ellis (2016, King et al (2014),
andTura et al(2012 revealed that it is unlikely for safer sex to be psactiunder the influence

of substance use such as alcohol and illicit drugs. Ellis (2016), King, Vidourek, and Singh (2014)
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and Wong (2012) identified more reasons fosafe sex practicesuch as being under peer
pressure to engage in unsafe sex, low level of religiosity and lack of parental.control

De Visser and SmitfR001)andMarston and King (2006)otedthat he par t ner 0s
expectations primarily influenced safex behaviouduring the sexual encounter. Safer sex use
was less likely to be prastd if the sexual partnemainly a malewas determined to engage in
unsafe sexual behaviour by not using condoms or dental dams. However, Wong (2012) revealed
that lackof sexual and reproductive knowledge might prevent young people fromsigstafer
sex during their sexual encourger

In their studies, Tura et al. (2012) awibng (2012)found that sexual riskaking
behaviour among university students was widespréiae surveyed young people were
inconsistently practing safer sex during their sexual activities. Howeayston and King s
research{2006)showedthatthe social stigma of carrying condonfslt mainly by womencould
be one of the factors for youmpgople to practe unsafe sexlhe arryingof condons was
associated witllack of trust in the relationship aride researchesuggestd thatcondom use
initiated by women ould lead to physical violencé women insisted on using condoms

It is clear from these studies thalditional antecedents can be found and added to the
TPB safer sex model if they can meet mogheffive criteria suggestely Fishbein and Ajzen
(2009) asnoted aboveThus, reviaving the literaturavasessentiato identify additional
antecedents to test and includehieextended TPB model &outh Australian young peojdes
safer sex intentiong.hrough reviewing previous studies, it has been noted that other factors
could be casidered in the extended TPB model, with some factors identified as possible
background variables and others seen as antecedents to safer sex intentions. In the following

section, after reviewing previous studies, the possible variables are examinee ithetadr

24



2.4 Distal (background) Factors of the TPB Safer Sex Model

Ajzen and Fishbei2005)noted distal (background) factors such as demographic
variables €.g.,age, education, cultural background and so on) that might have an indirect effect
on the behviourin question Thus, the TPB antecedents might mediatestffextof these
background factorsn safer sex intentionsvith the background factors hiag a direct effect on
the behavioural antecedentkich influenceone 6 s 1 nt ent i atoal delmavioern g a g e
This section revieweelevantliterature to identify possible distal factors that could be tested to
extend the TPB model of safer s@istal factorsdentified in the literature that warranted further
consideration for an extended TPBesasex modelvere age, pareftarei teenage

communication, religiosity, sexual status, and sexual health education.

2.4.1 Age

A metaanalysis study conducted by Sheeran and O¢b888)aimed to test the effect of
several moderator variables such as age on the relationship between intentions and behaviours.
Their study found a significant association
the intentioiicondom use relationshijge moderated the relationship between intention and
condom use. In other words, younger groups Wes®likely topractisesafer sex use thaoider
groups. However, Sheeran and Orbell (1998) indicated that the relationship was still unclear and
suggestd that further research was required to examine the age factor and its mediating effect on
the intentioiicondom use relationship. This implied it would be useful to addagéactor to
the extended TPB model in this study to identify its role in theniiori safer sexuse
association.

In their researchCha, Kim and Patrick2008)sought to extend the TPB by testing the

effect of age on safer sex intentions among Korean young women. They found age indirectly
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predicted safer sex intentions by influergcpeer norms of condom use and conddicacy for

both young men and womelder respondents were found to have higher condom use efficacy
and perceived peer norms about condonmth@ewereyounger onesdowever,theseresults
differed between men amdomen. For Korean young meall the TPB constructs significantly
predicted condom use intentions. However, for womoaty condom attitudes and perceived
control significantly predicted safer sex intentiofieir study implied that age and sex
differenes bet ween mends an dedsafersex nsdlse firings suggested s
thatextending th& PB model with the addition ¢he agefactoras a backgroundould better
explainthe safer sex intentionsf young peopleThe effect of sex differeces on safer sex,
however, was not investigated inglactual researti®ecause the inclusion criteria of the study
included young people regardless of their sexual identity.

Furthermore, a study conducted Agefuye, Abiona, Balogun, and Lukofiurrell
(2009)to examine sexual risk behaviours and consistent condom use among predominantly
African American commuter urban university students revealed that studgEit30 years and
older were almodbur times more likely to repornsafe sex in thiast sexial encounter
compared to thosgounger thar20 yearsThis suggests that age is a predictbsafer sex use.

A more recent study bghandran et al. (2012)so found that younger participants were
more likely to use condonteanolder ones. The study also showed that knowing how to use
condoms properly was more likely among younger pettyaiethose who were older, which was
one of the reasons why older agyeups were found to use condoms less often. Moreover, other
reasons were attributed to lower use of condoms among older age groups, including condom

refusal in which shame was found to be associated with condom use because of HIV stigma.
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Overall, the eviewed studies suggested that ageaftett safer sex use a@mpredict young
peopl ebs safer sex behaviour; however, there we
of age of young people on safer sex use was therefore worth testing in tfuedxi®&B model
to identify whether younger age groups were more likely or not to practise safer sex. Also,
examining the age factor in the extended TPB model would be important in understanding its
effect on the intentidisafer sex use relationshiyge fador was, therefordested in the

extended TPB model as a possible background factor for safer sex use

2.4.2 Parent/Carer Communication

To improve and promote condom uBeClemente et al. (2008uggested providing
young people with support through paidgatage communicatio.heir studytested the effect
of parent/carérteenage communicatian the frequency of condom use and the negotiation of
condom use with the sexual partner. Plaeent teenage communicati@ntailed parents
discussing sexelated topis, communicationand practices with their children. The authors
found a positive association betwgemarent teenage communicatiann d young peopl eds
sex practices anitheir negotiations with the sexual partnBiscussing safer sex with the sexual
partner is one of the essential first steps to ensuring sexuglregdctionagainstSTI
transmission and/or prevemg pregnancyDutra, Miller, & Forehand, 1999; Whitaker, Miller,
May, & Levin, 1999)

Ritchwood, Penn, Peasant, Albritton, and Cot®meith (2015¥ound that greater condom
use efficacy was positively associated witirent teenage communicati@bout sexSimilarly,
Cha Kin and Patrick2008)tested the effect giarent teenage communidah by expanding the
TPB model. The authors noted that the TPB medphndedy adding age, pardrdadolescent

communication, and perceived risk of sexual behaviwas found tdetterexplain safer sex
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intention among Korean young peopdspecially for youngnen Perceived behavioural control
was alsahe strongest predictor for safer sex intention amanmg men angloungwomen.
Evidencefrom other studie¢Dutra et al., 1999; Hadley et al., 2009; Hutchinson &
Cooney, 1998; Jaccard & Dit, 1993; Rodgers, 1998)ggests that parém¢enage
communication, especially the maternal influeraa play a fundamental role in reducing young
peopl ebdbs risky sexual Whiakeaet al (1099%sundaastcbngt hei r out ¢
positive corredtion betweelparent teenage communicati@bout sexuality and sexual matters
and an increased likelihood of teengg@tner communication about safer sex.
Pareniteenage communicatons a key deter minant olf young p
increases saf sex behaviour because parental monitoring moderates the association between
peer norm and lifetime numberof sexual partner§lones, Salazar, & Croshy, 201Bence;t
appears thajreaterparent teenage communicatiomould decrease the influencepder pressure
to engag in risky sexual bedwviours and lead to a protective effefipractising safer sex use
Several studiefilorio, Kelley, & HockenberryEaton, 1999; Hutchinson, 2002; Kirby,
2006; Kirby, 2007; Kirby et al2006; Measor, 2004)oted that mothersvere the primary sexual
communicators with their teenage children, especially with daughters. Motheksandhmore
confident in their ability to communicate with their children were more likely to initiate sexual
communication with their daghters and sons. Dilorio, Kelly, and Hockenbeggton (1999)

observed that mothiedaughter communication inclad discussing topics related to birth control,

Amenstrual cycle, what mother thinks about teer
parentho d, sexual i nt er cour speld85186h dhilenmothdrshna vi ng s e x
communication included talking about dAwhat t he)
dating and sex behaviour s, notl8nhavi ng sex at al
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FurthermoreHutchinson and Cooney (199%8®und that young women were receiving
more information about sexual risks from their mothers thainfatherswhich was consistent
with Walker(2001) whoidentifiedthat mothers were seen as the primary heslticatos at
home.

The religious values of mothers were also found to be an important compotient of
parent teenage communicatioBilorio et al. (2000¥ound that mothers with high conservative
religious values held strong beliefs against sexualityvegre less likely to initiateonversations
aboutsexbased topics with their children. However, mothers who held fewer religious beliefs
were more likely to discuss séasedssues with their adolescent children.

In her study of 234 young women aged 2Byears, Hutchinso(2002)found that early
parent adolescent communication could not only delay sexual initiation, but it could also
influence consistent condom use. Generally, motterghter communication included giving
information on condom use prity sexual debytind this was found to be a significant predictor
of consistent condom use.

Several researchefBilorio et al., 1999; Shoop & Davidson, 1994; Stattin & Kerr, 2000)
reported that girls teradlto communicate with their parents more thanduig. Menstruation
and contraception were among the first-sglated topics discussed by teenagers with their
mothes (Hutchinson, 2002)This suggests that informséx educatiois undertaken by parents
with their teenage children, especially whenmensu at i on i s considered a si
potential fertility and sexual development, while no obvious fertility signs exist for(&spe,
Mauthner, & Francdawson, 1996)

ResearcherBilorio et al. (1999andRodgers (1999%ound that the pmary reason for

parents initiating safer sex discussions orrsgated topics, especially with their daughters, was
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to protect them from getting pregnant because of its impact on their futlnecawse othe
chance of catching an STI. Moreover, parérgadines®r lack ofto discuss sexual health issues
was found by Walkef2001)to bea factor for not initiating any parérieenage sexual health
communication. She suggested it coulddfé parents/carers to work with professionals and
alongside theahool sex education teach@valker, 2004)
Parentteenage sexual communication npmsitively impaca t eenager 6 s sexual
behavioutmorethan teenaggeer communicatiodoes through moderating peer pressure for
young people to engage in risky sexual behaviour. For instance, axstadgidertaken by
Whitaker et al. (1999andWhitaker and Miller (2000jound that teenagers who had good
discussions with their parents regardsgxual issues felt more comfortable tlibechsome of
their peers in discussing safer sex with their partner.
A study byDiClemente et al. (200Df 522 sexually active AfricaAmerican females
aged 14 to 18 years found a positive correlation betweeineitpgency ofparent/carérteenage
communicatormnd t he use of contraceptives during you
also showed that the frequencypairent/cardrteenage communicatiomas positively associated
with young pe o mhavieussuchms panphasing and stgycondoens and
negotiating condom use with their partmeimilarly, Hutchinson (2002jound that positive
parent teenage communicatiaignificantlyinfluencedy oung peopl ebés safer sex
behaviour such aghroughpurchasing condoms and negotiating skills about their use.
Scheibe, Orleyn, Ekstréom, Bekker, and Mcintyre (20idied that parent sexual health
communication could givedmlescent&motional strength. Young people who had a good
relationship withtheir parentsincluding frequent communication, had strong-géficacy and

the ability to negotiate condom use, were more likely to meastafer sexo use other
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contraceptives, ani refuse unwanted s€biClemente et al., 2001; Hutchinson, 2002)
Furthermore, young people who had discussed sex with their parents were more likelyg® practi
safer sex during their early relationshiparticularly at théeginningof a relationship with a

new sexual partndBrill et al., 2016)

Parenitteenage communicati@bout sexual matters is most effective when parents are
open, comfortable, and skilled in such discuss{ghgchinson, 2002)According to Hutchinson
(2002), the initiation of parehteenage sexual communicatimas also affeted by the parenis
country of birth, religious beliefs, and the sexual identity of the parents and the child. In other
words, sexual communicatiavas more likely to occur if parent®ld less religious affiliation
andwere coming from diverse cultural tleground with less conservative belief was more
likely to be initiated between mother and daughteaddition,Huebner and Howell (2003)
revealed that pareiteenage sexual communication processes were also affected by a range of
social factorssuch as parental cultural values, access to resources, educational background,
socioeconomic status, and neighbourhood safetg. fifidingsindicated that pareritteenage
sexual communicatiowas more likely to occur if parenteld fewer conservative valuesmd
came from a highsocib-economic status.

Findings from a study bRilorio, Dudley, Lehr, and Soet (200@)th 1,349 participants
aged 1825 years who were single and sexually active, found that the perception of the quality of
theparentteenage commicatonwas one of the factors associate
sex communication with their sexual partner. Good quphigent teenage communication
fostered a higher level of sedfficacy to discuss and report safer sex use. These findings

suppored earlier studies bylutchinson and Cooney (1998)d Dilorio et al(1999) who found
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that parental sex education was associated with later onset of first sexual initiation and more
effective contraception use.

By contrast, Dilorio et ali2002)found that parentteenage communicati@bout sex was
likely to increase risky sexual behaviour and more frequent initiation of sexual encounters. They
found that increased sedfficacy to say no to unwanted sex was associated with less inother
teenage communicatn. Dilorio et al.(2002)e x pl ai ned: fAWe beli eve that
to discuss a range of sexual topics with their adolescents when they believe that their adolescents
are ready to r e (pelil9) Eustittcald berthatparemaghtistartrindiating
these discussions after their childrewl bacome sexually active.

While Hadley et al(2009)found thatparent teenage communicatia@ould increase
condom use, their study did not identify any precise messages or strategies about how parents
should communicate with their teenage children to increase safer sex behaviour, nor ways to
initiate the discussion in an agepropriate format.

In summary, research findings generally suggest that jiaéeenage sexual
communi cation has a strong i mp Hiocreasestheiyselu ng p e oj
efficacy to negotiate condom use with their partner and their willingness to peiamdsarry a
condom, while it decreases risky sexual behaviour. However, to date, no studies have examined
the association giarent teenage communicatiam safer sex intentions in a TPB safer sex
model in South Australid?arentteenage communicatiomas therefore considered woytbof
becoming a possible background variable ingloposed safer sex use extend®B model, as
shown in Figure-1 at the end of this chaptédowever, it isworth noting that the reviewed
literature did not specify clearlylvether the parentteenage communication wamtiatedvia the

biological parent®f the young peopler not. Thusfo acknowledge that young peoplerimary
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carermight notbeab i ol ogi c al parent, a deci si Oteenaga s

mad e

communi cati onoitienesntaegaed coof mniiupnairceantti ond acr oss t

2.4.3 Religiosity

Other TPB studies have suggested that religious beliefs have a negative influence on
contraception usgNsubuga, Sekandi, Sempeera, & Makumbi, 2@t®) on attitudetowards
contraceptior{ireland, Narjic, Belton, Saggers, & McGrath, 2015).

Most religions traditionally place morally conservative restrictions on sexual behaviour
(Fehring, 2008; Parsons, 201B).particular, most religions tend to control sexual behavboy
viewing sexual intercourse as appropriate only in the context of marriage and traditionally
between a man and a wom@ehring, 2008; Parsons, 2018Jost religions contain conservative
groups who are highly critical of abortion and contracepti@hring, 2008; Koenig, 2004nd
exert social control over their adherdrgexual attitudes and behavisde Visser, Smith,
Richters, & Rissel, 2007)

The 6" National Survey of Australian Secondary Students and Sexual HE&lkier et
al., 2019)conducted among Australian high school students aged between 16 and 19 years
(Years 10 to 12), found that 27.7% of the respondents stated that their relidiefssvibere a
reason for not being sexually active and for postponing their first sexual experience. Female
students (28.9%) were more influenced by their religious beliefs compared to male students
(26.2%) when considering avoiding sexual intercog(iFsgher et al., 2019)It is, however,
interesting to note that these reswise greater thathose fronthe 3" National Survey of
Australian Secondary Students and Sexual Health that was conducted in 2013 by Mitchel,

Patrick, Heywood, Blackman and Pi(&014). Specifically, their results revealed that only 19%
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of the Australian high school studemdgntifieda relationship betwearligious beliefsand
sexual inactivity.

Mitchel et al.(2014)also revealed that less than one quarter (21.5 %) of femdienssu
were found to be more concerned about their religious beégtrding avoiding sexual
intercoursecompared to male students (14.2%)rveys such as theseggest that young people
are becoming sexually active before finishing their high schodlestand add to the importance
of theirpreparedesso practse safer sex durintheir high school years

According tode Visser, Smith, Richters and Ris§2007) the relationship between
religion and sexual b e h a v iligion,ithe degreedf raidiosity,t ud e s
and the behavi our(p. 42} In thdr study aorectecbamong h9t3@7r e st 0
Australians aged 169 yearsde Visser, Smith, Richters and Rissel (2007) found that Christians
who had a high level of religiogi{such as attending church at least once a month) were more
conservative about their sexual behaviour and attitudes. However, religious Australian Buddhists
and Muslims were found to be less conservative than Christians. In addition, abstinence from
premaital vaginal intercourse was the strongest evidence of the influence of religion/religiosity
on t he adher en tespécially aixen thdy wdreeybuagv Futharmore, a study
conducted byezer, Leipert, Evans, and Regan (20a6)ong young femalesgyed 1619 years
living in the rural areas of Ontario, Canada, found that sexual decig&ing seemed to be
influenced by their Christian beligef@hich resulted in prolonging their first initiation of sexual
activity.

It is difficult to determine howeligious beliefs could influence safer sex practices, given
that abstinence and chastity prevail. Howe@mesGreen (2009jound that religion was one of

the reasons young men in Mozambique chose not to use condoms. The researcher noted that
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many youngnen appeared to justify their avoidance of condbynsiting beliefs promoted by
churches and mosques. Religious leatldcsthese young menthat STMer e A God 0 s
puni shment o(p. 235)ara that pvergtipng thad bapmetwas fipr edet er mi ned
God, ancest o(ps235 30 itwasawbrthkegs @ Imbke & personal effort to be
protected from STIs. This suggests that theeeréigious connection between sexual safety and
risky betaviour.

Similarly, James et al. (20119und that religion was associated with engaging in
unprotected vaginal intercourse among sexually active university studeésth Americadue
to religious beliefs that mandatagainst safer sex udeeland et & (2015)reported that older
Australian Aboriginal Catholic womeand somegoung Aboriginal women, had a negative
attitude towards contraception because they cor
have hm®)iThegdaaimed that theaultural and religious beliefs guided their sexual
practices. Religious beliefgherefore may be generally associated with avoiding contraception
andwith safer sex practices.

FurthermoreSmerecnik, Schaalma, Gerjo, Meijer, and Poelman (20ib@ertakingan
exploratory studyn the Netherlands among 44 Muslims and 33-Nuwslims aged 1224 years,
examined Muslim views about sexuality. The finc
relation to premarital sex, where sex before marriages A h aa sm)nmalslaf(p. 3). The
participants noted that sex outside of marrjage even masturbatipwas prohibited. They also
considered mastur bati on ¢tderivdeomiust andvhichledte fisex wi
adultery and homosexualitgmereaik et al. (2010¥ound a link between gender and sexual
activity within Islam, wherein most Muslim men had sex before marriage by deciding it was not

haram In contrastMuslim women protected their virginity for the sake of their future hushand
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reinforcing their abstinence. Sexual double standards could be true across many cultures in
relation to both religious and narligiousbeliefs By contrastSmerecnik et al. (2020) stated
nontMuslims considered prmarital sex a normal part of a relationshigsturbation as
Aper f ect(bp)andadmosexadlitgasgenetically determined.
In summarythefindings discussed above suggelhat religion can have varying effects
on peopl eds s esgvidentthatrdidioaity cao have.a difdedt effect on either the
individual 6s behaviour al i se satensexi lothisstudy, on t heir
participants were thefore asked about their religion and if it was important to them. Religiosity
was added to the TPB Safer Sex Model as shown in Figlies a possible background fagtor

before testing where it bettertét by using Structural Equation Modelling (SEM)

2.4.4 Sexual Status

Wightetal. 2008y e port ed t hat young peopleds sexual
most recent sexual experiences and current relationshipgoung peopl eds past se
had a greater significanom safer sex ushandid the effect ofbackground social characteristics
such as religiosity, communication with parents and substance use. They found that high self
efficacy and minimal pressure from their partner were the main reasons for young people
delaying their first sexuaxperience. Furthermore, they revealed that most sexually active young
people who used condoms during their first sexual experience were more likely to use condoms
in later sexual encounters. This suggests that sexual status can be an influencingyaaotuy
peopl ebs s af Eepasd sexual experiences wherencondoms have beecaded
thereforeinfluence safer sex intentioyss condom use could become a habit.

In another study of the TPB and safer sex practices, subjective normpsraaived

behavioural control were found Brotogerou et al. (2018) be predictors for safer sex
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intentions among sexually inactive people, while subjective norms were the strongest predictors
of practeing safer sex among sexually active young pedptaer studiegNguyen, Saucier, &
Pica, 1996; Pascal Sheeran, Abraham, & Orbell, 1889¢ shown that being sexually inactive
was positively associated with greater intentions to [masafer sex.
Findings such as these suggest that sexual actiaiyssinfluences the relationship
between psychological factors and safer sex intentiomgslthus important to consider sexual

status as an additiahfactor in the TPB Safer Sex model.

2.4.5 Religiosity and Sexual Status

lzugbara (2007hotedthat sexuallyinactive young people considered themsetodse
Awel | rai sed, rel i gi ous(p 79ittheydpraetsed apstingred d, and r ¢
whil e having sex before marri age (pwB@)Hentewr ong, S
abstinence was seenakealthie choice for STI and pregnancy prevention among sexually
inactive young people.
An earlier study byserholm (2003showed thatexuality was integrated with religious
beliefs and values, especially for women. Female virginity in this contextviewed as a sign of
a womanés honour and her beliefs that sexualit)
marriage(Gerholm, 2003lzugbara, 2007; Smerecnik et al., 20183cording toZaleski and
Schiaffino (2000) sexually active young peopledhlawer religious identificatiotthandid
sexually inactive young people. As such, religious teachings encawageg people to abstain
from any sexual activityCampbell et al., 1992)nd also preveatithem by defaulf from
engaging in risky sexual behaviours. This suggests that religiosity could be associated with the
decision of whether or not to engage in sexual activitys rhplied thataddingsexual status to

the proposed TPB Safer Sex model alongside religiosity as a background factshooulain
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associabn with the dynamics of the relationship between sexual status and religiosity and then
indirectly with safer sex intentions
Studies examining religiosity (discussed abawght suggest that religious beliefs exert
social control over Australian high school studésexual behaviour and attitudes. Hence, the
guestionaroseas to whether religiositwas one of the reasons wegpmeSouth Australian young
peopleremaired sexually inactive and if religious beliefs exata direct or indirect effect on
South Australian young peofles s af er sex 1 nt eondafersexstentioh® i ndi r e
could be through religious belge which influence sexual status (i.e. being sexually active or
inactive). As suchsexual statusould be a possible antecedent to safer sex intentions, while
religious beliefs would be predictive of sexual status. Therefore, religion cwlitdctly
influence safer sex intentions, a&s a background factor, amdflueneone 6 s saf er sex at

subjective norms, and perceived behavioural control.

2.4.6 Sex Education

Health educatiomaccording to Buer(1994)i s def i ne d aistelldctaal, pr oces s
psychological, and social dimensions relating to activities which increase the abilities of people
to make informed decisions affecting their personal, family, and communityoweeli (p.gdL0).
This process facilitates both learning and éhaal change in children and youtButler,
1994) Sex educatiots part of health educatidhatplays a role in reinforcing values for healthy
and safer sexual relationships such as HArecipr
(UNAIDS, UNFPA, UNCEF, WHO, & UNESCO, 2009, p. 5)
In Australia, elationships andex educatiomare covered in thisrmal curriculum's Health
and Physical Education secti®hCARA, 2016) While it is expected thatex educatiomwill be

includedas a mandatory topin thecurriculum in SA schoolssex education prograwary in
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coverage (Milton, 2003)n South Australiaparentsare giverthe right to withdraw their
childrenf r om participating i n t l(GbsosIODTOH & ss skexailad s h
principal asks parentwior to the beginning of the term orthe class session si gn a O&6per mi
n o tfoe their child to participate isuchprogramgGibson, 200Y. Moreover, the school
principal mayalsoselect to omit specific topics from the curricul@Australian Government,
2014; Gibson, 2007; Johnson, 2006; Jose, 1999; Peppard, 2008; Talukdar, Aspland, & Datta,
2013. Sex eduation topics such asafer sexthereforearecovered differenthyacrossAustralian
schools.The social and religious environment plays a roldédelivery ofsexual health topics
(Gibson, 2007)Te ac her 6 s k n o ard eodfiglenceRatwoaa,i20L7,)in addition to
the presene of safer sex resources (Hirschler, Hope, & Myers, p@Hn alsde critical factors
in the process of choosing and delivering sex educatischools In the process of selecting the
sexual health topicseaichers or school principals may assume that young people are still
sexually inactive and, as a result, STIs and safer sex topics mhg ooteredn the program
(Milton, 2003) Moreover, in her reseatn, Milton (2003) found that teachers might also worry
about parentsd reacti on t o Adahresuft, safer $exowidnoti ng sucl
beaddresseth thes ¢ h osexuaihsalth curriculum.
In South Australia, a specifgex educatioprogramfi T e a ¢ hitiisto Iwakse devel ope
early in 200(by Sexual Health Information Networking and Education in South Australia Inc
(SHneSA),i n col |l aboration with the Department of E
Department of HealttSHineSA, 2011 Johnson 2006 In 2003, this program was trialled in
public and independent schools and implemented after a long period of public(Gbaba,
2007; Johnson, 2006lthoughthefiTeach it likeiti spgram waslevelopedetween 2000

and 2@3, this programis still currentin South Australiarschools mainlyin public schools.
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SHi ne SAO6s sex eatiewedannualypased ondhgeachesdand studerst 0
feedback antheemerging issueSHine SA, 2021)This sexual healtbrogram aims to

Ai ncrease young peopleds agency to enjoy i

me

(SHine SA, 2011, p. 5lheprogramcovest opi ¢cs rel ated to édpubertyod,

desired, o6édiversity, cqredmedponsibilaynciidingcongend 6, &6 v ul

6pornographydé, and 6ésexual health decisionsé

contraceptive methods and condom use. Constructivist teaching matbadsocatedor
teachingthese topicsincludingdiscussio, brainstorming, debates, rgiays, and so or{SHine
SA, 2011)

Catholic schools in South Australiall theirsex educatiop r o g r a mn theMeagkee
of God o ( MI T Ithedaryiculunmwtaughhbased on the year level group of the students.
This program focusgon essential Catholic values and specific aspects of the human being such
as '‘Being Human, "Being Sexual'"Being Connected", antBeing Moral"(Catholic Education,
2010, p. 3)This program is groundead Catholic moral teaching, in whidexuality is seen as
fintegral to the human person, is a gift from God through which wéweaaut our vocation to
loveo (Catholic Education, 2010, p). Other Christian schoqlg addition to some state and
independent schoglase different sexualdalth programs such #&efi b e R E(RLREADY,
nd)and AThe R(THe Rite Jonirnay, m.ghypgrams. All these programs promote
abstinence until the individua legally married.Thesereligious schools have thewwvn sex
education programisecause the prograrfisunder the permanent legislatiezemptions based
on faith allowed bythe government anthe educational authoritig®ustralian Parliament House

[APH], 2018)
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Schools play an essential role in the delivargexual health educatipand they have the
opportunity to increase young peopleds knowl ed:¢
effect on their health outcomes by educating them about their sexual (#@mso, Guyatt,

Willan, & Griffith, 2002). Lack of sex education can result in young people héhgguipped to
deal with the realities of being sexually active, such as the risks of Bd¢gers & Earnest,
2015) Indeed, an adequate and appropriate qusdityeducatioprogram is considereid bea
source ofsexual health information with significant impaclisniting and delaying risky sexual
behaviours among young peoplielaying initiation of sexreducing the number of sexual
partnersreducing frequent intercoursand increasing contraption usgKirby, 1995; 2002;
2011) Rawson and Liamputtong (201&)gued that young peopleowld be informed and able to
make sound decisions regarding their personal safer sex cHoeeégparticipating in such
programs.

Sex educatiomvas also found by King, Vidourek and Sin@®14)to reducethe stigma
associated with buying condonas it contibuted to reducing the embarrassment level when
purchasingKirby and Laris(2009)reviewed 55 studies of curriculubased programs
determiningwhetherthey wereabstinence or sex education progsairheir review revealed that
sex education programsdha si gni fi cant positive iIimpact on yo
such as increasing condom use. Sex education progransgugantly affected condom use
intentions, positive attitudes towards condom use;efétfacy,and mprovingthep ar t nerr 6 s s af
sex communication. SimilarlKirby (2011) conducted another study thaghlighted the impact
of school sex education progransaad their significant role imfluencingy oung peopl eds
sexual behavioukKirby (2011) noted that sex education increasgadom use and increased

knowledge about human sexuality for young people
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Shin, Park, and Ch@011)reported thasex educatiopositively influenced young
peopl ebs s exua lSexkedietoprimarity reduked therates ofrurgplanned
pregrancy for females and STI rates for males by encouraging them tcsprsadfier sexShin et
al., 2011) Moreover, a quasxperimental study byalambadani, Garmarodi, and Tavousi
(2017)examining the effect of sex education among married women in Iran supported this view.
Their stug found a significant effect of sex education on the antecedents of safer sex intentions.
By applying the TPB, they noted that married women who had a seatesfuintervention had
their attitude and PBC meaningfully increased compared to the control group. Thesesfinding
suggesthat sex education may act as a background factor for safer sex intef@rresiucation
wasthus worth testing on the TPB modelaapossible distal (backgrounidctorthat might
directly affect the antecedents of safer sex intentions.

According to Butler(1994) health education, including sexual health education, occupies
asignificantr ol e i n devel opi n gtoheathimggining éhekndweedge at t i t ud
necessary to make healthy decisions, ianohproving selfefficacy and selfmage. However,
despite sex education being taught in SA schools, it appears that the rates of STls are still
increasing.

In South Australiathere are differergaex educatioprograms, and each program has
specific learning objectives that range from a focus on abstiri@atkolic Education, 201@p
comprehensive sex educati@Glohnson, 2006)his suggests that sex education can be a pessibl
background variable that may direct!l y,andnf |l uence
perceived behavioural control when having a sexual encoamgindirectlyinfluencetheir
safer sex intention3.here isthereforean urge to investigatdbe associatiobetweersex

educatiorandSouth Australian young peofles s af er  <$Sexxeducatioh @amlikelyo n s .
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contribute to changes in safer sex behaviour. It is thus important to determine dtsncdening
safer sex practices.

If sex educaon directly affectsattitudes and perceived behavioural control to pacti
safer sex theraccording to TPB, sex education would indirectly influeace ndi vi dual 6s
intention to practe safer sex. Sex education would therefore generate beliefs and associated
attitudes, subjective norms, and perceived behavioural control. Based on the reviewed literature
above,sex educatiomvasidentified as an additional background factor inghepo®d safer sex

use extended@PB model, as shown in Figugel.

2.5 Proximal (antecedent) factors of the TPB Safer Sex Model

TheTPB model postulates that TPB is open tmbextended by either adding
background factors or antecedents. Antecedents are considevadables or factors that have a
direct effect on safer sex intention. This section resith® literature and identifsgpossible
antecedents that could be added to the expanded TPB safer sexoasadiebn the five criteria
suggested bfishbein anddjzen (2009) These possiblantecedentarethep ar t ner 6 s

expectations and substance use.

251 Partner s Expectations

The frequency of condom use has been shown to be associated with the characteristics of
the sexual partnershigvhether it is casual or steadyortenberry, Tu, Harezlak, Katz, and Orr
(2002)found that higher condom use wasrefrequently reported in newly established
relationships with a casual partner thamstablished relationships. These findings could be
attributed to the nature of tloasual or new relationship, which is seen as posing a greater risk
of acquiring an STlduetihhep ar t ner 6 s s exual (Bnowrs 2065; Senidreti n g

al., 2014; Williamson, Buston, & Sweeting, 2009)
43

e s



The practte of safer sex involves interaction and negotiation between both sexual
partnergParsons, 2013Jor women, sexual behaviour can occur in circumstances of unequal
gender power, especially in a heterosexual relationship where women are more likely to feel
powerless to request condom (aenaro, 1995; de Visser & Smith, 1999 a heterosexual
relationship, Anfor men, the behaviour 1 s weari:Ht
persuading the male partner to wear a condom, or in some cases, decidnigavet sex when
the male partner r(Amhawsled, pt440) wear a condomo

Furthermore, a qualitative study conducted_btfi, Tehrani, Yaghmaei, and Hajizadeh
(2012)among Iranian women agediZD years, revealed that having the degiositive attitude,
and intention to pracie safer sex was not seen as sufficient to affect the safer sex decision to
engage in protective behaviour. In their study, low-esteem and low seéfficacy were also
found as barriers to safer sex practicetfi et al. (2012)argued that sexual behaviour requires
both partners to be involved in the sexual decision makiogust one partner.

Fishbein, Von Haeften, and Appleyg@D01)reported that condom uses a male
behaviour, whereas condom negotiaticas more likely to be characteristic of female behaviour.
It appears that young women are expected to communicate with young men about condom use.
De VisserandSmith (1999)noted that memwere left unable to negotiate condom use with their
partners. Theesearchers attributed this to the traditional equation of femininity and masculinity
in a heterosexual relationship. Traditional male and female stereotypes make it difficult for
women to request condom use Alilcewise, it is difficult for men to discus sexual behaviour.
Thus, in a heterosexual relationship, males might feel that their masculinity and right to sexual

satisfaction via vaginal intercourse might be challenged. By conBestsGreen (2009jound
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that young males who consistently useddmns revealed that using condoms made them feel
strong, in control, safe, protected, and was a way of showing respect to their female partner.
Fishbein and Ajzei2009)suggested that partner norms could be added to a TPB model
for safer sex, even thouglanner norms failed to meet the fourth criteridtie factor considered
should potentially be applicable to a wide r anc
(p- 285). Other studies have since shown that condom use can be affected by the type of
patner ship and a part n@mithetalj2012;,6Song,i2@l#; BVhithtker us e ¢ ¢
et al., 1999)These studies suggested an association between safer sex use and the confidence
sexual partners kldo negotiate safer sex as perceived behaviaaraiol Being confident to
communicate with the sexual partner is crucial for young people togeraefier sexLotfi et al.,
2012)
From their researchle Visser and Smit(2001)concluded that negotiation skills, prior
agreement and confidence imcmm use among Victorian young peoplerasignificantly
associated with promoting consistent condom use during sexual activiteffelty at the time
of having sex was also a strong predictor of safer sex practices. Aanmayais study biNoar,
Carlyle and Colg2006)examining the relationship between communicasibautsafer sex and
condom use supported this vieliheir researcliound that sexual communication and
negotiation among sexual partners played a crucial role in fgaltlctive behaviours such as
condom use.
Negotiation skills are considered an essential determamantierningg par t ner 6 s
expectations in convincingp¢é other partnewhetherto usecondomsor not. In other words,
engaging in sexually protective behaviour requires the appobbaith sexual partners and

should always be negotiated. This suggests ¢ven in the presence of strong attitudes or
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perceived behaviour control, strong intentions to pisctiafer searei nf | uenced by a pa
expectations. As such, a partnerds condom use ¢
and safer sex behaviour and would be a proximal factor of saferteakons and behaviour.

Therefore, it seemed highly liketyh at a expectattomaeadpréferencesor safer
sex practicesvould bean antecedent of safer sex intentiansl worth investigating-or this
presenstudyt her ef or e, dipamrddh err édfse rerxegde ctt deltableéo e xt ent
practses af er sex under their part nelidrotcapiuiel uence.
partner dsmchasnagotiationskills A Ar i sky par apatmenvéhodidas def i n
not use or refuskto use safer sexethodssuch as condoms or dentims during sexual
activity.

Few studiehhiavee x ami ned t he relationship between part
intentions. Thissuggestt hat t esti ng t hxpectatiorfsencsafersek a partner
behaviour by using TPRase s sent i al . Based on the reviewed |
expectationsvereidentified as a possible antecedent in the B&fBrsex model, as shown in

Figure2-1.

2.5.2 Substance Use

Results of the B National Survey of Australian Students in Years lDrevealed that
more than onghird of the surveyed high school students (34.6% males, 34.3% females) cited
Obeing drunkd as one of t he(Fisheraetab B049Thior exper i ¢
indi cates that substance use could be another f
behaviour.

Substance use, suchtas consumptionf alcohol and illicit drugshas received much

research atteion in relationto safer sex. Global studies haveriduia complex association
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between alcohol use and risky sexual behaviour, which is more likely to be positively associated
with heavy alcohotonsumptior(Blignaut, Vergnani, & Jacobs, 2014; Leigh & Stall, 1998)

their research, Blignaut et al. (2014)dabooper(2006)found that young people who engaged in
unsafe sexual intercourse werainly under the influence of substances such as alcohol. Similar
results were also revealed Bgmple, Patterson, and Grant (2Q@)o found that being under

the influence of illicit drugs was one of the reasons young people engaged in unprotected sexual
behaviour. Cooper (2006) and Cooper and O(@@0)noted that individuals who consumed
alcohol before their sexual intercourse were less likely to use condoms atisemafer sex
behaviours. Indeed, individuals who consumed alcohol were more likely to become sexually
active and engage in risky s@ingson et al., 1990; Lally et al., 2014; Patrick & Maggs, 2009;
Salameh et al., 2016; Tura et al., 2012; WHO, 2QIA=se findings suggesxtan association
between alcohol consumption ansky sexual behaviour.

Furthermore, Browii2015)noticed that young peopleho engaged in risky sexual
behaviours and did not use condoms, particularly in casual relationshipslgorogasons for
their behaviour such as fAbeing drunko, Atoo
empower ment oO. More specifically, Apartyingo
and substance use facilitated unsafe(gglis, 2016; King egl., 2014)

Wand et al. (20163onducted a study with young Australian Aboriginal people agéed 16
29 years Theyfound that illicit drug use and alcohol were strongly associated with risky sexual
behaviours and STI diagnoses. Alcohol was noted asata contributing to participation in
casual, unprotected sex aaifliectingsexual decisiommaking between partners (Cooper &

Gordon, 2015)leaving partners vulnerable to the acquisition of STIs and becoming pregnant

(Hingson et al., 2005)
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Alcohol may alsde consumed to increase confidence and overcome shyness during
sexual activity. ColemaandCater(2005)found that onghird of young people in southern
England (aged between 14 and 17 years) consumed aumnirafoohol levéto increase their
level of attaction to prospective sexual partners. Heavy alcohol use, however, causes impaired
judgment in risky situations. Coleman and C42805)found that study participants indicated
that they sometimes experiened o mp| et e | oss of contwoolk p. memory
Regret was also expressaiter practsing unsafe sewhile individuals were under the influence
of alcohol. The researchers foymdwever, no statistically significant differenicesubstance
useaccording to age or gender. These results have also been reported in othe(Psitritt&s
Maggs, 2009; Prat, Planes, Gras, & Sullman, 2015; Protogerou et al., 2013)

Several researchefBolton, Vincke, Mak, & Dennehy, 1992; Coleman & Cater, 2005;
Comer, Graham, & Moore, 1999; Leigh, 2008)ve indicated that understanding the
relationship between alcohol use and risky sex is not simple. These researchers have suggested
that alcohol consumption does not always lead to unprotectetesgk. (2002) coducted a
metaanalysison thirteen international studigsatshowed drinking alcohalas not associated
with unprotected sex; instedtie association between alcohol consumption and unprotected sex
depenédon ot her factor s s Uexperienacgandtheaype ohparmmearship.ner 6 s
The results also revealed tl@tohol consumptioamong adolescents was only associated with
unsafe sex during their first intimate sexual activity. Alcohol use, however, was not linked to
safer sex use ilatersexual encounters atater encountes with new partners.

Similarly, Hensel, Stupiansky, Orr, and Fortenberry (2Gbujd no association between
alcohol or marijuana use and condom +use. Instead, they found safer sex use was based on

oneds c ehdoural pattern of using condoms every time they engaged in an intimate
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relationship. InterestinglyRatrick and Maggs (200%und that firstyear college students in the
United States were more likely to engage in oralvgegn theywere under the infience of
alcohol, which provided no risk of pregnancy and lowehedTI risks. The authors suggested
that oral sex was prastid due to less commitment and intimacy in the relationship compared to
having penetrative sex.

A study conducted b$tark andHope (2007 among a cohort of Aboriginal women in
remote central Australia, where higher rates of STIs have been detected, found low rates of
condomuseYoung Aboriginal women c¢omm@@.r24lmbutt hat t he
contracting STIlsbecauseo t he hi gh rates of their partners?o
at times by sexual violence, alcohol use, and multiple partners. These young Aboriginal women
aged 1835 years stated that it was unlikely their partners would use condoms, dy e
they were under the influence of alcohol. Even though young Aboriginal women had a positive
attitude towards condom use, some reguitthat they did not negotiate condom use with their
parthnerorheeaccess t o condoms d u(Stark &Hopet 2007, pf2¢0¢ | i ng of
linked to traditional Aboriginal cultural and genegrecific behavioural norms.

A study of alcohol consumption yavis et al. (2014jounda negative association
betweeralcohol use and women's intentions to use condomey fitund that alcohol
consumption moder at,sdfeffiwacyremdirdentions toremjagmin cosdem
negotiation. Similar results were found by Connor, Graham, and Md8889) who highlighted
that alcohol intoxication moderated the effect of perceived behavioural control tepeatar
sex and influenced safer sex intentions. This would suggest that alcohol use could be a predictor

of perceived behavioural control and attiésto safer sex intentions
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Several researchers have highlighted the influence of substances, such as alcohol and
drugs, on safer sex intentions, where it is unlikely for safer sex to be enacted when one or both
partnergs under the effect of substand@ignaut et al., 2014; Cooper & Gordon, 2015; Semple
et al., 2004)A study conducted bgonner et al. (1999)oted that intoxicatiomoderatedhe
effect of perceived behavioural control to preesafer sex and affextsafer sex intentionst
was therefore possible that substance use was a background variable influencing the major TPB
intention antecedents of attitudes, subjective npamg PBC.

Overall, there are inconsistent findings regarding the influence of substance use on young
p e o p | far ex deasios whether being under the influence of substances increases
unprotected sexual behaviour or facilitates safer sexTireforejncludingsubstance use as a
proximal (antecedent) factand a background factdn the TPB Safer Sex modebuld allow it

to be tested to determine the influence of substance use on safer sex intentions.

2.6 Research Questions that Guided This Study

Thereviewed literatur@liscussed above highliggdthe impact of demographic and
psychological factorsonyoungm pl edés sexual behav,yaather and saf e
relationship betweeseveraffactors such as pareftarei teenage sexual communication,
partner6s expectations, previous school sex ed.l
substance usenaafer sex intentionserenot well researched or understood. Understanding
relationships between these factors is impotiaintform a possible intervention to promote safer
sex practices amongung peopleThis literature revievenabledhe researcheto identify and
highlight patential,influential factorso extendthe TPB Safer Sex modeindprovide evidence

for their inclusion.
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Reviewing previous studies revealed several factors that played unclear roles in safer sex
intentions regardingwhether theyere playingoroximal or distal roles. The role of age,
parentcarei teenage communication, sexual status, and sex education in the ifiteaf@orsex
association was not clear in the reviewed literature. Thus, these factors were fedtasat
background factors in the extended TPB moDekto contradictory results in terms of its
association with intentiarsafer sex usegligiosity was added to the extended model as a
possi ble background factor . Wearaddaddatiieexteadepp ect at i
TPB model due to the majority of the reviewed literature indicating that they played roles as
antecedents to safer sex intentions.

In the TPB Safer Sex Model illustrated in Fig@r&, several additional factoveere
proposedo predictsafer sex intentiong&\s background factorthey included age, gender,
religiosity, parentarei teenage communication, sex education, and sexual status, and as
antecedentgheyincludedp ar t ner 6 s expectati ons , attimdessi substanc
subjective normsand perceived behavioural control. In sum, the TPB of Safer Sex intentions
wasextended in this study ddingotherbackground factors and antecedents to safer sex
intentions.

In summary, the reviewed literature guided tbsearcher to pose the following research

guestions. Hencehis study sought to determine:

1- What factors are required to extend the TPB safer sex rhaded on the factors

identified by reviewed literatufeand

2- By applying Structural EquatioModeling (SEM), does the proposed extended
TPB safer sex model fit the observed dat ¢

intentions to safer sex use?
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Figure 2-1: Proposed Extended TPB Model of Safer Sex Interns. il Figure Reproduced
with Permission (Note: Dash borders indicate that tisée of thefactor aswhetherdistal or

proximal is unknowh
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3- METHODS

To understan@outh Australian young peofiles s af er s®purosedunilt ent i on
guestionnairéhat included TPB itemwas developetbllowing the procedure suggested by
Francis et al. (2004)liscussed later in this Chapted) crucial stegeforeconducting the main
studywas to conduct a pilot study (Van Teijlingen, Rennie, Hundley, & Grahani) 28@ich
was needed to test all the individd& B itensdinternal consistency and reliabiliscales and to
test the demographic questions in the questionrfaméwing the pilot study, the main
guantitative study was conducted. This Chapter desdiiegsilot study and explains the

development of the instrument used in the main study, fittkde t 6 s Tal k About Saf e

3.1 Research Design
The study used a quantitative, crasgstionakesearctdesign(Mann, 2003}o test the
proposechntecedentsandbdag r ound vari abl es of yoseisafgrsgxeop!l e 0 s
in the Safer Sex TPB moddlhis empirical methogrovideda o6smap 6 of t he popul ¢
single point in timegquickly and inexpensivgl(Maltby, Day, McGarry, & Williams, 2010)
Although a bngitudinal study would have been a better choice for this stsggcially to look at
the strength of the relationship between the identified antecedents and safer sex intentions of
safer sex over an extended period of t{fRascal Sheeran ak, 1999) a study of that kinadvas
not possible in the time frame available.
As thisis common in TPB studie@\jzen et al., Guo et al., 2014; Protogerou et al., 2013;
1996) a quantitative approach was used so $watth Australian young peodles s e x u a |
behaviour and safer sex intentions, attitudes, perceived behavioural control, and subjective norms

could be measured
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Several studies hayweviouslybeen conducted inAustra a t o i nvestd gat e
sexual behaviour. A study by de Visser, Smith and Ricli28@5)with Australian men and
women aged 19 years found a difference in the sexual behavioural activities between
university students and their saiage peer iup. The researchers found that fysar
undergraduate women were more likely to psacsiafer sex the first time they had vaginal
intercourseéhanweretheir sameage peerd.n the 5th National Survey of Australian Secondary
Students and Sexual Healtbr young peopleaged between 16 and 19 years (Years 10 to 12),
Mitchell et al. (2014¥ound that the majority of young Australians (69%) in high school had
some sexual experience. Students in Year 12 were more likely than those in Year 10 to have had
asexual experience (50.4% v 22.7%ptaldy, onethird of the surveyed sexually active students
reported using a condom during vaginal sex and half of themused a condom during their last
vaginal or anal sexual activiiMitchell et al., 2014)

Thefindingsdiscussedn the above paragraphgyhlightthat young people are
experiencing sexual activity during their high school years and their level of sexual activity will
increase when they reach universiggung Australiandsexual activity increasas afunction of
their age young people who go to university are more avadithe importance of consistent use
of safer sexTherefore, it is important for young people, whettienotthey decide to go to
university, to be prepared and motivategbtacti® consistent safer semairnly to preventhe
acquisition of STIsThe rates of STIs in South Australia among this age group are high and
alarming (SA Health, 2016). For this reason, only young people aged y8ars, who lived in
South Australiaand had undertaken their high school studies there, were reduiitius study.

The methodology and research desiged in this studgnhanced the ability to collect

more accurate data from participa(iusch, Broder, & Klauer, 2001)t alsohelpedthe
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participantdeel more comfortablen providing their honest opinions about safer sex questions

(Gibson & McAllister, 2009)ia compleing an anonymous online questionnaifée resultant

data also facilitatedonductingstatistical aggregation of the datag&atton, 2002)The pilot

studyfollowed the suggestiorof Teddlie and Tashakkori (2000)o0 At est dri veo t he
identify possible problems in data collectiby pretesing the selfdeveloped questionnaire

items in theSafer Sext PB model

3.2 Instrument Development

In the first stages of the study, questionnaire items for the Safer Sex TPB instrument were
self-developed baskon Francis et d@. £004) suggestions. The instrument development
included developing questions that would test the TPB constructs, such as attitudes, subjective
norms, perceived behavioural contraidaafer sex intentions. Section 3.2 discusses ribeegs

of developing the study instruments to be piloted before conducting the main study.

3.2.1 Instrument

Thepilot questionnaireonsisted ofwo sectionsAt the beginning okach section
participants were providedith definitions regarding theerms usegsuch as safer sex and the
definition ofa partner.Safer sex was defined tge fiuse of condoms or dental daimBartner
was decribeda sanyne that participants might sexually engage,wsiilch as a casual partner,
girlfriend, boyfriend, wig, husband, or sex workein this study, the tymeof questions asked
rangedfrom multiple choice to opeended questions.

Section One of the questionnaire included demographic and sexual health behaviour
guestionsin contrastSection Two was constriaxd based othe Francis et al(2004)manual for
developinga questionnaire on the TRBodel(discussed in detail below in Sectiahg.1.1and

3.2.1.9. The questionnaire vgadesigned in Survey Monkey as it was to be delivered online.
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3.2.1.1 Section One: Demographic and Sexual Health Questions

Questions for Section 1 were selected ftorh e i Sealth aral Awareness Study
| nst r (SMAESH teveloped byally et al. (2014) The SHASI instrument contained 44
guestions that asked the participants about demographic characteristics, sexual health, and
knowledge and awareness of STistheir study, Lally et al. (2014) investigatsexual
awarenessattitudesand knowledge of s@al health and STIs and risky sexual behaviour among
university studentaged 1824 years, many but not all of which fitted the selection criferia
this study.The knowledge questions were not selected because it was not the aim of the study to
assesSouth Australian young peojles STl knowl edge. Al so, attitud:
(2014) were not selected because, as discussed below, the researcher designed a set of attitudes
guestions for Section 2 of the questionnaire.

As noted, sexual health gstions for the pilot study were adapfezm Lally et al6 s
(2014)questionnaireWritten permission to use and modify SHASI instrument was sought from
Lally et al. (2014). The instrument and the questions selected for this study are shown in Table 3
1. Items wereselected based dhe study objectives and their roles in helping to understand the
participantsd sexual heal t h. I n Lally et al . 6s
they were taught sex education or not and, if they were he@h#tey found it useful or not.
Similarly, in this studyparticipants were asked about sex education, but the items were
modi fied. The modification included replacing f
levelyears71 2 0 b e c a u s ehodl startssayean 7. §his madiication was applied to all
the selected items that i nTadleB-Hshalsthentemsphoutas e A s e
sex education that were selected and how they were modified to fit the context of SA sex

educationKnowing thatthere are different sex education programs iniS#as important to
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make cleawhich program was useful. For this reasonadditionalquestion was added to the
usefulness of the taught sex education program: participants were askedéitieaybered the
sex education program and then whether they found the sex education program useful or not.

Likewise, participants were asked about whether the sex education program included
content for STIs and contraception or not and whether they fineneceived information
useful. These items were included to provide ir
background about STIs and contraception use.

I n Lally et al.od6s (2014) questionnaire, part
knowledge of sex, contraception and pregnancy; howevemrbkent study focused on safer sex
use as being the use of condoms and or dental dams as a form of contraception. Thus, it was
important to ask the participants about their contraception knowledge anéyresult, the item
AHow would you rate your current knowledge of ¢
modi fied to AHow would you rate your current Kkt
theresponse pt i MenygoodiT am very Kk h&oiblkiby a latbut thede,are
things | am omaslisteddy Lallyed al. 261d). s o

Knowing that the rates of STlIs are high in South Australia, it was important to ask
participants if they had attended a health clinic for an STI temtvice. As shown in Table B
Lally et al.dés (2014) questionnaire included it
health clinic orGeneral PractitiongiGP) for sex advice and another item for advice about STIs.
These two items were modifi to fit the study objectiveShus fAadvi ce about sexo,
not within the study objectives, was replaced \
Aadvice for STI OO0 was kept without modificati on.

whi ch of the foll owing were you aware you could
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sexual health clinics in Limerick, Ireland; thus, the same item stem was used in the study, but the
listed options were revised to fit the sexual health clinics éocet South Australia: Clinic 275,
SA MEESH, Shine SA, Health services such as GP, HIV PEP.
An item about the types of contraception that participants used was selathesbme
modification Lally et al. (2014hada s ked t he par t i d¢comraception haveh whi c h t
you used wit hi bhagarde, dnel, and Risor2(19985¥ Kautk, StoLawrence, and
Kelly (1991)had suggested that the reliability of sedported sexual behaviour such as condom
use or dental dam use decreased withoge extendedecall period and, thus, a recall bias
occurred. As a result, arfionth time frame was used instead of 2 years for contraceptien self
reporting. Since sexually inactive young people were invited to take part in this study, it was
possible that this itemeuld notapplyto their situationa n d aa popnloinc abl ed0 r espons
added to the response | ist suggested by Lally e
to the item because it is a form of contraception and, in this study, safer sexsugefinvad as
the use of condoms or dental dams.
It was important to identify the reasons behind safer sex use among the participants and
the reasons that prevented safer sex use, therefore items about condom use, listed in the Lally et

al. (2014) questiama i re as Ai f you ever had sex without a

you ever had sex with a condom, pl ease give sorl
modificatiorsa pp |l i ed t o pr eavpipd uisc aibtl eends ,r eas poorncsne was ad.
sexually inactive participants t otothessiferossasl. Al s o
Afa condom or dental damo.
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Table 3-1: Sexual Healthand Risky Behaviour Questions Used in the Instrument

Source:Sexual Health and Instrumenttem Modified
Awareness Study Instrument (Lally from SHASI
al., 2014)
Did you receive any sex educatitn  pjq you receive any sex Educatidaring Yesi
secondary school?es/No/Unsure  the high school(Year 7-12)? Yes No/ isecon
1- a If Yes, did youfind th Unsure school
- a If Yes, did youfind the s el ith
information you received | NO or Unsure Selected: Skip to next ﬁe%alferd |W|:1
useful? | found it very useful/ question. hool :
found it somewhat useful/l  If yesselected §01 020 )(yga
did not find it useful & Did you find the information yoteceived  additional
useful?l found it very useful | found it items were
somewhat usefdl did not find it useful. added tdest

b- Do you remember what sex education
program has been taught? Yes/ No/ Unsure participants

If No or Unsure Selected: §kio next still
guestion. remember
If yes Selected: the sex

c- If you remember, what was the sex education

education program called: Teach it like it is Program
(SHine SA)/Made in the Image of God / be Nname
READY/ The Rite Journey/ Others

(Specify)
Did you receive any educatiam Did you receive any education on sexually Yes i ST |
STIs (sexually transmitted transmitted infections (STIsuring your in secondary
infections) in secondary scho@ high school(Year 7-12)? Yes/No/Unsure s c ho ol
Yes/No/Unsure . replaced with
If No or Unsure Selected: Skip to next Adurin
If Yes, did you find the information question high school

ou received useful? found it ver
ﬁsefu“ found it somewhat usefu|>/| a If yes, did you find the information useful (year 1 2.)

did not find ituseful | found it very usefull found it somewhat
useful | did not find it useful




Table 3-1: Continued: Sexual Health and Risky Behaviour Questions Used in the Pilot Stud

Source: Sexual Health and
Awareness Study Instrument (Lally «

al., 2014)

Instrument ftem

Modified from
SHASI

Did you receive any education on
contraception in secondary schod@

Yes/No/Unsure

If Yes, did you find the information
you receivediseful? | found it very
useful/l found it somewhat useful/l
did not find it useful

Did you receive any education on
contraceptiorduring your high school

(Year 7-12)7?

Yes/ No/ Unsure

If No or Unsure Selected: Skip to nex

guestion

If yes, did you find the information
useful? | found it very useful/ | found
it somewhat useful/ | did not find it

useful

Yes

OAT 1 OOA
in secondary
OAEIT T 1
replaced by
OABOET C
high school
(year 771¢ O

O

How would you rate your current
knowledgeof sex, contraception and

pregnancy?

Very good Tam very knowledgeabls

Good Tknow a lot but there are
things | amunsure of

OKi1 T know some things but there
are many things | am unsure of
Quitepooii Tam quite unsure about

thistopic

Very poori Tam very unsure about

this topic

How would you rate your current
knowledge ofcontraception?

How would you rate your current
knowledge ofpregnancy?

Very Goodi | am very knowledgeable

Goodi | know alot but there are
things | am unsure of

Ok | know somehings but there
many things | am unsure of

Quite poori | am quite unsure about

this topic

Very poori | am very unsure about

this topic

Yesilsex,
contraception
and pre
wasreplaced
using two of
the items to tes
ncontr a
and
Apregna
knowledge
only.

Have you ever attendedamily
planningclinic, sexual health clinic o
your own GP for advice aboséex?

Yes/No/Unsure

Have you ever attended a family
planning clinic, an STI clinic or your
own GP for advice about STIs?

Yes/No/Unsure

Have you ever attended a family
planningclinic, sexual healtlelinic or
your own GP for advicaboutSTI
testing? Yes/No/Unsure

Have you ever attended a family
planningclinic, sexual health clinior
your own GP foradvice about ST

Yed No/ Unsure

Yesfisexo
replaced by
ASTI te




Table 3-1: Continued: Sexual Health and Risky Behaviour Questions Used in the Pilot Study

Source: Sexual Health and Awarene /nstrument ltem
Study Instrument (Lally et al., 2014)

Modified from SHASI

From which of the following were yot From which of the following were
aware you could receive 8Tl test  you aware you could receive an

STl test:
Click all or any that you were aware cjinjc 275 /SAMESH (SA
Family Planning Clinic, Mallow for sexual Health) / SHine SA/
Street Limerick/ Limerick STI Health Services: such as your

Clinic Limerick Regional Hospital,  gp;/ HIvV PEP/ None.
Dooradoyle/ None/ Other:

Yesi STI clinic
names were updated
with South Australian
STI clinic names

Which types of contraception have  Which types of contraception

you used within théast 2 year® have you used within tHast 6
Condoms/Oral contraceptive Months?

pill/Coil/Natural family planning/ Condoms/ Oral contraceptive pil
Withdrawal method/ IUD/ Natural family planning/
Injectable/implanted withdrawal method/ implanted
contraceptive/None/ contraceptiveDental dam/None/
Other: Not applicable/ Other

Yesfi2 year s
replaced b
mont hso. A
AfDent al da
ANot appl:i
options were adied.

If you ever had sex without a condor If you ever had sex without a
please give some reasons: condomor dental dam, please
We used other forms of contraceptio give some reasongVe used other
(e.g. pill)/ We got carried away in the forms of contraception (e.gill)/
heat of the momenWe did not have We got carried away in the heat
access to condoms/ We were of the the momentWe did not have
same gender so there was no access to condoms/ We were of
pregnancy risk/ We are trying to get the same gender so there was n
pregnant/ Due to alcohol or drug pregnancy risk/ We are trying to
consumption condoms were ignored get pregnant/ Due to alcohol or
Other: drug consumption condoms wer:
ignored/Not Applicable/ Other:

YesAiDent al
was added to the iterr
and ANot a
was added to the
possible reasons.
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Table 3-1: Continued: Sexual Health and Risky Behaviour Questions Used in the Pilot Study

Source: Sexual Health and Instrument ltem Modified from SHASI
Awareness Study Instrument
(Lally et al., 2014

If you ever had sex with a If you ever had sex with a YesiDent al damo
condom, please give some condomor dental damplease t he 1 tem. M@dANev
reasons: give some reasons: applicabl eo we

Chief method of contraception/ Chief method of contraception/ possible list of easons.
Backup method of contraceptior Backup method of contraceptiot

Prevent transmission of STIs/  Prevent transmission of STls

Other: Never/ Not applicable/Other

3.2.1.2 Section Two: TPB Antecedents of Safer Sex Intention

The second sectiancluded questions concerning antecedents for the Safer Sex TPB
model.Francis et al. (200Buggested defining the target behaviour by being clear about Target,
Action, Context and Time (TACT). First, the target population of interest should be defined, for
example South Australian young people. Then, the behaviour should be defined by invoking the
TACT. In this case, the Target w8suth Australian young peopliie Action was safer sex use,
the Context was to prevent the acquisition of STIs or/any unplanned pregnancy, and Time was
every time having sexual activityhe process of designing the questions for the Safer Sex TPB
antecedents is discussed below.
AttitudesAj zen (1991) and Ajzen (2002) suggested

subjective evaluation of behaviour, comprises two componexysrientialand instrumental.

Experientialat t i t ude i s an i ndividual 6 schasfusingsafei ve f eel
sex is a pleasant behaviour. l nstrument al attit
behaviour s out come, such as sFeaficsetals(2084) use r ui I
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suggested usingsemantidbipolar) differentialscale to test attitudesotingthatthe use ofour
items withone stem andith amix of positive and negative epdintswas an ideal number to
test attitudesAttitude items included instrumental anxperientialdimensions, such as safer sex
use isbeneficial/harmful and unpleasant/pleasant, respectivetijudes toward safer sexane
assessed followinthis recommendation.

Based on the reviewdierature five (rather than fourjtems weredevelopedor the
semantic differential scale to measatgtudes (see Tabled). The phrases developed for the
semantic differential scale and used to measure attitudes were based on studies conducted by
Newton, Newton, Windisch and Ewirfg012)and Brown(2015) In theirresearchNewton et
al. (2012) foundhat young people had behavioural beliefs that prevented their safer sex use,
including that safer sex fAimake[s] sex | ess r o0om:
sexual plisfasaimr ednnayidng i nterrupti owm20l5) sexo0 (p
revealed reasons young people did not practise safer sex: participants reported that they did not
like using condoms and using condoms was less enjoyable during the sexual activity. Also,
condoms were not used due to the respondents gettingtcaughp 6i n t he moment 6 (
However, participants who used safer sex methods considered their use as responsible
behaviour.

Therefore, the semantic ends used in this st
Practicel/ Good Practi/lcldhé@e, rd ghhda wrhao mg ttloi rdg 6t, 0 add
t he moment/ Not r ui ni Mmhg Franbieetdh €£@04) reooilnmendiatton tio me nt 0 .
use a 7 point scale when measuring TPB constructs was followed. Francis et al. (2004) noted

t hatoptoonmespnse format is most often recommended
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As seen in Table-2, participants were asked to select the number that best eefteeir
responsgefor examplewith the questioi Ov er a | | | ashfer sek methbdasuelsa s i n g
condom or dental dam, every time | have sex with my partner in thé neoaths i€ 0,
instrumental items responses could range fiodH a r mf u B nted , afid/exadriential
itemsfromAdUnp | eas allt ®a ¢ an thid.
Subjective norms(SN): Francis et al. (2004) recommended the use of three items to test
subjective norms, but an additional item could be used if the length of the questionnaire was not
an issue. In this study, the length of the questionnaire was a conceas anesulthe
subjective normgactorwasmeasured by threeitems Fr anci s et al . d6s (2004)
were to design measures that referred to the opinion of the important people in general in the life
of the participants. Unlike Francis et al. (2004), a semaifferential scale as a muloint
rating scale was not used to measure SN; insteagoan?Likert scale was considered more
appropriate. All formed items were complete sentences, and the response possibilities ranged
from strongly disagree and stronglgree to use safer sex with a sexual partner, with no
endpoint mix (i.e. the response scale for ever)
Di sag@gmdeprded with a positive,femdexapaoplévds M St r on
are important to me think that | should use safer sex method, sacmadom or dental dam,
every time | have sex with my partner in the n@rtonth®, followed by a7-point Likert scale
ranging from AStrongly aBli sadueemgt@a T8Nt omd | yi N/
Perceived behavioural control(PBC): Perceived behavioural control was measured by
seventemsthat assessed confidence and capabilifyréatisesafer sex. Francis et al. (2004)
suggested that the developed itetmosu | d ref |l ect the partitci pant so

perform the targeted behaviour. They also suggestetltht he it ems ass<ess the |
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efficacyandboel i ef s about the controllability of the
recommendations, PB@asassesseh this studyby asking the participants to repoiw
difficult it was to perform the behavioandhow confident theyvere to practise safer sex with
their sexual partner. Items were formed based on other studiesakeaeiri this field\Wang,
2013a; Dilorio et al., 2000; Newton et al., 2012; Wilson, 20l8)heirresearchDilorio et al.
(2000) notecan association between communication efficacy and condom use among young
people aged 1I&5.

Similarly, a study conduet by Wang (2013a) indicated that communication efficacy in
negotiating safer sex use was a strong predictor of safer sex behaviour. For this reason, the PBC
scale in this study included items that asked participants about their confidence in discussing
sd er sex with the s dahwcarfidem are yoountleat ypu cobutnl suggest a mp | e,
using a condom or dental dam, every time you have sex with your partner, even if you were
afraid that your partner wgantrobabiltyevasalsot you i n t |
assessed by askitige participantso reportwhether performing the behaviowes up to them
andwhetherthere were othdiactors beyond their contrtthatdetermine their targetbehaviour
f or e xEhegetison to Wise a safer sex method every time | have sex with my partner in
the next6 monthsis beyond mycontrol. Thi s it em WmistLikedscaleur ed by a
ranging fromh St r ongly di sagreeo to AStrongly agreeo,

Unsde sexual practices were also associated withagrassment when purchasing
condomgNewton et al., 2012) and not knowing how to use them propefilgon, 2018)
Therefore, preparatory behaviours like buying condoms or dental dams and using them properly
for safer sex with a sexual partner are essential if young people are to practise safer sex and to

control their safer sex behaviour. Thus, items were formed to assess these preparatory
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behaviours, for exampléHow confident do you feel in your ability tsse a condom or dental
dam correctly on yourself or your partner every time you will have sex in thé& nesimths®
a n dHowiconfident do you feel in your ability to buy condoms or dental dams without feeling
embarrassedo prepare for sex with your gaer in the nexé months® The response scaler
these itemsvas a 7point Likerttypes cal e ranging from AExtremely ni
AExtremely conf i deMetud,r ailnoc lpuodinntg a central A
Safe Sexntentions. Five items were used to meas@euh Australian young peoples
generalised intention to perform safer desancis et al. (2004) suggested that a format such as:
A i nrefer patients with lower back pain for amago  ( p . 11), should be us
item such asjl intend to useafer sex method, such asondom or dental dam, every time |
have sex with my partner in the né&month® was created. The measures
based on the reviewed literat@alzavara et al., 1998; de Visser et al., 2014; Flood, 2003;
Wong, 2012)In theirstudies De Visser et al. (2014) and Calzavataal.(1998) found that
condom use was associated with partner typether words, young people teettto use safer
sex with a new and casual sexual partAsra result, an item wasrimed to assess safer sex
intentions wit h &intamektovusgsafer sex method, such@edmdom er, A
dental dam, every time | have sex with a new partner in the next 6 monthsd intend to fise
safer sex method, such@asondom orental dam, every time | have sex with my partner in the
next 6 montha
A study conducted by Wong (2012) revealed that young people tended to practise unsafe
sex due to the heat of the moment and their belief that using safer sex would decrease their
sexual pleasure. These results were also consistent with an earlier study conducted by Flood

(2003) among young heterosexual males. For this reason, intentions items included asking
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participants about their intentions to have safer sex even in the heat oftto me nt ,| such as,
intend to stop and ask for the use of safer sex method, sactoadom or dental dam before

having sex and even in the heat of the moment every time | have sex with my partner in the next

6 month®. A 7-point Likert scalerangingf om A SDiroagrlege o t o AStrongly

i ncluding a c¢ e maguaed asfa kesponse seale for spfer sex intentions items.

To refine the approach prior to conducting the pilot study, an academic staff member with
expertise in the B and constructing questionnaires provided feedback. The feedback was
incorporated into theilot study. For example, it was recommended that in every item the safer
sex method was stated clearly to be the use of condoms or dental dams with a sexudl partner.
was also suggested that all the measures be consistent with the TACT; for example, all measures
should include Ain the next 6 monthso.

Finally, Section 2 of the questionnaireluded @ items €hownin Table 32) which
asked participants to use @d@nt Likert or a semantic differentiadcale to measure attitudes,
subjective norms, perceived behavioural beliefs and interfiiorsafer sexA lower level on the

scale indicated a lower score.
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Table 3-2: Items Measuring the Antecedents of Safer Sex Intentions use&dthe Pilot Study

Attitudes

Overall, | think that using safer sex method, suca@mdom or dental dam every time | havi
sex with my partnein thenext 6 monthss:

Harmful 1 2 3 4 5 6 7 Beneficial
Unpleasant 1 2 3 4 5 6 7 Pleasant

Bad Practice 1 2 3 4 5 6 7 Good Practice

The wrong thingtodo 1 2 3 4 5 6 7  The right thing to do
Ruining the heat of the 1 2 3 4 5 6 7  Not ruining theheat
moment of the moment

Subjective NormgResponse Scale: Strongly Disagree/ Strongly Agree)

T
T

People who are important to me think that | should use safer sex method as
condom or dental dam, every time | have sex with my partner in th& neoaths.

| feel that | am under social pressure from peogie are important to méo use safer
sex methog such ascondom or dental dam, every time | have sex with my partnel
the next6 months.

It is expected of me from the people who are important to me, that | use safer sex
method, such ascondom or dental dam, every time | have sex with my partner in
next6 months.

Perceived Behavioural ContrdResponse Scale Extremely unconfident/Extremely Confide

il
T

How confident do you feel in your ability to use a condom or dental dam with your
partner even after you have been intoxicated by alcohol or drug in the next 6 mont
The decision to use a safer sex method every time | have sex with my partner in tt
6 months is beyond my contrfResponse scale Strongly Disagree/ Strongly Agree
How confident are you that you could suggest using a condom or dental dam, eve
you have sex with your partner, even if you were afraid that your partner would rej
you in the nex6 months?

How confident do you feel in your ability to put on andom or dental dam, every time
you have sex, without breaking the sexual mood with your partner in thé mexiths?
How confident do you feel in your ability to buy condoms or dental dams, without
feeling embarrassed to prepare for sex with your pantribe nextt months?

How confident do you feel in your ability to discuss using a condom or dental dam
your partner every time before you will have sex in the Gerbnths?

How confident do you feel in your ability to use a condom or dental damgatly on
yourself or your partner every time you will have sex in the Gembnths?
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Table 3-2: Continued: Items Measuring the Antecedents of Saferex Intentions used in the Pilot

Study

Safer Sexintentions (Response Scale: Strongly Disagree/ Strongly Agree)

1
1

| intend to use safer sex method, such esndom or dental dam, every time | have sex
with my partner in the nexd@ months.

| intend to try persuading my partner to use safer sex method, sadordom or dental
dam, every time we have sex in the n@rtonths.

| intend to keep safer sex methatich ag condom or dental dam, handy every time |
have sex with my partner in the né&dnonths.

| intend to use safer sex method, such esndom or dental dam, every time | have sex
with a new partner in the ne@tmonths.

| intend to stop and askifthe use of safer sex method, suclaesndom or dental dam
before having sex and even in the heat of the moment every time | have sex with my
partner in the nexd months.

3.3 Pilot Study

Researching sexual behaviour is a sensitive tibyitis still considered taboo for many

participants and carriesrisk ofa social stigmgRawson & Liamputtong, 2010; Smerecnik et

al., 2010) For these reasons, an anonymous online questiondelieered via advanced Survey

Monkey, was used in the pilot study. Tleeabledsensitive question® be askedby providing a

high level of privacy and legitimacy to the participants. Completing a questionnaire online

offered a safe environment for participants in which concerns about social norms were

minimised(Kiesler & Sproull, 1986)This method waalsousedin themainstudy because it

increased the likelihood of recruiting participants and encouraged them to respond to the

guestions in an objective manr{@&ibson & McAllister, 2009; Tourangeau & Smith, 199&)

wasalsoa highly appropriate data collectitechnique as it was time and ceatving(Couper,

2000; Sue & Ritter, 2012) arge amounts of datauldalsobe collected within a short time

frame(Couper, 2000; Lefever, Dal, & Matthiasdaéttir, 200F7articipation in both the pilot and

69



the main study &s completely anonymous and voluntd®grticipants were not asked for their

contact details, such as name, email, or phone number.

3.3.1 Pilot Study Participants and Sampling

The selection criteria for young people to participate @pilot studywerethat
participantsshould be aged 124 yearslive in andhavehad their high school studies in South
Australig regardless of their sexual status and sexual identity.

Following the suggestions &rowne (1995Raboutdeterminng the required minimum
sample sizea minimum sample of 30 participants per each tested factaneealsd to conduct a
pilot study.Therefore, one hundred and twenty participavese requiredwith 30 participants
per each of théour tested factors. The researchHeywever acknowledgeshatawrong sample
size calculation occurred, and the recruitment process was ceased before the required sample
size was achieved. Henamelimitation of the pilot study was that the sample size was too
small(n=84).

It was irrelevant whether the participants were sexually active or not at the time of
participation, as the survey captured attitudes and practices from across this spectrum. This study
excluded international students because ttanot experiencg SA high schooleducation.

Participants were recruited ove@onemonth period between April and May 2017
through posting flyers withithe Flinders University, South AustralisampusOver one
hundred flyers were posted on pip boards and the bacéf toilet doors within Flinders

University. Flyers included descriptionof the studythe selection criteria, an online link to the

survey, a barcode, and a Facebook page addmdsst¢TalkSaferSexyefer toAppendix9.1).

The online link was also posted on the study Facebook @bget§TalkSaferSex)rhe flyers
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https://www.facebook.com/LetsTalkSaferSex/
https://www.facebook.com/LetsTalkSaferSex/

informed potential participants that they wouldds&ed about their sexual life, safer sex
attitudes, perceived behavioural control, subjective norms, and substance use.
To access the survey, participants were required to either type thetéinkeir browser
(phone ottablet), scan the barcodes{nga barcode scanner on their phone)lak on the link
posted on the study Facebook page. Upon accessing the link, participants were required to read
the study information sheet. It was recommended that they download it and save a copy on their
tablet orcomputer. After reading the information sheet, participants had to clithkednNE X T 0
button. Theywere then able to access an informed consent form which outlined thahthdg
read the information sheet atightthe anonymity and confidentiality diieir responsewere
protected in this study. After completing the consent form, participants were required to press
theAR NEXTO button and c qsee\ppertdied.dt he online survey
The questionnaire was set o that participants did not have the option to skip any
guestionIn SectionTwo of the pilot questionnaire, participants were asked to worements
about the questionnaijrelarify the questionand any suggestionBarticipantsvere asked,
ACould you please tell us about the clarity of
suggestions?0 These questions were added so part
pilot study. The feedback was required to improve thim staidy questionnaire and to highlight
the pilot study limitations and if any errors were pres@nice participants finished answering
allthequestona At hank you for compl e tappeagdnfalygefonuest i or
at the end of the astionnaire. Participants had to prés® O N &hen theyhadfinished. All
responseswhethercomplete onot, were automatically saved on Survey Monkey. The

participants did not receive any compensation for their participation in the study. The
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participans were notified at the beginning about how long the survey might take to complete.

The participantspent an average o0 3inutes in completing the questionnaire.

3.3.2 Ethical Considerations

Ethics approval for the study was provided by the Flinders UniyeBsitial and
Behavioural Research Ethics Committee (Project Number 7549) before conducting the research
project. This project was funded by the College of Education, Psychology, and Social Work
(EPSW) at Flinders University. During this project, the AdstreNational Ethical Code of
Conduct(National Health and Medical Research Council [NHMRC], 20483 used to guide
this research, especially given ttapic's sensitivityRespect fothe anonymity and privacef
the participants was considered. Paracits were asked to sign an online consent form and were
not asked about their contact details or names. The research data were saved in a secure
passworeenabled computer file at Flinders University. The data will be stored and deleted after
five years. Tl research team, including themaryresearcher and supervisors, was able to
access it.

Onlineconsent was gained from all the participants priaraitmmencinghe pilot and the
main studyguestionnairesParticipants were asked to complete an onlineldrst consent form
before initiating the questionnaire. The checklist included seven statements (seeJ)alaled3
it was required that participants ticked all the checklist statements.

As suggested by the Australian National Statement on Ethical Cowdbdduman
Participants (Section 5.2.1{\National Health and Medical Research Council, 200pdated
2018) an nformation sheet was presentegtientialparticipantstai hel p t hem t o make
choices about theparticipation andupportthemintt p a r t (p.©0) Pagitipardsn 0
could download and save the information sheet on electronic devices
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Table 3-3: Online Consent form Used in the Pilot and Main Study

You are invited to take a part in this voluntary and anonymous research survey about
ALet 6s Tal k About Safer Sexo. Taking pa

Please complete the consentfidoelow then start the online questionnaire by clicking the
NEXT button below.

Declaration by the participants:

| have read the participai®$ | n f o r ma torisemeon&Hasereat © me in a language t
understand;

I am aware that | can download a copy o
| understand the purpose and risks of the research dekitrithés project;

I understand that my respasswill be kept strictly confidential, and digital data will be stor:
in secure computer files;

I understand that | may not directly benefit from taking part in this project;

| freely agree to participate in this research study as described and urditratdram free to
withdraw at any time during the project and withdrawal will not affect my relationship wit|
any of the named organizations and/or research team members;

| provide my consent for the information collected about me to be used for theseurithis
research study only.

Studyparticipants were offered support from health services and counselling telephone

numbergo request free counselling if they felt distressed during or after participating in the pilot

or the main study. To ensur ebeind) a thebaeginhingofi pant 6s

each section of the pilot questionnaitee researcher provideduicipants with the following

recommendation:

Al f you experience any distress during
access support by calling Lifeline Adelaide 24/7 on 13 11 14 or Flinders counselling
service on 082012118. 0

The studywasstructured to provide an inclusive and respectful approaSouth

Australian young peopfes s e x u a Foung pepplg, redardless of their sexual identities,
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were invited to take part in this study. A rainbow was also added to the distributsd the
heading of the online questionnaire and the study Facebook profile page (see Higtoe 3
encourage young people from diverse sexual identities to feel welcorpeditipaten this

study.

School of Education
Sturt Road, Bedford

Flinder park, SA 5042

UNIVERSITY GPO Box 2100

viosway  Let’s alR About i,
Safer Sex

Yot

OO 4A

Figure 3-1. Heading of the Pilot study Flyer and Online Survey

3.3.3 Pilot Results

Of the 106 participants who initiated the questionnaire, onr84 %)completed
Section Ongwhich asked demographic and background questiongvhather participantset
the selection criteria (live in SA, aged between2lByears and completed their high school
education in SA). Most of the participants were from Flindériversity. More tharalf
(61.7%, n= 50pf the surveyed participants completed both sections of the pilot questionnaire.
As noted previously,r t i ci pant 6s responses were recorded :
complete the whole questionnaire.
The tirteen participanterho did not complete the demographic questions (Section One)
and nine participantswho did not meet the selection criteria were excluded fronpiio¢ study.
Table3-4 shows that more than half (51.2%= 43)of thepilot participants were 18
years old, idetified as heterosexual females (59,5% 50, and had one sexual partner in the
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last 3 months (58.3% = 49. Most pilot participants were presented as sexually active young
people (72.6%n= 61, while the remaining respondents (27,49 23 were sexally inactive.
Table3-4 alsorevealed that most of the participants were Caucasian//Asaton (90.5%)and
more than half of the participants had no religious affiliation (59.5%). Most of the respondents

were born in Australia (90.5 %\hile the remaimg (9.5%) were born overseas.

Table 3-4: Demographic Characteristics of Young People in the Pilot Study

Characteristics Frequency (n) Percent (%)
Age
18 43 51.2
19 20 23.8
20-24 21 25.0
Sexual Identity
Heterosexual Female 50 59.5
Bisexual Females 23 27.4
Others (Homosexuand Bisexual Maleg 11 13.1
Number of Sexual partners
1 Partner 49 58.3
2 Partners or more 19 22.7
None 16 19.0
Relationship Status
Monogamous relationship for 3 months or mor 39 46.4
Monogamous relationship for less than 3 mont 13 15.5
Dating and normonogamous relationships 11 13.1
Not in any intimate relationship 21 25.0
Race/Ethnicity
Caucasian/ AngkSaxon 76 90.5
Others (Indian, Asiar,atino, 8 9.5
Indigenous Australian, African)
Religion
Religious Affiliation 34 40.5
Non-religious Affiliation 50 59.5
Total 84 100

*In this pilot study, kthe people who ideniiéd as males were either bisexual or homosexual.
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3.3.4 Analysis of Pilot Data

The collected data were cleaned for errors to draw a meaningful respacis@s some
participants who mentioned that they weexually inactivébutindicated that they engaged in a
safer sexual activity with a partner with other questidimis, their response was updated by
considering them as sexually activ@ancis et al. (2004) recommendeingafi c o mput e 0
command to createomposite variables for each test fact@mmely attitudes, subjective norms,
and perceived behavioural control and to conduct item analysis to test internal consigtency.
high scores for each factmeflectedstronger attitudes, subjective norms, péred behavioural
control, and intention to perform the targeted behaviour, such as safer sex use.

Missing data wremajorissuesn the pilot studytheyaccounted for 20.7% for Section
One and 52.8 % for Section Twbhe missing data &enot randonmbut occurredbecause
participants lost motivation to complete the lengthy questionfisliyers, 2011) Due to the
major missing datdhe decision was made not to use listwise deld®ubin, 19760 handle
the missing responses to avtadge data losaVhen using this techniqueShen and Astebro
(2003)noted that the sample size power would decteas®the bias in parameter estimates
would be preseniThe data from the TPB constructs were analysed by using Mplus version 8.5,
which allowed Full Maximum Likelihood ML) estimationfor missing datandmade iteasy to
deal with noanormally distributed datéMuthén & Muthén, 2010)

Descriptive statistical analysis, mairdglculatingfrequency and percentggeas used to
analyse the demographic and backgibdata collected from Section Omaie to the small
sample sizéN=84), it was impossible to run dxploratoryFactorAnalysis(EFA) for Section2
of the questionnairby using the Statistical Package for the Social Sciences (SPSS) version 25.

Instead Confirmatory Factor Analysis (CFA) was applied by using MpAusainimum of10
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participants per testattm was needetb permit a ondactor Confirmatory Factor Analysis
(CFA) (Browne, 1995)This small sample size can be used to test the reliability and validity of

one factorat a timg(Tabachnick & Fidell, 2013)

3.3.4.1 Confirmatory Factor Analysis (CFA) of Pilot Constructs

Reviewing studiegAlbarracin et al., 2000; Ajzen et al996)that applied Theory of
Planned Behaviour showed that Confirmatory Factor Analysis (CFA) and Structural Equation
Modelling (SEM) were thenostsuitable statistical techniques for this type of study.
Confirmatory Factor Analysis (CFA) was used to testproposed intention to safer sex
model. CFA deals with associat®inetween the observed variables (as indicators) and the latent
variables or factor@Brown, 2015) CFA is one of the most commonly used statistical procadure
in applied researc{Brown, 2015) The advantages of using SEM when testing the asso@ation

between variables is that:

the relations are theoretically free of measurement error because the error has been
estimated and removed, leaving only common variance. Reliability of measurem
can be accounted for explicitly within the analysis by estimating and removing the
measurement err¢gUliman, 2006, p. 38)

Becausel 20 participants were needed for a full CFA of the four tested factors, namely,
intentions, attitudes, subjective normagd perceived behavioural control, the small pilot sample
size, therefore, prevented a full CFA of all constructs together. This small sample size prevented
thedetermiration of theconvergent and discriminant validiof all the constructéBrown,

2015)

An essential measure to assess the model fit for each of tHaaoeconstructs was by

considering the SEM fit indices. These SEM fit indices included the followingcHikeguare

(6®) statistical test was usedtest if the proposed modeltitithe actual collected data.
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Specifically, chis quar e was used to test the Oabsolute fi
squareanalysigtessif there isa discrepancy between the covariances predicted by the model
andthe population covariances. Gquarethereforea | | ows f ot égpathesi sb6 as
described b¥Kline (2016).A non-significant chisquare indicates that the proposed model fits
the observed daf@ox & Bechger, 1998)However, chisquare is very saitive to sample size
and alternative fiindicesareneeded to assess model(kiox & Bechger, 1998)
Several goodnessf-fit indices have been proposed by researcf@g®vn, 2015; Hox &
Bechger, 1998; Kline, 2016These proposed alternative goodrafsBt indices arethe
Goodnesof-Fit Index (GFI), Adjusted Goodness of Fit Index (AGFI), Normalised Fit Index
(NFI), Comparative Fit Index (CFl), Root Mean Square Residual (RV&HR) Root Mean
Square Root of Approximation (RNR&). However, Brown2015)suggested that four fit
indices, namely Comparative Fit Index (CFl), the Tudkewis Index (TLI), the Standardized
Root Mean Square Residual (SRMR) index, and the Root Mean Square Error of Approximation
(RMSEA) index,weregood indicators for model fiBrown (2015) suggestithe cut offof these
fit indicesshould beSRMR values close to 0.08 or below; RMSEA values 0.06 or helod/
CFIl and TLI values close to 0.95 or greater.
Kline (2016) supported using thesktifidices however, he suggested a consideration of
the dchtohgpot hesfit-Bpp anle $ ihaxzRMSIPASDBVscONBDAnce o
intervaRMSEA90CI) The | ower | imfttvhypethesi sbendt!l b
should be lessthanoreqg t o 0. 05, whil e t hefiutppreypdtihmgdi svéa
to be rejected should be greatesinor equal to 0.1. Therefore, ebguare test, RMSEA,
RMSEA 90CI. CFI, TLI, and SRMR were used to test the model fit of the indicators for each

predictor.
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An analysis of items was useddssess each predictor as a-tastor congeneric model
separatelyThe items for each factor wepeesented as shortenedrersionfor a more accessible
displaywhen CFA is graphically presentethe chisquare ést was examined, as were
goodnesof-fit indices; modification index and models werespeecified until a welfitting
model was found. The model-specification was based emmmingitems from the model if the
level of correlation between two items wagh or resulted in a high change in-sluare, items
with high residual, and/or low-RBquareThe modelrimming process yieldto satisfyirg fit
indices anda better model fi{Reuter, Huppe, Netter, & Hennig003)
Score reliability was also compultéor each of the TPB constructs using Hancock and
Muel I(2801)6 s oef fi ci ent HO6. This coefficient was pi
it is considered a better measure of reliabilByunner & HeinzMartin, 2005) 6 H6 r ecogni s e
that not all hdicators of the factor are contributing equally (Brunner & Héflaztin, 2005).
Li ke Cronbachés alpha, coefficient H value shol

(Hancock & Cudeck, 2001)

3.3.5 Results andDiscussion: PilotStudy

3.3.5.1 ParticipantsdResponsson the Clarity of the Pilot Questionnaire

Only 52 participants provided written feedback about the clarity of the questioraralre
the time spent to completeit Par t i ci pant sd responses regarding
Acl earsajngoomahd fAneeded to be rewordedod. One of
lot of questions that were very similar, and few questions could have been worded better
Respondents also noted that there were many questions. r e s p o n dletfthest at ed: A
guestions were very similar, so it got mildly confusing and had-teae questiols. Ot her

respondent s made coeainguphotw the geastions were wortden,: andfhow
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some questions are pretty much the same could be cleared igfeddback waapplied to the
perceived behavioural control items. Reviewing the perceived control items showed that the
items were worded in a similar way, which led participants to consider that some questions were
repeated. As a result, the perceivetidvioural control items were reworded and shortened (see
later Table %).

Thelength of the questionnaire was a concerrstomeparticipants. The length of the
guestionnaire led indirectlp participants log motivation to complete it. hasbeen oted
that respondeststated thatthef | ost concentrationdo, and fAbegan
[ t hei r ] Thes concera was addressed by mixiagetherthe items of all the indicators.
In other words, items for all the TPB constructs were listedlomly without an order. Als@)
the main study, the researcher asked a few important demographic questions at the beginning of
the questionnaire followed by the psychological measure questions and concluded with the
remainder of the demographic queas. The researcher made this change to ensure that the
participants did not lose motivation to complete the questionnaire.

Theparticipants also criticised the use of-paint Likertscale |t was noted t hat
most of the timel [participantf wasnos ur e whi ¢ h d&urteewrene, inttheir studyc k . 0
Adelson and McCoach (2016pmpared how students responded to a mathematics attitudes
instrument with a 4$oint Likert scale compared with apggint Likert scale with a neutral point.
The study shoed that the reliability of the-point Likert scale was statistically and significantly
higher than that of the-goint Likert scale. Thus, using a neutral rpioint was recommended.
As a result, a decision was made to use a shoyteirs Likert responsecale in the main study.

Providingexplicit safer sex and safer sex methods defingiwasone of the suggestions

that the pilot study participants noted. Specifically, one particigamimented hat a fAbett er
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definition of safer sex methods would beodo . Hence, i n the main study,
as the use of condoms or dental dams every time a person engaged in a sexual encounter. Safer

sex methods were defined as the use of condoms or dental dzsed. @ the provided

feedback, it was cleahat the questionnaire needed to be reworded carednlty/jtems needed

to be shortenetefore considering them for inclusion in the main study.
3.3.5.2 Confirmatory Factor Analysis of Pilot Data

3.3.5.2.1 Safer Sex Perceived Behavioural Control

All seven indicators that were designed to reflect the latent variable of safer sex perceived
behavioural control were entered into the-fexetor model in Mplus. The first analysis revealed
that the model had very bad fit indiog&{14) = 41.77, p=0.00aL, RMSEA =0.154, CFI = 0.949,
TLI = 0.924, SRMR =0.035). These results indicated that the model should be rejected. Thus, to
improve this model, items with nesignificant loading, high residual or a lowdguared value
were dropped one at atime (Klin€ 2 6 ) . Firstly, the perHowi ved beh
confident do you feel in your ability to discuss using a condom or dental dam, with your partner
every time before you will have sex in the néxhonths® had a very high stand
coefficient(0.951). Dropping this item improved the model i ght |l 'y but the model ¢
were still poor(é (9) = 22.03 p=0.00, RMSEA =0.B1, CFl = 0.%8, TLI = 0.947, SRMR
=0.03l) and not sat i sf aldotvoonfentd®ywufeelin youydibttdh e i t em A
use a condom or dental dam, correctly on yourself or your partner every time you will have sex
inthe next months® wi t h a hi gh corr el aHow aomfideftdaoy®u0) wi t h
feel in your ability to put on a condom or dental damygtiene you have sex, without breaking

the sexual mood with your partner in the n@rtonths® , resulted in a model W
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chi-square test and had good fit indice’5(b) = 4.02 p=0.547, RMSEA =0000; RMSEA 90 ClI.
= 0.000- 0.136; ProbabilityRMSEA <= 0.05 = 0.655CFI =1; TLI = 1; SRMR =0.022).

As Figure 32 illustrates, the perceived behavioural control model included five indicators
with good fit indices. The Coefficient H value was 0.92, suggesting that measurement of this
factor was considered reliablEhe5 itemsof theperceived behaviouraontrol factor were

shortened for easier display on the models (See Fige2gs 3

- \
Practice safer sex without breaking the sexual

\ mood J\
3

Practice safer sex use even the under

influence of substance use “'\
\

Decision of using safer sex methods is

Safer Sex
Perceived

VY99 Y

g beyond my control e 0.68 Control
\ 0.90 Fit Indices
Would always suggest safer sex even if [ am /
afraid that my partner will reject me ) 0.81
& (5) = 4.02,p=0.547
Purchase safer sex methods without | RMSEA= 0.000
embarrasment RMSEA 90C.1.0.0001 0.136
- g Probability RMSEA <=.05 = 0.655
Coeff H=092 CFI= 1; TLI= 1; SRMR= 0.022

Figure 3-2: Pilot Congeneric Factor: Safer Sex Perceived Behavioural Control
The two items that were dropped were examined closely. These items were about
discussing and correctly using safer sex methodgad noted that these two items were long
and worded in a similar way. Thusdecision was made to-weord and shorten all thperceived
behavioural items whicthe study participantsadhighlighted F o r e x Bawgdnfdent dd
you feel in your abitly to discuss using a condom or dental dam with your partner every time
before you will have sex in the nekimonths® was r ewor de dlampodfidenhor t ened
to discuss condom or dental daisg with my partner before having a sexwattivityo . Anot her

i t eHow coiifident do you feel in your ability to use a condom or dental dam correctly on
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yourself or your partner every time you will have sex in the Gembnths® was chlanged
am confident to usacondom or dental dam, cortBcon myself or my partner every time

Subsequently, all PBC items were reworded and shortened (seEableB-6).

3.3.5.2.2 Safer Sex Attitudes

One factor congeneric analysis of the safer sex attitude items was conducted. Using
Mplus, all five indicators werentered into the oractor model. However, the model revealed

poor fit indices( %{5) = 15.38 p=0.009, RMSEA =0.157, CFl = 0.966, TLI = 0.932, SRMR

o

=0.061), suggesting the model should be rejedied. i mpr ove t he nOvetad,l , at t it

| think that using safer sex method, suctaasndom or dental dam every time | have sex with
my partner in the nexd@ months isBad /Good practice) was dropped due to a high standardised

coefficient (1.001). Dropping this item improved the model, but RMSEA08®).and SRMR

(=0.037) were stiluns at i sf actory. Removing item AHar mful / B

nonsignificant Rsquare value (0.19esultedin a nonpositive definite model. This indicated
that these items did not reflect safer sex attitud@ssatisfactory manner. As a result, these

items could not be used in the main study. The model was rejected and new items were sought.

3.3.5.2.3 Safer Sex Subjective Norms

It wasimpossible to analysthe onefactor congeneric model for the safer sex subjecti
norms antecedent because the subjective norm construct consisted of three items instead of a
mi ni mum of four indicators. Francis et al . 6s
be measured by developing three items could not be tested. telmewere required to measure
subjective norms in the main study, especially since confirmatory factor analysis (CFA) was to
be undertaken.
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3.3.5.2.4 Safer Sex Intention

Using Mplus,ConfirmatoryFactorAnalysis (CFA) of the safer sex intention items was
undertakenAll five indicators were entered into the efaetor model. The model revealed that
RMSEA (=0.072) was not satisfactory, although the model passed thquare testef (5) =
7.17,p=0.21) and other fit indices (CFI = 0.996, TLI = 0.991, SRMR014) were satisfactory.

To i mprove t he modisténdto tsésaferiseximetimod, suchasondore m i

or dental dam, every time | have sex with my partner in theGwexnth® whichhad a high

standardised coefficient (0.97), was dved. The results revealed that the model now passed the
chi-square test and had good fit indices suggesting a good moa2( 8} € 1.2Q p=0.550,

RMSEA =0000; RMSEA 90 CI. = 0.0000.186; Probability RMSEA <= 0.05 = 0.61@FI =1,

TLI = 1; SRMR =0.008). As with the perceived behavioural model results, an upper RMSEA

limit (>0.1) suggests a o6poor fitd and a | ower
Following the Kline (2016) recommendations, this can be attributed to a sampling error due to

the presence of a small sample sidee Coefficient H value was 0.96, suggesting that the

measure for this construct was considered reliable (FigB8je 3
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Would stop and ask for safer sex use
4 every time having sex
Would persuade partner to use
condoms or dental dams 74

Safer Sex

Y99 Y

Intentions
Keep saf hods hand ]4'/0'94
eep sater sex methods handy Fit Indices
0.92
Would use-e condoms or dental dams ]/ & (5) = 4.02,p=0.547
g with a new pariner RMSEA= 0.000
- RMSEA 90C.1.0.000i 0.136
Coeff H=096 Probability RMSEA <=.05 = 0.655
CFI=1; TLI= 1; SRMR= 0.022

Figure 3-3: Congeneric Factor: Safer Sex Intentions.

As discussed isection 33.4.1, small sample size can influence the precision of the CFA

model parameter estimates and could potentially produce unstable correlation estimates. As a
result, a decision was made to shorten anareéwll the intention items, including the dropped
ones.

While fit indices were satisfactory, the analysis in Mplus indicated that the matrices
involved in thestudywere norpositive definite. This meant that the input varianogariance
matrix and thenodetlimplied covariancerariance matrix were nepositive definite and could
not be accepted. The npositive definite matrix could be attributed to the usa srhall
sample. According to Brown (2015), the rpositive definite matrix is due to the peese of a
sample prone to outliers and could lead to collinearities anghaomally distributed data. This
meant that the constructs as devised had to be changed if multicollinearity was to be avoided in

the main study.
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One factor analysiindicatel thatthere weresufficient items to suppodnly the
perceived behavioural control factmd intentionThe perceived behavioural contfattor and
the Safer Sex intention factoret the criteridor conducing satisfactoryfactor analysigHair,

Black, Babn, Anderson, & Tatham, 1998factor analysiperformed on the PB@nd intentions
guestions showed that these items had a strong internal consistency and reliabgigyresults
suggested that safer seBCand intentiorcould be used in the main stubyt that the
measurement for attitudes indicators needed to be changed.

A focusof the pilot study was to test tikenvergenvalidity and reliability of the self
developed questionnaire based on the TPB model. The results of factor analysis for the TPB
construct items implied that the dat&menot appropriate for runningfactor analysis
especially for measuring attitudes and subjective nodins tothe presence of multicollinearity
between the item@d.orenzeSeva & Ferrando, 200@)nd the presence tdwer than four items
in these constructéccording to Kennedy2003) high correlations between items indicate
slightvariation between variables, which means that there is not much information that can be
used to estimate coeffamts for each factom.hus, the pilot results were not found satisfactory to
answer the main study research questions. Therefore, revising the questionnaire items was seen
asbeingan essential step prior t@nducing the mainstudy: It is worth noting tlat thepilot
study resultsvere useanly to guideconductingthe primaryresearctandwere notincluded in

the final research discussion.

3.3.5.1 Revising Questionnaire Items

The pilot study highlighted several conceragarding the questionnaire, including the

clarity of the questions, the order of the questions, TPB items, and the response options available
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for the participants, particularly in relation to the questionseakplored the demographic

detaik. This subsectiondiscusse detail the process oévising the questionnaire items before
conducting the main study.

Demographic questions

Generally, most oftte pilot study's demographic and sexual health questi@ne
consideredsatisfactory and coulde added to the manesearchHowever, based ome
par ti ci pansosmé@demnograpmeand sexual health questions required rewording
and/or necessitated a different response forRmtexample, instead of asking participants about
their sexualdentity, it was deemed better to ask participants about their sexaatation
Revising this question prevented participants from selecting multiple answers and made their
sexual preferencelearer.

A fiplease specifyodo option was added to the s
could be sexually inactive but could be engaging in other forms of sexual activity such as
masturbation. For this reason, participants were given the ogtimo\ading a written response
about their sexual status.

Based on the pilot stugdgind to prevent a high draqut rate, it wagssentiato maintain
participant® motivation to complete the questionnaire in the main stidymthe literature,
Gideon(2012)hadsuggested thatlepending on the information required from the
guestionnairegemographic items must be presented either at the beginning or the end of the
guestionnaire and should not be presented in the middle. Gideon (2012) also recomménded tha
a logical flow of questions should always be maintained. Similbldyzog and Bachman
(1981)suggested that the questionnaire should incl

motivation to complete ifor this reason, demographic questioresensplit into two sections so
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that the essential main demographic questions from Section One were ansavsrea
becausgin orderto answer the study research question, the first section of demographic and
sexual health questionsasneededand theseverefollowed bySection Two that consisted of
the psychological factord PB antecedents) items.

The first section of the questionnaire includanographic and sexual heatfhestions
relatedtahepar t i ci pant 6 s algeumbesofpartness! Parsicipants wese alsa n d
asked about their religious affiliation, cultural background, sex education, and safer sex
behaviour such asise ofcondoms and dental dams.

Section One also included three iJafdems from L
Awareness | nst r-devempeditem about thedrageency ef lsafer sexsese (
Table 35). After piloting these items on 84 participants in the early phase of the study, it was
decided to use them in the main studlhese items assistedinn d er st andi ng t he par!
safer sex behaviour. Participants were asked to select the option that best reflected their response
regarding saf er Ifyanevenhadeex with@condom ar agmthl dam pléase
give some reasons (all thegpply): Chief method of contraception/ Backup method of

contraception/ Prevent transmission of STIs/ Never/ Not applicable/ Other (please épecify)
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Table 3-5: Sexual Health Questions Used in Sectio@ne of the Main Study

1- Which types of contraception have you used within the lasd@hs? Condoms/
Oral contraceptive pill/ IUD/ Natural family planning/ Withdrawal method/
implanted contraceptive/ Dental Dam/md Not applicable/ OtheP{ease Specify

2- If you ever had sex without a condom or dental dam, please give some reasons
all that apply): We used other forms of contraception (e.g. pill)/ We got carried ¢
in the heat of the moment/We did not have access to condoms/ We were of the
gende so there was no pregnancy risk/ We are trying to get pregnant/ Due to al
or drug consumption condoms were ignorétalthing/ It was rapgNot
Applicable/ Other (please specify)

3- If you ever had sex with a condom or dental dam please give somagdkthat
apply): Chief method of contraception/ Backup method of contraception/ Prever
transmission of STIdNever/ Not applicableDther (please specify)

4- In the last 6 months, how often did you use safer sex methods such as condom
dental dam?Always used / Most of the times used/ Sometimes used/ Rarely use
Never used/ Not applicable (if sexually inactive) *

Note: *: Selfdeveloped itenBold Wordsindicate reviewed item based on pilot study.

These questions were followed 8gctionTwo, which included selected items fraime
ASexual Ri sk Scal e o(DeH&StRBykimerd998)and reicaesvdd b el o w)
behavioural control items from the pilot study. At the end of Sedwen, participants were
asked about pardrieenage communication, substance use, fortnightly incovirag ktyle (asn
living with their parents or not) and education level.

The pilot studyhadrevealed issues related to the scale range used, which wasrat 7
Likert scale. The loss of motivation to complete the questionmaismot unexpected as
previous studiegHerzog & Bachman, 1981; Prescott & Soeken, 1988)highlighted ths issue
when using adngthyquestionnaire and a large measuring sa&liéh concern about the high
dropout rate, the researcher consideredrdering the questions, shortegithe questionnaire
and questiog) and using a shorter Likestale in the main study, as recommenigéierzog

and Bachman (1981Jhus, a decision was made to use@obt Likert scale in the main study.
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The parent/carérteenage communicatiorsponse scale was also revised. The updated
response scalacluded:fAll the Time ,FewiTime® fi On c e  odinstehdwithe @ost
of the Times® , Abaiit half the timed ,  &omeétimés All the revised items were presented in

bold font (more details presented in Tablek d@nd 42 of Chapter 4Section 4.).

Based on the information from the pilot stuggarding the TPB constructs itentise
researcher was not confident that the itemthe pilotquestionnaire wuld fit togetherwell.
Furthermore, it was troubling that it was only possible to run CFA on safer sex perceived
behavioural control and safessintentions. Thesfore, the researchdecided to gdack to the
drawing board, reead the literature, armd-considemwhat was needed for this stades a result,
a validated and r&éxadl eRi %lsbyBetiati&dokimers RE)e d i
(1997)was considered as a viable alternative to some of the TPB questions created in the pilot
study.The SRS instrument was utilised this studybecause the SRS items were shionief,
precise, and written in an eagyread way, wheh indirectlymaximised the response rate
following whatDillman, Smyth, and Christian (2014adsuggestd would happerMore
importantly,Zamboni, Crawford, and Williams (20Q@Bumnall, Beynon, Conchie, Riley, and
Cole (2007)andWalcott, Chenneville,rad Tarquini (2011ad used this reliable instrument to
understand young p e ohlnadasdoundd elahledDue tdite ddequateo ur and
psychometric properties, Zamboni, Crawford, and Williams (2000) usddeHart and
Birkimer (1997)instrument to explore the relationship between communication and
assertiveness to predict condom use among college students. Zamboni, Crawford, and Williams
(2000) found that the condom attitude scale was a significant moderator of the relationship

between sexal assertiveness and condom use.
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Similarly, in their studyexaminingthe relationship between sex education and college
student sd sexual at t,iChennewlle, and MadquifR@lh)asedithe 88r , Wal c
items of the SRS instrument. DeHartd@d r ki mer 6 s ( &s3e3sédexual attsutes u me n t
among undergraduate students. The reliability analysis showed that the subscales scores of SRS
had adequate internal consistency.

The SRS instrument comprised six measuring scaltisudes, subjeate norms,
intentions, expectations, susceptibility, and substanceDet¢art and Birkimer (1997)
constructed th&RSinstrumentbased on TPBTheory ofTrying and Health Model Beliefs
(HMB). First, DeHart and Birkimer (1997) conducted a preliminary studgre students were
asked opemnded questions about their beliefs and opinions regarding safer sexual activity.
Students were invited to write paragraphs expressing why they did practise safer sex and about
their safer sexual behaviour. As a result, Detdad Birkimer (1997) derived the 108 items of
the questionnaire from authgenerated statements, statements from the literature, and student

generated statements. DeHart and Birkimer (1997) stated that the selected items were

modified in accord with cteria utilized byBrown (1984) Edwards (1957)and
Wang(1932) (a) half the items were worded positively, and half were worded
negatively; (b) items were brief, and technical jargon was avoided; (c) attitude items
were affectively oriented and debatalgld); universals (e.g. all, never) and double
negatives were avoided; (e) items were likely to be endorsed by almost everyone or
almost none were not used. We [DeHart and Birkimer] also tried to assure that items
did not contain phrases that indicated ggstints were/are sexually active (p. 14).

The process of validating the Sexual Risk Scale instrument carried out by DeHart and
Birkimer (1997) included running two studies. Study 1 was called the criterion testing and item
elimination phase, which includeunning Principl Components factor Analysis (PCA) on a
sample of 296 undergraduate students. This study resulted in retaining 40 items out of the 108
items in the original questionnaire. The second study intended to verify the appropriateness of
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the 40items retained in Study 1 for a final scale measuring theoretical constructs related to safer
sex behaviour. The retained items were piloted on a sample of 200 participants. The researchers
used Principl Components Analysis (PCA) to examine whether tetofastructure obtained in
Study 1 was maintained across the sample. Structural Equation Modeling (SEM) was also
conducted to examine the construct and predictdi
internal reliability was also tested. Overall, the nal scal e i ncluded 38 iter
alpha equal to 0.86. The final scale contained six subscales that possessed internal reliability
(ranging from 0.76 to 0.84) and predictive and construct validity. Therefore, this instrument had
evidence of irgrnal reliabilityand both construct and predictive validity

DeHart and Birkimer (1997) noted that the si
conjunction with one another, depending upon tl
suggested that the SRS instrument was a reliable and valid instrworént for use inthis
study to examine safer sex intentioHewever, the SRS questionnaire did not include items to
test PBC. As a result, PBC items from the pilot study were added to the SRS instrument.

As shown in Table-®, the pilot PBC items were stiened and revorded to make them
easier for participants to answer. For examipleP B C i How oonfifient do you feel in your
ability to buy condoms or dental dams, without feeling embarrassed to prepare for sex with your
partner in the nexd months®wa s s h o rl anecordidenta pat oriia condom or dental

dam without breaking the sexual maod

92



Table 3-6: Safer Sex Perceived Behavioural Control items in the Pilot and Main Studies

Pilot Items Items for Main Study

How confident do you feel in your ability to | am confident to use safer sex methods
use a condom or dental dam with your part with my partner even under theinfluence
even after you have been intoxicated by  of substance use.

alcohol or drug in the nemonths?

The decision to use a safer sex method eve The decision to use a safer sex method is
time | have sex with my partner in the néxt beyond my control.

months is beyond my control.

How confident are you that you could sugg: | am confident to suggest using a condom
using a condom or dental dam, every time or dental dam with my partner, even if |
you have sex with your partner, even if you am afraid that my partner would reject it.
were afraid that your partner would reject y

in the next months?

How confident do you feel in your ability to |1 am confident put on a condom or dental
put on a condom or dental dam, every time dam without breaking the sexual mood.
you have sex, without breaking the sexual

mood with your partner in the nekimonths?

How confident do you feel in your ability to | am confident to buy condoms or dental
buy condoms or dental dams, without feelir dams, without feeling embarrassed.
embarrassed to prepare for sex with your

partner in the nexd months?

How confident do gu feel in your ability to | am confident to discuss condom or dental
discuss using a condom or dental dam, witl dam use, with my partner before having
your partner every time before you will have sexual activity.

sex in the nexé months?

How confident do you feel in your ability to | am confident to usea condom or dental
use a condom or dental dam, correctly on dam, correctly on myself or my partner
yourself or your partner every time you will every time.

have sex in the ne@months?

The next chapter describes the main study method, specifically, the main study
i nstr wWmeruta | ( R,ISRY therecauitmend procedure, data collection and data

analysis.
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4- METHODS: MAIN STUDY

Similar tothe pilot study, the mairesearclstudywas also structured to provide an
inclusive and respectful approachSouth Australian young peodles s e x u al identiti e:
rainbow symbol was once again used in the heading of the online survey and éiyeotioage
all South Australian young peopte take part in the main study regardless of their sexual

identity (Figure 41).

1 School of Education
e S Sturt Road, Bedford

=3 Flinders D

UNIVERSITY Adelaide SA 5001

Let’s Talk About =
Safer Sex

Figure 4-1. Heading of the main study Flyer and Online Survey

4.1 Main Study Instrument

The main studyuestionnaire nt i t | ed fALet ds Tal k About Saf el
three sections: O0demographic, and sexual heal tl
sexual h e Bhe questiopnaire includdd the demeguhic questions20 items) from the
pilot study related to age, gendandfortnightlyincomeand questi ons about par
sexual activity status, sex education, safer sex practicepaaent/cardrteenage
communicatiorguestiongsee Table 4). The questionnaire also includselvenitems assessing
perceived behavioural control derived from the pilot stag32 items adated from the

ASexualRi s k &SBRI(DaHart & Birkimer, 1997)
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SectionOne: Demographicand Sexual Health Questions

The first section of the online questionnaire includganlltiple-choice or shorainswer
guestions divided into demographic (see Tdblg and sexual health questions (see Taifl¢ 4
Age and where high school education had been undertaken in South Australia were essential
criteria and were asked at the beginning of the questionnaire as part of the demographic
guestions. If a participaste | ect ed their age as Al ess than 180
compl ete their high school education in SA, the
you for participating message dnmatahedheseletoni cal | y aj
criteria were able to access the whole questionnarkidingall three sections.

SectionOneof the main questionnaire asked participants about their demographic
characteristicssuch as age, sexual orientation, religion, and cultural backgf{eaadrable 4.).
The demographic items were derived from the pilot study. Only the sexual orientation item was
modifiedfor the main study. In the pilot study, participants had been asked about their sexual
identity/sexual orientation, and a range of séxui@ntations and identities were listed. As a
result, young people were confusdmbatwhether to report their sexual identitytbeir sexual
orientation. Thus, in the main study, sexual orientation was used with six catggovieled
(heterosexuainale, heterosexualemale homosexuamale, lesbian bisexualmale, and bisexual
femalg,and participants were asked to select one r
not t o s a)younypespleaid mbewant o share their sexual orientation. Also, an
Aot her (pl ease de s cfrthe padigipantsrdid sofifann of theliskedd s added i

options but identified as another category, such as queer, or still questioning their sexual identity.
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Table 4-1: Demographic Items Used infSectionOne ofthe Main Study

Modified Items
Main Instrument Used From
Pilot Study

1- How old are you? Drop List: >18, 18, 19, 20, 21, 22, 23, 24, >24.  This question was
If >18 or <24 is selected, participants will exit the survey. (Thank yo not modified.
for participating).

OTHERWISE

2- Have you completed your high school ediara(Years ¥12) in South
Australia? Yes No. If No was selected, then; participants will exit
the survey (Thank you for participating).

OTHERWISE

3- Relationship Status: Monogamous relationship for less than three Not Modified
months Monogamous relationship for three months or more
Dating and normonogamous relationships Not in any intimate

relationship
4- In which country wergrou born? Please Specify. Not Modified
5- How would you describe your sexual orientation? Participants were

asked about theit
Heterosexual Male Heterosexual Female Homosexual  sexualorientation

Male Lesbian Bisexual Male Bisexual Female Prefer instead of sexual

identity.
not to say Other (please describe).
6- Race/ethnicity: Indigenous Australian Anglo-Saxon Caucasian Not Modified
African American Hispanic/ Latino Indian  Asian/Pacific

Islander Others Please Specify).
7- Religion: Christian Buddhist Muslim Hinduist  Sikhist Not Modified

Baha'i Australian Aboriginal Traditional Religions Jewish

Spiritualist  Wiccan Noreligon | donét wOthens 1

(Please Specify).

If participants selected any option except NO religion, they would gt
guestion 8a.

a How important is your religion to you? Very important  Quite
important  Not at all important Not Applicable
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In Section One, participants were asked about their sexual health, such as sexual status,
thenumber of sexual partners, safer sex use, sex education, andgaaegémtenage safer sex
communication (see Table2). Sexual status was measureda&hether young people
considered themselves sexually active or inactive, while safer sex use measured their safer sex
use history during previous sexual activiti8afer sexvehaviour was measured by asking the
study participants about the frequency of safer sex use in the last 6 n@mitha.few items
were modi fied from t he ptealthmdandfiramst rouptethet ns such
response scal@ his modifiation was appliethecause few participants in the pilot study stated

Ast ealatnidi Mg @aneasans feergaging irunsafe sex.

Table 4-2: SexualHealth Items Used in Section One of the Main Study

Main Instrument Used Modified Itemsfrom Pilot
Study
1- Do you consi de rSexpayactisee | Yes, modified. Participants were
Sexually inactive Unsure(PleaseSpecify) asked to specify their sexual activit

in caseUnsurewas selected

2- How many different sex partners did you have in th Yes, modified. Not applicable
last 6 months? 1 partner 2 partners 3 partners (N/A) was added.
4 partners 5 Partners 6 partners More than
6 None N/A

3- When you were growing up, did your parentstalktc Y e s , modi fied
you about using safer sex methods such as condor t | me s 0 , i Atbiomie s
or dental dam use before you started havingsex? f s omet i mes al |
All the Times Few Times Once or Twice ti meso, Aonce ¢
Never replaced by @Al

ti meso, nonce ¢

4- Did your parents talk to you about using safersex Y e s , modi fi ed
methods such as condom use or dentaldamuseal t | me s 0, AAbout
you started having sex? All the Times  Few fisometi mes al l
times  Once ortwice Never Notapplicable | mes ¢, Aonce ¢

replaced by Al
ti meso, nfonce ¢
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Table 42 Continued: Sexual Health Items Used in Section One of the Main Study

Main Instrument Used Modified Itemsfrom Pilot Study
5- Which types of contraception have youused Yes,modi f i e d . nOt he
within the last 6 Months? Condoms/ Oral was added to response scale.

contraceptive pill/ IUD/ Natural family
planning/ Withdrawal methodimplanted
contraceptive/ Dental Dam/ None/ Not
applicable/Other (Please Specify)

6- If you ever had sex without a condomordent Yes,nodi f i e d. i Sltwasa
dam, please give some reasons (tickallthat r ape o wer e added
apply): We used other forms of contraception pecause a few participants in the pilot

(e.g. pill)/ We got carried away in the heat of 1 study gave these reasons for unsafe
moment/We did not have access to condoms/

We were of the same gender so there was nc
pregnancy risk/ We are trying to get pregnant
Due to alcohol or drug consumption condoms
were ignoredStealthing/ It was rapgNot
Applicable/ Other (please specify)

7- If you ever had sex with a condom or dental  Yes, modified. The response format
dam please give some reasoathat apply):  was modified from choosing one
Chief mehod of contraception/ Backup metho response to all that applied.
of contraception/ Prevent transmission of STI.

Never/ Not applicable/ Other (please specify)

8- In the last 6 months, howften did you use safe Not modified.
sex methods such as condoon dental dars?
Always used / Most of the times used/
Sometimes used/ Rarely used/ Never used/ M
applicable (if sexually inactive)

Section Two: Safer Sex Intentios

DeHart and Birkinerd £1997)Sexual Risk Scale (SR8)asusedto measuresafer sex
intentiors. Written permission was sought from DeHart and Birkimer (1997) to use and modify
the scale to fit the present studye SRS instrumershown in Table 48 included generalised
intentions subscale items. The intentions to use condom subscale comprisateseyémat
assessed intention to use condoms@adti® safer sex during any sexual contd¢ithin these
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seven items, DeHart and Birkimer (19%8dconsideed condom use as a safer sex methdg
during a heterosexual relationship. However, in theetuirstudy, all young people from
different sexual identities were invitedparticipate Thus, it was also essential to include dental
dam use as a possible safer sex practice and r ¢
intentiorsd ( see-3)Tabl e 4

The subjective norms subscale of the SRS included seventiiatradigned with the aim
of this study to investigate the effect of TPB construsish as subjective norpen safer sex
intentions. However, a dental dam was also added to the stateh&nitxluded condom use,
and the subjective norms subscale was renamed as safer sex subjective norms (se®).Table 4

The SRS attitudes subscale included 13 itdrasncluded eperientialand instrumental
attitudinal itemsExperientialattitude itemgoran i ndi vi dual 6s feelings to
included ei ght Thetpomesuse of accondoenxaulth@nhaace sekual pléasure
a n condoms interfere with romanedn comparisonthe instrumental attitude itenfigr an
individual bsbekhaVtuatmaesd vuaetdc d me e Candomssryin f or e Xx
the natural sex agt,  &Safdr" séx reduces the mental pleasure obsex Al | 13 i tems me
safer sex attitudef®r the use of a condom and aligned well with the aim of this sitlulys, the
13 items were used in the main questionnaire. However, the use of a dental dam was also added
to the items that tested condom use. The attifigigsscale name was also reviseddafer sex
attitudes.

The partner 6s e x ptbhet 3RS subsoateghatfineludéd dive itewmatbat a n o
measured the partnerds expectations to engage i
Al f my partner wanted me to have unprotected s

partner wanted me faarticipate in "risky" sex and | said that we needed to be safer, we would
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still probabl y en dikaithe previousiy mentiohed subsaaleg the s e x 0 .
partner 6s expeedwiatth otnlse i @iemmsofaltilgins sfactordy . The
was one of the possible variables to taghe extended TPB model. Therefore, these five items
were used in the main study. Like the other subscales, a dental dam was added to the items that
included condom us@and the subscale was renamedisasa f er sex parad ner 6s expe

Finally, the SRS instrument included two more subscales which were substance use and
susceptibility. The substance use subscale included two, itemsn e Wiyen | sdcialize, |
would prolably not drink alcohol or use drulgs a Ifildhadfa date, | would probably not drink
alcoholorusedrugs. Thi s subscale was not included in t|
section of the mainusvey had questions about the frequency of alcohol and dise. Similarly,
the susceptibility subscale in the SRS that measured the perceived consequences of engaging in
unsafe sex was not included in the main stoelgause thetudywas notaimedat tesing the
effect of suscept i biekinteéngons®©wveralj onlyattippdep subjegrtive 6 s s a f ¢
norms, intention, andxpectationSRS subscaligems (2 items) were useth this study.

However, while the SRS instrument included some of the TPB constructs, it didwot
a subscale for perceived laetioural control. Tie expectancy scaile the SRSnstrumentonly
predics the influence of the partner expectations on-gsiiig safer seXt doesnot assess if the
participans have strong perceived behavioural control regarding using safeAsesud, a
partnero6s expectations and perceunrglded behavi our :
constructsin other words, perceived behavioural control and expectamecyonsidered to be
two independent factor$he perceived behaviourdhctorwas measureldy 7 itemsderived
from the pilot study These itemsvere therefore added to the selected items from the SRS

instrument.
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The original format and order of the questions were maintained as DeHart and Birkimer
(1997) lisedthemho we ver , t he defemedasicéndcenfdental datrese was used
in the main questionnaire instead of therdi ¢ o n dhatimea been used in the original
DeHart and Birkimer (199 uestionnaireThis modification was appliesb thathomosexual
paticipants who used dental dams would be abjgatticipatein this study. Also, both dental
dams and condoms are considei@tesafer sex methods.

The measures of psychological factaramely safer sex attitudes, subjective norms,
perceived behavioaf control, and safer sex intentigiscluded responsem a5-point Likert
scale instead ad 7-point Likert scaleSimilarly, a 5point Likert scale was used to measure the
partner 6s eXxp e cpoiattikerd stade rangdfct @om . A Jteragrbeleydo Dio
AStrongly Agreeo, i/dddcidedi rpgHighetscaaindicaieda A Neut r al
stronger presence of the variable. Specifically, higher scores represented more positive attitudes
about safer sex, greater perceived control to [masdifer sex, greater norms toward safer sex,
gr eat er expeatationste practse safer sard greatesafer sexntentiors.

In summary SectionTwo of the questionnaire include® Bemsthatassessed
participantés af er sex attitudes, subjective norms, pe
expectationsintentions, and substance u$able4-3 illustrates the89 itemsin SectionTwo,

including the adapted items from the ASexual Ri
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Table 4-3: Items Measuring Predictors of Safer Sex Intentions in Section Two of the Main Study

Generalisedsafer sexintentions(7 ltemsmeasured by Strongly Disagree/Strongly Agree

1
1
1
1
1
1
il

If I were going to have sex, | would take precautions to reduce my risk af STIs
| would try to use a condafakental damwhen | had sex.

| would avoid using condont#ntal damsif at all possible *.

"Safel' sex is a habit for me.

| intend to follow "safer sex" guidelines within the next year.

| am determined tpractise "safer" sex.

If I were going to have sex in the next year, | would use condtemt| dams

Safer SexAttitudes (13 Itemsneasured by Strongly Disagree/Strongly Agyee

=4 =2 =0_0_49_9_95_4_42_-°9_2_-2_-2-°

The proper use of a condatehtal dam could enhance sexual pleasure.
Condomddental damsruin the natural sex act *.

Condomddental damsinterfere with romance *.

Generally, | am in favour of using condowhaital dams.

"Safer" sex reduces the mental pleasure of sex *.

The idea of using a condod®htal damdoes not appeal to me *.

The sensory aspects (smell, touch) of conddemgal damsmake them unpleasant *.
With condomsdental dams you cannot really "givgourself over” to your partner *.
| think "safer" sex would get boring fast *.

Condomsdental damsare irritating *.

People can get the same pleasure from "safer" sex as from unprotected sex.
Using condomsfental damsinterrupts sex play *.

It is a hassléo use condomdéntal dams *

Safer SexSubjective Norms (7 Itemseasured by Strongly Disagree/Strongly Agree

T

T
1

When | think that one of my friends might have sex on a date, | ask them if they he
condomdental dam.

My friends talk a lot abousafer” sex.

If a friend knew that | might have sex on a date, he/she would ask me if | were car
a condondental dam

If I thought that one of my friends had sex on a date, | would ask them if they usec
condomdental dam.

If a friend knew that | hadex on a date, he/she would not care if | had used a
condomdental damor not *.

If I had sex and | told my friends that | did not use conddergal dams they would
be angry or disappointed.

My friends and | encourage each other before dates to grésaier” sex.

102



Table 43: Continued: Items Measuring the Antecedents of Safer Sex InteittiSestion
Two of the Main Study

Safer SexPerceived Behavioural Control (7 Itenmaeasured by Strongly
Disagree/Strongly Agree

1 1 am confident to use safer sex methods with my partner even under the influer
substance use.
The decision to use a safer sex methdekeigond my control.

I am confident to suggest using a condordemtal dam with my partner, even if | am
afraid that my partner would reject it.

| am confidento put on a condom atental damwithout breaking the sexual moot
| am confident to buy condones dental dams without feeling embarrassed.
| am confident to discuss condomd®ntal damuse, with my partner before havin
a sexual activity.
1 I am confident to use condom @ental dam, correctly on myself or my partner
every time.
SaferSexPar t ner 6 s Ex p enedasadd byosStragly(Disagled/Stromgly
Agree
1 If my partner wanted me to have unprotected sex, | would probably "give in" *.
1 If my partner wanted me to participate in "risky" sex and | said that we needed
saker, we would still probably end up having "unsafe" sex *.
1 If my partner wanted me to participate in "risky" sex and | suggested a lower ris
alternative, we would have the "safer" sex instead
1 If my partner wanted me to have unprotected sex and | madeesause to use a
condom/dental dam, we would still end up having unprotected sex *.
1 If a sexual partner did not want to use condal@stal dams we would have sex
without using condomdéntal dams *
Note: Bolddental danisindicatesthe term wasdded to the original items of the
guestionnaire* indicatesReverse Score

=a =

= =4 =

Section Three: Sexual Experiences Information
SectionThree of the purposkuilt questionnaire included selected items from Latly
a | (2@14)study and demographic questions (§able 44). Overall, Section Threkad 14
items. Participants were asked to provide details about their sex education egperienc
contraceptive knowledge, substance use, education level, STI services accessed, and fortnightly

income. For example, participants were asked if trereceived any education on sexually
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transmitted infections (STIs) during their high school educaliodm.e r esponse f or mat \
ONo0O6 or O6Unsur ed. Ndof dmsundt, i dihpayn twso ud edl encotte cb e a s
any further questions about YET,| tehdeuyc awe roen.a sl ke d
found theinformation useful. The response formatias f ound it very wuseful o

somewhat useful o, or il did not find it usef ul

categoryi whether it wagPublic, Religious, or Independent school.

Table 4-4: Sexual Health and Risky Behaviour Questions Used in Section 3 of the Main
Study

1. Did you receive any Sex Education during the high school level ¥&aP % es/ No/ Unsure

If No or Unsure was Setted: Skip to next question.
If Yeswas selected,

a Did you find the information you received useful? | found it very useful / | found it
somewhat useful/ | did not find it useful.

b- Do you remember what sex education program has been taugitRd/dJnsure

If No or Unsure was Selected: Skip to next question.
If YesSelected:

c- If you remember was the sex education program called: Teach it like it is (SHine
SA)/Made in the Image of God / be READY/ The Riteirney/ Others (Specify)

2. Did you receive any education 8xually Transmittednfections (STIs) during your high
school study? Yes/ No/ Unsure

If No or Unsure Selected: Skip to next question

a If Yes did you find the informatiomiseful? | found it very useful/ | found it somewhat
useful/ I did not find it useful

3. How would you rate your current knowledgecohtraception?
- Very Goodi | am very knowledgeable
- Goodi I know a lot but there are things | am unsure of
- OkT I know somehings but there many things | am unsure of
- Quite poori | am quite unsure about this topic

- Very poori | am very unsure about this topic
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Table 4-4: Continued: Sexual Health andRisky Behaviour Questions Used in the Main
Study

4. How often in the last 6 months have you consumed alcoNek&¥ One or twice in the last 6
monthg Several times in the last 6 monti@nce or twice a monttevery weekentlSeveral
times a weekEvery day Severaltimesaday 6 m a beni gn drinker

5. How often in the last 6 months, have you used illicit drugs? Never/ One or twice in the la
months/ Several times in the last 6 months/ Once or twice a month/ Every weekend/ Se\
times a weekEvery day/ Several times a day

6. Did you receive any education on contraception during your high school study?
Yes/ No/Unsure If No or Unsure Selected: Skip to next question

& If Yes did you find the information useful? | found it very usefdtdund it somewhat
useful/ | did not find it useful

7. In which category does your previous high school fit? Independent school/ Lutheran Sch
Christian School/ Public School /Catholic School/ Islamic School/Offéease Specify)

8. Have you ever attendedfamily planning clinic, an STI clinic or your own GP for
advice about STIs? Yes /No/Unsure

9. Have you ever attended a family planning clinic, an STI clinic or your own GP for STI tes
Yes/ No/ Unsure

10. What is your main source of incom€&®ntrelink/ Parents/ Work/ Friends/ Others (Specify)

11. What is your fortnightly income? <400/ Between 400 & 999/ Between 1000 & 1499/ betw
1500 & 1999/ >2000

12. With whom do you live? Living with both parents/ Living with either parent/ Living with m
partner/ Living with my friends or hous
house/ Living alone/ Other®lease Becify)

13. Which description best describes your educational level? TAFE SA student/ Undergradu
Postgraduate/ High School/ Oti{@lease Becify)

14. What is the main language other than English spoken at home? Italian/ Greek/ Mandarir
Vietnamese/ Cantonese/ Arabf&erman/ Polish/ Spanish/ Punjabi/ Hindi/ Not applicable
(Only English) / OthersRleaseSpecify)

Note: Bold Words indicatgherevieweditemsbased orthe pilot study.
4.2 Recruitment Procedure: Participants and Sampling
South Australian youngeoplewere invited to complete an online questionnaire. Like the

pil ot st udy 6 sSouhAustatian yoang peopdgied 1824 years, whdvaddone
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their high school education in S¥ere recruited for participating in this study. Internatlona

students were excluded. The study was conducted witiseelftedSouth Australian young

peoplefrom diverse sexual identitied. conveniencénonrandom) sam (Farrokhi &

MahmoudiHamidabad, 2012 as usedsimilar to the sampling method used in ghiet study.

The main study was also entitled: fALetds Tal k
Posted flyers includeddescriptionof the study, selection criteria, online link, barcode,

and Facebook page addreggletsTalkSaferSex)rhe posted flyers informed potential

participants that they would be asked about their sexual life, safer sex attitudes, perceived
behaviour al contr ol ,expectatiopseand substencensmsAppsndix par t ner (
9.3).

Over threehundred flyers were posted at Flindehsiversity on pirup boards and toilet
doors Outside théJniversity, flyers were distributedt SHine SA, South Austlia Mobilisation
and Empowerment for Sexual Health (SA MESH), and Genesis Pregnancy Support Inc.

Services after gaining their permissidn do so(see Appendi®.4). SA MESH, SHine SA and

Genesis Pregnancy Supporn invited to assist in recruiting participatdsncrease the

participation study rate&SHINE SA, SA MESH, Genesis Pregnancy Support Inc., and the

Flinders University Queer Society were approached to share the questionnaire link on their

Facebook page3he online questionnaire and the flyers (except for Genesis Pregnancy Support

Inc.) wereadvertisedinder the title of ALetds Tal k About S
The researchdrademailed the CEOs of these organisations with the study information

sheet and a permiss letter. The permission letter included information about the aim of the

study and the recruitment process. After gaining written consent (via email) to participate in the

study, the researcher organised a meeting with the CEOs of these organishgarse@rcher
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asked these orgasattions to post flyers in their clinicwdshare the study link on their Facebook
pages. The participation of SA MESH, SHine SA and Genesis Pregnancy Support Inc. enriched
the sample with sexually inactive and young pe@pth diverse sexual identities. These
organisations were contacted due to their activesol&outh Australigespecially in sexual
health and sex education.
Genesis Pregnancy Support Inc.stnh e-Rébhdy 6 sexual i t,whickeducati or
focuseson safe sexand many young peopfgobablyvisit their HealthService Clinic. The
flyers posted at Genesis Pregnancy Support 1 nc.

the organisation CEO requestegd¢ Appendi®.5). By posting flyers, the researcher ensured

that sexually inactive young peopiereinvited to participate.

Similarly, SHine SAruesthe6 Teach 1t Like It 1s86 sexuality
sexual health clinics for STI testing aocoinsultationand suppogthe LGBTIQ community. SA
MESH works with SHine SA and Thorne Harbour Heglibith of whichorganisations provide
communitybased support for education, training and advocacy of sexual health and HIV.
Thereforewith the help of hefirst two organisation§SHine SA and SA MESHY}he researcher
ensured thathe LGBTIQ community ad other sexually active young peoplad a voice in the
study.

Theresearchaalsou sed a Facebook page for this study

Se x @LefsTalkSaferSexgs one of the main recruitment postalhe study link was also

posted orthat Facebook pageith a brief descriptiomf the study aim and the targeted
populationAs peci fi c pai d 06Fac e bvasocsétupa cborug patticipprasme nt s et

aged 1824 years and living in SfseeAppendix9.6). This approach was uséa make sure that

the collected sampleasdiverse
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Participants had different options to access the survey, such as typing the link from the
posted flyers, scanning the barcodeclicking on the link attached on the study Facebook page.
Upon accessing the link, partiaipts wergrovided with an information sheet and asked to read
and download itParticipants hathento clicktheA NEXTO0 button to access an
form. Like the pilot study consent form, the main studyine consent form includesl seven
item checklis{seeAppendix 9.7. Once participanteadcompleedthe consent forpthey were
required to clickhei NE X T 0 b begintbenonlinersarvey
Once participanteadfinished answering all theugstionsa At hank you f or con
t he quest i onapmearegdetioe esdtofahte questionnaire in a large and bold font.
Participants had to preGsD O N &h&n theyhadfinished.However, if participants who did not
fit the selection criteria by being younger than 18, older than 24, or not finishing their high
school education in SAtarted the questionnaire, they would automatically exit the questionnaire
with the same thankou gsatementAll responseswhethercomplete or incompletevere
automatically saved on Survey Monkd@)e questionnaire was shorter than the pilot
guestionnaireand @rticipants spent an average of 23 minutes completing the questionnaire
Theydid not recere any compensation for their participation in the study.
As with the pilot study, participanbsafety and mental welieing werea priority. The
researcher provided participants witlsal numbers for counselling services in South Australia.

The following message was posted at the beginning of each section of the questionnaire:

Al f you experience any distress during or aft
access support by calling Lifeline Adelaide 24/7 on 13 11 14, Flinders counselling

service m 082012118, SHine SA Sexual Healthline on 1300 883 793 or HIV PEP

Hotline on 1800 022 226.0
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Also, the researcher provided participants with defingi@garding the termgsed such
asfisafer sew andfipartnen, before each sectioBased on the pilot gigestions, a clearer
definitionof6 s af er seHeeaWwas wvea«dwas defined as Ot he u
dental dams duringtaeadadmdiauncdamn vihe defigtion d a mo
of partner was kept the sanf@nyone that participants might sexually engage with such as a

casual partner, girlfriend, boyfriend, wife, husband, ongeskero.

4.3 Data Collection
Participants were recruited ov@B-month period between July and September 2817.
convenience sample of3lL5 participants initiated the surveytotal of 1,139 participantset
the selection criterial he current study focused on the 911 cases that completed Section Two of
the questionnaire with no missing data on any TPB constiTiuisresponse rate i®esidered
adequate for a survey of this length and type, as well as Misssompared to other national
studieg(Barlett, Kotrlik, & Higgins, 2001; Boldero, Sanitioso, & Brain, 1999; Bryant et al.,
2011; Calabretto, 2009; Newton, Newton, Windisch, & Eyi2012; Richters, Prestage,
Schneider, & Clayton, 2010 or exampl e, i n Newton et al . o&és (2

participants out of 2,289 cases had completed the survey with no missing data, meaning less than

half of the convenience sample (48.6%) hathpleted the survey.

4.4 Data Analysis
After collecting the data, it was cleaned, recqaedeversecoded where appropriate
Following the DeHart an@irkimer (1997)instructionspresented in the previous Tabk34
several items required reversedingb e cause t hey wer e ndlpaeaiovel y wo

using a condom/dental dam does not appeal to e
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Participants who did not comple8ectionTwo were removed from the database, which
involved 228 cases$n other wordspnly the responses of the participants who completed
Sectiors One andTwo of the questionnaires, regardlessvhetherSectionThree was completed
or not were considered in the fihanalysis. This listwise deletion approg€ien & Astebro,
2003; Rubin, 1976)vas used instead akingmissing data imputation techniqugayes, Slater,
& Snyder, 2008)The researcher acknowledges fisttvise deletionisia met hod t hat i s
tobe one of t hdHayesatd.t2008,p.8%Howebel ssaethe amount of
missing data was small (20%) within a large amount of @a&dd, 2018) thenlistwise deletion
was an acceptable approache results for several items such asfifigou rememberwhat
was the sex education programDid fyou receive any education on contraception during your
high school study® andiiDid you receive any education on Sexually Transmitted Infections
(STIs) during your high school study? wer e excl uded from the study
size of the participants who were ahdgecall these events.

Prior to analysing the collected dasdew variables such as sex educatiaiacphol
consumption and drug use requirededichotomisedY es orNo responsgdor an easier
analysis (Royston, Altman, & Sauerhr2006).Sex education was measureddne item as
ADid you receive any Sex Education during the high school level ¥&aP % es/ No/ Unsuce.

If participants answeredl bisuréanddid not remember the sex education progradNad
response was recorded. Howe\aedy esdresponse was recordedpirticipants selected the
dresHresponser Nodbutremembered theex educatioprogram Similarly, consumption of
alcohol and illicit dugsusewasme a s u r ldo ofteryin tifie last 6 months have you

consumed alcohod? a Hoav offen in the last 6 months have ysed illicit drug8o,
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respectively. Both var invahdnt ke dvide \eeptsentdpod ponn se d
whi | e 0Y e théother tiseed aptionse d
Items fromSectiors Oneand Two were analysed using descriptive statisbDescriptive
analysis was used to calculate frequency and percentages for categorical data such as sexual
identity, fortnightly incdomes safer sex useetc Mean and standard deviation were calculated for
the normally distributed continuous variables sucages
Because the dataerenormally distributed and lineatheP e ar s o n 6 s(Sheskin,r el at i o
2007)parametric test was uséalinvestigate the relationship between frequency of condom or
dental dam use and the number of sexual partNersparametric testsuch achi-square vere
used to examine the differences between sexually active and inactive participants in terms of
religiosity and place of birth. Clsquare was reported because the tested variables were
categorical witmonzero cell§fConover,1999) Cr amer 6 s V was al so used
size where chsquare tests were employ@arissom & Kim, 2005)while aoneway ANOVA
testwas used to examine the differences between age and relationshipT$tataseway
ANOVA test was reported becausee of theested variables asalinear and continuous
variable while the otherariablewascategoricalith more than 2 group$-ield, 2018) The
Independent samplest@st was also used to compare the meansadndk for differences
bet ween sexual status20l8nd participantobés age (Fi
The statistical analysis of the data related to the proposed Ext€éR@8afer SeModel
was carriedut usingMplus version 8.5. The use of the Mplasyntaxbased program, was
preferable over AMOS and SPS&Mplus hasgreater flexibility and mixed models with

categorical and continuous data can be run. Using Mplus also makes it easy to disa with
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missing data whera Full InformationMaximum Likelihood EIML) estimationwas run Mplus

alsodeabk with non-normally distributed datéMuthén& Muthén, 2010)

4.4.1 Structural Equation Modeling (SEM)

Structural Equation Modeling (SEM) was used to examine the proposed Extended Safer
Sex Use Model (ESSUM) for prastig safer sex amongouth Australian young peoplajzen
et al.(1996)suggested usgStructural Equation Modeling (SENYr accounting for condom
use intentions and for predictimgtual condom use behaviour. In their study, Ajzen et al. (1996)

applied the TPB on adolescedit®ndom useTheyjustified using SEMnotingthat SEM was

€ used to evaluate the fit between the data and the theory of planned behaviour,
taking into account random and systematic measurement error, and to estimate the
amount of variance in intentions and behaviour explained by the mod&4)p.

Researclhasshown that when the phenomena of interest are complex and
multidimensiongls uch as safer sex intentions, ASEM is t
and simultaneous tWman,K006 p.38 1 |1 the relationso

Diagrams are esseatito SEM. They show the association between the tested variables in
the model. Theres aseries of conventions that are used when developing a SEM diagsam.

Uliman (2006) explainedn the diagramsquares or rectangles represent the measured variables

also known as observed variables, indicators, or manifest variables. In this study, the measured
variableswere all items of the proposed mogdieicluding the TPB constructs and the

background factors. Circles or ovals in path diagrams refer to thé Vatesbles, construct, or

unobserved variables. These variables are called factors because they have more than one
indicator. Attitudes, subjectiveexpedationsand per cei \

substance use were all latent variabtethis study.

112



The presence of lines implies an association between the variahlkstheir absence
indicates no direct relationship. Lines have either one or two arroWse fresents a direct
association between two variablgs t h o n e , wharerthe arroypdintsto the dependent
variable.Two-wa y a r r implsno diréc) effect between the two variables and suggest a
covariance between them. All dependent variables havevapearrows with a small circle
pointed to them. These arrows areeall r esi dual or error variables
pr edi(dlmand2606, p. 37)The residual arrows represent the variance not predicted by the
independent variablgt)liman, 2006)

All tested models were assessed using the SEM fit indu®ying Kline (2016)
recommendations. The fit indices included runréhgsquare ¢) statistical testto test if the
proposed model fithe actual collected datéhe di-squardestallowedf or ite x act
hy p ot,lasdsscribedl bitline (2016) It was expectedhi-squareo be nossignificant for
theproposed modeb fit the observed dat@lox & Bechger, 1998)However,as Hox and
Bechger (1998) highlightedhi-square is very sensitite sample sizeand alternave fit
indicescould beneeded to assess model Tihus, it was expected that, due to having a large
sample size, cksquare would be nesignificant.

Overall, several goodnesé-fit indices were worthy of consideration if the model-chi
square analysdailed. For this reasoiRMSEA, RMSEA 90CI., CFI, TLI and SRMR were

used to test the model fit of the indicators for each predid®discussed ikection 3.3.4.,1

SRMR values should be close to 0.08 or belRMSEA values 0.06 or belgwand CFI and TLI
valuesbeclose to 0.95 or greatéBrown, 2015) while for RMSEA 90CI., the lower limit value

for t hfei t6chyypset hesi sé6 not to be rejected should
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upper limitvab e f or -ftihte hoyppoootrhesi s6 not to be rejected
(Kline, 2016)
Having described SEM, all the predictors to safer sex intentiota@maviouwere tested
for construct validity asonvergentalidity and reliability. Mae specifically, safer sex attitudes,
subjective norms, perceived behavioural conantp ar t ner 6 s waetgstecc t at i ons
individually usngCFAConvergent wvalidity fAis the assessmer
correlation of multiple indicators of thaame construct t (AbHamid,iSami,i n agr e
& Mohmad Sidek, 2017, p. ZJhe convergent validitincludesthe factor loadings, the average
variance extract (AVE) and reliability, while construct validity is also made up of Discriminant
validity (Joreskog, 1969)The Average Variance Extract (AVE) was calculated following
Fornell and Larcker (198Buggestiondt was expected that AVE would be equal to 0.50 or
greater for the verification of convergent validity. Compos#iebility was also computed for
each of thdatent variablesisingHa n ¢ o ¢ k a n(2001ucdoeecf kf Oiilssteackai t H O
Cr on b ac hdose fafl i pchicaepreterretietause it is considered a better measure of
reliability (Brunner & HeinzMartin, 2005t han Cr onbachdés al pha
Safersexattitudes, subjective norms, perceived behavioural coatrold par t ner 6's
expectations factors were algested separately witafe sexntentiorsto examine their
predicting effect. In other wordt test the effect of each factor on safer sex intentions, all
Intention for Safer SeX$§9 factors specifically attitudes, subjective norms, and perceived
behavioural controlvere tested independently to determine whether they were predictors of
safer sex intentions.
Prior to testing the proposed intention to safer sex model by using Mplus 8.4, it was

important to examinéghe TPB modeffor safer sex then tadd the identified antecedents and
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background factors one by one to the model. To test the effédee BPB model on safer sex
behaviour, a path analysis was run. Safer sex behaviour was added to the TPBnnoodet.to
identify where the identifiedaictors best fit in the model, all the suggested additional factors as
either antecedents or background factors were added and tested individually in the TPB. For
example, sexual status was added to the TPB model and was examined first as a background
factar, then as an antecedent. Similarly, the other factors were tested in the same way. Based on
the results of their best fit, all the factors were added to the model and SEM was corithested.
items for each factor were presented as a shortened versiasier @splay when graphically
presented

Thus, SEM was used to test whether the proposed model was consistent with the data in
predicting safer sex intentions 8buth Australian young peoplé the model resulted in good
fitting indices, it was then ca@tuded that the model represented the set of relationships between
the variables that could possibly explain safer sex intentions

However, when the model was found not fit, then an exploratory mode was used to test
an alternative SEM moddtollowing Reuter et al. (2003) suggestipnsodel trimming was used
to yield a satisfying fit indices and to have better modeTfiese alternative models were based
on the SEM data analysis and the significant relationships between the obtained variables
(Byrne,2013)

Score reliability was also computed for each of the TPB constructs and expectancy
predictors using (MEAWcoeck farcrd eMudelHIber &3 ke Cronb

coefficient H value should be above 0.70 for the factor to be reliblecock& Cudeck, 2001)
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5- RESULTS

5.1 Participants

In total, 911South Australian young peopdgied 1824 yeargrovided information that
formed the datéor this study. The average age of study participants waq30D=1.87) years.
The sexual orientation of participants included being heterosexual females (65.1%, n=593), bi
sexual females (19.8%, n=176), heterosexual males (4.4%, n=4@xual males (2.5%, n=23),
homosexual females (3.7%, n=34), homosexual males (3.228) and asexual (1.8%, n= 16).

Missing datavereminimal, ranging from 0.2% to 2.4% for all variabbfter applying a
listwise deletion Only a few respondents did not provide information about paegef teenage
safer sex communication (1%, n=8)cohol use (0.2 %, n=2jlJicit drug use (0.2 %, n=2), who
they lived with (2.5%, n=23), their education level (2.4%, n= 22) and their fortnightly income
(2.3%, n= 21).

The majority (90.8%, n= 827) &outh Australian young peopleere sexually active
ard 88.2% (n= 803) of the participamegported that thelftad sex in the last 6 months. Some
indicated a busy lifestyle or illness as reasons for being sexually inactive. Less than one in ten
(9.2%, n= 84) of the participants considered themselves sexnadliinie and had neveadsex
during their lifetime.There was a significant difference in the age for sexudigtive (M=
20.08 SD= 1.&) and sexually active (M20.57 SD= 1.g) participants: t(909)= 27, p =
0.024. Sexually active participants were more likely to be older compared to the sexually
inactive respondents.

More than half (61%, n= 520) of the participants were either married or had been in a

monogamous relationship for more than 3 months. Nearhfibine(18.2%, n=166) of the
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respondents were either in a monogamous relationship for less than 3 months or just dating,
while the remainder (24.7%, n=225) of the participants were not in any relationship. The
relationship status was significantly affectedthy age of the participants,4-006) = 23.88
p<0.00dQL. Older participants wenmore likely to be married do have beem a monogamous
relationship for more than 3 months th&ereyounger respondents.

The majority (93.6%, n=774) of both sexuallyiaetand inactive (94%, n=79)
respondents were born in Australia. There was no statistically significant difference between
sexually active and inactive pav0t027p»0@E Nt s regar
Cramer 6s V = 0. t9degcribedvhersselvepas AnFaxon/iCaueasian (95.8%,
n= 873) while the reminder identified with other cultures grouped together (2.6 %, n=23)
including Indian, African American, Latino/Hispanic and Asian/Pacific Islander. A very small
proportion (1.6%n=15) of the participants were Indigenous Australian

More than half (68.1%, n=620) of the participants indicated that they had no religion.
However, there was a statistically significant difference between sexually active and inactive
young peopleim er ms o f t h%l)=16.94p<0.00@Litwog iatiyy e(d9 , Cr amer 0s
0.14). Sexually inactive respondents were more likely to be religiousamuohitted to a religion
thanweresexually active respondents.

Over a third (37.4%, n=332) of respontlewere living with both parents/carers, nearly
one in seven (15.2%, n=135) responde&vdsliving with one of theimparentsIn comparison,
onefifth (19.1%, n=170) of participants indicatttht they werdiving with their partnerThe
remainder othe participantswere living with family members (2.9%, n=25), friends (11.3%,

n=100), betweera partner and family (9.8%, n=87) or living alone (4.4%, n=39).
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More than half (56.1%, n= 499) of participants were undergraduate or graduate university
studentsNearly onefifth (19.8%, n=180) of participants were graduate high school students,
14.1% (n=128) were undergraduate or gradhabeational studenteinda small percentage
(9%, n=82) indicated that they were postgraduate students.

Employmentwas reported by over half (65.4 %, n=579) of respondents aptimeary
source of incomen contrastabout one in eight respondengported thatheir source of income
was from Centrelinkas receiving government payment supp(1).8%, n=104)a combination
of work and Centrelink (12.4%, n=110) or from other sources such as parents, partner, family or
being ona scholarship (10.4%, n=118).

The majority (54.7%, n=487) of participants reported their fortnightly income as being
between $D00 and $499 AUD, whereas one third (34.3%, n=305) of respondents indicated
their fortnightly incomevasbelow$999 AUD, and one in nine (11%, n=98) repor&ed
fortnightly incomethat wasover $1500 AUD. The parti ci pantsd earnings
below the local @erage fortnightly income ($345.80 AUD) in South AustraligABS, 2020)

The majority (93.1%, n=848) of the respondanticated that they were enrolled in a sex
education program during their high schgearswhile avery small proportion (6.9%, n=§3
reported that thefgadneverparticipatedn a sex education program. More than half (62.5%, n=
569) of the participants had experienced pacargi teenage safer sex communication before
andor after becoming sexually activerhile more than one thirg87.5 %, n=342had not
experience@ny parentcarei teenage safer sex communication.

Nearly three quarters (71.1%, n=648) of the participants reported that thagthesed

illicit drugs in the last 6 months, while the rander (28.5%, n=261) indicatdébat theyhad
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usedthem The majority (94.0%, n=856) of the responddr@dconsumed alcohol in the last 6

months while 5.8% (n= 53) of the participartsadnot.

5.1.1 Safer Sex Use

Over one quarter (29.2%) of sexually active respondents who had sexasttBanonths
indicated that they had never used condoms or dental dahet inme As shown in Tablé-1,
respondents most commonly reported that they had never used a candamnly one in five
(21%) always used onén comparisonintermittent use was reported by approximately half

(49.8%) of the respondents.

Table 5-1: Self-reported Safer Sex Use among Sexually Active Particgmts who had sex in
the last 6 Months

Frequency (n) Percent (%)
Never Used Condom 234 29.2
Rarely Used 134 16.7
Sometimes Used 143 17.8
Most of the Time Used 123 15.3
Always Used 169 21.0
Total 803 100.0

More than half (69.5%, n=558) of sexually active respondents who had sex in the last 6
months indicated that they had one sexual partner and thatdddyeenn a monogamous

relationship for thgrevious3 months or more (51.6%, n=414) (Tabi2).
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Table 5-2: Number of sexual partners and the relationship status of sexually active young
people who had sex in the last 6 months

Characteristics Frequency (n) Percent (%)

Number of sexual partners in the last 6 months

1 Partner 558 69.5
2 Partners 102 12.7
3 Partners 44 55
4 Partners 38 4.7
5 Partners 19 2.4
6 Partners and more 42 5.2

Relationship Status

Married - De facto relationship 99 12.3
Monogamous relationship for 3 months or more 414 51.6
Monogamous relationship for less than 3 months 48 6.0
Dating and normonogamous relationships 111 13.8
Not in any intimate relationship 131 16.3
Total 803 100

The frequency of condom dental dam use was significantly correlated with the number
of sexual partnersqr 0.303,p<0.01, N= 887). In other words, safer sexsmore likely to be
used when young peopleereengaged in more than one sexual relationghgwever, while
statisticdly significant, the relationship was not strong, suggesting that some young people with
more than one sexual partner were not practising safer sex.

Condom use (74.3%), the useaafontraceptive pill to prevent pregnancy (47.5%) and
practsing withdrawal (23.7%) were the main contraceptive methods used in the last 6 months by
sexually active respondents (Tabl). Nearly one quarter (23.2%, n= 211) of sexually active
and inactive participantgportedusing contraceptive pills for therag&ureasonswhile more

thanaquarter (26.6%, n=242jad notused any contraception in the last 6 months.
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Table 5-3: The types of contraception that sexually active and inactive young people had

used in thelast 6 months*

Contraceptive Method Frequency (n) Percent (%)
Condom 677 74.3
Pill to prevent pregnancy 433 47.5
Withdrawal 216 23.7
Pill for therapeutic reasons 211 23.2
Birth Control Implant: Implanon 134 14.7
Others (IUD, FamilyPlanning method, Depo Provera 101 11.1
Plan B Morning Pill, Dental Dam, Vaginal Cap)

None 242 26.6
Total* 1760

Note: * Multiple responses

Sexually active participants were asked abouir treasons for using safer sex during

their sexual activity. More than half of the respondents indidaiztaising safer sewasto

Apr etheamctgui si tion of STI so

(54. 1%)

and as a

(seeTable 54). Sexually activgarticipants also indicated that safer sex practices were used for

hygienic reasons (1. 3%)

such
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Table 5-4: Reasons sexually active young people used safer sex methods

Reasons for usingSafer Sex

Frequency (n) Percent(%)

Chief method of contraception 396 47.8
Back up method of contraception 430 51.9
Prevents acquisition of STIs 448 54.1
Hygiene 11 1.3
To try 1 0.1
Never used 234 29.2
Total* 1355

Note: * Multiple responses

5.2 Intention for Safer Sex Model (ISSM)

This section reports the results of one factor congeneric analysis CFA conducted on each
of the antecedents of the TPB model, and the items of safer sex intentions. Convergent validity
of intention to safer sex wasdertakerand reporteéfter running ondactor congeneric

validity and reliability

5.2.1 Convergence of Items on Safer Sex Factors

The results of the oActor congeneric models of the safer sex predictor variables with
standardisd factor loadings are shown in Figuré 41)1 (4). The results showed that all tested
factors were reliable with Coefficient H values that ranged between 0.70 and 0.84. All factors
had good model fit indice3.he di-square test of the safer sex factwes not significant,
indicating that these factors were a good match between the observed and the predicted model.
These tested factors had RMSEA values less than €u@f§etng that they were welitting
models. Lower RMESA 90 C.I. was equal to 0.@®@all the onefactor congeneric models. This

suggest s tfhiatté thhyep odtch eossies f or t hese model s was

RMSEA 90 C.1. was less thhnto6. Ahypdbhhesi mptoebkd:t
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for all these testethodels. For all the models, the probability that RMSEA was less than or
equal to 0.05 was greater than 75%.
These findingstherefore suggest that the tested models wsatsfactorynmeasursof the
Intention to Safer Sex (ISS) constructs, althoughdl®f loading for some of the indicators of
subjectve norm¢ i My Fr i ends woul d get ,percgived i f | pract.i
behaviouralcontrol i Take saf er sex praencda utairamse rtéos reexdpueccet
(AWoul d suggestte asda foefr weietnk nangsecbrideen 0.36 and 0.45.
According toHair, Black, Babin, and Anderson (201@)e standardised factor loadings should
be 0.5 or higher, and 0.7 and higher would be more itheatever,all the factor loadings were
within the normal range between 0.5 and highgcept for the previolis discussed indicators
for subjective nor ms, percei ved .bavavaryBroowur al c o1
(2015)suggested that factor loadings higher or equal to 0.30 orc840 still beconsidered

salient.For this reason, indicators with low loadings were retained in the model.
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Figure 5-1: Intention to Safer SexModel (ISSM) Predictors: One Factor Congeneric

Models

1- Safer Sex Attitudes

Safer sex ruins the natural act

YRV Y

Safer Sex idea doesn't appeal to me ](——0.60

Safer Sex
Attitudes

Fit Indices

& (5) = 10.14,
p=0.072

RMSEA  0.034
RMSEA 90C.|
0.000° 0.064

Take safer sex precautions to reduce STIs

Probability RMSEA

; 0.58 Probability RMSEA
Can't give yvourself over to your partner ]k/ 056 <=.05 0.787
, CFlI 0.995
Get same pleasure when using safer sex TLI 0.991
CoeffH=0.80 SRMR 0.014
2- Safer Sex Subjective Norms Fit Indices
O—)[ My friends talk alot about safer sex & (2) = 0.382
O_)r My friends would ask me if T am p=0.826
| carrying condoms or dental dam Safer Sex Smggﬁ 9 O((:).IOOO
O_)r My friends would get angry if I ) Subjective 0.000 0.039
L practised unsafe sex Probability RMSEA
> g <=.05 0.978
O_) My friends and I encourage each other CFI 1
L to practise safer sex ) CoeffH=0.75 TLI 1
SRMR 0.004
3- Safer Sex Perceived Control _ .
Fit Indices
O—)l Practise safer sex without breaking the sexual mood
& (2) = 2.280,
O‘)l Discuss using safer sex before having sex p:0-320
Safer _Sex Perceived RMSEA 0.012
O—)lPut condom or dental dam correctly when having sex Bebaviousal Control RMSEA 90C.1
0.000 0.068

CoeffH= 084

<=.05 0.819
CFI 1

TLI 0.999
SRMR 0.008
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Figure 5-1: Continued: Intention to Safer Sex Model (ISSM) Predictors: One Factor

Congeneric Models

4- Saf er Se Expdetatontsner 6 s

O—)[‘t\’ould practise unsafe sex against my will, if ]\
my partner wants to 0.74
O | ]“\0.57
O—)[ Would suggest safer sex use mnstead of risky ]k_o.ﬂr
sex

1 "

CoeffH=0.70

Would practise safer sex even 1f my partner
wants risky practice

Would always suggest safer sex even if I am
afraid that my partner will reject me

Safer Sex
Partner's
Expectations

Fit Indices

& (2) = 2.824,
p=0.244

RMSEA  0.021
RMSEA 90C.|
0.000 0.073
Probability RMSEA
<=.05 0.765
CFI 0.998
TLI 0.995
SRMR 0.011

5.2.2 Safer Sex Intentions

Thesafer sex intentions model was achieved with good fit indices. Analyses of the SEM

out put found that Aai f | we
STI so, Al intend to foll ow
practice "safer" sex0 were

re ng to have sex,

goi
"saf emrdetmminedtogui del i1

not good indicators

absolute correlation residuals. As a result, they were dropped. The safer sex inletainins

variable therefore comprised four indicators timatuded:fi |

dam when | had sexo, il WO
a habit for meo and dlf I
damso.

would try to use a ¢c¢

uld avoid usi cond

ng

wer e ng to have s¢

goi

As shown inFigure5-2, the model of safer sex intentions was a reliable measure with a

good Coefficient H value (H=0.87). Convergent validity showedttiegafer sex intention

model had good fit indices and passed thesghiare test.

125



Figure 5-2: Model of Safer Sex Intentions

Fit Indices
O_)[Wnul.d use safer sex every time having
s a5 & (2) =1.786,
Whouald avoid nzing condoms or dentzl . p:O'410
Intentions RMSEA 90C.I
: . 66 0.000 0.064
O sstwsmisataiorne Je— Probability RMSEA
085 <=.05 0.866
O_’[W:rul.d use condoms or dental dams Lfl]/ CF 1
will be =oinz to have sex TLI 1
RMR .
CoeffH= 0.87 s 0.005

5.2.3 Structural Validity of Intention for Safer SeXTPB Factors

Structural validity of théPB factors namely safer sex attitudes, subjective norms and
perceived behavioural contrevas undertaken after running efaetor congenerigalidity and
reliability tess. The structural validity was evaluated by calculating Average Variance Extracted
(AVE) as theconvergent validity. As discussed in ChapteEédction 4.4.1convergent validity
measureshe level of correlation of multiple indicators of the same construct. Tablprésents
the AVE of the TPB constructs. The results of the AVE for all the TPB constructs were greater
than 0.5]ndicating that latent variables had a convergent val{#tynell & Larcker, 1981)
The composite reliability as coefficient H of the measurements was found equal and greater than
0.7. This suggests the TPB constructs, namely attitudes, subjective aadherceived
behavioural controhad therequired internatonsistency reliability between their indicator

variables.
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Table 5-5: Convergent and structural validity of the TPB Constructs

Latent Variables Average Variance Extracted Composite Reliability
(AVE) (CoeffH)

Attitudes 0.78 0.80

Subjective Norms 0.85 0.83

Perceived Behavioural 0.89 0.84

Control

The covariance matrix of the first model, with all the indicators and safer sex predictor
latent variableshowed a significartiutweak correlation between TPB factors ranging between
0.33 and 0.38The covariance matrix of the first model with TPB indica showed good fit
indices (2 (6) = 22.98p= 0.20, RMSEA 0.022, CFI= 0.997, TLI=0.993, SRMR = 0.016)
between the model and observed data.

The latent factor correlation matrix, as illustrated in Tabte $howed that there was a
significant weak correlation between the TPB factors ranging between 0.33 and 0.38. These

results suggested that thevasa weak positive association between the TPB constructs.

Table 5-6: Safer Sex CFA: Latent Factor Correlations (standardised)

Attitudes Subjective Perceived
Norms Control
Attitudes 1
Subjective Norms 0.35™ 1
Perceived Control 0.39™ 0.33" 1

*

" p<0.0001.
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5.3 Predictors of Safer Sexintentions

All Intention for Safer Sex (ISS) factors were significant predictors of safer sex intentions
with good fit indices and Coefficient H values. The regression matielsn in Figures 8 (1)1
(4) were the best fitting models for each of the sséarfactors when regressedsaier sex
intentiors. Pookfitting indicators were excluded from the models. For example, in FiuB,
the items ACondoms/ dental dams interfere with 1
condom/dental dam doesn't appeal®min wer e excluded from the safer
variables, while fil would avoid using condoms/
safer sex intention indicator.

As shown in Figur®-3, thesafer sex attitudatent factomwasthe strongst predictorof
safer sex intentions explaining 31% of the variafméowed by perceived behavioural control
(16.9%) and subjective norms (13.8%hilethep ar t n e r 0 s faetor pastletvaeakst o n s
predictor explaining 10.3% of the variance of sakx intentionsThe latter finding suggests
thatapart ner 6s expectations could act as a backagr
Model (ESSUM) rather than an antecedent to safer sex intention

As illustrated in Figur®-3, all the models passelet chisquare test. These regression
models had RMSEA values less than 0.05, suggesting that they wefdtinglimodels. All
models had lower RMESA 90 C.l.equalto 0.000hdi cat i ng-fti h &t htylpetdhelso se
these models was not rejected. Banty, higherRMSEA 90 C.I. was less than 0.1. This implies
t hat t-fhiet @ proyypot hesi s could be rejected for all/l
probability that RMSEA was less than or equal to 0.05 was greater than 70%. These findings

suggest that ISS factors were significantly associated with safer sex intentions.
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Figure 5-3: Predictors of Safer Sex Intentions

1- Safer Sex Attitudes with Intention
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CoeffH= 0.8

62 (8) = 14.93,
p=0.061

RMSEA 0.031
RMSEA 90C.I
0.000 0.065
Probability RMSEA
<=.05 0.896
CFlI 0.996
TLI 0.992
SRMR 0.019

2- Safer Sex Subjective Norms with Intention

CoeffH=0.74

R-square = 13.8%

CoeffH= 0.86

Fit Indices

G2 (8) = 8.66,
p=0.372

RMSEA 0.010
RMSEA 90C.I
0.000 0.041
Probability RMSEA

<=.05 0.989
CFlI 1

TLI 0.999
SRMR 0.013
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