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Abstract
Sexually transmitted diseases (STDs) continue to remain a public health concern in the
United States, especially among young people. Levels of knowledge with regard to STDs
have been investigated in prior research; however, these investigations have been limited
primarily to older adolescents and young adults. Grounded in the social cognitive and
subjective culture theories, this quantitative, cross-sectional study assessed STD
knowledge (other than HIV/AIDS) among 7th grade students attending a public middle
school in the United States. Demographic differences (age, gender, and ethnicity) in STD
knowledge were examined to determine if these demographic variables predict STD
knowledge scores and if the Sexually Transmitted Disease Knowledge Questionnaire
(STD-KQ) is a valid and reliable instrument among this study population. Chi-square
analysis demonstrated that STD knowledge scores significantly differed by age only:
Twelve-year-olds had higher STD scores than did 13-year-olds, contrary to research in
older adolescents, which may be the result of confounding factors that warrant further
investigation. Multiple regression analysis showed that age, gender, and ethnicity were
not associated with STD knowledge scores. The STD-KQ was found to have face validity
as well as high consistency and reliability among all questions related to STDs other than
HIV/AIDS using Crohnbach’s alpha. Content validity for individual STD-KQ items was
shown using Lawshe’s content validity ratio and subject matter experts. Results of the
study support positive social change and highlight the need for earlier STD education,
other than HIV/AIDS, with middle school children and the need to examine other factors

that may impact STD knowledge within this age group.
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Chapter 1: Introduction to the Study
Background
Sexually transmitted diseases (STDs) are diseases caused by pathogens and
contracted through sexual activity (intercourse and oral and anal sex). Some of the most
common STDs result from bacterial (chlamydia, gonorrhea, and syphilis) and viral
(HIV/AIDS, herpes, hepatitis B, human papillomavirus or HPV) exposure. In addition to
bacterial and viral culprits, protozoa and fungi also cause STDs, including those that
cause trichomonas vaginitis and jock itch, respectively (Shim, 2011). Despite dramatic
reductions in STD rates since World War II, STDs remain a significant health issue in the
United States and other developing countries (Shim, 2011). Sexually transmitted
infections (STIs) according to some health care clinics are interchangeable with STDs;
however, others believe that STIs are the precursor to STDs because they are caused by
the same pathogens but are at a stage where no symptoms are present in the host
(University of Alabama Student Health Center, n.d.; University of Wisconsin [WIRE],
2010). In addition, STI is used as a more current term and may be less embarrassing to a
patient upon diagnosis compared to using the term disease (WIRE, 2010). In this
dissertation and research, I will use the term STDs because the instrument being used in
the research specifically measures STD knowledge.
STDs impact the cost of health care in the United States with over 16 billion
dollars being spent annually to diagnose and treat those infected. This financial burden is
further compounded by the long term effects of STDs on health, including pelvic

inflammatory disease and infertility, as well as those infected having an increased
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susceptibility to HIV/AIDS (Centers for Disease Control and Prevention [CDC], 2012a).

Females are at a greater risk of contracting STDs and developing complications if
infections go untreated, and often times STDs do not present symptoms in males or
females, which leads to increased transmission and greater susceptibility to other types of
infections (Upchurch, Mason, Kusunoki, & Kriechbaum, 2004; Weinstock, Berman, &
Cates Jr., 2004). Prevalence and incidence rates are a result of STD reporting by public
and private healthcare facilities, and not all STDs are required to be reported by law
(Weinstock et al., 2004). The fact that some individuals remain asymptomatic and others
go undiagnosed, despite the presence of symptoms, leads to false estimates of disease
rates, which may significantly underrepresent the true burden of disease (CDC, 2012).
In this study, I assessed the level of STD knowledge among seventh grade
students. The need for studies of this kind is paramount because a majority of new cases
of STDs occur among adolescents, especially those belonging to minority groups. A
major key to solving poor adolescent health and social outcomes has transitioned from
risk-based approaches to increasing protective factors such as avoidance of sexual risk
and illegal drugs, while promoting positive development across a variety of areas
including but not limited to emotional and educational growth (Viner et al., 2012). The
implications for positive social change of this study are to support the belief that sexual
education beyond HIV/AIDS must occur at earlier ages in an attempt to educate children
before they initiate sexual activity and thwart the rise in STDs in adolescence as well as

provide support in demonstrating the lack of STD education and research among this age
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group despite the fact that the age of onset of sexual activity is occurring earlier than
expected (Carminis, Henrich, Ruchkin, Schwab-Stone, & Martin, 2007).

In this chapter, I will provide the problem statement that describes the
significance of the problem, the relevance of the study, and gaps in the literature, the
purpose of the study, the research questions addressed in the current study, the theoretical
foundation of the current study, the rationale and study design, key concepts and
definitions, assumptions and limitations of the current research, and the significance this
study has in the discipline of social phenomena and research.

Problem Statement

It is estimated that 12 million individuals are affected by STDs globally each year
(Shim, 2011), and in the United States alone, it is estimated that 19 million new
infections are diagnosed each year, with half of new infections occurring in young people
age 15 to 24 (CDC, 2012a). In 2009, one study conducted by the CDC, which included
over 800 girls age 14 to 19, found that 1 out of 5 contracted an STD within 1 year of
onset of sexual activity. Given that the youth represent the greatest burden of disease and
with the onset of sexual activity occurring at younger ages (Lohman & Billings, 2008),
the nation must take responsibility to get over the fear of educating children at earlier
ages about the risks and consequences of sex and teach them to make protective and wise
choices about their health (CDC, 2010).

An increase in the casualness of sex including more sexual partnering and the
discovery of social media play a role in youth exploration of sex and the ability to

communicate with more potential partners over larger geographic locations and at
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younger ages (Maticka-Tyndale, 2008). The average age of sexual debut was found to be

13 for boys and 14 for girls (Rothenberg, Dan My Hoang, Muth, & Crosby, 2007);
however, several other studies have found that these ages can vary by as much as 2 years,
and even occurring at the age of 9 years old in one study participant (Senn & Cary, 2011;
Zwane, Mngadi, & Nxumalo, 2004). In an effort to help reduce the burden of increased
STD incidence and poor health outcomes among youth, it is necessary to demonstrate the
need for earlier implementation of STD education. Earlier implementation of STD
education can potentially reduce transmission and contraction of diseases, and research
studies conducted among younger children can provide evidence of the existing lack of
knowledge about STDs and sexual health among younger populations (CDC, 2010; Ott &
Pfeiffer, 2009; DeRosa et al., 2010). Ott and Pfeiffer (2009) believed that STD education
should be guided by how inquisitive children are with regard to sex and if the child is
curious or views sexual relationships as unappealing. DeRosa et al. (2010) asserted that
sexual education should begin in elementary school and continue throughout a child’s
middle school years. With regard to STD knowledge, prior research has demonstrated
that younger age groups have lower knowledge scores (Andersson-Ellstrom & Milsom,
2002) and that more is known about HIV/AIDS than any other STDs, despite high rates
of exposure (Anwar, Sulaiman, Ahmadi, & Khan, 2010). In this research study, I seek to
explore the level of STD knowledge among a group of students who have been less
commonly examined in prior research with the hope of expanding sexual education
curricula to include the major STDs other than HIV/AIDS and increase awareness and

protective behaviors.



Purpose of the Study

Targeting children and early adolescents, even those who are not at high risk or
economically disadvantaged, prior to the onset of sexual activity or sexual
experimentation can lead to prevention of poor health outcomes. Early adolescence is a
period of transition and behaviors associated with this period can be negative or positive
(Carlo, Fabes, Laible, & Kupanoff, 1999). Because sexual experimentation is occurring at
earlier ages, the implementation of preventive and protective measures should be initiated
as early as possible and have been shown by some researchers to decrease high risk
behavior later on in adolescence (Busen, Marcus, & von Sternberg, 2006). Adolescents
make up the second largest group contracting chlamydia and gonorrhea, and these rates
may not contain all cases given the nature of these diseases and the possibility of delayed
symptoms and treatment (CDC, 2011).

This quantitative research study assessed the levels of STD knowledge, other than
HIV/AIDS, among seventh graders attending public school. STD knowledge was
assessed via the 27-item Sexually Transmitted Disease Knowledge Questionnaire (STD-
KQ; Jaworski & Carey, 2007), and this study also assessed if any gender, age, and ethnic
differences existed in levels of STD knowledge. The STD-KQ consists of 27 items used
to measure knowledge of STDs by including up to date, comprehensive questions that
focus on the some of the primary STDs that currently present public health concerns. The
STD-KQ has been used to assess STI knowledge among African American adolescents
aged 13 and older (a 10-item subset of questions were used; Swenson et al., 2009), men

having sex with men in Massachusetts (Mimiaga et al., 2009), and a subset of questions



from the STD-KQ were used among adult STD clinic patients (Scott-Sheldon et al.,

2010). I also sought to validate the use of the STD-KQ in this population contrary to what

populations have been used in past research.

Research Questions and Hypotheses
The research questions and related hypotheses are listed below. A more in-depth
description of the independent and dependent variables and how they were analyzed are

presented in Chapter 3.

Research Question 1: Is the STD-KQ a valid and reliable measurement tool of
STD knowledge among seventh grade students?

Research Question 2: Are there differences in STD knowledge scores among
seventh grade students with regard to gender, age, and
ethnicity?

Ho2: Differences do not exist in STD knowledge scores based on
gender, age, and ethnicity.

Ha.2: STD knowledge scores will be higher among females than
among males; STD knowledge scores will be higher among
13 year olds; STD knowledge scores will be higher among
minority (African-American/Hispanic) students versus
nonminority students (non-African-American/non-
Hispanic).

Research Question 3: Do gender, age, and ethnicity predict STD knowledge

among seventh grade students?
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Ho3: Gender, age, and ethnicity do not predict STD knowledge

scores among seventh graders.
Ha3: Gender, age and ethnicity predict STD knowledge scores

among seventh graders.

Theoretical Framework
An integrative theoretical approach was used in this research study and includes

social cognitive theory in addition to subjective culture theory to examine the foundation
of behavior and human interaction, beliefs, and attitudes. Social theories have been
widely used to identify factors for high risk sexual behaviors as well as what social
factors influence sexual health and learning (Teitelman, Bohinski, & Boente, 2009).
Adolescence is an opportune time to examine sexual activity because much activity
begins in middle school (Guilamo-Ramos et al., 2008), and it is this time (ages 11-14)
that serves as the initiation of the transition from childhood to young adulthood, marked
by vulnerability to physical, social, cognitive, and emotional changes (Busen et al.,
2006). Social cognitive theory is based on the idea that behavior is imitated and
influenced by several factors, including the environment and cognitive learning through
observation (Bandura & McDonald, 1963) and serves as a suitable framework to assess
STD knowledge among this study population. In conjunction, subjective culture theory
asserts that social interaction, beliefs, and attitudes influence behavior and that behavior
is impressionable depending upon the interaction and roles acquired by cultural and

social members (Triandis & Malpass, 1970). Both theoretical frameworks were
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interactively used to examine ethnic and gender differences in levels of STD knowledge
in this study.
Nature of the Study

In this quantitative study, I sought to determine the STD knowledge level among
a sample of seventh graders in the United States. The key variables in this study are STD
knowledge score, which is the dependent variable, provided as an overall score ranging
from 0 to 27 and categorized as low, medium, or high based on the number of correct
answers provided in the STD-KQ (Jaworski & Carrey, 2007), and demographic
differences (gender, age, ethnicity) in STD knowledge scores, which are the independent
variables. The percentage of “Don’t Know” responses in the STD-KQ is also a dependent
variable that was used to assess the adequacy of the STD-KQ as a measure of knowledge
among this population.

Using a cross-sectional research method, the STD-KQ (Jaworski & Carrey, 2007)
was administered via Internet to 207 seventh grade students attending public school in the
United States. Data were analyzed using descriptive statistics, Chi-square tests, and
multiple regression.

Variables and Definitions

The variable examined in this research study requiring a concise definition is
listed and defined below. How this variable was analyzed is explained in more detail in
Chapter 3:

STD knowledge: STDs constitute physical and laboratory abnormalities caused by

certain pathogens and are contracted through sexual contact (Shim, 2011). STD



knowledge is the degree of knowledge with regards to STD transmission, signs and
symptoms, and treatment available as measured by the 27-item STD-KQ (Jaworski &
Carrey, 2007). The STD knowledge score is the dependent variable and possible scores
range from 0 to 27. STIs are commonly defined as the precursor to the presence of
physical symptoms or disease; however, STIs are caused by the same pathogens as STDs
(University of Alabama Student Health Center, n.d.; WIRE, 2010). For the purposes of
this research study, the term and definition of STDs was used.

Assumptions

Based on prior research on STDs and sexual health among adolescents as

indicated in Chapter 2, the following assumptions were made:

1. Promoting sexual health and responsible sexual behavior as a foundation for
adolescent health consists of having the ability to comprehend and consider
the risks involved as well as accountability, consequences, and impact of
sexual activity (Teitelman et al., 2009).

2. Identifying and recognizing high risk behavior in early adolescence is needed
prior to the start of harmful consequences to children and their families
becoming irreversible (Busen et al., 2006).

3. Given the amount of time that children spend in school, schools have a very
important impact on adolescent development and can affect the likelihood of
high risk behavior and age of sexual debut (Upchurch, Mason, Kusunoki, &

Kriechbaum, 2004).
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4. If protective and preventive measures as well as sexual education
improvements are not implemented at younger ages, the incidence of STDs
will continue to rise among adolescents aged 15 to 19.
Scope and Delimitations

The scope of this study was to measure the STD knowledge among seventh
graders whose ages ranged from 12 to 13 years old. As discussed in the problem
statement, the second highest incidence of chlamydia and gonorrhea occur between the
ages of 15 and 19, and prior research has implied that younger children must be educated
earlier about STDs and protective behavior in an attempt to thwart these high disease
rates. In this study, I seek to expand upon prior recommendations to involve younger
children in educational efforts by assessing what they know and do not know about STDs
other than HIV/AIDS, which has been the disease focus among current sexual education
curricula occurring during adolescence.

The study population has been delimited to only seventh graders because the
majority of prior research has occurred among adolescents aged 13 to 18. Significant
changes in sexual initiation and behavior occur between seventh and eighth grade, and
early intervention is recommended primarily among sixth and seventh graders before
sexual activity begins (Guilamo-Ramos et al., 2008). According to Markham, Fleschler-
Peskin, Addy, Baumler, and Tortolero (2009), more males are reporting initiation of
vaginal and anal sex before age 11, younger adolescents are engaging in sexual activity

with multiple partners as much as their older counterparts (Exavery et al., 2011), and
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sexual interactions between boys and girls increase significantly beginning with the fifth
grade and continue throughout high school (Braxter, Doswell, & Ren 2011).
Limitations
One of the limitations of this study was that only seventh grade students were
included in the research, which may have impacted the results based on ethnic makeup
and geographical location. This limitation will be adequately discussed in Chapter 5, and
the impact on the study results will be considered and documented. The second limitation
of this study was the use of a sensitive questionnaire. Even though there are no right and
wrong answers, participants may view the questions as embarrassing, which may affect
their willingness to answer correctly for fear of knowing too much at such a young age.
By ensuring participant confidentiality, this limitation was addressed, and the validity of
the data potentially improved. Lastly, the inability to verify that all Internet survey
respondents were actually seventh grade students is a limitation that cannot be addressed,
only documented in Chapter 5.
Significance of the Study
Adolescents represent the second highest group contracting chlamydia and
gonorrhea out of all age groups, and this phenomenon has been increasing steadily,
especially for chlamydia, and has remained disproportionate in the United States over the
last decade (CDC, 2011). These increasing rates provide evidence that there is a need for
improvements in preventive and protective measures, starting with educational efforts
and lack of collaboration between schools, healthcare workers, peers, and families. These

rates do not even take into account the cases that are unreported, thus increasing these



12

numbers of disease to even higher. Sexual education in public schools does attempt to
teach adolescents about abstinence and with regard to comprehensive curricula about
HIV/AIDS. However, much more is needed to combat the array of more common STDs
such as chlamydia and gonorrhea, and these efforts must begin sooner rather than later.
There is a need for research that assesses levels of STD knowledge among younger
children in an attempt to provide evidence of a need for improvement and
implementation of enhanced sexual education curricula as well as to gain support for
such implementation. This study addressed the gap in the literature and contributed to
positive social change by providing additional support towards the needs required to
lower STD rates among adolescents and improve their level of STD knowledge and
protective sexual behavior while seeking to incorporate these protective and preventive
measures at younger ages.
Summary

Adolescent sexual behavior is a past and present phenomenon that often results in
poor health outcomes, mainly STDs and pregnancy. Adolescents make up the group with
the second highest incidence of certain STDs, and these diseases can leave them
vulnerable to other diseases such as HIV/AIDS. Due to adolescents engaging in high risk
behaviors such as early sexual debut, unprotected sex, and multiple sex partners, they are
experiencing diseases and poor health outcomes at significantly greater rates than any
other group. In order to support the positive changes that can be implemented at earlier
ages, an integrative approach was used to assess levels of STD knowledge using social

cognitive and subjective culture theory. In this chapter, I presented the background of the
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STD problem in the United States among youth as well as the nature and purpose of this
study. In Chapter 2, I review the available literature addressing the problem, discuss
theoretical frameworks used in past research and what was used in this research, and

examine independent variables that were also used in this research.
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Chapter 2: Literature Review
STD Knowledge and Sexual Behaviors Among Preteens

The level of knowledge about STDs and the types of sexual risk behaviors
engaged in by youth in the United States as well as in other countries have been
researched and documented rather extensively. Research of these phenomena varies by
constructs used to define levels of knowledge and by the types of sexual risk behavior
being examined. In addition, multiple theoretical frameworks, demographics, and
environmental and social aspects have been interpreted in an attempt to rationalize why
certain variables seem to influence sexual behaviors both positively and negatively, and
why differing levels of sexual knowledge exist, respectively. This literature review
indicates several theoretical perspectives that serve as a foundation for past research on
STDs among young populations and demonstrates how these frameworks are connected,
yielding similar outcomes. In addition, social influences in the literature such as ethnicity
and gender are presented, demonstrating the importance of using social perspectives in
this research and how these perspectives can lead to a positive impact on even younger
populations.

The process used to identify related research and relevant theoretical frameworks
included web-based peer-reviewed journal searches of social and health science journals,
published between 2000 to 2012, using the Educational Resources Information Center
(ERIC), Elton B. Stephens Company (EBSCO Host), Public/Publisher Medline
(PubMed), and University of Medicine and Dentistry New Jersey (UMDNJ) publication

databases. The journal publication year was expanded beyond the last 5 years due to the
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recurrence of related research results, repetitive findings, and lack of literature on STDs
among children under the age 12. Related literature was identified using the following
keyword searches: adolescents and STDs, children and STDs, STIs and children, STIs
and adolescents, STD knowledge and adolescents, STI knowledge, sexual education,
sexual attitudes and adolescents, sexual beliefs and adolescents, and high risk sexual
behaviors among adolescents. All database searches excluded the word adult in order to
limit the search results to research conducted on children, adolescents, and young adults.
Theoretical Frameworks

Youth sexual behavior includes a multitude of interactions that are a part of the
natural progression to adulthood, yet high risk behaviors can pose increased risks of poor
health outcomes depending upon age, exposure to disease, and other undesirable
circumstances. Theoretical frameworks used to examine these behaviors vary and depend
upon the view of the researcher and the variables defined. Guilamo-Ramos, Jaccard,
Dittus, Gonzalez, and Bouris (2008) discussed five theories described by the National
Institute of Mental Health that are integrated into a single framework to examine
adolescent sexual behavior: social learning theory (also known as social cognitive
theory), the theory of reasoned action, self-regulation theories, theory of subjective
culture, and the health belief model. The conglomeration of these theoretical approaches
into an integrated network has provided researchers the ability to analyze data from
overreaching variables affecting adolescent sexual behavior and social phenomena as

well as a provision of a blueprint for future researchers, enabling them to further examine
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the effects of proximal variables in different population subgroups (Guilamo-Ramos et
al., 2008).

Social learning theory is based on the premise that behavior is imitated by
observation and modeling or mimicking and is influenced both cognitively and
environmentally (Bandura & McDonald, 1963). On the other hand, the theory of
reasoned action assumes that behavior is controlled by the intention to perform the
behavior and is influenced by personal attitudes and perceived societal norms (Busse,
Fishbein, Bleakley, & Hennessy, 2010). Similarly, subjective culture theory is a
theoretical approach framed by human intragroup interactions based on beliefs, attitudes,
norms, and roles within each respective group and how they relate and interact with one
another (Triandis & Malpass, 1970) and is comparable to self-regulation theory that
describes human behavior as alterable and malleable. Self-regulation theory assumes that
humans can control urges and subdue them at will, and this can occur in line with social
norms, ideals, and regulations in hopes to achieve a more favorable response or behavior
(Baumeister & Vohs, 2007).

Alternatively, and considerably different than the theories mentioned above, the
health belief model posits that behavior can be predicted based on the individual’s
reasoning or belief that they are susceptible to a particular disease or event and the extent
the individual is willing to go to modify negative behavior to deter disease onset. The
health belief model is useful in understanding why individuals participate in potentially
negative and even life threatening behaviors such as promiscuity and unprotected sex

because it has no particular structure or rules that risk factors or variables must adhere to.
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The individual contributing factors are examined, and their weight in predicting negative
behavior is analyzed to determine risk (Nejad, Werthheim, & Greenwood, 2005).
Another theory that is not included in the integrative approach but that uses similar
constructs (human group interactions, familial influence) much like subjective culture
theory and self-regulation theory is the ecological approach, which has also been used to
explain high risk behaviors among adolescents.

The ecological approach assumes that behaviors are influenced by social and
environmental systems and the interaction among these systems and the individual. These
systems include but are not limited to family, self, extended family and neighborhood,
peers, and sociodemographics (Bronfenbrenner, 1979). Incidentally, Caputo (2009) used
an ecological approach to examine adolescent sexual debut, or initiation, among sixth to
eighth graders and found that the interaction of these systems with the individual
influenced the age of sexual intercourse and also had an impact on other sexual behaviors
at early ages (younger than age 14), which increase adolescent risk of disease and
negative outcomes (e.g., pregnancy). Likewise, Lohman and Billings (2008) used a
macro bio-ecological approach to examine similar environmental systems’ impact on
sexual debut and sexual behavior among adolescent boys aged 10 to 14 from data
previously collected in the Welfare, Children, and Families: A Three-City Study. Their
concepts also focused on family, school, and neighborhood and examined variables such
as single-parent family structure, income, violence exposure, and parental education, and
their findings suggested that certain factors are to be considered protective while others

are deemed as negative. The use of a multipathway approach sought to encompass a
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multitude of contributing factors and guides future researchers to recognize the
complexity and certainty of confounding variables that should be included at the onset of
examining the research question(s) rather than subsequent to them. Conclusively,
Lohman and Billings found that delinquency, area of residence, family income, and
negative peer influences are risk factors for early initiation of sexual behaviors (age 15
and younger).

Communication about sex and sexual behavior with peers and parents as an
influential factor of adolescent sexual behavior has been examined in previous research
using the theory of planned behavior or integrative model. The integrative model
assumes that one’s perceived control of behavior influences one’s intentions to perform
the behavior as well as actual engagement in the behavior itself (Busse et al., 2010).
Busse et al. (2010) used the theory of planned behavior to demonstrate the effects of peer
discussions about sex on intentions to have sex and sexual initiation. The researchers also
examined parental influence on adolescent intentions to initiate sex. Parental interaction
is believed to impact beliefs, values, and norms as well as self-efficacy and peer pressure.
Parent-child communication was found to delay sexual initiation but not to delay
intentions to have sex; however, peer communication was a significant, negative factor
and demonstrated that discussions with prosex peers increased the potential to initiate
sexual activity (Busse et al., 2010).

Sneed, Strachman, Nguyen, and Morisky (2009) also used the theory of planned
behavior to examine parental communication and parental oversight influences on

adolescent sexual behavior and sexual intentions. The researchers defined sexual
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behavior on a continuum from lowest activity (e.g., kissing or less) to highest (e.g.,
touching, rubbing, oral sex, intercourse) and found inconsistencies with prior research;
parental communication had minimal effects on adolescent intentions and sexual
behavior. Conversely, Hutchinson, Jemmott, Jemmott, Braverman, and Fong (2003) used
the theory of planned behavior and a social cognitive approach to assess the influence of
maternal communication and sexual risk behavior among sexually experienced females
aged 12 to 19. The findings in this study support the findings of previous research that
demonstrated that higher levels of maternal communication positively influence sexual
behaviors and sexual choices of adolescent females.

While it may seem that past research has largely focused on external social factors
such as family and peer influences, Teitelman et al. (2009) used a social framework to
examine sexual health and risk among adolescent girls in the United States by exploring
the social context of sexual learning and the roles that social relationships play in female
sexuality. The researchers’ conceptualization of sexual health did not focus on a
medically based approach to the phenomena but on a social level using one’s perception
of well being over the course of a lifetime. The adaptation of the World Health
Organization’s definition of sexual health was integrated in the study; the definition
incorporates the ability to cognitively arrive at an understanding of behavior and risks
associated with sexual behavior and to practice appropriate protective measures. One of
the findings of this study was that adolescent girls were found to receive mixed messages
about sexual health from health care providers, and these messages were even more

conflicting with regard to culture. This finding confirms the need for culturally
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appropriate messages in addition to the need for integration of social media, which plays
a critical role in influencing attitudes and behaviors of today’s youth.

Secondly, Rouner and Lindsey (2006) employed social cognitive theory
integrated with a self-socialization approach to examine STD communication and
knowledge among female adolescents. The integration of these theoretical approaches
assumes that social interaction and environment, including cultural influences of sexual
health decision-making, determine an adolescent’s behavior. The findings of this research
suggested that although older adolescents may possess higher levels of self-assurance and
self-efficacy, they lack STD knowledge even if their knowledge is acquired through
overconsumption of social media.

Lastly, Kan et al. (2010) used a social cognitive framework to examine the
relationship between cognition, environment, and behavior and several precursors to
sexual motivators, including family cohesiveness and maternal attitudes. These
precursors were examined over time to assess their trajectory or course of impact from
adolescence into adulthood and to determine their potential to influence number of sexual
partners. This study supported the use of the social cognitive approach and its integration
of an individual’s thought processes in conjunction with societal influences and how they
interact to impact decisions and behaviors. Kan et al. found that during adolescence, the
number of sexual partners increased and then declined as the individual approached
young adulthood. This finding reinforces the belief that children and adolescents lack the
cognitive maturity to consistently make sound, positive decisions with regard to risk

behavior and are more easily influenced by societal pressure and social interactions.
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It is clear that social theories overlap with regards to conceptualization and
variable choice, which has led to conflicting conclusions and assumptions with regard to
sexual knowledge and behavior while lacking concrete resolution and improvement to the
ongoing social dilemma faced by youth. In this research, I used an integrated approach of
social cognitive and subjective culture theory to examine STD knowledge and further
expand upon the differences that exist by gender and culture in order to provide
suggestions for incorporating these differences in current interventions, media outlets,
and curricula.

Gender Differences

Gender as an independent variable has been frequently explored in adolescent
sexual health and behavioral research and has yielded mixed results. The assumption that
several sociodemographic factors (female gender, age, ethnicity) increase the likelihood
of engagement in high risk behavior has been robustly documented (Fetro, Coyle, &
Pham, 2001; Kan et al., 2010; Murphy, Brecht, Herbeck, & Huang, 2009; Scott et al.,
2011), more so than the impact of psychosocial factors. Considerably more research was
found to examine sexual constructs among females (Senn & Carey, 2011; Zwane et al.,
2004) than males and focused on risky sexual behaviors, age of sexual debut, perceived
susceptibility to infection, and social influences rather than sexual knowledge and STDs.
Although research exists on sexual knowledge and attitudes (Andersson-Ellstron &
Milsom, 2002; Anwar et al., 2010; Clark, Jackson, & Allen-Taylor, 2002; Davis &
Niebes-Davis, 2010; Jones & Haynes, 2006; Trajman et al., 2003), this information is

limited among children.
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For example, Fetro et al. (2001) administered the Youth Risk Behavioral Survey-
Middle School (YRBS-M) to sixth through eighth graders attending 19 middle schools.
The survey was developed by the CDC to assess health related behavior leading to death,
disease, and social problems among early adolescents. The researchers found that more
males engaged in sexual activity than females (17.3% vs. 9.2%, respectively). Several
studies (Murphy et al., 2009; Scott et al., 2011) found that males tended to have more
sexual partners than females, while the study conducted by Kan et al. (2010) found that
males reported fewer sexual partners than females, demonstrating an inconsistency with
other nationally reported data.

Prior research has also reported that females engage in sexual activity at younger
ages than males as well as the opposite, that males have an earlier age of sexual debut
(Senn & Carey, 2011; Zwane et al., 2004). The findings in support of males having more
sexual partners than females could be highly correlated with an earlier sexual debut and
exposure to more partners over longer periods of sexual activity. To further illustrate the
contradicting research findings in the literature, Henrich et al. (2007) conducted a
longitudinal study examining the impact of psychosocial factors on sexual behaviors
among early adolescents in middle school. The researchers reported that male participants
initiated sexual activity earlier than females and were more likely to engage in higher risk
behavior. The results also found that over 11% of sixth graders and over 20% of eighth
graders in the study were sexually active. Another study found that the average age of

sexual debut for adolescent males was 12 years old (Lohman & Billings, 2008), and
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Sneed (2009) concluded that a significantly larger percentage of males engaged in early
sexual activity compared to females (16% vs. 6%, respectively).

In contrast, Senn and Carey (2011) found in their study examining the
relationship between sexual debut with older partners and sexual risk behavior that the
average age of sexual debut among females was 14.6 years of age. Zwane et al. (2004)
discovered in their study exploring adolescent views of high risk sexual behavior that the
youngest reported age of sexual debut was 9 years old; the average age of sexual debut
among female participants was between the ages of 11 and 13 compared to 14 to 15 years
old among males. In addition to the prevalence of STIs among female adolescents, STIs
are occurring shortly after sexual debut and with very few partners (Forhan et al., 2009).
Clearly past research studies have demonstrated that early sexual debut is reported
frequently among young adolescents and identifies the need to integrate education,
intervention, and prevention at earlier ages as well as the need to use social influences to
help decrease sexual risk behavior and increase STD knowledge and knowledge of
negative outcomes associated with the phenomena (Forhan et al, 2009; Lohman &
Billings, 2008).

To further expand upon the need for increased STD knowledge, one longitudinal
study conducted by Andersson-Ellstrom and Milsom (2002) described sexual knowledge
and attitudes with regard to STDs reported by 79 women over a seven year period, from
adolescence to young adulthood. The researchers found that STD knowledge scores were
lower among 16-year-old females compared to 18 and 23-year-old females. The results

also suggested that higher STD knowledge scores were associated with more sexual
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partners and other potential risk factors such as a previous STD, higher rates of risky
behaviors, alcohol use, and smoking. One finding that stood out was poor knowledge
scores for asymptomatic infections among all ages in the study population. These
infections included herpes simplex virus (HSV) and human papilloma virus (HPV),
which are often carried and spread without presenting symptoms. The study’s overall
findings support prior research, which indicates that higher levels of knowledge are
critical to practicing safe sex, but are not a guarantee that such protective behavior will be
carried out during sexual activity in both adolescence and young adulthood (Jones &
Haynes, 2006; Kershaw et al., 2005). Anwar, Sulaiman, Ahmadi, and Khan (2010)
alternatively found that, among 1139 students aged 16 to 20 that were surveyed to gauge
student awareness about STDs, those that reported sexual activity were less
knowledgeable about STDs than those who had never engaged in sexual intercourse, and
knowledge scores were slightly higher among females than males although this finding
was not significant (p = 0.458).

The gender differences reported above clearly indicate that combatting early
sexual debut is critical, not only by gender, but among the entire young population
regardless of ethnicity or geographic location because STDs are a global issue. The fact
that more research on STDs and high risk sexual behaviors exists for females highlights
the need for gender focus, and at least deserves equal attention towards the needs and
behaviors of young men given their role in the sexual explosion among youth. This
statement in no way negates the important research on female sexual health, but

emphasizes the need for gender sensitivity with regard to research, and education.
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With regard to STD knowledge, more is known about HIV/AIDS among young

populations compared to other infections (Anwar et al., 2010), which further confirms
that improvements to current sexual education programs and prevention measures must
focus on addressing asymptomatic infections as well as other STDs, increasing condom
use, and introducing broader comprehensive education to children at younger ages. Males
have been identified as having insufficient knowledge of STIs despite some findings that
more men are carriers of STIs than women, yet women are more readily blamed for the
spread of such infections and diseases (Makenzius, Gillander-Gadin, Tyden, Romild, &
Larrson, 2009). Upchurch, Aneshensel, Mudgal, and Sucoff-McNeely (2004) also
suggested that female susceptibility is increased due to biological makeup as well as
greater age differences in their sexual partner networks. Busen et al. (2006) mentioned
the prematurity of vaginal tissue in children and adolescence, which increases their
vulnerability to disease by increasing rates of transmission and susceptibility. In their
analysis of over 15,000 adolescent responses using data from the Add Study, Upchurch et
al. (2001) found that males reported fewer incidences of STDs than females; however,
there are ethnic differences that increase these risks substantially among males, due to
higher exposure and environmental influences.
Ethnic and Racial Differences

Ethnic and racial differences within adolescent populations have been examined
substantially in terms of sociocultural factors that potentially influence sexual risk
behavior, attitudes, and levels of sexual knowledge. These sociocultural factors

encompass, but are not limited to, the constructs of family socioeconomic status, social
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environment, family systems, and parental educational attainment. The United States and
many other developed countries consist of multi-cultural populations that experience
daily interactions that can inevitably lead to assimilated influences on cultural norms,
beliefs, and values. Additional research has also been conducted in less well-developed
areas, and demonstrates that sociocultural factors impact the sexual health of adolescents
on a global scale.

African American youth have been shown to engage in higher risk sexual
behaviors more than their Caucasian counterparts. Much of the burden is believed to be
attributed to the impact of neighborhood and social environment characteristics that leave
minorities vulnerable to negative influences, lack of community cohesion, and scarce
resources (Browning, Burrington, Leventhal & Brooks-Gunn, 2008). Browning et al.
(2008) examined neighborhood inequality and the impact on sexual risk behavior among
11 to 16 year olds and found that African American youth had higher numbers of sexual
partners than their European and Latino peers. It is these types of behaviors that leave this
group susceptible to higher rates of STDs and teen pregnancies. Busen et al. (2006)
assessed the differences between suburban and urban African-American middle school
students’ risky behaviors and found that urban students reported higher levels of risk
taking behavior and results were significant for predictive influence of age, sexual
activity, and drug abuse on risky sexual behavior (p = 0.028). This study supports the
assumption that neighborhood differences can have significant implications for sexual

risk by concentrating high risk partners in available networks, and the increased
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likelihood of urban area exposure to poor social cohesiveness, and lack of community
resources (Browning et al., 2008).

Similarly, Johnson-Silver & Bauman (2006) conducted a study among 14 to 17
year old African—American and Hispanic adolescents in the Bronx, NY to examine
differences in HIV/AIDS knowledge, attitudes, and socio-demographics between those
who were sexually experienced, and sexually non-experienced. Residents of the Bronx
are typically poor minorities and this borough is one of the poorest in America, and
experiences the highest rates of HIV/AIDS among youth in the city of New York. The
results of the research support prior findings that males engage in higher rates of sexual
activities; however, those that were sexually experienced were in the higher age range of
the study population. Sexually experienced youth were also found to engage in higher
risk behaviors such as drinking and smoking, and were poor academic performers. The
sexually experienced group had higher levels of HIV/AIDS knowledge than the non-
experienced group, which suggests that increased prevention and education measures
need to be implemented for this extremely vulnerable group (Johnson, Silver, & Bauman,
2006).

To reiterate the influence of socio-economic and socio-demographic factors on
incidence of STDs and behaviors, several other studies support the findings that ethnicity
itself is a risk factor when conjoined with environmental factors. Newbern, Miller,
Schoenbach, and Kaufman, (2004) found that in a study of African-American and
Caucasian 7" to 12" graders examining socioeconomic status (SES) and STDs, African-

American males and females of lower SES were more likely to have had an STD, and if
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African-American youth were removed from their current lower income statuses to more
affluent areas, they would more than likely shift to a lower STD risk partner network.
These SES differences were less variable among Caucasian youth, especially Caucasian
females; however, the explanation of this phenomena is not well understood, and is
believed to be related to Caucasian female sexual partner networks and less about SES.

Incidentally, Caputo (2009) assessed the association between socio-demographic
factors, abstinence/virginity, and sexual debut and ethnicity, and found that poverty was a
significant predictor of early sexual debut among African-Americans versus their
European counterparts. SES was found to be less of a predictor of risky sexual behavior
based on ethnicity, and several other studies also indicate the insignificant predictability
of SES on increased risk of sexual activity and negative outcomes (Newbern et al., 2004;
Santelli, Lowry, Brener & Robin, 2000). Alternatively, Vukovic and Bjegovic (2007)
found that increased family income and adolescent perception of family wealth
negatively influenced sexual behavior and contraception use among 15-year-old children
in Belgrade.

African-American adolescent females tend to be at the highest risk for STDs due
to their high risk sexual partner networks of African-American males that have some of
the highest STD rates across all racial groups. Halpern et al. (2004) examined risk factors
by race and gender, and found that African-American females are among the lowest risk
takers, yet they represent one of the highest groups with STDs. The assumption here is
that African-American males of the highest risk taking group choose a partner network

consisting of low risk taking African-American females, thus putting African-American
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females at higher risk for contracting a sexually transmitted disease, including
HIV/AIDS.

Although African-American adolescents are over-represented as a high risk
group, other minorities experience high rates of STDs and sexual risk behaviors
compared to their Caucasian and European peers. Hispanic and Latino youth are believed
to have lower levels of STD knowledge than their Caucasian and African-American
peers; however, Davis and Niebes-Davis (2010) found just the opposite to be true. In
their study examining individual perception of future success and its relationship to
sexual knowledge and attitudes, the research results indicated that Hispanic youth had
higher levels of sexual knowledge than Caucasian and African-American youth, and
Caucasian youth represented the lowest levels among the study population. Diagnoses of
STDs among Hispanic youth represented the second highest rates behind African
American youth and their pregnancy rates are the highest overall, among all racial groups
(Davis & Niebes-Davis, 2010). Despite adolescent Hispanic females experiencing later
sexual debut than their ethnically diverse peers, they are more likely not to use protection
during sexual intercourse. This phenomenon may have more to do with level of sexual
communication with partners, comfort levels, acculturation, and cultural norms rather
than lack of knowledge (Deardorff, Tschann, Flores & Ozer, 2010).

Acculturation, or exposure of one ethnic group to the culture of a dominant group,
is believed to contribute to the increased rates of STDs among Hispanic adolescents. In
Hispanic families that maintain the norms of their native culture (male honor, female

virtue, and caregiving, etc.), there is believed to be less acculturation to Westernized high
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risk behaviors and lower risks of sexual debut and STDs (Upchurch et al., 2001).

Research conducted by Upchurch et al. (2001) found that indeed those Hispanic youth
that lived in majority Hispanic neighborhoods had lower degrees of acculturation, and
adhered more to their native culture’s norms and values. This is believed to be due to the
levels of social support, cultural insulation from Western influence, and greater
adolescent monitoring by parents and community networks. Conversely, the researchers
found that in neighborhoods with less Hispanic residents and influences, adolescents
were more likely to engage in sexual behavior.

The incidence of high STD rates and high risk sexual behavior is not limited to
Hispanic youth living in North America. Clearly, a global epidemic exists, and has been
demonstrated in several research studies to date. Gutierrez, Bertozzi, Conde-Glez, and
Sanchez-Aleman (2006) presented evidence that high risk behaviors exist in Mexico due
to poverty and found that among adolescents and young adults aged 15 to 21, economic
factors play a role in influencing and worsening unhealthy behaviors. The researchers
also found high rates of HSV-2 infections due to poor protective behaviors, especially
among young females, due to their higher biological susceptibility and cultural factors
that make females less likely to negotiate the use of condoms. Two additional studies
conducted in Rio de Janeiro and Vitoria, Brazil examined STD knowledge and behavior
among high school students and prevalence of Chlamydia among female adolescents,
respectively (Espinosa-Miranda, Landmann-Szwarcwald, Lyrio-Peres, & Page-Shafer
2004; Trajman et al., 2003). Trajman et al. (2003) discovered that among the study

population of 13 to 21 year olds, only 34% reported consistent condom use. Economic
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factors were also found to negatively influence STD knowledge and condom use. The
odds ratio (OR) of low family income to low STD knowledge was 9.4 and 11.6 for poor
condom use. Espinosa-Miranda et al. (2004) found that rates of Chlamydial infection
among 15 to 19 year old adolescents were significantly associated with multiple sexual
partners and inconsistent condom use. These results were also consistent with research
conducted in the United States. Ultimately, Hispanic and Latino youth clearly face some
of the same social and economic challenges as African American youth, and may require
more culturally representative educational tactics and preventive measures to reduce
disease burden.

High risk sexual behavior and early sexual debut also exists among American
Indian, African, and Asian/Pacific Island cultures as well, although not to the degree of
African American, Hispanic, and Latino youth. For example, in a study conducted by
Mitchell, Rumbaugh-Whitesell, Spicer, Beals, and Kaufman (2007) that examined the
age of sexual debut among high STD risk American Indian adolescents and young adults,
researchers concluded that males in this population were twice as likely to initiate sex
earlier (by age 15) if they performed poorly academically compared to those males that
had higher academic performance. Among females, those youth that dropped out of high
school were twice as likely to have an earlier sexual debut compared to those females that
remained in school. American Indian young adults also have some of the highest STD
rates compared to Caucasians, which place them in a similar risk category of African
American, Hispanic, and Latino youth with regard to gonorrhea and chlamydial infection.

As with Hispanic and Latinos, acculturation of American Indian youth, especially within



32

reservations, exposes them to social pressures such as drug use and sexual activity despite
their acknowledgement of traditional values that include monogamy and delayed sexual
onset (Mitchell et al., 2007).

Similarly, in a study conducted by Ademayo and Williams (2009) in Nigeria
among 13 to 18 year olds, the researchers examined factors that influenced risky sexual
behavior and found that the risk factors mimicked one another among adolescents on a
global scale. Some of the factors determined to influence risky sexual activity among this
African population were peers, parental relationships, and social media, which are some
of the same factors found in past research to influe