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DECEMBER 1995 

A descriptive, correlational study was conducted to determine 

the relationships postulated in the Martin Model by using 

measurement model estimation with the LISREL 7 program. The 

purpose of the study was to provide theoretical support and 

validation of already existing knowledge about cognitive factors 

influencing adolescent decision-making to use protective behaviors 

to prevent pregnancy. Data were collected from a sample of (N= 858) 

adolescent females age 13-18 from three schools in rural East Texas. 

Four measurement instruments were used to collect data. The 

Self-Efficacy Scale was used to measure general and social self

efficacy. Decision-making was measured with three subscales of the 

Problem Solving Inventory: Adolescent Version: problem-solving 

confidence, approach-avoidance style, and personal control. Intent 

behaviors were measured with fifteen items extracted from the 

Adolescent Curriculum Evaluation that evaluated contraceptive 

responsibility. 

Confirmatory factor analysis using the LISREL 7 program 
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determined the goodness of fit of the model to the data collected 

from a sample (N= 641) of subjects with complete data sets. The 

sample was divided into two groups of self-reported sexually non

active (SNA, n= 320) and sexually active (SA, n= 321) subjects. 

Estimation of the Martin Model revealed non-significant chi-square 

statistics for both groups indicating a good fit of the model to the 

data. Multi-sample analysis also confirmed that the model fit the 

data and that variance existed between the SNA and SA groups 

response on the observed variables. 

Determination of variance between the groups was calculated 

with ! tests and revealed statistically significant differences in 

responses between the SNA and SA groups on all measures. The SNA 

group were found to have high self-efficacy, more confidence in 

problem-solving, and accepted more responsibility for contraception. 

ANOVA results did not provide support of statistically significant 

differences between the groups across the age range in responses to 

the measured variables. 
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CHAPTER I 

INTRODUCTION 

The United States has the dubious distinction of having the 

· highest adolescent pregnancy, abortion, and birth rate in the western 

industrialized world (Kobokovich & Bonovich, 1992; Zabin & 

Hayward, 1993). In the 14 year-old age group, the United States has 

a birth rate four times higher than the next highest country, Canada. 

Recognition of this problem, as it exists in the state of Texas, was 

what led to this research project and the uniqueness of studying 

rural adolescent females, rather than the inner city teen. The 

expense of adolescent childbearing becomes the burden of every 

taxpayer. In 1988 the U.S. taxpayer paid approximately $20 billion 

to support adolescent parenting and by 1992 $34 billion dollars were 

spent for families with teen mothers (U.S. Public Health Service, 

1994; Zabin & Hayward, 1993). 

Early age of initiation of sexual activity in adolescent females is 

recognized as a significant social and economic issue in the United 

States (Morris, Warren & Aral, 1993). The median age of initiation of 

sexual activity had dropped from age 19 in 1971 to 16.5 in 1988 

(U.S. Public Health Service, 1994). Unprotected sexual intercourse, 

with resultant pregnancy, is just one of the adolescent female's risk

taking behaviors. Risky behaviors are more frequent and have 
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higher morbidity and mortality rates when initiated at younger ages 

(Klein, et al. 1993). The impact of more than a million teenagers 

becoming pregnant each year affects everyone, not just the 

adolescent female (U.S. Public Health Service, 1994). 

Contraceptive education and preventive services are not as 

readily available to the overall adolescent population as to the adult 

population. Information concerning contraception is best presented 

according to the adolescent female's stage of development. 

Development of age- appropriate interventions is possible if health 

care professionals and others, more fully understand the adolescent 

female's perception of ability to make decisions. 

Little is known about how these young women decide to 

engage in risky behaviors. If pregnancy prevention programs in 

Texas are to be effective, the adolescent female's perception of her 

own capabilities to put information into practice is essential. Nurses, 

as leaders in preventive care, are in an ideal situation to promote 

increased awareness of the needs of the adolescent female regarding 

sexual risk-taking behaviors. Nursing research can provide an 

understanding of the needs of the adolescent female and strategies 

for successful preventive interventions. 

Previous researchers have examined decision-making in the 

adolescent comparing multiple demographic influences and from an 

understanding of cognitive development (Green, Johnson & Kaplan, 

1992; Johnson & Green, 1993; Lock, 1990; Yoos, 1987). In order to 

gain a more in-depth understanding of cognitive influences on health 
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behaviors, Protection Motivation Theory, developed by Rogers 

(1983), was selected as theoretical support for this study. Protection 

Motivation Theory supports preventive health behaviors, with 

emphasis on health enhancement and how the individual cognitively 

analyzes benefits of certain behaviors (Prentice-Dunn & Rogers, 

1986). Self-efficacy, a component of Protection Motivation Theory is 

cognitively controlled and is a good predictor of behaviors (Maddux, 

1993; Weinstein, 1993). Preventive interventions that reduce 

adolescent pregnancy rates are more effective when the relationship 

of self-efficacy and decision-making are better understood. 

This researcher believes participation in the sexual decision

making process by the adolescent male is extremely important. 

However, this study focused only on the adolescent female's 

cognitive perception of initiating and maintaining protective health 

behaviors. 

Problem of the Study 

The focus of this study was to fill in the gaps in knowledge of 

how adolescent females perceive their ability to make decisions 

regarding sexual protective behaviors. Efforts of previous research 

projects have not provided a cohesive, logical theoretical model that 

explains adolescent sexual decision-making. Prevention of unwanted 

adolescent pregnancy requires a multifaceted approach in order to 

be effective. Development of a comprehensive model for 

understanding those factors most influential in adolescent decision-
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making regarding sexual activity is essential. "Scattered studies have 

investigated the relationship of demographic, personality, 

environmental, and learning factors to adolescents' use of birth 

control, leaving questions about the causal ordering of these factors 

and their interrelationships unasked" (Morrison, 1985, p. 538). A 

single simple solution must not be sought for the complex problem of 

adolescent pregnancy. 

Purpose of the Study 

The purpose of the study was to determine how well the 

derived model fit the data from the sample population. The 

proposed model was tested to determine the relationships of the 

latent variables, self-efficacy, decision-making, and protective 

behaviors. 

Rationale for the Study 

In the sexually active adolescent, misuse or non-use of 

contraception is a problem and challenge for the health care 

profession and society as a whole. Teenage pregnancy is a problem 

that knows no social or economic boundaries (Zabin & Hayward, 

1993). The age of physical maturity has decreased, compared to 

adolescents of fifty years ago, but psychologically the young 

adolescent is still immature (Zabin & Hayward, 1993). The rise in 

teen pregnancies in the younger adolescent, is due to initiating sexual 

activity at a younger age (Norr, 1991). There are more unintended 
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pregnancies in the younger age group, 16 and younger, because of 

the increase in the number of sexually active adolescent females 

(Zabin & Hayward, 1993). 

Premarital sex is more acceptable in today's society and 

earlier initiation of sexual activity is resulting in increased numbers 

of unplanned pregnancies (White, J., 1984). Today's adolescent 

female is exposed to pressures from all aspects of life. Peer pressure 

to "be a part of the group" is a strong motivational factor to become 

sexually active (Burke, 1987). Sexually explicit messages through 

the media (McAnarney & Hendee, 1989) do not provide accurate 

information concerning sexuality and appropriate decision-making 

strategies to prevent conception. Contraceptive use to prevent 

conception is dependent upon many factors, including whether or not 

peers use contraception, fear or desire for pregnancy, physiological 

age of the girl, and most important, the state of cognitive 

development (Chilman, 1983; Nathanson & Becker, 1986; Yoos, 1987). 

Anyone dealing with adolescents is familiar with the multiple 

antecedents influencing adolescent decision-making. Among the 

variables most frequently studied have been developmental stage, 

social environment, media, and family and peer influence (Curtis, 

1992; Davis, 1989; Klein et al., 1993; Nathanson & Becker, 1986). The 

importance of these variables should not be underestimated, but 

interventions based on knowledge of these variables has not had a 

significant impact on lowering adolescent sexual activity and 

resultant pregnancy. Even though trends over the past decade 
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indicate progress is being made to reduce teen pregnancies, the teen 

birth rate is increasing in younger age groups (U.S. Public Health 

Service, 1994). 

Gaining a better understanding of cognitive influences on 

decision-making has been the focus of several studies ( Cervera, 

1993; Gordon, 1990; Green, Johnson & Kaplan, 1992; Johnson & 

Green, 1993; Schinke, Lewayne & Small, 1979). These studies 

supported that decision-making regarding sexual activity is 

controlled through cognitive processes. 

Adolescent females require skills that enhance the concept of 

self-responsibility regarding decision-making related to sexual 

matters. Facts and strategies are needed to cope with the sexual 

feelings and urges experienced in adolescence (Davis, 1989). 

Protective decision-making can also change or prevent initiation of a 

harmful behavior and if positive reinforcement is received, there is a 

higher probability that protective behaviors will be strengthened 

(Schinke et al. 1979). Operationalizing these facts into real-life 

situations is a cognitive process that has not been researched in 

depth. 

In this study a model was proposed and tested to provide a 

better understanding of how adolescent females make decisions to 

initiate and/ or sustain protective behaviors to prevent conception. A 

model that promotes preventive behaviors will support education 

efforts to assist the adolescent female to become a critical decision-
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maker. The test of the model 'Will add research that has attempted to 

explain the cognitive process of adolescent sexual decision-making. 

Theoretical Framework 

Protection Motivation Theory (PMT) originally constructed by 

Ronald W. Rogers in 1975 forms the theoretical basis for this study. 

This theory falls into the general category of an expectancy-value 

theory. In this type of theory, behaviors are the product of value 

placed on performing a behavior and the expectation that behaviors 

'Will produce an outcome (Maddux, Norton & Stoltenberg,_1986; 

Prentice-Dunn & Rogers, 1986). The original impetus for the theory 

was to clarify the effect fear appeals have when there is perceived 

severe or life threatening situations that would cause the person to 

avoid behavior with perceived unfavorable consequences (Rogers, 

1975). Rogers (1975) originally supported the basic premise that 

fear-appeal does affect attitude change, producing the motivation to 

avoid noxious occurrences. Fear-appeals was originally described in 

the literature as being used to affect an attitude or behavior change 

due to the threat of danger (Rogers, 1975; Maddux & Rogers, 1983). 

Fear was also viewed as the emotional response to noxious stimuli 

and produced physiological responses to protect from danger, 

without any change in behavior or attitude (Rogers, 1975, 1983). 

Rogers' (1975) original model proposed three components of 

fear-appeals: noxiousness, probability, and response efficacy, that 



8 

combined to create a change in attitude and intent to change 

behavior (Figure 1). These three cognitive processes arouse what 

Rogers (1975) termed "protection motivation." In other words, if the 

event is perceived as noxious, the probability of occurrence is high, 

and there is a belief (response efficacy) that recommended responses 

will produce preventive behaviors, then protection motivation has 

influenced the person's intent to use preventive behaviors, and not 

the singular emotional state of fear (Maddux & Rogers, 1983). 

Application of the theory to subsequent research raised the 

question of whether fear arousal was the primary motivating factor 

influencing change in attitudes and behaviors. The physiological 

component of fear was studied and found to influence fear arousal, 

without effect on attitude change. In 1983 Rogers revised Protection 

Motivation Theory to include "(l) more sources of information 

initiating coping processes, (2) additional cognitive mediating 

processes, and (3) fuller exposition of the modes of coping" (Rogers, 

1983, p.167). The additional concepts emphasize more positive 

outcomes and provide a model for health decision-making (Maddux 

& Rogers, 1983 ). 

In the revised model, (Figure 2) environmental and 

intrapersonal variables provide sources of a health threat that then 

initiates the cognitive processes for either a maladaptive or adaptive 

response. In the threat-appraisal process, a maladaptive behavior 

such as early onset of sexual activity is increased through intrinsic 
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rewards ( e.g., bodily pleasure) and extrinsic rewards ( e.g., social 

approval from peers). 

Factors that reduce the possibility of a maladaptive response 

are the severity and perceived vulnerability to the threat (Prentice

Dunn & Rogers, 1986; Rogers, 1983). Severity of the threat can 

involve intrapersonal threats such as parents' knowledge of sexual 

activity. Fear arousal influences attitude and behavioral change, but 

only indirectly, through appraisal of the severity of the threat 

without any direct link to protection motivation (Rogers, 1983). 

Rogers, ( 1983) demonstrated that fear arousal did not affect 

change unless the individual's cognitive appraisal of the situation 

was a severe threat . Therefore, protection motivation theory 

assumes that "protection from danger frequently requires long

sustained processes, cognitive representations, rather than reflexive 

responsivity to physiological events" (Rogers, 1983, p. 166). Fear as 

a single component can also have a negative result, that persons do 

not change to protective behaviors, due to perceived threats with 

which they cannot cope. Protection Motivation Theory explains how 

individuals cope without arousing fear, yet engage in protective 

behaviors. The emphasis is placed on more positive aspects of 

protective activity and not always arousal of fear (Rogers, 1975). 

In conjunction with assessment of a threat, the coping appraisal 

process is also used to determine the ability to cope with and/or 

avoid threat. Response efficacy, the belief that recommended 
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behavior is effective, ( e.g., prevention of conception) and self-efficacy 

interact to determine if the probability of coping with the threat is 

increased. Self-efficacy, the ability to successfully initiate and 

complete the response, (e.g., abstinence or contraceptive use) was 

added as another component of the cognitive mediating process to 

further explain how one determines if coping behaviors will be 

initiated or if the person even _perceives the ability to initiate a 

coping response (Rogers, 1983). Factors decreasing the likelihood of 

adaptive responses are response costs: inconvenience, overcoming 

habit strength, expense, complexity, side effects, or disruption of 

daily life (Prentice-Dunn & Rogers, 1986; Rogers, 1983). The coping 

appraisal is the sum of efficacy minus response costs. 

Protection motivation as an intervening variable is a 

combination of threat appraisal and coping appraisal (Prentice-Dunn 

& Rogers, 1986). Protection motivation serves to initiate, sustain and 

direct behavior, and may be related to single or multiple acts. When 

the individual is persuaded to stop a particular behavior, the goals 

are aimed at secondary prevention. When the individual is 

persuaded to not initiate an activity then preventive measures are 

utilized. Since Protection Motivation Theory emphasizes health 

promotion and not disease prevention, application to this research 

was appropriate. The concepts found within the model support the 

premise that adolescent females require decision-making skills to 

enhance protective behaviors. 
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Derived Model 

Concepts derived from the literature supported development of 

the model in Figure 3. The model represents the relationship of the 

latent variables, protection motivation behaviors, self-efficacy, 

decision-making, and intent behaviors. The ( +) signs symbolize 

positive relationships of each path. 

Proposed theoretical relationships include: 

1. Path A(+)- High self-efficacy is related to greater 

decision- making skills. 

2. Path B ( + )- High decision-making skill is related to use of 

protective behaviors. 

3. Path C ( + )- High self-efficacy is related to use of 

protective behaviors. 
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Assumptions 

The following assumptions were assumed to be true for this 

study: 

1. "Protection Motivation Theory is most appropriately 

measured by behavioral intentions" (Rogers, 1983, p. 170). 

2. The decision maker in the protection motivation theory 

model is not rational (Rogers, 1983). 
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3. No relevant variables were left out of the derived model. 

Research Questions 

The following research questions were studied: 

1. What is the degree of fit between the measurements of 

protection motivation behaviors and the data from adolescent 

females? 

Given the invariance in the fit of the model between the stages of 

adolescence and the sexually active and sexually non-active 

adolescent females: 

2. Is there a difference in responses to the measured 

variables of the sexually non-active and sexually active 13-18 year 

old female? 

3. Is there a difference in responses to the measured 

variables across the age range of 13-18 years? 
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Definition of Terms 

For the purpose of this study the following terms were defined: 

1. Adolescence- "the period of life beginning at puberty, 

when secondary sex characteristics begin to develop and 

the capacity for reproduction is reached" (Reeder, Martin, 

& Koniak, 1992, p. 1314.) 

2. Early adolescence- Encompasses the time from initiation 

of pubertal changes, with rapid physical growth, concrete 

thinking and present orientation (Marcantel & Chauvin, 

1991; Reeder et al., 1992). 

3. Middle adolescence- Completion of physical maturation, 

beginning abstract thinking and future orientation 

(Reeder et al., 1992). -· · 

4. Late adolescence- Experience full sexual maturity, with 

gender identity and realistic problem-solving capabilities 

(Reeder et al., 1992). 

4. Sexually active adolescent female- Includes all 13-18 

year-old females agreeing to participate in the study that 

report previous and/or current sexual intercourse. 

S. Sexually non-active female- Includes all 13-18 year-old 

females agreeing to participate in the study that report 

never having had sexual intercourse. 

6. Self-Efficacy Expectancy: 

Theoretical- Belief that a person is or is not capable of 

performing a behavior (Bandura, 1977, 1982). 
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Operational- Responses to items on the Self-Efficacy Scale. 

7. Decision-Making: 

Theoretical- Systematic process of gathering and 

processing information to effect problem solving. 

Operational- Responses to items on The Problem-Solving 

Inventory, adolescent version. 

8. Intent Behaviors: 

Theoretical- Initiation of behaviors, such as sexual 

activity, and attitudes that interfere with normal 

progression through adolescence and a high probability 

of negative outcomes (Bell & Bell, 1993; Zabin & Hayward, 

1993), 

Operational- Combined responses to items on the Dating 

Patterns and Sexual Attitudes Inventory and items 

contained on the Adolescent Curriculum Evaluation. 



Limitations 

The limitations of this study, which may have an effect upon 

generalizability of the findings, include the following: 

1. In an effort to please the researcher there may have 

been a response bias. 
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2. Because non-probability, convenience sampling was used 

there may have been a selection bias reducing generalizability to 

other populations. -

3. Adolescent females may have refused to respond to items 

that increased anxiety levels. 

4. Adolescent females assisted each other when responding 

to items on the questionnaires. 

5. Specific questionnaire items related to sexual activity 

were not answered by those indicating no sexual experience. 

Delimitations 

Eligibility requirements for inclusion in the study included: 

1. female, between the ages of 13-18. 

2. ability to read the English language. 

3. parents/guardian did not refuse permission for 

participation in the study. 
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Summary 

Prevention of unwanted adolescent pregnancy has been the 

focus of numerous research studies. The diversity of models 

explaining adolescent sexual activity has not solved the problem of 

the best approach to adolescent pregnancy prevention. The impact 

of cognitive processes on decision-making has been recognized. Self

efficacy, a cognitive component influencing the perceived ability to 

perform certain behaviors, serves as the basis for decision-making. 

Protection Motivation Theory has been introduced as theoretical 

support for this study since it promotes preventive measures and 

emphasizes the cognitive aspects of decision-making. 

The purpose of this study was to determine the goodness-of-fit 

of the variables comprising the derived model for understanding the 

relationship of self-efficacy, decision-making, intent to prevent 

conception, and risk-taking behaviors to protection motivation 

behaviors. 



CHAPTER II 

REVIEW OF LITERATURE 

Numerous articles have been published that suggest significant 

relationships between adolescent sexuality and factors influencing 

adolescent risk-taking behaviors, potentially leading to unwanted 

and/or unintended pregnancy. Researchers have attempted to 

supply facts to those involved with adolescents as to why adolescents 

become "sexually active" and why there are so many adolescent 

pregnancies. Physiological and psychological factors have been 

compared to explain adolescent behaviors and guide development of 

sex education programs. 

For clarity, the literature review addresses specific areas 

related to adolescent development and behavior. Stages of 

physiological growth and development and psychosocial 

development will be presented according to stages of adolescence. 

Discussions will focus on adolescent sexuality, contraceptive use, and 

decision-making. Bandura's development of the concept of self

efficacy will be explored as well as the relationship of self-efficacy to 

the adolescent. Research supported by self-efficacy and Protection 

Motivation Theory will also be discussed. Previous research studies 

using the instruments that were used for this study will be 
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summarized. Finally, the literature will be summarized. 

Background and Significance 

Adolescent pregnancy is recognized as a critical health and 

socioeconomic problem. Politics, economics and the absence of 

availability of preventive health care for adolescents influences a 

geographic region's pregnancy rate (Norr, 1991). Every region, city 

and school have different concepts about how education and services 

should be managed. To reduce the numbers, preventive 

interventions, with a sound theoretical base to make them stronger 

and more effective, are necessary. There are no simple answers; the 

problem is complex and will not be solved with a single intervention. 

"American society is ambivalent about the expression of 

sexuality" (McAnarney & Hendee, 1989, p. 78). Many adults function 

under the premise that if sex education and contraception are not 

available, then adolescent females will not become sexually active 

and therefore not get pregnant. In Texas, adolescent sexuality and 

resultant pregnancy have been discussed without definitive answers 

as to how the problem/scan be solved. To the individual not having 

direct contact with health care professionals or adolescent groups, it 

may appear that nothing is being done or has been done to resolve 

the problem. 

Texas ranks second in the nation in the number of births to age 

19 and under teens (National Center for Health Statistics, 1990), and 

leads the nation in the number of births in the 15 and under age 
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adolescents (Texas Vital Statistics, 1989). According to Texas Vital 

Statistics, 1989, there were 1,340,815 pregnancies in the 15-19 year 

old age group with 47,178 actual births. By 1990, in Texas, there 

were 883,916 females age 13-19 who became pregnant, with 46,683 

resulting births. According to the National Center for Health 

Statistics for 1990, Texas had 49,459 births to mothers aged 20 and 

younger, comprising 9.27% of the total 533,483 births in the United 

States to mothers aged 20 and under. Of the 49,459 births, 1,157 

were to mothers aged 15 and under. 

The geographic region referred to as East Texas, Public Health 

Region 7 of the Texas Public Health Department is composed of 23, 

largely rural, counties. Data released in 1991 indicated there were 

1,300,159 females 10-19 years of age in Texas (Teen Birth Data and 

Statistics in 254 Texas Counties). In Public Health Region 7 there 

were 72,340, 10-19 year-olds. Gregg, Harrison, and Smith counties 

contribute the largest population of 10-19 year-olds for Public 

Health Region 7. The total number of births for the 10-19 year old 

group in Public Health Region 7 was 2,419. Overall the teen 

pregnancy rate has remained relatively stable, but the rate in the 14 

and younger age group is on the rise (Smith, 1992). Public Health 

Region 7 has received uninvited notoriety by leading the nation in 

births to girls' age 14 and under (Smith, 1992). Between 1987-1991 

the overall teen birth rate declined, but the number of 10-14 year 

olds giving birth increased (Smith, 1992; Teen Birth Data and 

Statistics in 254 Texas Counties, 1991). Texas' 1992 fertility rate for 
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the 10 to 14 age group fell slightly to 1.8 births per 1000 women, 

but increased in the 15-19 year-olds to 79.9 per 1000 women (Texas 

Vital Statistics, 1992). 

In addition to the concerns raised regarding health care of 

these very young females, the socioeconomic effect has an ,even more 

pronounced impact on the area. In Fiscal year 1990, the total 

Medicaid dollars paid in Gregg, Harrison, and Smith counties totaled 

$655,450. Poverty influences the outcome of pregnancy and future 

of the infants delivered by the adolescent female. The younger the 

age at delivery, the more pronounced the poverty and need for 

government assistance. 

The state of Texas has recognized the problem, and efforts are 

being made to develop comprehensive prevention programs, such as 

statewide and community coalitions composed of multidisciplinary 

groups. But, how these programs should be initiated is a concern for 

all participants. Nursing, psychological, sociological, family planning, 

and adolescent literature are saturated with research related to 

adolescent pregnancy. Nursing's focus is primary prevention, 

therefore, nursing research is essential to determine the most 

effective methods for averting risk-taking behaviors leading to 

conception. In literature addressing preventive programs, 

discussions of adolescent pregnancy prevention are piecemeal and 

deal with the needs of a specific group or community. 
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Adolescent Development 

Stages of Development 

Adolescence is differentiated into three developmental phases, 

early, middle, and late adolescence, that proceed in a distinctive 

sequence. Specific milestones and expectations assist the adolescent 

to experience a smooth progression through each phase. The focus of 

each phase is psychological adaptation to major biological changes 

experienced as a result of puberty (Newman & Newman, 1986). 

Awareness of differences in stages of developmental levels support 

why traditional approaches to conception prevention do not work for 

the adolescent (Proctor, 1986). 

Early Adolescence 

The early adolescent period, beginning at about age 10 or 11 

through 13, is probably the most discussed and researched time 

period. The early adolescent experiences marked physical, 

psychological, and biological changes that do not necessarily 

harmonize as to time of occurrence (Elkind & Weiner, 1978; Newman 

& Newman, 1986). Changes in physical appearance, characterized by 

the onset of puberty, do not correlate with cognitive development, 

creating a state of uncertainty and inconsistency in the once stable 

child. "Thus, there is a widening asynchrony between the 

development of reproductive and psychological maturity in 

adolescents" (McAmarney & Hendee, 1989, p. 74). 

A significant developmental task of early adolescence is 

acceptance of the changing body image (Bobak & Jensen, 1993). 
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Since puberty begins at an earlier age in the female, than in the 

male, physical changes toward a developing body initiate desires to 

be "attractive" and have the ''perfect body". The early adolescent 

female experiencing biological maturity prior to psychological 

awareness, is considered high risk for engaging in behaviors that 

could possibly lead to conception (Newman & Newman, 1986). 

The early, or young, adolescent is normally considered self 

oriented. Thinking is concrete, with the idea that everyone else is 

constantly looking at her. Same sex relationships provide an 

important basis for beginning opposite-sex relationships in later 

adolescence. Since the early adolescent is not enough of an abstract 

thinker to relate behaviors to consequences, sexual activity is not 

related to potential pregnancy (Bobak & Jensen, 1993; Proctor, 1986). 

Middle Adolescence 

Middle adolescence, or adolescence proper, is the time frame 

from approximately 14 through 16 years of age. Physical growth for 

the female has peaked and physical appearance becomes an 

important issue. Much time is spent on self-improvement and 

grooming to help establish a sense of self-identity. 

A component of developing self-identity is emancipation from 

the family. This movement away from the family is crucial for 

adolescent to learn who she is, and where she fits into the bigger 

picture. The struggle for independence leads to fantasizing and 

daydreaming about a life without parental control, and developing 

relationships with the opposite sex. Romanticism associated with 
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having a boyfriend and attempting to "act like an adult," causes the 

middle adolescent to engage in inappropriate adolescent behaviors 

associated with risk-taking. Invulnerability, or the perception that 

nothing can happen to me, enhances risk-taking behaviors, such as 

unprotected intercourse, in an attempt to attract the opposite sex 

(Bobak & Jensen, 1993). 

Late Adolescence 

The late adolescent, age 17 through early adulthood, is the time 

for consolidating conflicts dealt with in the previous phases of 

adolescence (Newman & Newman, 1986). The late adolescent has 

more of a sense of self and developing sense of purpose. Most late 

adolescents plan for the future and take on more adult behaviors, 

such as planning for college, career, marriage and family. 

Physically, the late adolescent has achieved maturity and a 

stable body image. Because of a strong sense of identity, 

relationships with the opposite sex become easier. Intimate and long 

term relationships are more characteristic of the late adolescent. 

Sexual behavior is associated with intimacy, and, due to the ability to 

relate outcomes with behaviors, there are concerns about unwanted 

pregnancy (Bobak & Jensen, 1993). Since the late adolescent has 

developed the ability for logical thought, decision-making is a 

process that is followed, rather than letting emotions guide 

behaviors. 



Physical Growth and Development 

The prepubescent period, a time of rapid physical growth, is 

rivaled only by the growth rate experienced during infancy 

(Marcantel & Chauvin, 1991). Adolescenc~, according to Pilliteri 
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( 1992), is the physiologic period beginning at puberty, when 

secondary sex characteristics appear, and the transition from 

childhood to adulthood is complete. It is during this time that 

secondary sex characteristics begin to appear in a sequential manner 

and the female experiences' menarche, marking the onset of puberty 

(Marcontel & Chauvin, 1991; Marlow & Redding, 1988). With the 

onset of puberty, the adolescent female becomes capable of sexual 

reproduction (Pilliteri, 1992). 

The time frame for physical maturation varies from individual 

to individual. On the average, females begin actual physical growth 

at the age of 10. By the time most females are 14, puberty has 

ended and adolescence continues to an approximate age of 18-20 

years. According to Zabin and Hayward (1993), psychosexual 

development is related to the age of puberty, or onset of menarche, 

and an increase in sex drive at a very young age. 

In Western industrialized countries, the age of menarche has 

declined over the past century to a mean age of 12.2 to 12.6 years 

(Zabin & Hayward, 1993). Menstrual cycles are irregular during the 

first one to two years after menarche and conception is unlikely 

(Marlow & Redding, 1988). But, with increasing hormone levels and 
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changing body features, sexual urges and an increased interest in the 

opposite sex can result in sexual behavior not appropriate for this 

age (Cohen, Kenner & Hollingsworth, 1991; Marlow & Redding, 1988). 

This decline in age of menarche and subsequent hormonal influence 

can be related to the very young adolescent female achieving 

fertility earlier and the potential for unwanted pregnancy (Zabin & 

Hayward, 1993). 

Psychosocial and Emotional Development 

Transition through adolescence does not occur without conflict 

and awareness of developmental levels is necessary if adolescent 

pregnancy is to be averted. Adler and Clark (1991) observed that 

"children on the cusp of adolescence face an arduous journey to 

adulthood" (p. 757). The transition from child to adult presents 

today's adolescent with pressures not faced by previous generations. 

The adolescents' perception of self and the way others perceive 

them, influences the ease or difficulty of these transitions. Within 

each phase of development there are expectations of social and 

emotional development that impact the ability to develop 

relationships and become a sexually mature individual. 

Erikson ( 1968) characterized the early and middle adolescent 

period as a time for establishing a sense of identity. The 

developmental task of identity versus diffusion provides adolescents 

a time frame for determining who they are and what kind of person 

they will be (Erikson, 1968; Marlow & Redding, 1988; Pilliteri, 1992). 
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Due to the rapid rate of social change, technology, and mixed 

moral/value messages adolescents receive, it is no wonder that 

premature sexual behavior is occurring at younger ages. 

In trying to develop a sense of identity, adolescents are 

influenced by peers and expectations of the social milieu of which 

they are a part. To achieve a sense of identity the adolescent female 

develops a sense of security that is supported by acceptance of 

behaviors and choices from the peer group. Family values are 

questioned as the early adolescent begins the process of 

emancipation from parental control, and can result in family conflicts 

during mid-adolescence. If adolescents do not have the support 

system of the family, then peer pressure to engage in socially 

unacceptable risk behaviors, (i.e. sexual activity), can result in 

identity diffusion; an inability to find a meaning to life and who they 

are to become (Adler & Clark, 1991; Marlow & Redding, 1988; 

Pilliteri, 1992). 

As the middle adolescent progresses into late adolescence the 

developed sense of identity makes the process of developing a sense 

of intimacy much easier. Intimacy, as pointed out by Marlow and 

Redding (1988), is the ability to commit to self and/or to others and 

continue that commitment. Adolescents with strong egos, and a 

sense of security about their place in the world, can develop 

friendships and love for others. Relationships are developed 

beginning in groups composed of male and female peers. These 

relationships are not intimate, but provide a setting for the 
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adolescents to express what they think and feel without fear of 

repercussion for what is expressed. As the adolescent progresses 

through the stages of development, the relationships do become 

intimate and pairing off begins. Sexual feelings are experienced and 

adolescents must work through feelings they do not understand 

(Adler & Clark, 1991; Marlow & Redding, 1988; Pilliteri, 1992). 

Intimacy at the adolescent level does not necessarily correlate with 

the sexual act. There are physical behaviors manifested and 

expressions of affection are common. The healthy, secure adolescent 

does not necessarily desire to become sexually active. 

Cognitive Development 

Understanding cognitive development in the adolescent is 

essential when developing programs to assist the adolescent in 

developing skills necessary to prevent conception. Adolescence is a 

special time of integrating sexuality and life experiences. As the 

middle and late adolescent develop cognitive skills, the ability to 

reason improves (Gruber & Chambers, 1987). 

According to Piaget's theory of intellectual development, at the 

age of 12 or 13 years the adolescent begins a transition into the final 

developmental stage known as formal operations. The formal 

operator can be presented with information and reason abstractly 

about possibilities and consequences (Inhelder & Piaget, 1958). 

Cognitive growth and abstract logical thought are processes that do 

not occur quickly or uniformly (Newman & Newman, 1986). This 
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process transpires throughout the adolescent years, but, many 

adolescents may never manifest complete operational thinking when 

confronted with situations (Piaget, 1972). This accounts for the 

increasing number of unplanned pregnancies in the early adolescent 

and "apparent irrationality of the teenager's contraceptive behavior 

in sexual decision-making" (Yoos, 1987, p. 249). Schinke et al. (1990) 

proposed that adolescent pregnancy is not necessarily the result of 

lack of information, but a lack of cognitive skills necessary for critical 

decision-making. 

As the adolescent matures, cognitive function develops, 

strengthening problem solving skills. The ability to hypothesize 

alternatives is a function of decision-making, and involves the ability 

to acknowledge there could be serious consequences to risk-taking 

behaviors (Gordon, 1990). This level of thinking allows adolescents 

to analyze events they have never perceived or experienced 

(Newman & Newman, 1986). But, as Gruber and Chambers, (1987), 

pointed out, formal operational thinking does not develop until age 

14 or 15, making the early adolescent particularly vulnerable to 

greater risk taking and subsequent consequences. Failure of the 

early adolescent to utilize contraception or comprehend 

consequences of sexual activity, are functions of poorly developed 

cognitive processes (Gordon, 1990; Gruber & Chambers, 1987). 

Piaget's theory of cognitive development is a resource for 

understanding why and how adolescents rationalize behavior. But, 

as stated earlier, not all adolescents achieve formal operational 
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thinking. One school of thought is that formal operational thinking 

can be achieved in one area after optimal education, but not across 

several domains (Newman & Newman, 1986). Therefore, pregnancy 

prevention programs must consider age related cognitive 

development for success. Expertise and confidence in decision

making about pregnancy prevention is enhanced when information is 

presented that encourages the adolescent to envision alternatives to 

risk-taking behaviors. As Gordon ( 1990), pointed out, "the ability to 

anticipate the future and deal with the contingencies of one's 

behavior is obviously of prime importance in sexual decision

making" (p. 348). 

Bobak and Jensen (1993), proposed that adolescence is 

completed when the individual is capable of being a productive 

member of society. Developmental stages of adolescence cannot be 

skipped in order for the young person to make a smooth transition 

into adult roles. Society cannot expect the adolescent to become an 

"adult" when behaviors result in unplanned parenthood. 

Adolescent Sexuality 

Biological Influence 

Sexual maturation is influenced by a multitude of factors. 

Biological maturity, influenced by increased hormone production, 

initiates new feelings and desires. Physical development causes the 

adolescent female to exhibit activities to prove to others that she is 

mature. Change in behavior to attract attention is a method of 
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seeking confirmation from peers that her new appearance is 

acceptable. The emotional component of sexuality is more 

pronounced in the female. In the adolescent male, sexuality is 

directed more toward physical expression of perceived maturity; 

ability to have an erection and immediate gratification of sexual 

desires (Stone & Church, 1973). The adolescent female, on the other 

hand, has a much wider range of individual maturity. The time 

period between the onset of puberty and sexual maturity is 

influenced by biological age, and is not equal in everyone (Zabin & 

Hayward, 1993). Expressions of physical sexuality are not as easy 

for the adolescent female, and the need for immediate gratification 

not as urgent (Stone & Church, 1973; Newman & Newman, 1986). 

Cultural Influence 

In addition to biological factors, adolescent sexuality is a 

product of cultural beliefs, media influence, and geographic region. 

Adolescent sexuality is affected by the total environment, and 

awareness and understanding of different cultures, norms, and 

beliefs are essential (Chilman, 1990). Within the family system, 

adolescent females are influenced by the beliefs and accepted 

behaviors of their culture. The many, mixed cultures of the United 

States have varied expectations for acceptable expressions of 

adolescent sexuality. The variance of values within the immediate 

culture and those of the larger world create conflicts for the 

adolescent female (Brown, Cromer & Fischer, 1992; Burke, 1987). 
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Therefore, the differences between sub-groups must be taken into 

account when behavioral changes are expected as a result of 

education (Zabin & Hayward, 1993). Smith-Battles (1995) utilized a 

phenomenological approach to understanding how teen pregnancy 

influenced future life expectations. In the study, culture and those in 

that culture, influenced what the teens imagined for themselves in 

the future. Parenthood in the teen years was not necessarily viewed 

as a problem, according to the values of that culture (Smith-Battles, 

1995). 

During the 1960s society viewed adolescent sexual activity as 

acceptable, along with resultant childbearing (Zabin, & Hayward, 

1993). This "sexually permissive" culture conveyed messages to the 

adolescent that sexual activity was acceptable, as long as it was not 

obvious. The results of this permissiveness was not an overall 

increase in teen pregnancies, but an increase in the very young 

adolescent becoming sexually active (Brown et al., 1992). Teen 

childbearing has always occurred, but it was not until the 1970s that 

public outcry focused attention on what was considered a social crisis 

(Furstenberg, 1991). Because of the increase in younger females 

becoming parents, our culture began a move back to the "sexually 

restrictive" society evidenced at the turn of the century. This 

attempt to "get a grip" on adolescent sexual behavior has been the 

stimulus for pregnancy prevention programs that emphasize 

limitations of sexual expression (Brown et al., 1992). For primary 

prevention to work society must first address the inequities placed 
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on the teen when pregnancy occurs. Preventive programs often do 

not address the socio-economic conditions in which the teen exists 

nor that the teen is an autonomous being. How the teen responds is 

dependent on family, ethnic group, social class and the community 

(Smith-Battles, 1995). But, even with an emphasis on prevention, 

compared to other industrialized countries, the American teenager 

maintains the lead with higher rates of conception and births. 

Media Influence · 

Media portrayal of sexuality influences why the United States 

leads industrialized nations in teen pregnancy rates and exposes the 

adolescents to an adult world they may not be familiar with (Brown 

et al., 199 2). Sex, in the media, is depicted as a gratifying experience 

that is glamorous and adventurous, but not realistic (Shaughnessy & 

Shakesby, 1992). The reality of potential detrimental outcomes is 

not presented. Sex sells everything on television, and only recently 

have advertisements appeared that address consequences such as 

AIDS and sexually transmitted diseases. The adolescent female is 

exposed to implicit and explicit messages of sexuality, and messages 

that sex is wrong and she should not engage in premarital 

intercourse. 

The inconsistency of what is observed on television and 

advertisements, and what they are being told by parents and 

educators, creates confusion as to the "right thing to do". Infatuation 

with role models in the media often influences how the adolescent 
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female responds to her own sexuality. When the 14-year-old on 

television is sexually active without experiencing any consequences, 

then accepting facts that unprotected intercourse will result in 

pregnancy is difficult (Strasburger, 1989). The adolescent does not 

watch as much television as the child, but the programs that are 

watched are "heavily laden with messages about sexual roles and 

sexual behaviors" (Brown et al., 1992, p. 180). 

Research conducted to determine which type of media 

influences the adolescent, supported speculation that music has a 

significant impact on behavior. The sample of adolescents engaging 

in risky behaviors listened to the radio and watched music videos 

more frequently that those not engaging in risky behaviors. The 

music was usually punk or heavy metal. Results of this research 

study have implications for health promotion in the adolescent. If 

radio and television were used as a source for sending messages of 

healthy behaviors, then the adolescents practicing risky behaviors 

will more likely get the message. Since the risky behavior group did 

not read a variety of magazines, advertisements in selected 

magazines were suggested as a potential source for health promotion 

efforts (Klein et al, 1993). 

Geographic location 

Geographic location and whether the adolescent lives in an urban or 

rural area do influence adolescent sexuality. Minority females 
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residing in large poverty stricken, urban areas have been the 

primary focus of research related to adolescent sexuality (Alexander, 

et al.,1989; Zabin & Hayward, 1993). The effects of poverty, poor 

schools, poor health care and weak family support are components 

that impact how effectively families can protect and provide role 

models for the children. Ghetto areas with non-intact families, 

adolescent females with siblings who were teen parents, and minimal 

chances for a better life, combine to make the urban adolescent 

female a high risk candidate for early sexual encounters (Zabin & 

Hayward, 1993). Research conducted in a large urban, school based 

clinic using low-income black adolescents as subjects, supported 

generally accepted assumptions that access and education to 

contraception do not necessarily impact the pregnancy rate. Even 

with free access to all the clinic facilities, the pregnancy rate remains 

very high (Keith, McCreary, Collins, Smith & Bernstein, 1991). Keith 

et al. (1991) surmised that family involvement, assessment of 

cognitive functioning, and self-esteem enrichment would have more 

influence on lowering the pregnancy rate. It was also pointed out 

that these findings could not be generalized due to homogeneity of 

the sample. 

The problems of adolescent sexual activity are widespread, not 

restricted to urban populations (Zabin & Hayward, 1993). The fact 

that adolescents are sexually active does not necessarily have a 

positive correlation with breakdown of the family structure or the 

geographic location. One of the problems lies in the fact that less is 
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known about the factors that influence early sexual activity in the 

adolescent female living in small, rural towns (Alexander et al., 1989; 

Zabin & Hayward, 1993). 

Geographic location and the proportion of urban to rural 

population influences adolescent birth rates. According to Henshaw 

& Van Vort ( 1989), the highest birth rates are in the southeastern 

and southwestern states, with Texas listed as the state with the 

highest adolescent pregnancy rate. Singh (1986) compared interstate 

differences in adolescent pregnancy rates. Abortion rates were 

higher in more urbanized states, resulting in lower adolescent 

pregnancy rates. But, the problem of adolescent sexuality and 

pregnancy in rural and small town areas has not been addressed 

with such great detail. Few research studies have been conducted to 

determine factors affecting rural adolescent behaviors related to 

sexuality and resultant pregnancy. 

In the study conducted by Alexander et al. (1989), adolescents 

residing in a rural area were found to have an earlier onset of sexual 

activity if they lived in town. It was believed this correlated with 

access to more partners and not having to access transportation to be 

with peers. Those residing outside the towns had to get 

transportation to be with friends, and for the younger adolescent this 

was often difficult, since driving age had not yet been reached. 

Differences in cultural norms of the small town and rural areas were 

also thought to influence the age of onset of sexual activity. The 

results of the study pointed out that in order to understand sexuality 
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and onset of sexual activity in the rural adolescent, more research is 

needed that looks at the differences, and similarities of race and 

gender (Alexander et al., 1989). 

Adolescent Contraception 

Contraception, the most debated topic related to adolescent sex 

education, stirs the ire of many parents, and, in some instances, 

prevents health education professionals from providing needed 

information. Research supports the fact that adolescents are 

becoming sexually active at earlier ages (Alexander et al., 1989; Bell 

& Bell, 1993; Brown et al., 1992; Hofferth et al., 1987). If the 

adolescent female chooses to be sexually active, then measures are 

needed to enhance the understanding that pregnancy prevention is 

necessary and stringent compliance is required (Jay, DuRant & Lltt, 

1989). A more vital concept for the adolescent female to understand 

is that abstinence is the only absolute method of contraception to 

avoid the negative consequences of this behavior (Brown et al., 

199 2). If protective behaviors are to be encouraged, then 

assessment of understanding and education at that level are 

essential. 

The heated debate over whether adolescents should be 

educated about sexuality, sexual activity and contraception has 

unfortunately issued confusing, mixed messages to the adolescent 

population (Furstenberg, 1991). Contraceptive issues for the 
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adolescent cannot be dealt with in the same manner as for the adult. 

Adolescents often are not consistent users of contraceptives due to 

failure in ability to plan sexual encounters. If the perception is "it 

won't happen to me", then use of contraceptives becomes a mute 

issue. 

Contraceptive Nonuse 

For many adolescent females, contraceptive use is admitting 

sexual activity. The results of this behavior are unprotected 

intercourse, numerous unplanned pregnancies and delay in seeking 

contraception. The average adolescent female will not seek 

contraceptive counseling for more than a year after initiation of 

sexual activity (Lommel & Taylor, 1992; White, J.,1984), and up to 

twenty percent become pregnant within the first six months after 

initial sexual activity (Zabin & Hayward, 1993). Delaying 

contraception labels the adolescent female as a pregnancy risk taker 

and increased frequency of unprotected sexual intercourse, results in 

a greater risk of pregnancy (Jorgensen & Sonstegard, 1984). 

The adolescent female has a much different perspective, from 

the adult, when it comes to recognizing and admitting that behaviors 

can result in untoward consequences (Urberg, 1982). For some 

adolescents, engaging in sexual activity is an acting out of behaviors 

to express or satisfy other more deep rooted emotional needs (White 

& DeBlassie, 1992). Desire for pregnancy, whether conscious or 

unconscious, is a factor in nonuse of contraception. Pregnancy can 



also serve as a means to prove sexual maturity, or to hold on to a 

boyfriend. But, becoming pregnant may not necessarily correlate 

with resulting birth and parenthood (Noonan, 1975). The non

contraceptive risk takers do not perceive any costs to potential 

pregnancy, since they do not foresee the future as holding any 

benefits without the child (White, 1984; Zabin & Hayward, 1993). 
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The younger the age at first sexual intercourse, the less likely 

the use of contraception (Brown et al., 1992; White, 1984; Zabin & 

Hayward, 1993). This concept is supported by knowledge that 

cognitive maturity influences the ability to foresee consequences and 

translate abstract knowledge into action (Brown et al., 1992). Lack of 

knowledge of basic reproduction and exaggerated fears about the 

side effects of contraception are among the leading reasons for 

nonuse of contraception (Zabin & Hayward, 1993). In addition, the 

younger the adolescent, the longer the periods of abstinence between 

sexual encounters. Because of infrequent sexual activity, there is 

denial of risk associated with intercourse (Burke, 1987; Zabin & 

Hayward, 1993). 

Utilizing contraception also means that sexual activity is 

planned. In the adolescent mind, romanticism involves spontaneity, 

If contraception is utilized, then planning was involved requiring 

action by one or both partners (Notman, 1975; Winter, 1988). The 

young adolescent experiences many short term "love relationships" 

as a means of developing a sense of identity. Being in "love" on a 



frequent basis involves several sexual encounters restricting 

protective behaviors (Winter, 1988; Zabin & Hayward, 1993). 

Contraception Use 
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Consistent, correct use of contraceptives improves with 

maturity and the ability to internalize abstract information with 

application to real life situations (Morrison, 1985; Winter, 1988 ). As 

the adolescent female matures, and develops a sense of identity, 

intimacy and relationships assume more adult-like roles. Protective 

behaviors dominate over risk-taking behaviors when formal 

operational thinking is used to assess the outcome of behaviors. 

Frequency of intercourse and cognitive maturity have been 

shown to correlate with increased awareness of the possibility of 

pregnancy (Morrison, 1985; Nickerson, 1990). But, if the perceived 

risk of pregnancy is low, even the older adolescent female may not 

be motivated to consistently use contraception. Only when the 

perceived risk of pregnancy is real, do adolescent females initiate 

early use of contraceptives (White, 1984 ). 

In previous research, the future-oriented, higher educated 

adolescent female was found to be more motivated to prevent 

unwanted pregnancy (Jay et al., 1989; Morrison, 1985; Nickerson, 

1990). Consistent, effective use of contraception has frequently 

correlated with future plans of college and a career. The majority of 

subjects initiated contraceptive use before the onset of sexual 

activity (Morrison, 1985). 
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Abstinence 

Prior to the 1990s research concerning adolescent sexuality 

and contraceptive use was directed at secondary prevention; 

contraception use, nonuse and misuse in the sexually active 

adolescent female. There was an obvious absence of research and 

information about the adolescent female that never initiated sexual 

activity. Educational programs were aimed at the older adolescent, 

and taught how to use contraceptives effectively to prevent 

unwanted pregnancy. 

Recent societal trends have stressed early intervention 

programs that encourage abstinence, not contraceptive use or 

becoming sexually active (Lommel & Taylor, 1992; White & 

DeBlassie, 1992). For an increasing number of adolescent females, 

the decision to abstain from sexual activity is as difficult as making a 

decision concerning contraceptive use. The concept of the 1990s is to 

provide prevention programs to the pre-adolescent in order to 

educate as to the risks associated with sexual activity. The focus of 

the preventive programs is to reinforce positive aspects of adolescent 

development and that abstinence until marriage is the only positive 

outcome (Lommel & Taylor, 1992; White & DeBlassie, 1992). 

But, despite the trend toward abstinence based programs, 

adolescent sexual behavior with associated poor contraceptive use 

continues to be a problem. It has been suggested that programs 



44 

continue to stress abstinence, and for those who make the decision to 

become sexually active, provide information concerning sexuality, 

outcomes of behaviors, and contraception (Lommel & Taylor, 1992; 

Newcomer & Baldwin, 1992; White & DeBlassie, 1992). 

The challenge of preventing risk-taking behaviors, such as 

unprotected sexual intercourse in the adolescent female, is a 

multifaceted problem. Approaches to problem solving must be based 

on an understanding of adolescent cognitive development and 

knowledge that decision-making concerning contraceptive use is not 

necessarily irrational, but based on developmental level and 

frequency of sexual intercourse (Nickerson, 1992; Urberg, 1982). 

The adolescent female cannot be a passive participant in the decision 

making process when contraceptive use is involved (Burke, 1987). 

Adolescent Decision-Making 

Tauer ( 1983) described decision-making as a logical process of 

developing a plan with a specific goal in mind. In order to 

effectively formulate hypotheses that lead to alternative behaviors, 

the level of formal operational thinking must be assessed. literature 

confirms that just providing relevant information concerning 

pregnancy prevention is not enough to prevent risk-taking 

behaviors, such as becoming sexually active and engaging in 

unprotected sexual intercourse (Burke, 1987; White & DeBlassie, 

1992). If pregnancy prevention programs are to be successful, the 
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adolescent female must be an active participant in the decision-

making process. 

Recent research points to areas of new understanding and 

prevention of unwanted pregnancies. Emphasis on understanding 

cognitive development, as identified by Piaget, and the impact on 

behavioral skills is of utmost importance, and offers a promising 

approach to primary prevention of unwanted adolescent pregnancy 

(Schinke et al, 1979). But, as Johnson and Green (1993) point out 

cognitive capacity does not necessarily increase with age, and health 

care providers cannot assume that the older adolescent will possess 

better decision-making skills than the early or middle adolescent. 

In recent years researchers such as Johnson and Green (1993), 

Brooks-Gunn and Furstenberg (1989), and Gordon (1990) have 

focused on adolescent pregnancy prevention related to cognitive 

development and decision-making. As Gordon (1990) identified, 

elements of formal operational thinking are vital to understanding 

adolescent decision-making and conception preventive behaviors. 

Primary prevention programs are more successful when the formal 

operational thinker can envision alternatives and plan for the future. 

But, as discussed earlier, not all adolescents fully develop 

formal operational thinking and when formal reasoning is utilized, it 

is usually in one domain and not across all levels of functioning 

(Green, Johnson & Kaplan, 1992). When confronted with several 

different concepts, such as peer pressure to be sexually active, 

options for contraception, and developing a sense of self, conflicts 



arise with coordination of effective judgment ( Gordon, 1990). The 

adolescent is normally a risk-taker, and when the stress associated 

with being an adolescent, combines with risk-taking behaviors, 

decisions do not necessarily lead to positive protective behaviors 

(Trad, 1993). 
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Adler, Kegeles, Irwin and Wibbelsman, ( 1990) postulated that 

when behaviors of adolescents are guided by anticipated outcomes, 

they will follow through with that behavior. Determining how the 

adolescent female feels about contraception and the impact on future 

behaviors, is of prime importance. Results of the research by Adler 

et al., (1990) supported the hypothesis that those adolescents 

seeking contraceptive care are probably rational decision-makers. 

Therefore, the adolescent female, in order to be an effective 

decision-maker, must be supplied with accurate information about 

sexuality, reproduction and contraception and then actively use the 

facts to problem-solve (Schinke et al, 1979). The adolescent with 

formal decision-making capabilities personalizes information, and 

interprets the consequences of behaviors to make crucial decisions. 

As early as 1983, Tauer pointed out that health care professionals 

involved with counseling adolescent females must take into account 

that, with cognitive growth, comes the ability to base decisions on 

personal beliefs and values. Sachs ( 1986) later supported the 

assumption that if adolescent decision-making were better 

understood, then assisting adolescent females to make better 

reproductive decisions would be easier. Cognitive development was 
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determined to be a better predictor for reproductive decisions than 

the previously believed variables of age, sexual history, and 

contraceptive history. Health care professionals can promote 

effective decision-making, first through analysis of cognitive 

development, and second through recognition that cognitive maturity 

will vary with familiarity with the experiences (Sachs, 1986; Tauer, 

1983; White, 1984). 

In 1992 Green, Johnson and Kaplan reported that the higher 

the level of cognitive functioning, the higher the level of decision

making. The results of this research supported assumptions that 

abstract reasoning is required for higher level decision-making. In 

subsequent research conducted by Johnson and Green (1993) the 

importance of cognitive capacity was again found to be a significant 

predictor of "contraceptive risk taking" (p. 94 ). But, as was pointed 

out, there have not been an adequate number of research studies 

conducted to validate the assumption that "higher cognitive 

functioning is related to better decision-making, which in turn is 

related to less risk taking" (Johnson & Green, 1993, p. 94). 

Primary prevention of unwanted adolescent pregnancy is 

dependent upon effective decision-making in the adolescent female. 

Emphasis from health care professionals on exposing the adolescent 

female to activities that advance decision-making skills will produce 

more acceptable outcomes. As the literature has suggested, 

increased emphasis on assessment of cognitive skills, to promote 

more effective decision-making, offers a more promising approach to 
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preventing unwanted adolescent pregnancy (Gordon, 1990; Schinke 

et al, 1990; Tauer, 1983). 

Self-Efficacy 

Perceived self-efficacy is one's belief in the ability to perform 

a behavior (Bandura, 1977). Bandura's self-efficacy theory has 

proven useful in explaining behavior changes that are prompted by 

self-regulating behavior and motivation (Bandura, 1982). Review of 

the literature provides evidence of the extensive use of self-efficacy 

as a measurement in health promotion, sports, the business world, 

adolescent behavior, and intervention programs (Eden & Kinnar, 

1991; Gordon, 1990; Lawrance et al., 1990; O'Leary, 1985; Stanback & 

Rogers, 1983; Wetzel, 1989). 

Bandura's ( 1977), self-efficacy theory is "an integrative 

theoretical framework to explain and predict psychological changes 

achieved by different modes of treatment" (p. 191). A central theme 

in social learning theory is that people control behaviors through 

self-regulatory processes. People do not simply react to stimuli; 

external stitnuli are selected, organized and transformed into actions 

that influence behaviors. The ability to selectively acquire and 

change behavior are affected by cognitive processes. 

Behavior is the product of learning through modeling. 

Observations of behaviors initiates cognitive processes that stores 

symbols of the behavior for use later. When required, the conception 

of appropriate behavior is pulled up for personal use, resulting in 
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beneficial outcomes. Once the appropriate behavior is rewarded by 

not experiencing punishing effects, the behavior is repeated again in 

future situations. Cognitive ability to conceptualize the future 

through abstract thought enhances motivation to continue 

appropriate behaviors. The concept that human learning and 

motivation are products of cognitive processes has implications for 

therapeutic interventions influencing behaviors (Bandura, 1977). 

Perceived self-efficacy influences outcomes based on personal 

judgment of the ability to perform a behavior in a certain situation 

(Bandura, 1984). The amount of effort expended to perform the 

behavior is dependent on the strength of perceived self-efficacy. 

Strong perceived self-efficacy produces continued efforts, even in the 

face of diversity, to regulate behaviors resulting in protective 

behaviors (Bandura, 1977, 1984). Research has provided evidence 

that self-efficacy has a powerful influence on behavior and that self

efficacy expectancies are good predictors of behaviors (Bandura, 

1977, 1984; Maddux 1991). 

Four sources of efficacy expectations provide a conceptual 

framework to study behavioral change as a guide for interventions. 

The sources of efficacy information that people use to judge their 

personal self-efficacy include: 

1. Performance accomplishment: As a primary source of 

information, personal mastery of experiences provides a strong 

support to continue positive behaviors. When confronted with 

occasional failures, personal motivation to use the experience as a 



learning tool strengthens personal self-efficacy. Modeling has 

provided appropriate skills to cope with stressful situations, and 

eventually personal self-efficacy is expanded to many areas of 

everyday life. 

2. Vicarious experience: Modeling behaviors through 
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observation of others experiences is a less dependable source of 

information of one's personal efficacy. When others are seen as not 

experiencing adverse outcomes from practicing harmful behaviors, 

individuals with high personal efficacy perceive the ability to 

improve their own performance through persistence. 

3. Verbal persuasion: As a means of providing information 

this is probably the most widely used and least effective in 

producing behavior change. The individual is convinced of the 

ability to cope with events that have previously been threatening, 

but because of the lack of positive life experiences with the event, 

there is not a sense of accomplishment. Efficacy expectations are 

more likely to change if the person perceives the persuader as 

credible, with expertise, and can be trusted with the information 

being relayed. Persuasion is more effective when the person already 

has confidence in abilities. 

4. Emotional arousal: When confronted with stressful, 

anxiety provoking situations, coping behaviors are not as effective. 

Increased anxiety threatens perceived self-efficacy because the state 

of physiological arousal creates a state of tension with uncomfortable 

physical responses. Situations that create fear can initiate avoidance 
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behaviors that are not protective. Social learning theory emphasizes 

that emotional arousal evokes cognitive appraisal of the situation and 

resultant analysis of the situation will reduce avoidance behaviors, 

since the situation is no longer viewed as threatening (Bandura, 

1977). 

Efficacy expectations provide a basis for predicting the 

occurrence, generality and persistence of coping behaviors. The 

actual performance of behaviors is not considered a component of 

measurement of perceived self-efficacy. When confronted with 

stressful situations, avoidance behaviors may be utilized if the event 

is perceived to exceed current ability. The level and strength of 

perceived self-efficacy vary according to the amount of skill required 

and the risk of negative outcome. Therefore, social learning theory is 

concerned with perceived abilities (efficacy) to perform rather than 

traits associated with motives to perform (Bandura, 1977). 

The ability to develop mastery in situations supports the 

premise that self-efficacy is stronger when the person is an active 

participant, rather than having vicarious experiences. Analysis of 

social learning theory further "showed that perceived self-efficacy 

proved to be a better predictor of behavior toward unfamiliar 

threats than did past performance" (Bandura, 1977, p. 211). Human 

ability to process sources of information about abilities to perform 

and regulate behavior choices influences energy expended to 

maintain protective behaviors (Bandura, 1977). 
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Behavior choices made during the formative years influences 

future life options. The more efficacious children/adolescents 

perceive themselves, the better the ability to make choices later in 

life. General appraisal of the self and situations are key elements in 

the perception of control. ·A sense of personal efficacy effects 

motivation, behavior, and emotional reactions to stressful situations 

(Bandura, 1984 ). Efforts are intensified to strengthen self-efficacy 

when faced with difficulty and not let adversity prevent 

accomplishment of behaviors (Bandura, 1984; Newman & Newman, 

1986). 

Adolescent Self-Efficacy 

Self-efficacy, as contained in Bandura's social learning theory, 

is closely related to adolescent behavior. Abilities to translate 

knowledge and skills into actions are influenced by the adolescent's 

environment and models. The adolescent female living in an 

environment that rewards protective behaviors has high self-efficacy 

and if the behaviors are not rewarded, endeavors are directed to 

change the environment or increase efforts. The adolescent female 

with low self-efficacy feels failure when she observes others 

succeeding in similar situations and may give up (Newman & 

Newman, 1986). Low perceived self-efficacy was found to correlate 

with depression in the adolescent. The pressure on adolescents to 

mature "faster" and make decisions for the future have implications 

on perceptions to succeed in school and socially. In the study 
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conducted by Ehrenberg, Cox and Koopman (1991) adolescent 

depression was determined to be more prevalent in the student with 

poor academic self-efficacy. Social self-efficacy status contributed to 

depression in the early female adolescent, whereas physical self

efficacy correlated to depression in the middle and older adolescent 

female. These facts supported the hypothesis that depression was 

dependent on age and perception of self-efficacy status in specific 

areas (Ehrenberg et al., 1991). 

Bandura's social learning theory has implications for 

understanding adolescent development and the influence of self

efficacy on adolescent behaviors. The tumultuous physiological 

demands of adolescence can influence perceived self-efficacy. When 

hormonal shifts create mood swings and increased anxiety levels, 

feeling depressed may be attributed to a lack of worth. Educating 

the adolescent female about the influence of physiological changes on 

the psychological processes could prevent low self-efficacy (Newman 

& Newman, 1986). 

The period of adolescence presents new life experiences that 

will determine the .success or failure of coping. The young adolescent 

is influenced by the introduction of new role models, including 

teachers, media idols, and most importantly peers. Resultant 

behaviors may not be appropriate because of the inability to 

discriminate which modeling will increase self-efficacy. In order for 

self-efficacy to be enhanced, a responsive environment is necessary. 

Since the adolescent if so greatly influenced by observing the 
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successes or failures of peers, personal self-efficacy judgments can 

be altered. The adolescent needs encouragement from adults and 

peers and the opportunity to observe the success of others in order 

to model appropriate behaviors (Newman & Newman, 1986). 

Bandura argued that adolescent sexual behavior is the result of 

social expectations and imitation of models, rather than biological 

changes. The basis of this belief was that adolescents do not all act 

in exactly the same way and have not had the same exposure to 

events. Adolescence is not turbulent for every individual due to 

earlier social influences of family, community, and school (Newman & 

Newman, 1986). 

The models that adolescents choose to imitate include those 

rewarded for behaviors, that have prestige or status, and ones who 

control the flow of resources. If the adolescent sees aggressive, 

antisocial behavior rewarded, then the inclination is to perform the 

same behaviors. Acceptance in peer groups is influenced by the 

behaviors and expectations of the leaders of the groups. The social 

climate of the school setting is set by peers groups, and which group 

the adolescent chooses will influence behaviors (Newman & Newman, 

1986). 

In summary, adolescence is a time when self-efficacy will 

influence new skills. Self-efficacy is based on prior mastery of 

experiences and behaviors are modeled by observing the 

consequences of behaviors exhibited by others. 
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Self-Efficacy and Health Education 

Bandura's self-efficacy theory has provided theoretical support 

for a variety of health education research and health behaviors (Kok, 

deVries, Mudde & Strecher, 1991; Lawrance & Mcleroy, 1986; 

O'Leary, 1985). Research has shown "self efficacy is an important 

determinant of health behavior, of future health behaviors and of 

health behavior change" (Kok et al., 1991, p. 231). 

Self-efficacy has multiple implications for influencing health 

behaviors. Perception of self-efficacy influences the motivation 

required to exercise and sustain healthy behaviors (O'Leary, 1985). 

The degree of self-efficacy is also determined by the skill level 

required to perform the behavior (O'Leary, 1985). Since self-efficacy 

is related to specific behaviors, the individual may have skills to 

perform certain health behaviors, and not others. One of the 

problems with self-efficacy isa lack of generalizability to all 

behaviors (Lawrance & Mcleroy, 1986). 

The predictive value of self-efficacy enhances health education, 

when self-efficacy is improved to motivate participants to behave in 

a healthier manner (Kok et al, 1991). Skills are required when 

behavior change and continuation of behaviors are expected. Only 

through improving self-efficacy can compliance to maintain healthy 

behaviors be expected. 

Self-efficacy theory has been applied to many specific health 

education programs including, smoking cessation, pain control, and 

preventive programs, to name a few. Numerous studies of smoking 
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cessation have consistently shown self-efficacy to be the strongest 

predictor of those participants that will remain successful and those 

that will relapse. The predictive ability of self-efficacy was stronger 

than any treatment modes or the physiological dependence of 

smoking (Kok et al., 1991; Lawrance & Mcleroy, 1986). 

Manning and Wright (1983) suggested that self-efficacy 

mastery through prenatal education could reduce the amount of 

medication required in primiparous patients during labor and 

delivery. Data from the study revealed that self-efficacy expectancy 

for control over pain was increased through education about labor 

and birth. The patients with high self-efficacy exhibited more 

persistence to control the pain of labor. 

With the advent of preventive programs and the drive to make 

individuals more accountable for their behaviors, enhanced self

efficacy appears to be the focus for producing effective preventive 

behaviors. Risk-taking behaviors of the adolescent, such as 

unprotected sexual intercourse and possible exposure to AIDS, 

prompted research to determine perceived self-efficacy to engage in 

preventive behaviors. Pregnant adolescents responded to an AIDS 

self-efficacy scale that determined if preventive behaviors could be 

utilized to prevent exposure to AIDS. Results of the study indicated a 

perceived inability to perform preventive behaviors, mainly due to 

the inability to communicate with the sexual partner. The research 

also supported existing knowledge that education alone does not 

produce behavior change, nor is it predictive of future behaviors. 
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The researchers suggested that anticipated behavior change is more 

positively influenced through active participation and positive role 

models. Individual efforts to change risk behaviors produce more 

positive outcomes when the participant exhibited high perceived 

self-efficacy (Lawrance, Levy & Rubinson, 1990). 

The use of self-efficacy theory to support health education 

programs has proved invaluable in predicting behaviors and 

identification of adolescents at risk. Since self-efficacy is specific to 

behaviors, evaluation can be made for specific groups with risk of 

certain behaviors. Successful health education programs for the 

adolescent promote self-efficacy and the belief that preventive 

behaviors can be used (Curtis, 1992). 

Protection Motivation 

Individuals adopt protective (preventive) health behaviors 

when they either engage in or stop behaviors perceived to prevent 

or reduce risk for future health problems (Maddux, 1993). Health 

protective behaviors are created as a result of standards that 

individuals set to control their environment. The desire to avoid 

negative health outcomes to protect from harmful or stressful life 

events creates the motivation for self-protection (Maddux, 1993; 

Rippetoe & Rogers, 1987; Weinstein, 1993). "The motivation to act 

arises from the expectations that action can reduce the likelihood or 

severity of harm" (Weinstein, 1993, p. 325). 
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When Rogers (1975) originally developed protection motivation 

theory (PMT), he was attempting to explain that fear of a health 

threat, which aroused an emotional response, was not as influential 

on behavior change as cognitive assessment of the threat (Beck & 

Frankel, 1981). Further study of the model provided support that 

intentions to change or utilize protection behaviors were not 

influenced by the level of fear. With revision of PMT in 1983, Rogers 

focused more on the importance of cognitive processes influencing 

health decision-making to either engage or not engage in health 

related behaviors. The cognitive processes of threat appraisal and 

coping appraisal determine the potential to engage in unhealthy 

behaviors and the likelihood of using preventive measures to lessen 

the severity of the threat (Maddux, 1993). 

Inherent in PMT is the concept of self-efficacy as described by 

Bandura ( 1977). Since self-efficacy is cognitively controlled, and not 

an emotional or affective feeling, the concept offers the basis for PMT 

in that, belief in the ability to carry out certain behaviors has proven 

to be a good predictor of behaviors (Maddux, 1993; Weinstein, 1993). 

The belief that one can carry out preventive behaviors supports 

development of personal mastery to initiate and sustain preventive 

behaviors. The individual with strong self-efficacy perceives 

mastery over health threats, and ability to overcome barriers such as 

expense and disruption of pleasures with ease. Even when the threat 

is perceived as severe and vulnerability high, the high self-efficacy 

individual increases intentions to perform health protective 
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behaviors. The person with low self-efficacy would perceive the 

same barriers as overwhelming obstacles. The perceived severity 

and vulnerability to the threat can actually reduce attempts to use 

preventive behaviors (Prentice-Dunn & Rogers, 1986). 

Research has provided support for the variables that comprise 

PMT. The unique component of self-efficacy has added impetus to 

use of PMT to support health-related intentions. Increasing the 

perception of ability to carry out recommended behaviors 

strengthens intentions and rational decision-making skills (Maddux, 

1993; Prentice-Dunn & Rogers, 1986; Stanley & Maddux, 1986). 

Protection motivation theory supports preventive health 

behaviors with emphasis on health enhancement, rather than disease 

prevention. The result is adoption of a healthy lifestyle. The 

motivation to protect the self from harm can be related not only to 

physical, but psychological components of health enhancement. A 

healthy lifestyle is easier when factors such as self-esteem and self

efficacy are high (Prentice-Dunn & Rogers, 1986). Protection 

motivation theory offers a way to determine how a variety of 

individuals change behaviors and perform self-protective behaviors 

(Beck & Frankel, 1981; Prentice-Dunn & Rogers, 1986). 

Protection motivation and the adolescent 

Protection motivation theory was used as the theoretical 

framework for investigating adolescent strategies for coping with 

potential health threats and the need for exercise. Results of the 
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study indicated that interventions which maintain high self-efficacy 

influenced intent to perform exercise to prevent future 

cardiovascular problems. The study also supported assessment of 

ability to carry out behaviors before initiating interventions ( Fruin, 

Pratt & Owen, 1991). 

Adolescence is the time in life when developing behaviors set a 

precedence for adult behaviors. Since most adolescents perceive 

themselves as healthy and not vulnerable to threats, measuring 

intent to perform protective health behaviors assist in identifying 

the most effective method for education in primary prevention. 

Radius, Dillman, Becker, Rosenstock and Horvath (1980), believed 

that by age 12, health beliefs are established and continue through 

age 18. This would support the premise that in order to have any 

influence on the adolescent's intent to perform health protective 

behaviors, initial preventive education should be aimed at the 

younger population. Identifying potentially unhealthy behaviors 

before they become a habit, provides strategies for preventive 

education that will encourage a more healthful lifestyle in the 

adolescent, and ultimately a healthy adult (Radius, et al., 1980). 

Protection motivation theory offers a beginning for understanding 

adolescent health intent. 
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Instruments and Related Research 

The instruments that will be used to collect data for this study 

have been used by various researchers. Research projects utilizing 

the instruments are discussed. 

Self-Efficacy Scale 

The Self-Efficacy Scale (SFS) developed by Mark Sherer and 

associates (Sherer, Maddux, Mercandante, Prentice-Dunn, Jacobs & 

Rogers, 1982), and utilized in this research, has been used in a 

variety of research projects to determine general and social self

efficacy. Hays and Buckle ( 1992) used the SES to compare general 

and social self-efficacy in hospitalized psychiatric patients and 

college psychology students. Results indicated that psychiatric 

patients generally have lower self-efficacy than college students, but 

was not clinically significant. The normal distribution of the scores 

among the psychiatric patients indicated that the SFS is an accurate 

predictor of self-efficacy for individuals from varying backgrounds 

(Hays & Buckle, 1992). 

The Self-Efficacy Scale also has been used in work settings to 

explain expectancy for success and motivation to perform tasks 

(Eden, 1988; Eden & Kinnar, 1991). The effects of trait expectancy, 

cognition about self-competence of managers on workers is 

influenced by the manager's level of self-efficacy to motivate 

workers to maintain higher productivity (Eden, 1988). Self-efficacy, 

as measured by a general self-efficacy instrument such as Sherer's 

Self-Efficacy Scale also supported the premise that raising self-
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efficacy motivated productive behavior in the worker, and the 

motivator did not matter (Eden & Kinnar, 1991). In both of these 

studies the underlying principle was that self-efficacy was a 

mediating role in increasing work productivity. The expectancy of 

ability to remain motivated to increase production was influenced by 

the degree of self-efficacy of the manager and worker. Raising self

efficacy expectancy produces the effect that even difficult work can 

be accomplished when individuals perceive the ability to be 

successful (Eden, 1988; Eden & Kinnar, 1991). 

A study of blue-collar workers based on Fender's Health 

Promotion Model used the general self-efficacy subscale of the Self

Efficacy Scale to determine if self-efficacy was a predictor for health 

promoting behaviors. The other variables studied included, 

importance of health, perceived health control and health status. The 

sample consisted of 278 blue-collar workers, 70% male and 300/4 

female. Self-efficacy and health status were determined to be the 

most powerful psychological predictors of health promoting 

behaviors in Fender's model. Self-efficacy, the most powerful 

predictor in this study, indicated that, the more a person believes in 

the ability to maintain health the higher the motivation to perform 

healthy behaviors. 

The Problem Solving Inventory 

The Problem Solving Inventory (PSI) (Heppner & Peterson, 

1982) has been utilized with a variety of populations to determine 
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differences between self-perceived effective and ineffective problem 

solvers. The ability to problem solve is said to be directly related to 

how an individual approaches decision-making when faced with 

problems. Decision-making and problem-solving are complex 

processes and can be measured through use of instruments such as 

the PSI (Phillips, Pazienza & Ferrin, 1984). 

The PSI was determined to be a reliable measure for assessing 

problem-solving capabilities encountered with social problems of 

daily life, college students perceptions of ability to function on 

campus, and suicidal patients undergoing intensive therapy to raise 

problem-solving ability (Dixon, Heppner & Rudd, 1994; Neal & 

Heppner, 1986; Nezu, 1985). Another study using college students 

supported previous research about decision-making styles. In the 

study, college students who perceived themselves as effective 

problem-solvers were found to be systematic in decision-making and 

rated themselves as less impulsive, with control over their lives 

(Heppner, Hibel, Neal, Weinstein & Rabinowitz, 1982). 

In a study conducted by Holden, Nelson, Velasquez and Ritchie 

( 1993), decision-making abilities were compared between pregnant 

and nonpregnant adolescents. The PSI was used to determine how 

problems and decision-making were approached in 128 adolescent 

females. The premise of the study was that adolescent pregnancy 

resulted from deficits in problem solving skills and inability to plan 

for the future, and that effective contraceptors had higher self

efficacy than poor contraceptors. The remaining cognitive variables, 
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locus of control, expectations about the ease of parenting, and 

scholastic performance, were tested to determine significance of 

effect on the occurrence of adolescent pregnancy. Results of the 

study indicated significant group effects on two of the variables. 

Pregnant teenagers expected parenting to be easier and scholastically 

had lower GPAs in math and English, than the nonpregnant group. 

The pregnant group also scored lower in self-esteem than the 

nonpregnant group (Holden et al, 1993). 

The overall results of the study revealed no significant group 

differences on any of the variables of locus of control, problem

solving, social support, or future orientation. This is a marked 

difference of other studies that have implicated the above named 

variables as antecedents of teenage pregnancy (Holden et al, 1993). 

Problem Solving Inventory: Adolescent Version 

Despite the fact the PSI has been utilized in over 100 studies, it 

was not found to be an adequate clinical instrument for use with the 

adolescent population (Heppner, Manley, Perez & Dixon, 1994). Since 

the ability to learn to problem-solve is such an important component 

of adolescent development, Heppner developed an adolescent version 

of the PSI with a reduced reading level from grade 9 to grade 4. The 

adolescent version was used to collect data for the current study and 

development of the instrument is discussed in chapter 3. 
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Dating Patterns and Sexual Attitudes 

The Dating Patterns and Sexual Attitudes Questionnaire has 

been used in research to explore personality traits and dating 

practices in the adolescent female. The tool was used in conjunction 

with the Eysenick Personality Questionnaire to compare sexual 

activity and permissiveness with dating patterns, sexual emotions, 

and experiences. The three studies presented began with 

comparison of black and white female attitudes and personality, then 

comparison of self-reported pregnant and self-reported never 

pregnant adolescent females, and in the most recent study known 

pregnant teen mothers. 

In order to set the groundwork for studying adolescents' erotic 

attitudes and sexual practices, Muram, Rosenthal, Tolley, Peeler and 

Dorko (1991), compared high school senior females. The purpose 

was to determine if there were differences between white and black 

female's sexual attitudes, dating practices, and if there were traits 

indicative of permissiveness toward sex. 

The Dating Patterns and Sexual Attitudes questionnaire, with 

61 items, was developed to determine sexual emotions, experiences 

and attitudes, dating patterns and sex education knowledge. The 

sample consisted of 153 senior girls, age 16-18. Eighty-three were 

black and seventy white. 

Results of the study revealed consistent ethnic differences on 

the attitude items and sexual permissiveness and activity. Black 

females indicated a need for more sex education and were influenced 



66 

by romantic media. The black females also reported more sexual 

activity and tolerance toward sexual permissiveness. The white 

females indicated more of a desire to delay sexual gratification, had a 

greater fear of sex and its consequences, and were less aroused by 

erotic cues. Overall results indicated that girls scoring high in the 

areas of impulsivity or being anxiety prone were more prone to 

overt sexual behavior. There were subjects from each group that fell 

into this category, but the black females scored highest in both 

groups as being more impulsive (Muram et al., 1991). 

As a follow-up to the original study in 1991, the Dating 

Patterns and Sexual Attitudes inventory was used to determine 

dating practices, sexual beliefs, emotions, and experiences of 295 

black high school senior girls. The girls ranged in age from 15-18 

and were divided into two groups, those admitting to having been 

pregnant and never pregnant. The purpose of this study was much 

the same as the original. The concern that traditional sex education 

courses do not impact adolescent sexual activity and resultant 

pregnancy, influenced the need to identify characteristics of those 

getting pregnant is of utmost importance (Muram, Rosenthal, Tolley, 

Peeler & Pitts, 199 2). The desire of the researchers was to 

demonstrate differences between those considered sexually 

permissive and those considered conservative across all high school 

grades. 

Results of the study revealed 9th-graders to be more sexually 

permissive than the older 10th, 11th, and 12th-grade subjects, and 
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more optimistic that current sexual activity would not affect future 

relationships or future husbands. The younger 9th-graders more 

often admitted pregnancy, a lack of plans for college, or any plans for 

a career. The researchers related this information to poor restraint. 

Comparison of the pregnant and non-pregnant groups indicated less 

restraint in the pregnant group, and a lack of concern about impact 

on future relationships. The pregnant group viewed soap operas as 

depicting real life romance and similar to their lifestyle. The never 

pregnant group read romance novels but did not view the situations 

as real. The never pregnant group also stated that moral values had 

more impact on sexual conduct during a date, whereas the pregnant 

group were more concerned about sexually transmitted diseases. 

This lack of caution, or critical decision-making capabilities in 

the younger age and those admitting pregnancy, strongly correlated 

to acceptance of romance novels and soap operas as depicting real 

life. These ideals were shown to influence a less conservative life

style (Muram et al., 1992). 

Since pregnancy status was a self-report from adolescents in 

the two previous studies, this was felt to limit whether or not the 

results were valid. A small sample of 18 black, 13-17 year old 

pregnant females, was selected to further validate previous findings. 

Results from the study compared the self-reported pregnant and 

never pregnant groups with the known pregnant group. Findings 

supported results from the previous studies, with significant 

correlations between self-report pregnant and known pregnant 
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females. Commonalties of romantic ideals and arousal by erotic 

information were found in the self-reported and known pregnant 

girls. This correlation was thought to be more than coincidence. The 

researchers were aware that such a small sample cannot be totally 

accurate and plans are for further study with a large sample of 

previously and current pregnant girls and never pregnant 

(Rosenthal, Muram, Tolley & McAlpine, 1993). 

Adolescent Curriculum Evaluation 

The Adolescent Curriculum Evaluation (ACE) (Vincent, 1983) 

was used to evaluate factors most influential in adolescent decision

making regarding sexual activity and contraceptive use. A 

prevention program was started in response to a need to reduce the 

adolescent pregnancy rate in a rural South Carolina county. The 

program emphasized decision-making skills, enhanced self-esteem 

and communication skills. Physiological aspects of sexuality and 

reproduction were also taught. An interdisciplinary approach was 

used in order to address the social and educational needs of the 

community (Lock, 1990; Vincent, Clearie & Schluchter, 1987). 

Five years after implementing the program, teen pregnancy 

rates showed a dramatic drop from 54.1 per 1000 females age 14-17 

to 25.1 per 1000 females age 14-17. But, there was a problem in 

determining which interventions had the most influence on reducing 

the rate of teen pregnancy. The ACE was used to collect data across a 
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wide range of variables, but the data were not analyzed for several 

years ( Lock, 1990). 

Lock's, ( 1990), secondary analysis of the data determined 

which selected demographic and psychosocial variables had the most 

influence on adolescent decision-making regarding use or nonuse of 

contraception and whether or not to become sexually active. The 

results of the analysis supported findings from other adolescent 

research, that "adolescent sexual decision-making is a complex, 

multifactorial problem" (Lock, 1990, p. 221). As expected the direct 

effects of age, family structure, peer influence and commitment to 

sexual partner had positive influences on decision-making. A 

surprising finding was that nonsexual females indicated positive 

sexual attitudes. This finding was thought to relate to the fact that 

sexual decision-making is multifactorial and that adolescent females 

can have positive sexual attitudes and remain virgins (Lock, 1990). 

Summary 

The review of literature presented a brief review of the stages 

of physical, emotional, and psychosocial development of the 

adolescent female. The influence of physical development at 

younger ages was shown to influence the rising pregnancy rate in the 

younger adolescent. Early physical development does not correlate 

with cognitive maturity, complicating the ability to foresee outcomes 

of current behaviors. 
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Adolescent sexuality was found to be not only a biological 

phenomenon but, influenced by culture, the media and where and in 

what environment the adolescent lived. The use, misuse and non

use of contraception was found to correlate with these factors. The 

literature supported the premise that if primary prevention 

programs are to be successful in preventing adolescent pregnancy, 

emphasis must be placed on understanding adolescent decision

making. Several research studies were discussed that supported the 

concept of health care professionals gaining more of an 

understanding of how adolescents make decisions related to sexual 

activity. 

Bandura's concept of self-efficacy explained how individuals 

perceive the ability to perform behaviors. The strength of perceived 

self-efficacy was shown to influence the ability and effort expended 

to carry out certain behaviors. Self-efficacy influences adolescent 

behaviors. Research supported that adolescent depression was 

related to poor self-efficacy. 

The use of protection motivation theory in preventive health 

education was presented. Several authors supported Rogers 

intended use of the model for understanding why individuals will 

adopt or change behaviors that protect from harm. Protection 

motivation theory has been used in varied research such as smoking 

cessation, weight control, and compliance to exercise programs. The 

importance of teaching the young adolescent protective behaviors 

supports early preventive programs. 
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The four research instruments being used in the study were 

discussed. The Self-Efficacy Scale developed by Mark Sherer and 

associates determines general and social self-efficacy. The 

instrument has proven useful with a variety of populations in health 

care and the business world. The Problem Solving Inventory: 

Adolescent Version developed by Paul Heppner measures the ability 

to make decisions when confronted with problems of daily life. The 

original tool has been used with college students and adolescent 

females. Rosenthal and Muram's Sexual Attitudes and Practices 

Questionnaire was developed for use with adolescent females in an 

attempt to determine attitudes and practices that differentiate the 

never pregnant and pregnant adolescent. The Adolescent Curriculum 

Evaluation was a tool developed by Vincent utilizing a variety of 

reliable, valid instruments. The purpose of the tool was to determine 

which concepts taught in an adolescent pregnancy prevention 

program in South Carolina had the most impact on reducing the 

pregnancy rate. The program emphasized decision-making skills, 

self-esteem and communication skills. The data had not been 

analyzed until a secondary analysis was performed with results 

indicating that decision-making is not a singular concept. Only 

specific items, developed by Vincent, related to intent to utilize 

contraception were used in this research. 

Adolescent decision-making and protective behaviors are not 

new concepts. The literature emphasizes the need to understand 

how and why the adolescent makes decisions to protect from 
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harmful behaviors, or to never engage in certain behaviors. The lack 

of studies in the nursing literature, related to adolescent pregnancy 

prevention, indicates the need for nursing to generate more studies. 

This study will add another dimension for understanding the 

influence of self-efficacy on sexual decision-making. 



CHAPTER III 

PROCEDURE FOR COLLECTION AND TREATN.lENT OF DATA 

This study used a descriptive correlational design to determine 

the relationships among self-efficacy, decision-making, and intent 

behaviors to protection motivation behaviors. Confirmatory factor 

analysis using the analysis of linear structure relationships (LISREL) 

7 program (Jorkeskog & Sorbom, 1989), was used to determine how 

well the derived model fit the sample data. After examination of the 

fit of the model, structured means were used to test group 

differences in the reported sexually active and sexually non-active 

adolescent females across the stages of adolescence. 

Setting 

Data were collected from the adolescent female populations of 

three schools in rural East Texas. The school districts were similar in 

size and demographics. School A served an area of approximately 79 

square miles, School B covered 118 square miles, and School C, the 

largest, covered 181 square miles. In Schools A and C the 

auditoriums were used for data collection sites, due to the large 

number of respondents. In School B the gym was used because the 

auditorium was in use. 

73 
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Population and Sample 

The accessible population consisted of 13 to18 females, 

currently enrolled in the 8th thru 12th grades in Schools A, B, and C. 

School A had 435, School B 535, and School C 564 potential subjects, 

for a total population of 1,534. 

The sample for the study was acquired through nonprobability 

convenience sampling, using available persons as subjects for the 

study (Polit & Hungler, 1991). Convenience sampling was an easier 

method for obtaining subjects than purposive sampling, especially 

since a large number of subjects were required; however there was a 

risk for bias because data were obtained only from those 

volunteering to participate. The findings cannot be generalized 

beyond the populations of schools A, B, and C. Therefore, the 

findings can only be used for description and understanding 

(LoBiondo-Wood & Haber, 1990; Polit & Hungler, 1991). 

When using factor analysis the sample size is important if the 

results are to be generalized to a wider population. A ratio of 10 

subjects per item was suggested and the number of subjects should 

exceed the number of variables (Munro & Page, 1993). Since factor 

analysis is based on correlations, a sample size of 100-200 subjects is 

recommended (Munro & Page, 1993). A minimum sample size of 

200 was necessary for analysis using LISREL (Joreskog & Sorbom, 

1989). It was anticipated that difficulty would arise when 

attempting to obtain an adequate number of subjects to respond to 
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the questionnaires. Part of the anticipated difficulty was due to the 

restricted age range and getting enough volunteers to participate. A 

smaller, than recommended, sample would have restricted 

generalizability. 

Three schools, that were initially approached about being data 

collection sites, were reticent about parental reactions to the 

questionnaires. One school had just experienced a discussion that 

showed a strong difference of opinion between the school board and 

parents concerning sex education and the other two, in addition to 

parental concerns, did not feel as though time could be allocated to 

take students away from classes. The administration of the three 

schools that did agree to be data collection sites were more than 

enthusiastic and realistic about the problem of teen sexual activity in 

their respective schools. 

The response from the available population was higher than 

expected. Restrictions of a small sample size did not become reality. 

At School A, the study was presented to 345 girls and 17 3 returned 

to complete the questionnaires. At School B, 381 heard the 

presentation with 308 returning and at School C, 377 returned out of 

485. The resulting sample of 858 adolescent females, age 13 to 18, 

constituted a 71 % rate of return. 

Protection of Human Subjects 

The study was conducted according to the rules and regulations 

regarding the use of human subjects as specified by the Texas 
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Woman's University Human Subjects Review Committee. Since the 

subjects were 1ninors, less than 18 years of age, and students that 

could possibly suffer psychological anxiety, due to participation in 

the study, a full review was conducted by the Human Rights Subjects 

Review Committee. 

The following measures were utilized to protect the rights of all 

subjects. After approval from the TWU Human Subjects Review 

Committee (Appendix A), was received, permission was granted to 

conduct the study from the Graduate School of Texas Woman's 

University (Appendix B). Permission was obtained from the 

superintendent of each school district to arrange a meeting with the 

female population in the high school (Appendix C). A meeting with 

the school principals and counselors was held to explain the purpose 

of the research, and arrange times and classroom space to meet with 

potential subjects. 

The risks to potential adolescent subjects participating in 

research has been related to cognitive development and raises 

potential ethical concerns (Mahon & Yarcheski, 1988). Anytime 

minors are used as research subjects parental consent must be 

obtained prior to collecting data. Due to the age of subjects, potential 

risks included embarrassment, accidental release of confidential 

information, and anxiety associated with completing the 

questionnaires. The subjects were assured that measures would be 

taken to protect confidentiality for those volunteering to complete 

questionnaires. Code numbers rather than names were used to 
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prevent accidental release of information, and only the researcher 

had access to raw data. Parents, teachers, counselors, and peers only 

have access to the completed study and results were reported in 

group statistics. Those not wishing to be considered for inclusion in 

the study were asked to return the cover letter and consent to the 

researcher before leaving the presentation area. 

At the initial meeting an envelope containing the cover letter 

and consent form (Appendix D) was handed to each potential 

participant as she entered the room. The cover letter detailed the 

purpose and potential benefits of the research. The name, address, 

and phone number of the researcher were included in the letter, 

should the parent/guardian need to ask questions about their 

daughter's participation in the study. The oral explanation 

(Appendix E) included the purpose of the study, length of time for 

completion of the questionnaires, assurance that participation was 

voluntary and that participating or withdrawing would not effect 

school activities or grades. 

On the date scheduled for data collection, those subjects whose 

parent/guardian signed a consent form met with the researcher. A 

detailed explanation of the questionnaires was given. Participation 

in the study was voluntary and without intimidation or prejudice 

toward those declining to participate. Participants were reassured 

that confidentiality would be maintained at all times. After 

completing and turning in the questionnaires, the participants signed 

a small piece of paper and a drawing was held at each school for two 
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acknowledge the length of time it took to complete the 

questionnaires as well as to stimulate participation. 

Instruments 
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The purpose of this research was to describe the relationships 

in the derived model of the latent variables self-efficacy, decision

making, and intent behaviors to protection motivation behaviors. 

Permission to utilize the instruments was obtained from the authors 

and Consulting Psychologists Press, Inc. (Appendix F). All the 

instruments were self-administered paper and pencil questionnaires. 

Selected demographic data were collected from items developed by 

the researcher. The following discussion describes construction, 

reliability, and validity of the questionnaires and demographics. 

Personal Information Sheet 

Demographic information, obtained from the personal 

information sheet, describes characteristics of the sample (Appendix 

G). Each participant was asked to provide information such as age at 

last birthday, current grade in school, ethnic background, race, 

religious preference, if she had ever been held back in school, 

participation in school activities, and parental/guardian involvement. 
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The Self-Efficacy Scale 

The Self-Efficacy Scale (Appendix H) was developed to measure 

self-efficacy not tied to specific behaviors. Sherer et al., ( 1982), 

believed that for behavioral changes to occur, the individual must 

believe in the ability to perform the behavior. 

Reliability 

The original 36 item scale was tested on 376 psychology 

students (Sherer et al., 1982). The subjects rated items on Llkert 

scales ranging from "strongly agree" to "strongly disagree". The 

higher the score the higher the self-efficacy. Factor analysis of the 

36 items loaded on two factors. Thirteen items did not meet criteria 

for inclusion and were discarded. Factor 1 contained 17 items, and 

accounted for 26.5% of the total variance. The items in factor 1 were 

not related to specific behaviors and were labeled as general self

efficacy. The remaining six items loading on factor 2 accounted for 

8.5% of the total variance. Factor 2 items were labeled social self

efficacy. Cronbach alpha reliability coefficients for the general and 

social self-efficacy subscales was .86 and .71 respectively. The 

revised 23 item scale, with seven filler items, was administered to 

298 psychology students with similar results of factor loadings for 

the general and social self-efficacy subscales. Cronbach alpha's were 

not reported on the subsequent analysis (Sherer et al., 1982). 
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Construct Validity 

Construct validity was assessed by correlating the self-efficacy 

scale with six other scales measuring personality characteristics. The 

personality characteristics included internal-external control, 

personal control, social desirability, ego strength, interpersonal 

competency, and self-esteem. Pearson correlations of the self

efficacy subscales and personality characteristics revealed: positive 

correlations of the general self-efficacy subscale with social 

desirability, ego strength and interpersonal competency, and 

negative relationships with internal-external control, personal 

control and self-esteem. The social self-efficacy subscale also 

correlated positively with the same personality characteristics. 

Results of the correlations followed predicted relationships, but none 

were of sufficient magnitude to say that any of the scales measured 

exactly the same characteristics as the self-efficacy scale (Sherer et 

al., 1982). 

Further evidence of construct validity was determined by 

correlating scores on the self-efficacy scale with 10 clinical scales on 

the MMPI, the Bern Sex-role inventory and Rathus Assertiveness 

Schedule. There were 101 subjects participating in the study (Sherer 

& Adams, 1983). High general self-efficacy scores significantly 

correlated with MMPI subscales demonstrating better adjustment. 

The social self-efficacy subscale significantly correlated with the 

MMPI subscales, indicative of willingness to initiate social behaviors. 

The authors predicted a strong correlation between the self-efficacy 
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scale with assertiveness and masculinity. The results of this study 

added further support of construct validity for the self-efficacy scale 

as a measure of confidence in personal ability to initiate and 

maintain a social behavior (Sherer & Adams, 1983; Shelton, 1990). 

Criterion Validity 

A follow-up study was completed in order to provide evidence 

of criterion validity of the self-efficacy scale (Sherer et al., 1982). 

This study demonstrated that past success in educational, vocational 

and military areas was positively correlated with high self-efficacy 

scores. Demographic variables of current employment status, 

number of jobs quit, number of times fired, educational level, and 

military rank were compared with the general and social self

efficacy subscales. Past success in vocational, educational and 

military areas were predicted on the general self-efficacy subscale. 

The social self-efficacy subscale was associated with ability to keep a 

job but not success in education or military areas. This supported 

the belief that individuals think it is more important to deal 

effectively with others on the job than to be successful in education 

or the military (Sherer et al., 1982). 

The Problem Solving Inventory 

The Problem Solving Inventory: adult version (PSI-A) was 

developed by Heppner (1988) to assess perception of solving 

personal problems. The PSI-A evaluates one's personal problem-
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solving behaviors and attitudes, not actual problem-solving skills. It 

is important to point out that the PSI-A measures perceptions of 

problem-solving and does not assess actual .skills pertaining to 

problem-solving (Heppner, 1988). The PSI-A has been used as an 

independent and dependent variable in studies related to health, 

stress, and problem-solving (Elliott, 1992; Holden, Nelson, Velasquez 

& Ritchie, 1993; Nezu, 1985). In addition to evaluating self

appraisal of problem-solving, the PSI-A is useful in predicting 

cognitive and behavioral variables (Heppner, 1988). 

The PSI-A was utilized in this study to determine the 

relationship of decision-making abilities to protection motivation 

behaviors. The PSI-A is a self-administered 35 item scale, asking 

subjects to respond to a 6-point Likert scale, ranging from strongly 

agree to-strongly disagree. The lower the score on all scales and total 

score the more positive the appraisal of personal problem-solving 

ability (Heppner, 1988). 

Factor Analysis 

The PSI-A was constructed with SO statements thought to 

measure the problem-solving process. An equal number of positive 

and negative statements were written and initially administered to 

150 college students. Factor analysis yielded 10 factors with 

eigenvalues of greater than 1.00, accounting for 65 percent of the 

variance. The three most common factors were extracted and, after 
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grouped. 
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The resulting PSI-A was a 32 item questionnaire with three 

scales. Scores are calculated for each scale and a general score 

indicative of personal problem-solving appraisal. The first scale, 

Problem-Solving Confidence is "self-assurance while engaging in 

problem-solving activities" (Heppner, 1988, p.1). The 11 items in 

this scale have a factor loading ranging from .42 to .75. The second 

scale labeled Approach-Avoidance Style is defined as "a general 

tendency of individuals to approach or avoid problem-solving 

activities" (Heppner, 1988, p. 2). The 16 items have a factor loading 

ranging from .30 to .71. The third factor labeled Personal Control 

"indicates the extent to which individuals believe that they are in 

control of their emotions and behavior while solving problems" 

(Heppner, 1988, p. 2). The five items had a range of loadings of .42 

to .71. 

A second factor analysis was conducted after administration of 

the PSI-A to 3,032 college students. The original three factors had 

similar loadings with 28 of the original 32 items. Subsequent use of 

the PSI-A consistently confirmed the initial factor structure. 

Reliability 

Internal consistency was computed for the three scales and 

total score on a group of 150 students, 66 elderly subjects over 70 

years of age, and 146 French-Canadian adults. The alpha coefficients 
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for the three sample populations for the Problem-Solving Confidence 

scale were .85, .78, and .85; .78, .90, and .86 for the Approach

Avoidance Style scale, and .72, .74, and .73 for the Personal Control 

scale. Total scale results were .90, .90, and .91. Test-retest 

reliabilities were determined on samples of 31 and 64 college 

students at 2 week intervals with r= .85/.78, r=.88/.77, and 

r=.83/.81, respectively (Heppner & Petersen, 1982; Heppner, 1988). 

Validity 

Concurrent Validity 

Concurrent validity was established by correlating the PSI-A 

with other instruments such as the Level of Problem Solving Skills 

Estimate Form and Rotter Internal-External Locus of Control. All 

correlations were in the direction expected and statistically 

significant (12 < .0001) (Heppner & Petersen, 1982; Heppner, 1988). 

Construct Validity 

Construct validity was determined by correlating the PSI-A 

with the Rotter Internal-External (I-E) Locus of Control Scale, the 

Unusual Uses Activity Scale, the Myers-Briggs Type Indicator (MBTI) 

and the Means-Ends Problem-Solving Procedure (MEPS). All PSI 

scales and the Rotter 1-E Scale correlated significantly in the 

direction expected. Only the PSI Personal Control Scale moderately 

correlated with the Unusual Uses Activity Scale. Correlations of the 

PSI-A with the MBTI and MEPS were not statistically significant. 
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The results of these correlations supported that the PSI-A 

actually does measure real-life personal problem-solving and not 

hypothetical problems, and does not distinguish personality types. 

The significant correlations of the PSI-A and Rotter I-E Scale 

provided information that the PSI-A is a better indicator of self

rated problem-solving than the Rotter 1-E Scale (Heppner & Petersen, 

1982; Heppner, 1988). 

Problem Solving Inventory: Adolescent Version 

Use of the original PSI-A had been limited to adult populations, 

mainly college students. The ability to problem solve in the 

adolescent population is a component of cognitive development and 

has not received much attention in the literature. The need for an 

instrument to measure problem solving that could be used with the 

adolescent population prompted revision of the PSI-A by Heppner 

et al. ( 1994). 

The Problem Solving Inventory: adolescent version (PSI-B) 

(Appendix I) was developed as a result of two studies that were 

conducted by Heppner et al. (1994). The first study included item 

revision with reliability and validity estimates. The primary goal of 

the first study was to reduce the reading level of the PSI-A from the 

ninth grade to the fourth grade. The items were rewritten and 

reworded to eliminate complex words and phrases. The Llkert scale 

definitions were also changed to terminology better understood by 

the adolescent population. The revised items were reviewed by an 
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elementary school teacher for appropriateness. The current PSI-Bis 

a 32 item questionnaire, with 2 filler items and 1 item for a validity 

check (circle the number 2 as a response). The readability index was 

3.88 which correlates to a fourth grade reading level (Heppner et al.). 

Once the items were revised, the questionnaire was 

administered to three samples of students. Sample 1 consisted of 

110 college students, with an average age of 21 years. Sample 2 was 

97 high school students, mean age 16 years, and sample 3 consisted 

of 120 students with a mean age of 15 years. In addition to the 

PSI-A and PSI-B, four other instruments were used to conduct 

reliability and validity measures. The instruments included: The 

Beck Depression Inventory (BDI) which measures symptoms of 

depression; the Level of Problem Solving Skills Estimate 

Form(LPSSEF), measuring perception of real life personal problem 

solving; the Rotter Internal-External Locus of Control Scale (1-E) 

measuring beliefs about how reinforcement is controlled; and the 

Hopelessness Scale (HS) that assesses the degree of pessimistic 

expectations. 

Reliability 

Estimates of reliability were conducted on responses from 

samples 1, 2, and 3. Sample 1 of college students (N=llO) responded 

to the PSI-A, PSI-B, the BDI, and the 1-E. Alpha coefficients for the 

sub-scales on the PSI-B, problem-solving confidence, approach

avoidance style, and personal control, were: .91; .88; .79; and total 
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PSI-B .94. Sample 2 composed of high school students (N=97) 

responded to the PSI-A, PSI-B, the HS and the LPSSEF. Alpha 

coefficients for the three sub-scales on the PSI-B were: .78, .84, .52, 

respectively, and total PSI-B, .88. Two weeks after initially 

completing the instruments, 29 of the original 97 in sample 2 

completed the PSI-B again with r = .70. The 120 high school students 

in sample 3 completed the PSI-A, PSI-B, the HS, and the LPSSEF. 

Alpha coefficients on the three factors for the PSI-B were: 

.82, .83, and .70, respectively, and total PSI-B .89 (Heppner et al., 

1994). 

The estimates of reliability on the PSI-B, from the three 

samples, suggest acceptable levels of internal consistency across the 

adolescent and college age samples. The reliability estimates were 

similar to those reported on the PSI-A (Heppner, 1988). The initial 

reliability estimates "appear to be quite internally consistent and 

relatively stable over time" (Heppner et al., 1994, p. 2 7). 

Validity 

Concurrent Validity 

Concurrent validity was evaluated by correlating the PSI-B 

with the other instruments completed by each sample. For sample 1, 

the Pearson product-moment correlation between the PSI-Band the 

BDI was .41 (12 < .0001). In the high school students of sample 3, the 

Pearson product-moment correlation between the PSI-B and the BDI 

was .21 (12 < .OS). In sample 1 the correlation between the PSI-Band 
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the I-E was r = .37 (Q < .0001). From these findings past research is 

supported, that ineffective problem solving is associated with 

increased depression and an external locus of control (Heppner & 

Peterson, 1982). 

In sample 2 of high school students, r = .47 (n < .0001) for the 

PSI-B and the HS. The Pearson product-moment correlation between 

the PSI-Band the LPSSEF was -.59 (n < .0001). Once again these 

findings supported previous research that increased perceived 

ineffective problem solving is associated with increased hopelessness 

and decreased level of self-rated problem solving skills (Heppner et 

al., 1994). 

Measurements of validity on the PSI-B have supported 

previous research with the PSI-A. Lowering the reading level for the 

PSI-A does not appear to have changed the constructs of the 

instrument (Heppner et al., 1994). 

Construct Validity 

The second study conducted on the PSI-B utilized confirmatory 

factor analysis to establish construct validity specifying Generalized 

Least Squares . Three new samples were added, consisting entirely 

of high school students, and the students of samples 2 and 3 from the 

first study for N= 502, with a mean age of 15.77 years. A 

confirmatory factor model, was executed and the data were found to 

support the hypothesized three factor model with a chi square = 

981.56, n < .0001. 



Reducing the reading level of the PSI-B did not have any 

significant impact on the reliability and validity of the instrument. 

Initial studies have indicated that the instrument is internally 

consistent and stable over time. 

Dating Patterns and Sexual Attitudes 
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The Dating Patterns and Sexual Attitudes questionnaire (DPSA) 

(Appendix J) was developed to "relate well-studied personal traits to 

answers indicative of lower to higher sexual activity and 

permissiveness" (Muram et al, 1991, p. 232). In the current study 

the questionnaire was used to determine the relationship of risk

taking behaviors to protection motivation behaviors. The scale 

utilized for this research contains 83 items. Thirteen items were 

multiple choice and the r:emainder were dichotomous items with 

yes/no responses. 

The original questionnaire contained 61 original items. The 

scale consisted of 44 dichotomous items and 17 complex multiple 

choice answers. The items were suggested from theory and previous 

works, but none were taken directly from other instruments. The 

items emphasize sexual emotions, experiences and attitudes, dating 

patterns and sex education and hygiene. 

Validity 

The DPSA was correlated with the Eysenck Personality 

Questionnaire (EPQ) to determine if personality traits are predictive 
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of sexual behaviors. The EPQhas three scales: (1) N- anxiety 

measure related to the proneness to become anxious when under 

stress; (2) E- measures high extraversion to low intraversion; and (3) 

P- measures impulsivity or poor superego restraint. The theory was 

that girls with high N, E, and P would report more sexual activity and 

less fear related to risk-taking behaviors. 

Both scales were administered to 153 girls, age 14-18. The 

sample was divided into groups of white (n= 70) and black (n= 83) to 

compare the responses of the races. As predicted the girls scoring 

high on P (impulsivity) and N (anxiety prone) reported overt sexual 

behavior. P and N together accounted for 25% of the variance on 

strongly indicative items of sexual behavior and attitudes. The 

African American subjects reported to want more sex and were 

easily influenced by romantic media. The caucasian subjects were 

more restrained and more prone to wait to initiate sexual activity. 

Reliability 

The 61 item DPSA was administered to a variety of adolescent 

females with similar results. A subsequent study compared self

reported pregnant (n= 33) and never pregnant (n= 251) 15-18 year 

olds. The self-reported pregnant group reported positive responses 

to romantic media, were less future oriented, and did not view 

current sexual activity as having any impact on future relationships. 

The never pregnant group read and viewed romantic media, but did 

not view it as real life. 
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As a follow-up to determining that self-reported pregnant 

adolescents exhibited more risk-taking behaviors, Rosenthal et al, 

(1992) used the EPQto further support the reliability of predicting 

personality traits with reported behaviors and attitudes toward 

sexual behavior. Since the DPSA had indicated differences in races, 

ages were compared in the pregnant and non-pregnant groups. The 

data confirmed results from the previous studies that impulsive and 

anxiety prone girls were risk-takers and less likely to take measures 

to prevent conception from occurring. There were no alpha 

coefficients reported for this tool. 

Adolescent Curriculum Evaluation 

The Adolescent Curriculum Evaluation (ACE) (Appendix K) was 

designed to evaluate the Program for Sexual Risk Reduction Among 

Teens in South Carolina (Vincent, 1983). The intent was to 

determine factors influencing the voluntary process of initiating 

sexual activity and factors influencing effective contraceptive use. 

The ACE contains 296 items with the majority of items taken from 

existing instruments, and 100 original items (Lock, 1990). 

For this research study 15 of the original items were extracted 

to determine intent to prevent conception. The items were identified 

as those with content directly related to perceptions of contraceptive 

use. In addition, the items had not been used outside the context of 

the larger ACE. A 5-point Likert scale was used, ranging from 

strongly disagree (1) to strongly agree (5) with a neutral answer of 
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neither agree or disagree. The items relate to attitudes toward 

contraceptive responsibility. A high score would be indicative of 

positive attitude toward preventing conception and that 

contraception is a mutual responsibility. Reliability testing was 

conducted on the extracted items. Content validity was evaluated at 

the time of item development, but was not described in the 

literature. 

Data Collection 

Data were collected from a sample representing the 13-18 year 

old female population in three schools located in rural East Texas 

towns. The sample was composed of females agreeing to participate 

and whose parents/guardian had·signed a consent form. All subjects 

were currently enrolled in school and could read English. 

When involving adolescents in research, it is important that 

each subject understand why the research is being conducted and 

the importance of participation (Mahon & Yarcheski, 1988). The 

researcher introduced herself as a registered nurse who teaches and 

practices in maternal/newborn nursing, and is a student at Texas 

Woman's University. In order to ensure that each subject had a 

complete understanding of the study, a thorough explanation, in 

terms appropriate for the cognitive levels, was provided. A question 

and answer period provided the subjects an opportunity to express 

concerns about what would happen to their responses. 
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The final sample was obtained, when the potential subjects 

returned two days after the initial meeting, with signed consent 

forms. The questionnaire packets and pencils were distributed by 

the researcher and personnel from the schools. Verbal instructions 

were given as the subjects read the directions for completion. Time 

was allowed for questions and answers. Participants were 

encouraged to respond honestly to all items. The subjects were 

asked to respond according to how they felt, not how their friend felt 

or how they thought the researcher wanted them to answer. 

At each school one hour was blocked off for data collection. 

The schools had selected the most appropriate time period that 

would create the least amount of interference with scheduled classes. 

During the hour that the subjects were completing the 

questionnaires, frequent reminders were necessary to not talk to 

each other or solicit help from a friend. The younger ages had more 

of a tendency to "help" each other respond to the items. School 

personnel that were assisting with data collection, were very helpful 

in maintaining an orderly environment. As anticipated, the slower 

readers were not able to complete the entire set of questionnaires in 

the allotted time. Selection bias could influence generalizability 

beyond the sample since only questionnaires with complete data sets 

were used in analysis of the data. When the time had ended all 

participants were required to return the questionnaire packet, even 

if they had not responded to all items. Those items not answered 

were coded as missing data. The questionnaires were placed face 
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down by the participant in order to ensure that responses could not 

be viewed by anyone in the room. Completed questionnaires will be 

maintained in a locked file at the researcher's residence for one year 

post analysis. At that time all completed research questionnaires 

will be destroyed. The signed consents are on file in the Office of 

Research and Grants Administration at Texas Woman's University. 

Treatment of Data 

Data analysis involved several forms. Descriptive statistics 

were utilized to describe the sample. Exploratory data analysis was 

used to determine distribution of the data. Exploratory factor 

analysis was conducted to reduce the data and evaluate the factors 

described in each instrument as specified by the developers. 

Confirmatory factor analysis through use of the LISREL 7 (linear 

structural relationships) program was conducted to determine the fit 

of the measurement model with the data. Group comparisons using 

structured means within the LISREL 7 program were done on the 

self-reported sexually non-active and sexually active groups across 

the stages of adolescence. 

Summary 

This chapter has described the design and methodology for the 

study. A descriptive correlational design was used to determine the 

fit of the measurement model to the data from the sample. Data 
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were collected from a sample (N= 858) of 13-18 year old females 

residing in three rural communities in East Texas. 

The procedure for protection of human subjects was described 

in detail. Description and history of development of the four 

research instruments supported use of the instruments in this study. 

Reliability was ascertained for the items from the ACE questionnaire, 

since this was not described in the literature. The data collection 

process and proposed treatment of data were explained. The 

findings of the study are discussed in the following chapter. 



CHAPTER IV 

ANALYSIS OF DATA 

The study utilized a descriptive correlational design to 

determine whether the proposed theoretical measurement model of 

self-efficacy, decision-making, and protective behaviors fit the data 

collected from a sample of (N= 858) 13-18 year old females. 

Descriptive statistics were used to describe the sample. 

Selected exploratory data analysis techniques were used to 

examine the data. The instruments were analyzed through use of 

descriptive statistics. Each instrument was examined for shape of 

the distribution and skewness. Cronbach's alpha coefficient was 

used to examine reliability of the instruments. Exploratory data 

analysis was used to obtain preliminary statistical components 

necessary for the confirmatory analysis. 

Analysis of the data reflects differing numbers of subject 

responses due to incomplete data sets. The exploratory data analysis 

findings are reported using the entire sample (N= 858) and missing 

cases are indicated where appropriate. The breakdown of the total 

sample into the sample and sub-samples and how they are presented 

in the data analysis can be been in Table 1. 
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Table 1 

Sample/Sub-sample Breakdown 

SAMPLE Nin 

N=858 

N=641 

n= 320 (SNA) 
n= 321 (SA) 

n=320 
n=321 

n=320 
n=321 

Age Ranges/Group 

DATA ANALYSIS 

EXPORATORY DATA ANALYSIS 

Descriptive Sta tis tics 
Means 
Skewness 
Standard Deviations 
Range of Total Scores 
Frequencies and Percents 

Instrument Reliability and Validity 

EXPLORATORY DATA ANALYSIS 

Correlational Matrices 

CONFIRMATORY FACTOR ANALYSIS 

LISREL 7 ANALYSIS 
Measurement Model Estimation 
Multi-Sample Analysis 

GROUP MEAN COMPARISONS 

1 Tests 

ANOVA 
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The sample (N= 641) represents complete data sets used in the 

final confirmatory analysis. Subjects for the sample were identified 

by eliminating those with incomplete data sets. The sample (N= 641) 

was then divided according to reported sexually non-active 
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(SNA, n= 320) and sexually activity (SA, n= 321) groups. After 

computing total scores, means, and standard deviations on all item 

responses of the SNA and SA groups, correlational matrices were 

obtained on the subscales for use in confirmatory factor analysis. 

Confirmatory factor analysis using LISREL 7 was used to 

estimate the fit of the proposed model, described in Chapter I, to the 

data. linear structural relationships (LISREL) is one method of 

identifying the "goodness or badness" of fit of a specified model to 

the sample data (Jorkeskog & Sorbom, 1989a, 1989b; Long, 1983). 

When the best fitting model was identified with data from the SNA 

group, the model using data from the SA group was estimated to 

compare the goodness of fit of the model with different data. Multi

sample LISREL 7 analysis was then used to test whether the 

covariance matrix was equal for the two groups. Since variance was 

found to exist between the SNA and SA groups, .t tests were used to 

determine the difference between the group means on the observed 

variables. ANOVA was used to evaluate the differences between the 

groups means and across the age range of 13-18. 

Description of the Sample 

The final sample was comprised of 13-18 year old females, 

presenting on the day scheduled for data collection, and who had 

signed consent forms indicating parental or guardian permission to 

participate in the research. At the three schools used in the study, a 

total of 1,211, 13-18 year old females, were approached about 
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participating as subjects in the research project. The resultant 

sample (N= 858) represented 71% of the 13-18 year old female 

population available to the researcher. Participants at each data 

collection site were allowed one hour to respond to statements on the 

instruments. All questionnaires were returned regardless of 

whether or not all items had been completed. Items without a 

response were coded as missing data and those subjects were 

dropped from the study. 

The Personal Information Sheet (PIS) was used to collect 

demographic information on the sample. Table 2 summarizes the 

age, race, grade and religious preference. The majority of the sample 

were white (77.5%), with five not indicating a race and nine 

reporting "other" in the race category. None of the nine identified 

the "other" race by name. The mean age was 15.6 years, with one not 

reporting an age. The largest number of respondents (27 .5%) were in 

the ninth grade and the smallest number in the twelfth grade 

(15.9%). As anticipated, because of the geographic region, the 

dominant religion was Baptist, 503 (58.6%). The choice of Methodist 

was a far second with only 72 (8.4%) making that designation. 

Participants selecting "other" religion did not write in any specific 

religions. 

Additional demographic data were collected to gain insight into 

school and home influences on the sample. The influence of the 

family structure and participation at school were variables that could 

influence responses and more in-depth analysis of these data will be 



100 

conducted in the future. Subjects responded to items pertaining to 

participation in school activities and whether or not they had ever 

been held back in school. Many of the students participated in more 

than one activity at school. Of the 91 that were held back, the 

majority were retained for one grade and that was usually in the 

kindergarten through second grade levels. There were five who 

indicated they were held back in two grades. No one indicated being 

retained in the higher grades. 

Family sizes were relatively small. Five of the subjects came 

from families with nine or more children. The majority of subjects 

designated the father (63.5%) and mother (89%) as the two people 

most responsible for raising them. The mother and stepfather were 

the next highest two primary support persons. The remainder of 

persons responsible for raising can be seen in Table 2. 
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Table 2 

DemograQhic Summary 

Variable Frequency Percent 

Age: (n= 857) 
13 39 4.5 
14 153 17.8 
15 249 29.0 
16 169 19.7 
17 153 17.8 
18 94 11.0 

Race: (n= 853) 
White 665 77.5 
Black 134 15.6 
Hispanic 22 2.6 
Asian/Oriental 5 .6 
Multiracial 18 2.1 
Other 9 1.1 

Grade: (N= 858) 
8 138 16.1 
9 236 27.S 

10 191 22.3 
11 157 18.3 
12 136 15.9 

Religion: (N= 858) 
Baptist 503 58.6 
Catholic 41 4.8 
Church of God 39 4.5 
Episcopalian 6 .7 
Jehovah's Witness 7 .8 
Mormon 20 2.3 
Methodist 72 8.4 
Presbyterian 13 1.5 
None 156 18.2 
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School and Family Data 

Variable Frequency Percent 

School Activity (N= 858) 
Volleyball 147 30.3 
Basketball 136 15.9 
Drill Team 87 10.1 
Band 129 15.0 
Fellowship of Christian 

Athletes 106 12.4 
National Honor Society 119 13.9 
Track/Cross Country 112 13.1 
Cosmetology 16 1.9 
Student Council 115 13.4 
Zonta Club 39 4.5 
Spanish Club 125 14.6 
French Club 62 7.2 
Future Teachers 39 4.5 
Future Homemakers 57 6.6 
DECA 15 1.7 
No Activity 260 30.3 

Held Back in School (N= 858) 
No 767 89.4 
Yes 91 10.6 

Other children in family 
Number Brothers (n= 855) 

0 292 34.0 
1 342 39.9 
2 140 16.3 
3 53 6.2 
4 16 1.9 
5 7 .8 
6 3 .3 
7 1 .1 



(Table 2 continued) 

School and Familx: Data 

Variable Frequency Percent 

Number Sisters (n= 855) 
0 312 36.4 
1 283 33.0 
2 160 18.6 
3 57 6.6 
4 23 2.7 
5 14 1.6 
6 5 .6 
7 1 .1 

Sister/shad baby (n= 855) 
No 467 54.4 
Yes ~ 10.5 
No Sister 298 34.7 

Responsible Raising (N= 858) 
Father 545 63.5 
Mother 764 89.0 
Stepfather 123 14.3 
Stepmother 25 2.9 
Aunt 20 2.3 
Uncle 6 .7 
Sister 19 2.2 
Brother 7 .8 
Male guardian 6 .7 
Female guardian 3 .3 
Married 8 .9 
Friend 4 .s 
Self 42 4.9 

Findings 

Data were collected on the three latent variables of self

efficacy, decision-making, and protective behaviors in order to 
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determine the goodness of fit of the proposed theoretical model. The 

findings will be presented through discussion of each concept found 

in the model. Findings of the exploratory data analysis are presented 

for each latent variable. Next, the confirmatory model and group 

differences will be reported. Differences in responses between the 

reported sexually non-active and sexually active females were 

investigated as well as responses across the age range of 13-18 years 

were compared. 

Self-Efficacy 

The latent variable self-efficacy was operationalized by 

determining the responses on the Self-Efficacy Scale (SES) (Sherer et 

al., 1982). The SES is composed of two subscales, general and social 

self-efficacy. The instrument was selected for data collection 

because the concept of self-efficacy is a major component in 

protection motivation behaviors. The items on the subscales 

measure the person's belief in the ability to perform behaviors not 

related to specific behaviors. 

Exploratory Data Analysis 

The general self-efficacy subscale is composed of 1 7 items. 

Before data were analyzed, eleven negatively stated items were 

reverse coded. The possible range of scores is 17-85. The observed 

range was 25-85. Frequencies were examined to determine the 
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shape of the distribution and out of range values. No out of range 

values were found. 

The social self-efficacy subscale is composed of six items. 

Three of the six items were reverse coded. The possible range of 

scores is 6-30, with the observed range of 10-30. The subscale was 

not significantly skewed and no out of range scores were noted. The 

higher the scores on both subscales, the higher the self-efficacy 

(Sherer et al., 1982). A significant finding comparing the number of 

responses on the two scales was that missing data on the general 

self-efficacy subscale was three times greater than on the social self

efficacy subscale. Table 3 summarizes the range of observed scores, 

means, standard deviations, skewness and percentage of cases with 

missing values of the general and social self-efficacy scales. 

Table 3 

Summary Statistics: Self-Efficacy Scale 

Scale Nof Observed M SD Skewness 
items Range 

General Self-Efficacy 17 25-85 61.935 10.206 -.312 
n=780 
(missing cases= 78 [9.09%]) 

Social Self-Efficacy 6 10-30 22.227 4.010 -.228 
n= 832 
(missing cases= 26 [3.03%]) 
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Reliability 

Cronbach's alpha test of internal consistency was used to 

examine reliability of the subscales, general and social self-efficacy. 

Reliabilities were determined on the total sample responses (n= 770) 

and for the sample (N=641) that composed the SNA and SA groups 

used in the LISREL analysis. The Cronbach's alpha did not 

significantly differ between the total sample and subsample on 

either scale. The alpha for the general self-efficacy was slightly 

higher (.0045) for the subsample, as was the social self-efficacy 

higher for the subsample (.0145). The small coefficients on the social 

self-efficacy subscale are related to the small number of items. 

Table 4 represents a summary of the results. 

Table 4 

Coefficient Alpha: Self-Efficacy Scale 

Scale 

General Self
Efficacy 

Social Self
Ef fic ac y 

Nof Coefficient Alpha 
items _______________ _ 

17 

6 

Total Sample 
(n=770) 

.8310 

.5725 

Subsample 
(n=641) 

.8355 

.5870 
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Problem Solving Inventory 

The second latent variable, decision-making, was measured 

using the adolescent version of the Problem Solving Inventory 

(PSI-B) (Heppner et al. 1994). The PSI-Bis composed of three 

subscales, problem-solving confidence (PSIPSC), approach-avoidance 

style (PSIAAC), and personal control (PSIPC). The scales together 

measure problem-solving behaviors and attitudes, not actual 

problems. 

Exploratory Data Analysis 

The PSIPSC scale is composed of 11 items. The scale measures 

a belief and trust in the individuals own problem solving abilities. 

The lower the score the higher the self-confidence in problem

solving abilities (Heppner et al. 1994). Two negatively stated items 

were reverse coded. The possible range of scores is 11-66, with an 

observed range of 11-58. Frequencies were examined to determine 

the shape of the distribution and out of range scores. No out of range 

scores were found. 

Low scores on the PSIAAC scale represent a style of 

approaching rather than avoiding problems (Heppner et al. 1994). 

The approach-avoidance scale contains 16 items. Eight items were 

reverse coded. The scores range from 16-96, with an observed range 

of 16-89. No out of range scores were found. 

The third scale, personal control, is composed of five items with 

a possible range of scores of 5-30. All five items were reverse coded. 
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The observed range of scores was 5-30. Low scores on the personal 

control scale are an indicator of whether the subjects perceives a 

sense of control over their emotions and behaviors when problem 

solving (Heppner et al. 1994). No out of range scores were found. 

Table 5 summarizes the statistics for each scale. 

Table 5 

Summary Statistics: Problem-Solving Inventory-Adolescent Version 

Scale Nof Observed M SD Skewness 
items Range 

Problem Solving 11 11-58 30.507 8.707 .312 
Confidence 

n=826 
(missing cases= 32 [3.72%]) 

Approach-Avoidance 16 16-89 47.337 11.916 .102 
Style 

n=812 
(missing cases= 46 [5.36%]) 

Personal Control 5 5-30 19.791 4.963 -.204 
n=839 
{missing cases- 19 [2.21%]} 

Reliability 

Internal consistency of the PSI-B was examined using 

Cronbach's alpha (Table 6). The reliabilities obtained on the entire 

sample responses were similar to those reported by the author of the 

instrument, and discussed in chapter 3. The alpha coefficient on the 

personal control scale is slightly higher (.15) than that reported from 

a sample of 97 high school students for both groups in this study. 
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Table 6 

Coefficient Alpha: Problem-Solving Inventory-Adolescent Version 

Scale Nof Coefficient Alpha 
items 

Total Subsample 
(n=781) (n=641) 

Problem-Solving 11 .8087 .8135 
Confidence 

Approach- 16 .8121 .8241 
Avoidance Style 

Personal 
Control 5 .6680 .6721 

Dating Patterns and Sexual Attitudes 

The Dating Patterns and Sexual Attitudes (DPSA) instrument 

was used as a measure of the latent variable, intent behaviors. The 

DPSA measures permissiveness and factors related to high or low 

sexual activity. Since the instrument contains dichotomous and 

multiple choice responses, a total score had not been reported in the 

literature. In an attempt to obtain an overall score for the 

instrument, thirteen multiple choice items were dichotomized into 

yes/no responses. The responses were grouped according to a high

risk response coded as one ( 1), and low-risk response coded as 

zero (0). 
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A major problem identified during data collection with the 

DPSA was that several questions did not theoretically allow the 

subject to be sexually non-active. This meant that no matter what 

response was given, the subject would be perceived as sexually 

active. Several items were omitted from data analysis. One item 

that was omitted stated, "do you feel guilty for the sex you have 

had?", and this could be construed as high-risk taking even if the 

subject had never had sex. Other items that asked about knowledge 

of pelvic exams and those pertaining to contraceptive use were 

eliminated since either response could make it appear that the 

subject was sexually active and really was not. Many of the non

sexually active subjects left the contraceptive items blank because 

responses could indicate behaviors that were not really occurring. 

The item "have you EVER had sex (intercourse)?" was used to 

determine the non-sexually active and sexually active groups. 

Exploratory Data Analysis 

Once the items were dichotomized and recoded, scores were 

ascertained on all subjects. The possible range of scores is 1-73, with 

an observed range of 5-49. High scores were designated as 

equivalent to risk-taking behaviors. Frequencies for the entire 

instrument were examined to determine the shape of the 

distribution and out of range scores. No out of range scores were 

found and the distribution was slightly positively skewed. There are 

no subscales indicated for the DPSA since the original authors did not 
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report factor analysis. When the attempt was made to ascertain a 

factor analysis with the dichotomized responses, the SPSS program 

reported that extraction was impossible. Since the DPSA would not 

factor, items were grouped. The authors had identified nine items as 

moderate risk and eight as very high-risk behaviors. The remaining 

items were grouped by this researcher according to content of the 

item. The groupings resulted in ten subscales: moderate risk 

behaviors, very risky behaviors, sex education, romance, dating and 

sex, future impact, relationships, parent/friend influence, sex values, 

and sex behaviors. Table 7 summarizes the statistics for the DPSA. 

Table 7 

Summary Statistics: Dating Patterns and Sexual Attitudes 

Scale N of Observed M Skewness 
items Range 

DPSA &, 5-49 26.329 8.270 .073 

Reliability 

Since factor analysis was impossible, Cronbach's alpha test of 

internal consistency was used to determine if reliability could be 

determined on the instrument. The authors of the instrument, had 

not reported reliability since the instrument had been used for 

descriptive purposes only. In the entire sample Cronbach's alpha for 

the 73 of the 83 items was .7847, and for the subsample Cronbach's 

alpha was .7977. 
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Descriptive Summary: DPSA 

Data from the DPSA is summarized as a separate component of 

analysis using results from the sample (N= 858). As previously 

stated the DPSA was eliminated as a component of the Martin Model. 

The authors had identified two scales within the instrument 

identifying moderate risk behaviors and very risky behaviors. Other 

groups of items were identified by this researcher according to 

content of the item. A brief summary of responses is presented for 

each group of items. 

Nine items were labeled moderate risk. The items determined 

behaviors related to dating and whether sex was a component of the 

date. Thirty six percent of the sample indicated dating at least 

monthly or more With only 22% indicating dating nightly. When on a 

date at a sexy movie, 52% indicated being embarrassed if with a boy 

they really did not know. If the date was with a boy the subject 

knew most were excited. When on dates 65% of the subjects 

responded that the dates wanted to have sex, and interestingly 65% 

stated that sex could be put off until marriage. Only 10% felt 

vulnerable or helpless about having sex. 

Eight items were identified by the authors as indicating very 

risky behaviors. Only 235 (27%) responded yes to being talked into 

sex they did not want and 451 (52%) confirmed that sex did not 

make them feel closer to the boy. The item about whether or not 

drugs were needed to have sex resulted in 42 (5%) responding "yes", 
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that drugs were needed. One subject wrote on the instrument that 

she needed drugs every weekend to have sex. Fifty-two (6%) of the 

subjects confirmed pregnancy with 25 (3%) having a baby. Twenty

four stated they had had an abortion. In the sample 37 (4%) 

admitted to having had a sexually transmitted disease. 

In the items grouped as sex education, 687 ( 80%) responded 

they did not need more sex education and 640 (75%) did not think 

sex education caused more sexual activity. 

Romance items ascertained whether the subjects watched soap 

operas, read romance novels and whether they felt real life and 

relationships were like the soap operas and novels. The majority of 

subjects 627 (73%) confirmed watching soap operas, with 282 (33%) 

reading romance novels. Over 70% of the subjects did not believe life 

was like the novels or soap operas and that their personal 

relationships were not like the fantasy world. 

Dating and sex items related to when sex was occurring. Nearly 

half the sample, 423 (49%) indicated that dates were single and there 

was more pressure to have sex after dating for a while than on the 

first or second date. The majority 727 (85%) denied that sex made 

them feel more grown up and that sex should wait for marriage and 

not try sex with the boy before marriage. In the subjects admitting 

to having sex, 272 (32%) confirmed they were glad to be sexually 

active. 

The impact of sexual activity on future plans was determined 

by items asking whether sex could hurt school work, plans for 
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completing school and furthering education, marriage, and a career. 

Responses did not support that having sex hurt school work, but did 

affect plans for future marriage. Ninety-eight percent planned to 

complete high school. Over 95% planned to go to college, get jobs and 

prepare for a career. 

Items about relationships indicated that the majority of the 

sample, 75%, did not feel that sex held the couple together or that sex 

gave the subject control in the relationship. But, 504 (58%) did 

confirm that it was harder to break up if sex was in the relationship. 

The subjects confirmed that sex did affect feelings for other guys and 

that a future husband would care about past sex history and would 

be jealous of past sexual partners. 

Responses to items concerning contraceptive use do not reflect 

a true picture of actual use. The sexually non-active were answering 

"no" to use of the diaphragm, birth control pills, and foam. The 

method identified as used the most were condoms, with birth control 

pills second most used. In the sample, 226 (26%) had had a pelvic 

exam and many, 461 (54%), felt that the first pelvic exam should be 

when starting to have sex. 

Several items asked the subjects to respond to who they felt 

was the best source of information about sex and whether or not 

parents understood teen sex. Twenty nine percent confirmed that 

they could talk to their parents about sex and 38% felt comfortable 

talking to a parent. Nearly half confirmed that parents understood 

the teens feelings about sex. Friends were supported as the best 
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source of information about sex, with parents being the second best 

source of advice. Feelings about sex were also like those of friends. 

The formation of values and attitudes about sex were 

determined in a series of questions. Affirmative responses from 

over 65% of the subjects revealed that family discussions and beliefs, 

religious beliefs and own judgment were very important in forming 

sexual attitudes. The subjects did not confirm that school classes or 

discussions with friends influenced formation of sexual attitudes. 

Items about sexual behavior asked what factors influenced the 

decision on "how far to go" on a date. Over 88% stated that religion, 

moral principles, own judgment, the fear of pregnancy and sexual 

diseases were what determined how far to go on a date. More than 

half of the subjects indicated they talked to girl friends and guys 

about contraception. 

For the subjects reporting never having had sex, there were 

items asking what factors influenced the decision to not have sex. 

The fear of AIDS and STDs, fear of pregnancy, and religious beliefs 

were viewed as very important factors influencing remaining 

sexually non-active. The subjects also confirmed that not meeting 

the right guy or having the opportunity to engage in sex had 

influenced the decision to not have sex. 

Adolescent Curriculum Evaluation 

Fifteen items were selected from the 296 item Adolescent 

Curriculum Evaluation (ACE) to measure the degree of contraceptive 
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responsibility. High scores indicated a high intent to prevent 

conception. 

Exploratory Data Analysis 

Three items were reverse coded, then scores calculated. The 

possible range of scores is 1-75, with an observed range of 19-75. 

Frequencies were examined for distribution, out of range values, and 

skewness. No out of range scores were found and the distribution 

slightly negatively skewed. The results of the statistics are seen in 

Table 8. 

Table 8 

Summary Statistics: Adolescent Curriculum Evaluation 

Scale N of Observed M Skewness 
items Range 

ACE 15 19-75 62.059 8.493 -1.913* 

*Scale negatively skewed 

Reliability 

Cronbach's alpha for the 15 item ACE was examined and found 

to be .7271 on the total sample and .. 7371 for the subsample. Since 

reliability had not been determined previously on the specific items 

selected for this study, no comparisons could be made. The estimates 

of reliability were consistently higher for the subsample on all 

measurement instruments. 
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Confirmatory Factor Analysis 

Confirmatory factor analysis is a method of identifying how 

well the observed variables act as a measurement of the latent 

variables (Jorkeskog & Sorbom, 1989; Munro & Page, 1993). The 

LISREL 7 program used in this study is composed of two statistical 

models: a measurement model and structural model (Jorkeskog & 

Sorbom, 1989a, 1989b). The measurement model was used in this 

study. 

Latent variable modeling consists of four sequential steps in 

the measurement model phase (Long, 1983; Munro & Page, 1993). 

The first step, specification, is actually model conceptualization 

(Figure 4). Latent (unobserved) variables and observed variables 

define the hypothesized model. The latent variables are constructs 

identified from the theoretical basis of the study. The latent 

variables cannot be directly measured and double-headed curved 

arrows connecting the latent variables represents non-causal 

relationships. Straight, single-headed arrows connect the observed 

variables with the latent variables and denotes a causal relationship. 

The second step is identification of parameters within the 

conceptualized model. When identified parameters within the model 

are designated as free, the starting values in the correlational matrix 

are set at zero (0) by default. When parameters have fixed starting 

values, the value identified is placed in the matrix at the point 

identified in the LISREL program. Fixed parameters define non-zero 
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values. Identification of the model provides information to uniquely 

solve the implied measurements in the hypothesized model (Boyd, 

Frey & Aaronson, 1988). Once the model has been identified the 

third step, estimation of the model, can proceed. Estimation 

involves "running" the statistical analysis that uses maximum 

likelihood estimates to determine the fit of the data to the model. 

Examination of model fit is the final step of determining 

whether the data fit the proposed model (Munro & Page, 1993). The 

model's fit to the data is computed through a maximum likelihood 

chi-square statistic, that indicates overall goodness of fit of the 

model. The chi-square statistic is an indicator of the model's ability 

to reproduce the sample's correlational matrix. The chi-square 

statistic should not be used as a test of a given hypothesis, but 

regarded as a goodness (or badness) of fit measure. A large value of 

chi-square indicates a bad fit, while small, nonsignificant chi-square 

values correspond to good fit of the data to the model. Chi-square is 

sensitive to sample size. Large samples tend to increase the chi

square indicating a bad fit, but this would not be a reason to 

automatically reject the model (Boyd, Frey & Aaronson, 1988; 

Jorkeskog & Sorbom, 1989a, 1989b; Munro & Page, 1993) 

Other measures of overall fit of the model include the goodness 

of fit (GFI) and adjusted goodness of fit (AGFI) indices. The GFI is a 

measure of the amount of variance and covariance accounted for by 

the model. The GFI adjusted for degrees of freedom becomes the 

AGFI and both should fall between O and 1. The closer to 1, the 
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better the fit. Generally any GFI in the .90s is considered to indicate 

a good fit. The value can theoretically be negative, but if it is, then 

the model fits worse than any model. The final measure of overall fit 

is the root mean squared residual (RMSR). The RMSR value should 

be 2.00 or less. Large RMSR values indicate difficulties and other 

parameters should be examined to determine where variances exist 

(Boyd, Frey & Aaronson, 1988; Diamantopoulos, 1994; Jorkeskog & 

Sorbom, 1989a, 1989b). 

If the determination is made that overall ''fit" indices support a 

bad fit, then other LISREL output data are evaluated. Detailed 

assessment of fit includes examination of 1-values that should be 

larger than 2.0, therefore statistically significant. Squared multiple 

correlations are the equivalent to instrument reliability. The value 

should be between 0 and 1, and the closer to 1 the better the 

variable is an indicator of the latent variable. The coefficient of 

determination is the strength of the observed variables as a group 

that measures the latent variables. The closer to 1 the better 

(Diamantopoulos, 1994; Jorkeskog & Sorbom, 1989a, 1989b). 

Modification of the model is the final step. At this point 

confirmatory analysis becomes exploratory. If the original model is 

rejected because of a bad fit the researcher then begins a 

specification search to identify specification errors and produce a 

better fitting model. The modification index is a measure of the 

decrease in chi-square if specified fixed parameters are freed. The 

parameters should only be relaxed if theoretically it makes sense 



121 
and only one parameter at a time is relaxed. Relaxing a second 

parameter could eliminate the improved fit (Diamantopoulos, 1994). 

As a last step of validating the accepted model it is 

recommended that the model be estimated with a different data set. 

The model is uniquely characteristic to the sample and cross 

validating with another sample provides a more generalizable model. 

The samples need to be statistically similar. Cross validation works 

best with samples of 300-500. Multi-sample analysis available in 

LlSREL is also a method of validating the model (Diamantopoulos, 

1994). 

Confirmatory Factor Analysis: Martin Model 

The Martin Model was determined to be theoretically identified 

and parameters specified on the sample of sexually non-active 

subjects (n= 320). The model being estimated contained three latent 

variables and sixteen observed variables. The latent variable self

efficacy was measured by the observed variables: general self

efficacy and social self-efficacy. The measurement of decision

making was accomplished with three observed variables: problem

solving confidence, approach-avoidance style, and personal control. 

The third latent variable, protective behaviors was measured with 

eleven parameters: moderate risk behaviors, very risky behaviors, 

sex education, romance, dating and sex, future impact, relationship, 

parent/friend influences, sexual value, sexual behavior, and the ACE. 
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· The specified measurement model was then estimated using 

the LISREL 7 (Jorkeskog & Sorbom, 1989a, 1989b) program. The chi

square was 298.25 (104 d.f., [11= .000]). The AGFI was .853 and the 

root mean squared residual (RSMR) was 1.479 The very large, 

significant chi-square and low AGFI indicated a poor fit of the model 

to the data. The squared multiple correlations for the observed 

variables were very low, particularly on the ten parameters 

identified in the DPSA to measure intent behaviors. The values for 

the squared multiple correlations of the ten parameters ranged from 

.003 to .501. The low squared multiple correlations revealed poor 

reliability of the ability of the ten DPSA parameters to measure 

intent behaviors. With the ACE as the eleventh component of 

measuring intent behaviors, the squared multiple correlation was 

.041. The RSMR was less than 2.0 (RSMR= 1.479). All! values were 

significant(> 2.0) except on the relationship scale(!= .871) and sexual 

behavior scale(!= .869). A modification index of 37.15 suggested 

relaxing parameter ( 8,7) of theta delta to improve the fit of the 

model. 

The two parameters, very risky behaviors and sex education, 

were identified and estimation conducted. The second estimation 

revealed a significant chi-square of 259.66 (103 d.f, [Q=000]), low 

AGFI (.862) and RSMR= 1.410. Squared multiple correlations again, 

were very low, particularly on ten of the observed parameters of 

intent behaviors. A modification index of 22.33 suggested freeing 

the parameter (12, 11) of theta delta for estimation. The parameters 
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of future impact and relationships were theoretically compatible and 

estimation was accomplished again with the suggested modification. 

As with previous estimations of the model, a significant chi-square of 

236.39 (102 d.f., [Q= 000]) and low AGFI= .874, with low squared 

multiple correlations indicated a very poor fit. The third estimation 

of the model also suggested freeing the parameters of personal 

control and romance. Since these did not have substantive 

theoretical support as similar parameters, estimation for this model 

was ended. 

Because of problems encountered with the DPSA instrument, as 

described earlier, it was concluded that data from the DPSA would be 

used for descriptive purposes for the entire sample (N= 858) and not 

as a component of the model. Therefore, the model was revised 

eliminating the ten scales identified in the DPSA and parameters 

were specified with the original three latent variables and six 

observed parameters (Figure 4). Once the parameters were 

identified, the model was estimated with the same sample (SNA, n= 

320). 

The chi-square was 16.22 ( 10 d.f., [Q= .094]), AGFI= .963, and 

RMSR= 2.546. Estimation of this model provided results that were 

highly indicative of a good fit of the model to the data, without the 

parameters from the DPSA instrument. Using the relative likelihood 

ratio (RLR) method to measure the ratio of chi-square to its degrees 

of freedom (li'df) produces results verifying a very good fit 

(Carmines & Mciver, 1981 [as cited in Boyd, Frey & Aaronson, 



124 

1988]). The RLR is an indication of ''how well the hypothesized 

model compares to an alternative model containing all possible 

recursive paths" (Carmines & Mclver, 1981 [as cited in Boyd, Frey & 

Aaronson, 1988]). Accepted RLRs of 2:1 or 3:1 are considered a good 

fit. The RLR for this model is 16.22/10. This is comparable to a ratio 

of less than 2:1 (RLR= 1.62). All! values were significant. The RMSR 

over 2.0 indicated there were one or more poorly determined 

relationships within the model. 

Estimation of the model with the SA group (n= 321) was 

conducted after the parameters of the DPSA were removed and the 

model with NSA data supported a good fit. The chi-square was 17 .5 8 

(10 d.f., [Q= .062]). AGFI= .959, RMSR= 2.091. The RLR for this model 

was 17 .58/10 which is comparable to a ratio of less than 2:1 (RLR= 

1.75). The overall fit indices supported a good fit of the data from 

the SA group to the model previously supported with data from the 

NSA group. 

Multi-Sample Confirmatory Factor Analysis 

Multi-sample analysis was done as a way to further validate 

the fit of the model to the data and to determine if the covariance 

matrices are equal (invariant) for the SNA and SA groups. The 

program specifies that the same parameters are fixed or freed for 

both groups. When estimating an invariance model, LISREL 

determines a chi-square result for the overall fit of the model for 

both groups. The chi-square is sensitive to large sample size, and a 
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large significant chi-square is not necessarily related to a bad fit. A 

GFI and RMSR are reported for each group that are not as sensitive to 

sample size (Rahim & Magner, 1995). The multi-sample 

measurement model was estimated with the combined SNA and SA 

(n= 641) groups. 

In the multi-sample model, the SNA group (n= 320) had a 

GFI= .971 and the SA group (n= 321) a GFI= .968. The overall chi

square for the multi-sample was 58.57 (31 d.f., [Q= .002]). The RLR 

for this model is 58.57 /31, which is less than a 2:1 ratio (RLR= 1.88). 

The overall fit indices supported a good fit of the model to the data, 

taking into consideration the large sample size. But, the RMSRs were 

over the accepted level of 2.0 for each group: SNA, RMSR= 4.678; SA, 

RMSR= 3.806. 

The strong similarity of multiple squared correlation values for 

the SNA and SA groups revealed that the SESGSE was the most 

reliable estimate of the latent variable, self-efficacy and the PSIAAC 

the most reliable estimate of decision-making with the PSIPC being 

the least reliable measure. Squared multiple correlations (Table 9) 

summarize the strength of reliability of the measures as indicators of 

the observed variables. The very high values on the ACE support 

this as a strong measure of intent behaviors for both groups. 



Table 9 

Sguared Multiple Correlations: Multi-Sample Analysis 

LATENT 
VARIABLES SELF-EFFICACY 

OBSERVED 
VARIABLES SESGSE SESSSE 

GROUPS 

SNA 

SA 

.938 

.939 

.194 

.194 

DECISION-MAKING 

PSIPSC PSIAAC PSIPC 

.575 

.633 

.662 

.662 

.325 

.325 

126 

INTENT 

ACE 

.997 

.996 

In the measurement model, the latent and observed variables 

were specified as invariant (equal). LISREL uses common metric 

standardized solutions to identify if variance exists. The output is a 

correlational matrix for each group that is the weighted average of 

each group's covariance matrix. Results of the multi-sample analysis 

supported invariance among the latent variables (Table 10). The 

values are equivalent for the SNA and SA groups on the latent 

variables. 
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Table 10 

Common Metric Standardized Solution: Latent Variables 

SELF-EFFICACY DECISION-MAKING PROTECTIVE BEHAVIORS 

Self-Efficacy 
SNA 1.CXX) 
SA 1.CXX) 

Decision-Making 
SNA -.747 
SA -.747 

Protective 
SNA 
SA 

Behaviors 
.267 
.267 

1.CXX) 
1.CXX) 

-.227 
-.227 

1.000 
1.000 

But, variance did exist in the observed variables between the 

SNA and SA groups (Table 11). The close values of the two groups 

on each observed variable indicates an almost equal model, but there 

were variances indicated on the SFSGSE, PSIPSC, and ACE. 
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Table 11 

Common Metric Standardized Solution: Observed Variables 

SELF-EFFICACY DECISION-MAKING PROTECTIVE BEHAVIORS 

SESGSE 
SNA 9.965 
SA 10.091 

SESSSE 
SNA 1.782 
SA 1.782 

PSIPSC 
SNA 6.334 
SA 7.161 

PSIAAC 
SNA 9.848 
SA 9.848 

PSIPC 
SNA 2.817 
SA 2.817 

ACE 
SNA 8.960 
SA 8.014 

Model Variance 

In order to determine if significant differences existed between 

the means of the SNA and SA groups, ! tests were calculated on each 

observed parameter (Table 12). Levene's test for homogeniety that 

calculates an E value and equal variance estimates were used. 

According to Levene if the 12 value is .OS or>, then the SDs are not 

statistically different for the groups and equal groups are used for 

analysis (Howell, 1982; Munro & Page, 1993). Since the 12 value for 
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Levene's E was < .OS on the PSIPC parameter, unequal group 

(separate) variance was used to report the calculated .t value and 

probability, with df= 623.39. The calculated .t of each parameter was 

then compared to the table .t ( 1.96, [11= .05, df= 639]). Differences 

were found to exist between the mean responses of the SNA and SA 

groups in all parameters. 

The SESSSE results support Sherer's ( 1982) findings that high 

scores indicate high self-efficacy. The large 11 value (.233) on the 

SESSSE was indicative that no significant difference existed in the 

SDs, but the means were not equal. Even with a non-significant 

finding, there was not enough evidence to support that the groups 

were equal in their responses on the SESSSE. Scores were higher in 

the SA group on this scale which statistically indicates that the SA 

group has higher social self-efficacy. 

Differences were also found in responses of the SNA and SA 

groups on the PSIPSC, PSIAAC, and PSIPC. Heppner ( 1982) specified 

that low scores on each scale of decision-making were indicators of 

self-confidence in problem solving, an approach style to problem

solving, rather than avoiding problem solving, and a sense of control 

over emotions and behaviors when problem solving. The SNA group 

mean responses were lower on all scales compared to the SA group; 

statistically supporting that NSA subjects trust and believe in their 

individual capabilities for problem solving. 

Mean group responses differed between the SNA and SA 

groups on the ACE. This researcher had determined that high scores 
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would indicate a high intent to prevent conception. The SNA group 

did have higher scores, statistically supporting a more positive 

attitude toward contraceptive responsibility. 

Table 12 
Calculated t-Tests: Observed Variables 

M F, 12 1 df 2-tail 
prob. 

VARIABLE 
SF.SGSE 1.196 (12= .275) 3.69 639 .000** 
SNA 63.7563 
SA 60.8100 

SESSSE .840 (12= .360) -1.19 639 .233 
SNA 22.1375 
SA 22.5171 

PSIPSC 1.801 (12= .180) -4.33 639 .000** 
SNA 28.6313 
SA 31.5950 

PSIAAC .003 (12= . 957) -4.21 639 .000** 
SNA 45.0813 
SA 49.0872 

PSIPC 8.654 (12= .003 )* -4.05 623.39 .000** 
SNA 19.1875 
SA 20.7632 

ACE .048 (12= .827) 3.96 639 .000** 
SNA 63.4719 
SA 60.8100 

*12 < .OS, **12 < .001 

ANOV A was used to determine if differences existed across the 

age groups in the SNA/SA groups. Ages were grouped as: early 13-

14, middle 15-16, and late 17-18. The calculated F-ratio determines 
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if significant differences exist between the means of more than two 

groups. The calculated E of the 2-way interactions and main effects 

between the NSA/SA groups and age groups were compared to the 

table value (E= 3.86, [Q= .OS, df= 2, 635]). 

Findings of the 2-way interaction of SNA/SA groups and age 

groupings were statistically non-significant. In other words there 

was no variance indicated between the SNA/SA groups across the 

age categories. 

When all the 2-way interactions were found to be non

significant, the main effects, independent variables of groups and age 

categories, were examined. The age category was statistically non

significant on all parameters except the ACE which was found to be 

statistically significant at the .003 level. Statistically significant 

variance was found on the SNA/SA group main effect on all 

parameters, except the SESSSE parameter. With the preset 

probability (12= .OS) there was statistical significance at the .000 

level, but theoretically the probability of variance recurring in the 

responses in this specific population is minuscule (Table 13). 
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Table 13 
ANOVA: Observed Variables 

VARIABLES .E df Sig. of .E 

SESGSE 
SNA/SA Groups 19.323 1,635 .000* 
Age Groups 4.691 .009 

2-way Interaction 
SNA/SA::Age .065 2,635 .973 

SESSSE 
SNA/SA Groups 1.133 1,635 .278 
Age Groups .912 .402 

2-way Interaction 
SNA/SA::Age 1.221 2,635 .296 

PSIPSC 
SNA/SA Groups 24.836 1,635 .000* 
Age Groups 4.030 .018 

2-way Interaction 
SNA/SA::Age .379 2,635 .685 

PSIAAC 
SNA/SA Groups 22.353 1,635 .000* 
Age Groups 2.814 .061 

2-way Interaction 
SNA/SA::Age .275 2,635 .759 

PSIPC 
SNA/SA Groups 19.712 1,635 .000* 
Age Groups 1.808 .165 

2-way Interaction 
SNA/SA::Age 1.743 2,635 .176 

ACE 
SNA/SA Groups 23.208 1,635 .000* 
Age Groups 5.965 .003* 

2-way Interaction 
SNA/SA::Age .154 2,635 .857 

(*n < .05) 
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Summary of Findings 

The sample used for data analysis consisted of 641 adolescent 

females, age 13-18, that had complete data sets. The sample was 

divided into two groups of self-reported sexually non-active and 

sexually active. 

Confirmatory factory analysis was used to estimate the 

proposed model. The initial model with three latent variables and 16 

observed variables did not demonstrate a good fit after three 

estimates and relaxing parameters as specified by the modification 

indices. Ten of the observed variables on the latent variable, 

protective behaviors, were eliminated and the new model with three 

latent variables and six observed variables was estimated using the 

data from the SNA group. Goodness of fit indices indicated a good fit 

of the model to the data. Estimate of the same proposed model with 

data from the SA group also indicated a good fit of the model to the 

data. Multi-sample analysis confirmed a good fit by comparing the 

data sets simultaneously, 

The multi-sample estimate indicated variance existed on the 

observed variables between the SNA and SA groups. 1 tests were 

calculated comparing group means and it was found that differences 

did exist on all parameters except the SESSSE. ANOVA results of 

comparison of group means across the age range did not reveal 

significant variance on the observed variables. 



134 

Extrapolated findings will be discussed in Chapter 5. How these 

findings might be used to assist nursing and other disciplines to work 

with adolescent females to become better decision makers will be 

discussed. 



CHAPTER V 

SUMMARY OF THE STUDY 

Adolescent pregnancy and the risky behaviors associated with 

potentially becoming pregnant are topics that have been the basis for 

many research studies across several disciplines. Research has 

supported that adolescent females need better decision-making 

skills, and that decision-making is dependent upon self-perceptions 

of ability to have control of situations encountered as an adolescent. 

But, the multifaceted influence on the decision-making process in the 

adolescent has not been researched in depth. In order to gain a 

better understanding of how the adolescent female, age 13-18, 

perceived the ability to use protective behaviors to prevent 

pregnancy, a theoretically derived measurement model of protection 

motivation behaviors, self-efficacy, decision-making, and intent 

behaviors was investigated. Because most studies of adolescent 

populations have used subjects from the inner city or urban 

environment, this study focused on the rural adolescent females 

responses. This chapter summarizes the study, discusses the 

findings, conclusions and implications for further research, and 

recommendations for further research. 

135 
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Summary of the Study 

A descriptive correlational design was used for the study with 

a convenience sample of 858 adolescent females, age 13-18. Rogers' 

Protection Motivation Theory provided theoretical support for the 

study. The theory provides a model for health decision-making with 

positive outcomes. Inherent in Protection Motivation Theory are the 

influences of cognitive processes that can either strengthen or reduce 

the ability to use protective behaviors. Self-efficacy and decision

making are components that influence whether behaviors will be 

initiated and sustained. The decision to, or intent to, perform certain 

behaviors is influenced by the perception of ability to perform the 

behaviors. 

Previous research supported integrating cognitive processes 

into preventive programs. Failure to recognize the impact that 

decision-making skills have on behaviors does not provide a 

comprehensive approach for this population (Burke, 1987; Gordon, 

1990; Johnson & Green, 1993; Adler et al., 1990). Cognitive 

development has been related to the ability to make decisions about 

contraceptive use and the ability to correlate behaviors with 

potentially risky outcomes (Urberg, 1982; Zabin & Hayward, 1993) 

Self-efficacy has been determined to be a vital component of 

decision-making when behaviors are initiated or changed. Self

efficacy was shown to impact the transitions required during 

adolescence if decision-making skills were going to be used 

appropriately (Ehrenberg et al., 1991; Newman & Newman, 1986). 
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Low self-efficacy was demonstrated in pregnant adolescents as being 

related to the ability to perform protective behaviors to prevent 

exposure to AIDS (Lawrance, Levy & Rubinson, 1990). This further 

supported the need to promote adolescent self-efficacy to enhance 

decision-making and increase intent to use protective behaviors 

(Curtis, 1992). 

Self-efficacy was measured using the general and social self

efficacy subscales of the Self-Efficacy Scale (Sherer et al., 1982). The 

instrument has been used in a variety of other research projects 

ranging from health care to business settings (Eden, 1988; Eden & 

Kinnar, 1991; Hays & Buckle, 1992) Sherer reported adequate 

reliability statistics and evidence of validity. The scale had not been 

used on this age population or for this purpose. 

Decision making was measured using the three subscales of the 

Problem Solving Inventory: Adolescent Version (PSI-B); problem 

solving confidence, approach-avoidance style, and personal control 

(Heppner & Peterson, 1982). The instrument measured general 

problem solving behaviors and attitudes, not actual skills. The PSI-B 

was just recently developed as a result of revision of the original 

Problem Solving Inventory, adult version (PSI-A). The PSI-A had 

been used extensively, but was not a good measure for the 

adolescent population. Extensive reliability measures supported the 

PSI-Bas a reliable measure in the adolescent population and an 

adequate discussion of validity was presented by Heppner et al., 

(1994). 
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The Dating Patterns and Sexual Attitudes (DPSA) instrument 

was originally used as a measure of intent behaviors for the model. 

Limited reliability and validity indices were presented by Rosenthal 

et al., (1992). The instrument had been used with several adolescent 

populations of self-reported sexually active and sexually non-active 

females. Adequate validity was reported. The DPSA was not used in 

estimation of the proposed model. Data collected on the DPSA were 

used to describe responses to the groups of items identified by this 

researcher. 

The fifteen items selected from the 296 item Adolescent 

Curriculum Evaluation (ACE) (Vincent, 1983) were used to measure 

contraceptive responsibility. Initial reliability was determined and 

the instrument was found to be a good indicator of intent behaviors. 

Exploratory data analysis was conducted on each of the 

instruments with results reported in Chapter N. Confirmatory factor 

analysis using the LISREL 7 program was used as the method to 

determine if the proposed model fit the data. Findings in the 

confirmatory analysis further supported reliability of the 

measurement instruments. 

The proposed model of protection motivation behaviors was 

confirmed through estimates of goodness of fit. The good fit of the 

original model to the data from the sexually non-active group was 

compared with the goodness of fit of the model to data from the 

sexually active group. Both estimations confirmed a good fit of the 

model to the data. After both estimates supported a good fit, a 
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multi-sample analysis was conducted with LISREL 7 to compare the 

two sets of data at the same time. Once again the model was found 

to have a good fit to the data. The multi-sample analysis revealed 

variance between the observed variables and invariance between 

the latent variables for the SNA and SA groups. 

To determine where differences existed, .t tests and ANOV A 

were conducted to compare group means. The .t tests findings 

indicated differences were present on all the observed variables for 

the SNA and SA groups. The SNA were found to have higher self

efficacy, trust and belief in problem solving ability, and a more 

positive attitude toward contraceptive responsibility. ANOV A did 

not support theoretically significant differences between the SNA/SA 

groups and age categories. 

In each group, the middle adolescents, 15-16 year olds, were 

the largest group, with a difference of only five separating the 

numbers indicating being sexually active or not. As was anticipated 

prior to data collection, the young 13-14 year olds were lowest in the 

sexually active group (n=41, 13%), and highest in the non-sexually 

active, (n= 105, 32%). Table 14 shows the breakdown of age groups 

and whether or not they indicated being sexually active. 
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Table 14 

Age Categorx by GrOUQ (N= 641) 

AGE 13-14 15-16 17-18 

GROUP 

SNA 105 160 55 

SA 41 155 125 
COLUMN 146 315 180 
TOTAL 22.8 49.1 28.1 

Discussion of the Findings 

Three research questions were investigated in this study. First 

the fit of the measurements of protection motivation behaviors and 

the data from adolescent females was estimated. The second 

question asked if differences existed in mean responses between the 

sexually non-active and sexually active groups. This question was 

answered affirmatively after a good fit of the model to the data had 

been supported. The third question was examined by comparing 

mean responses to the measured variables across the age groups in 

the sexually non-active and sexually active groups. Discussion of the 

results includes findings related to the research questions and 

demographics of the sample. 
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Demographics 

The sample for the study consisted of 858 rural adolescent 

females, age 13-18, with the breakdown of ages: 13-14: 192 (22.4%), 

15-16: 418 (48.7%), and 17-18: 247 (28.8%). The high return of 

subjects with signed parental consents was an advantage because 

217 were not used in the estimation of the model because of 

incomplete data sets. The sample of 614 used for model estimation 

was divided into groups reporting never having had sex (n= 320 

[49.9%]) and those reporting being sexually active (n= 321 [50%]). 

The equality of the groups was another advantage when estimating 

the multi-sample model. 

In the total sample (N= 858), the self reported SNA numbered 

412 (48%) and the SA included 435 (50.7%), with 11 not responding 

to the item used for determination of sexual activity. The equality of 

the groups in the total sample and sample used for confirmatory 

analysis were very much a surprise to this researcher because of 

knowledge of the incidence of pregnancies at all three schools. It had 

been anticipated prior to data collection that the SA group would 

contain the larger percentage of subjects. Several factors could have 

influenced the equality of the groups, particularly when using 

adolescents as subjects in research. The tendency is to respond to 

items as the subject thinks the researcher desires. Even reinforcing 

that no one other than the researcher would have access to raw data 

may not have relieved the anxiety that a friend, teacher, or parent 
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might accidentally discover the subject was sexually active. 

Therefore, the equality of groups might not reflect a true number of 

sexually active subjects. 

Since data were collected in rural schools located in East Texas 

the anticipation was that responses to race would be more equally 

divided between the Caucasian and African American subjects, with 

the other races comprising the remainder of the sample. This did not 

hold true with the findings that 77 .5% of the sample were designated 

as Caucasian and 15% as African American. The highest percentage 

of African American respondents were located at School B. The 

relatively small number of African American subjects at Schools A 

and C is reflective of the movement of this population from the small 

rural towns into the larger cities and after completing school not 

returning to their hometowns to establish families. 

Research Question 1 

The first research question addressed the fit of the 

measurement of protection motivation behaviors and the data from 

adolescent females. Confirmatory factor analysis using LISREL 7 did 

not support the proposed model with three latent variables and 16 

observed variables. Ten variables from the DPSA included as 

measurements of risk-taking behaviors did not provide reliable 

measures of protective behaviors. 

Multiple problems had presented during data collection with 

the Dating Patterns and Sexual Attitudes (DPSA) instrument. The 
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SNA subjects expressed difficulty responding to items that could 

make it appear they were sexually active, when they were not. 

Other problems were identified with items referring to contraceptive 

use. Many of the younger subjects did not know what some terms 

meant (i.e. STDs, intercourse). Definitions had to be supplied for 

terms, and this could possibly have biased the responses. By 

answering "no" to using contraception, the response in the non

sexually active could be construed as not taking responsibility for 

behaviors. In addition the younger subjects and those who were 

slow readers had difficulty completing responses to all items. The 

DPSA was a very long instrument (83 items) and the majority of 

missing data was on the DPSA and those items on the instrument 

after the DPSA. 

The biggest problem with the DPSA was an inability to obtain 

an overall score that could be used to compare high risk-takers \Vi.th 

low risk-takers. As previously stated, the items were dichotomized, 

but not with good results. When the LISREL 7 estimation indicated 

the model did not fit the data, the ten parameters from the DPSA 

were dropped as a component of the model. 

Estimation of the revised model with three latent variables and 

six observed variables (Figure 4) indicated a good fit of the model to 

the data. Subsequent estimations of the revised model supported the 

fit of the model to the data from the SNA and SA groups and in 

multi-sample estimation. The findings indicate that the components 

selected from the literature to define the model were theoretically 
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supported by the Protection Motivation Theory. The concepts 

selected for the model, self-efficacy, decision-making, and protective 

behaviors, were affirmed through the good fit of the data. 

This study supports the research findings of other researchers 

(Bandura 1977, 1984; Maddux, 1991) that perceived self-efficacy has 

a powerful influence on behavior. Bandura's (1977, 1984) research 

validated that self-efficacy has a strong influence on behaviors 

resulting in protective behaviors. This study supports O'Leary's 

( 1985) findings that self-efficacy influences the motivation required 

to exercise and sustain healthy behaviors. 

The findings related to research question 1 support the 

components of Protection Motivation Theory postulated by Bandura 

( 1977) that self-efficacy provides the basis for the belief that one 

can carry out preventive behaviors and develop personal mastery to 

initiate and sustain preventive behaviors. The results of this 

researcher's study support the premise that the subjects with high 

scores on self-efficacy were more likely to be sexually non-active. 

Support that self-efficacy is a vital component within the 

proposed model further documents the need for the adolescent to be 

an active participant in the decision-making process. Other authors 

recognized the need for active participation and the ability to 

critically evaluate outcomes to potentially risky behaviors (Gordon, 

1990; Schinke et al, 1979; Tauer, 1983 ). 
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Research Question 2 

Because the model was found to fit the data and not invariant 

on the observed variables, the next step was to determine if there 

were differences in responses of the SNA and SA groups on the 

observed variables. Results of the! tests provided support that 

differences did exist between the SNA and SA groups on the 

observed variables. The identified difference provided support that 

the SNA subjects in this study responded to the measurements in a 

manner that indicated higher self-efficacy, with more confidence in 

problem-solving capabilities, and more responsibility toward 

contraception use. This is not to say that the SA group did not 

contain subjects who have high self-efficacy and appropriate 

decision-making skills with the intent to not get pregnant. 

There are adolescent females who are sexually active by choice 

and made that decision after much thought. As pointed out by 

several researchers, the adolescent who is sexually active, future 

oriented, and motivated to prevent pregnancy might be a better 

decision-maker with high intent to prevent pregnancy (Jay et al, 

1989; Morrison, 1985; Nickerson, 1990; Winter, 1988). 

Research Question 3 

Since differences existed between the SNA and SA groups, the 

next step was to determine if there were differences in responses to 

the measured variables across the age range, 13-18 years. ANOV A 

was calculated to determine if differences did exist between the two 
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groups and across the age range. No significant differences were 

found in responses across the age range of the two groups on the 

2-way interaction. The only area where age was found to be 

statistically significant was on the ACE variable, and that probability 

of recurrence was extremely low (Q= .003). 

The findings of this study that age was not significantly 

accounted for in the variance does not support findings in the 

literature. Some researchers (Brown, 1992; Morrison, 1985; Winter, 

1988) postulated that correct use of contraception improves with 

maturity and the ability to translate abstract information into real 

life situations. The literature also supported the premise that 

cognitive development was a better predictor of contraceptive usage 

than age (Sachs, 1986; Tauer, 1983; White, 1984). The findings of 

this study did not support the concept of cognitive maturity 

increasing with age concerning use of contraceptives. 

The findings do support the research by Johnson and Green 

( 1993) that cognitive capacity does not necessarily increase with age, 

nor do all adolescents develop formal operational thinking in all 

domains (Green, Johnson & Kaplan, 1992). Health care providers and 

others working with adolescents cannot assume that the older 

adolescent will possess better decision-making skills than the early 

or middle adolescent. Gordon's (1990) research identified elements 

of formal operational thinking that are vital to understanding 

adolescent decision-making and contraceptive preventive behaviors. 

Many of the subjects in this study may not have reached the level of 
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formal operational thinking, as suggested by Gordon (1990), in which 

they could envision alternatives and plans for the future. 

Conclusions and Implications 

The results of this study indicate support for the theoretically 

derived model of self-efficacy, decision-making, and protective 

behaviors. The findings of this study have not added new knowledge 

to the area of adolescent pregnancy prevention, but have validated 

knowledge concerning the adolescent female's need for appropriate 

decision-making abilities. 

Support of the proposed model with responses from the rural 

population in this study confirms the belief that pregnancy 

prevention programs should not just address how to prevent 

pregnancy. This study suggests that health care providers and 

others involved with adolescent females may use information from 

the findings to plan health preventive programs that would increase 

the adolescents' perception of their ability to carry out recommended 

behaviors and strengthen rational decision-making skills. 

Findings could also be used to educate nurses, physicians, social 

workers, ministers, parents, and teachers of adolescents. Validation 

of knowledge of the impact of self-efficacy and decision-making on 

the intent to use protective behaviors will enhance the ability to 

select and use appropriate methods for dealing with adolescent 

pregnancy prevention. 
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The instruments used in the study, with the exception of the 

DPSA, were found to be reliable measures of the observed variables 

in the Martin Model. The measurement responses provided support 

that high self-efficacy was related to greater decision-making; 

measurement responses supported the premise that high decision

making was related to use of protective behaviors and that high self

efficacy was directly related to use of protective behaviors. These 

results supported previous research by Curtis (1992) that promoting 

adolescent self-efficacy enhances the belief that preventive 

behaviors can be used. 

Recommendations for Further Study 

Recommendations from the findings include: 

1. Conduct the study using the Martin Model with another 

sample of rural adolescent females to validate the findings in this 

study. The sequencing of the instruments should be re-arranged to 

determine if less missing data would occur. The time frame for 

completing the instruments could be increased to decrease bias 

associated with the slower readers and the potential of eliminating 

those subjects from the study. The DPSA did not measure risk 

behaviors in the manner intended by this researcher. An instrument 

measuring risk-taking behaviors that could easily be quantified 

might add support that the Martin Model is a good indicator of 

adolescent decision-making related to pregnancy prevention. 
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2. Perform a path analysis with the LISREL 7 program to 

determine causal relationships between the latent and observed 

variables. The structural equation model would specify the causal 

relationships between the variables and explain the variance. 

3. Conduct the study using the Martin Model with rural 

male adolescents age 13-18 to compare responses with the original 

female sample. Since the male is a very important component in 

determining if contraception is used by the adolescent female, 

comparisons of responses about decision-making and responsibility 

would be of interest to those working with the adolescent. 

4. Conduct a qualitative study with adolescent females to 

compare how the decision was made to become sexually active or not 

be sexually active. Results of a qualitative study could lead to 

instrument development that would be even more reliable for 

measuring adolescent decision-making about sexual activity and 

pregnancy prevention. 

5. Conduct a qualitative study with parents of sexually non-

active and sexually active adolescents to identify family values 

concerning decision-making responsibility and pregnancy in the 

adolescent female. Responses could be used to help the family 

structure understand what factors influence adolescent decision

making. 
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Summary 

The findings of this study were encouraging. The need for a 

broad based approach to adolescent pregnancy prevention was 

supported with the findings that self-efficacy and decision-making 

are components that should be incorporated. Adolescent pregnancy 

will never completely disappear, but with advances in knowledge 

supported by research such as this study, the number of adolescent 

pregnancies can be reduced. Findings of this study support that the 

Martin Model is functional and could be used as a guide in educating 

not only the adolescent, but the persons involved with adolescent 

pregnancy prevention. 



References 

Adler, N. E., Kegeles, S. M., Irwin, C. E., & Wibbelsman, C. 

(1990). Adolescent contraceptive behavior: An assessment of 

decision processes. The Journal of Pediatrics, 116, 463-4 71. 

Adler, E. S. & Clark, R. '(1991). Adolescence: A literary passage. 

Adolescence, 26, 757-768. 

Alexander, C. S., Ensminger, M. E., Kim, Y. J., Smith, B. J., Johnson, 

K. E., & Dolan, J. J. ( 1989). Early sexual activity among adolescents in 

small towns and rural areas: Race and gender patterns. Family 

Planning Perspectives, 21. 261-266. 

Bandura, A. (1977). Social learning theory. Englewood, New 

Jersey: Prentice-Hall, Inc. 

Bandura, A. (1982). Self-efficacy mechanism in human 

agency. American Psychologist, 37, 122-147. 

Bandura, A. (1986). Social foundations of thought and action. 

New York: Prentice-Hall. 

Beck, K. H. & Frankel, A. (1981). A conceptualization of threat 

communications and protective health behavior. Social Psychology 

Quarterly, 44, 204-217. 

Bell, N. J. & Bell, R. W. (1993). Adolescent risk taking. 

Newbury Park: Sage Publications, Inc. 

151 



152 

Bobak, I. M. & Jensen, M. D. (1993). Maternity & gynecologic 

care: The nurse and the family. St. Louis: Mosby. 

Boyd, C. J., Frey, M.A., & Aaronson, L. S. (1988). Structural 

equation models and nursing research: Part I. Nursing Research. 37, 

249-252. 

Brooks-Gunn, J. & Furstenberg, F. F. ( 1989). Adolescent sexual 

behavior. American Psychologist. 44, 249-257. 

Brown, R. T., Cromer, B. A., & Fischer, R. ( 1992). Adolescent 

sexuality and issues in contraception. Obstetrics and Gynecology 

Clinics of North America, 19, 177-191. 

Burke, P. J. (1987). Adolescents' motivation for sexual activity 

and pregnancy prevention. Issues in Comprehensive Pediatric 

Nursing, 10, 161-171. 

Carmines, E.G. & Mclver, J.P. (1981). Analyzing models with 

unobserved variables: Analysis of covariance structures. In G. W. 

Bohrnstedt & E. F. Borgatta (Eds.), Social measurement: Current issues 

(pp. 65-115). Beverly Hills, CA: Sage Publications, Inc. 

Cervera, N.J. (1993). Decision making for pregnant 

adolescents: Applying reasoned action theory to research and 

treatment. Families in Society: The Journal of Contemporary Human 

Services, 40, 355-365. 

Chilman, C. S. (1983). Contraceptive use. In C. S. Chilman (Ed.), 

Adolescent sexuality in a changing American society (2nd ed.) 

(pp. 108-125). New York: Wiley & Sons. 



153 

Chilman, C. S. (1990). Promoting healthy adolescent sexuality. 

Family Relations. 39, 123-131. 

Cohen, S. M., Kenner, C. A., & Hollingsworth, A. 0. (1991). 

Maternal, neonatal and women's health nursing. Springhouse, PA: 

Springhouse Corporation. 

Curtis, S. (1992). Promoting health through a developmental 

analysis of adolescent risk behavior. Journal of School Health. 62. 

417-419. 

Davis, R. A. (1989). Teenage pregnancy: A theoretical analysis 

of a social problem. Adolescence, 24, 19-27. 

Dixon, W. A., Heppner, P. P., & Rudd, M. D. (1994). Problem

solving appraisal, hopelessness, and suicide ideation: Evidence for a 

mediational model. Journal of Counseling Psychology, 41, 91-98. 

Eden, D. (1988). Pygmalion, goal setting, and expectancy: 

Compatible ways to boost productivity. Academy of Management 

Review, 13, 639-652. 

Eden, D. & Kinnar, J. ( 1991). Modeling galatea: Boosting self

efficacy to increase volunteering. Journal of Applied Psychology, 76, 

770-780. 

Ehrenberg, M. F., Cox, D. N., & Koopman, R. F. (1991). The 

relationship between self-efficacy and depression in adolescents. 

Adolescence, 26, 361-374. 

Elkind, D. & Weiner, I. B. (1978). Development of the child. 

New York: John Wiley & Sons, Inc. 



Elliott, T. R. (1992). Problem-solving appraisal, oral 

contraceptive use, and menstrual pain. Journal of Appplie 

Psychology, 22, 286-297. 

154 

Erikson, E. (1968). Identity, youth and crisis. New York: W.W. 

Norton. 

Fruin, D. ]., Pratt, C., & Owen, N. (1991). Protection motivation 

theory and adolescents' perceptions of exercise. Journal of Applied 

Social Psychology, 22, 55-69. 

Furstenberg, F. F. (1991). As the ·pendulum swings: Teenage 

childbearing and social concern. Family Relations, 40, 127-138. 

Gordon, D. E. (1990). Formal operational thinking: The role of 

cognitive-developmental processes in adolescent making about 

pregnancy and contraception. American Journal of Orthopsychiatry, 

60, 346-356. 

Green, V., Johnson, S., & Kaplan, D. (1992). Predictors of 

adolescent female decision making regarding contraceptive usage. 

Adolescence, 27, 613-632. 

Gruber, E. & Chambers, C. V. (1987). Cognitive development 

and adolescent contraception: Integrating theory and practice. 

Adolescence, 22, 661-670. 

Hays, J. R. & Buckle, K. E. ( 1992). Self-efficacy among 

hospitalized mentally ill patients. Psychological Reports, 70, 57-58. 

Henshaw, S. K. & Van Vort, J. (1989). Teenage abortion, birth 

and pregnancy statistics: An update. Family Planning Perspectives, 

21, 34-45. 



155 

Heppner, P. P. & Peterson, C.H. (1982). The development and 

implications of a personal problem-solving inventory. Journal of 

Counseling Psychology, 29, 66-75. 

Heppner, P. P., Hibel, J., Neal, G.W., Weinstein, C. L., & 

Rabinowitz, F. E. (1982). Personal problem solving: A descriptive 

study of individual differences. Journal of Counseling Psychology, 29, 

580-590. 

Heppner, P. P. (1988). The problem solving inventory manual. 

Palo Alto, CA: Consulting Psychologists Press, Inc. 

Heppner, P. P., Manley, C. M., Perez, R. M., & Dixon, W. A. 

(1994). An adolescent version of the problem solving inventory: 

Initial reliability and validity estimates. Paper presented at 

American Psychological Association. 

Holden, G. W., Nelson, P. B., Velasquez, J., & Ritchie, L. (1993). 

Cognitive, psychosocial, and reported sexual behavior differences 

between pregnant and nonpregnant adolescents. Adolescence, 28, 

557-572. 

Howell, D. C. ( 1982). Statistical Methods for Psychology 

(2nd ed.). Boston: Duxbury Press. 

Inhelder, B. & Piaget, J. ( 1958). The growth of logical thinking 

from childhood to adolescence. New York: Basic Books. 

Jay, M. S., DuRant, R.H., & Litt, I. F. ( 1989). Female 

adolescent's compliance with contraceptive regimens. Pediatric 

Clinics of North America, 36. 731-746. 



Johnson, S. A. & Green, V. (1993). Female adolescent 

contraceptive decision making and risk taking. Adolescence, 28, 

81-96. 

Jorgensen, S. R., & Sonstegard, J. S. (1984). Predicting 

adolescent sexual and contraceptive behavior: An application and 

test of the Fishbein Model. Journal of Marriage and The Family, 

43-54. 

Jorkeskog, K. G. & Sorbom, D. (1989a). LISREL 7: User's 

reference guide. Chicago: SPSS, Inc. 

Jorkeskog, K. G. & Sorbom, D. (1989b). LISREL 7: A guide to 

the program and application (2nd ed.). Chicago: SPSS, Inc. 

156 

Keith, J. B., McCreary, C., Collins, K., Smith, C. P., & Bernstein, I. 

(1991). Sexual activity and contraceptive use among low-income 

urban black adolescent females. Adolescence. 26, 769-784. 

Klein, J. D., Brown, J. D., Childers, K. W., Oliveri, J., Porter, C., & 

Dykers, C. (1993). Adolescents' risky behaviors and mass media use. 

Pediatrics, 92. 24-31. 

Kobokovich, L. J. & Bonovich, L. K. (1992). Adolescent 

pregnancy prevention strategies used by school nurses. Journal of 

School Health. 62. 11-14. 

Kok, G., Vries, de H., & Strecher, V. J. (1991). Planned health 

education and the role of self-efficacy: Dutch research. Health 

Education Research: Theory & Practice, 6, 231-238. 

Lawrance, L. & Mcleroy, K. R. (1986). Self-efficacy and health 

education. Journal of School Health, 56, 317-321. 



157 

La-wrance, L., Levy, S. R., & Rubinson, L. ( 1990). Self-efficacy 

and AIDS prevention for pregnant teens. Journal of School Health, 

60, 19-24. 

LoBiondo-Wood, G. & Haber, J. (1990). Nursing research: 

Methods, critical appraisal, and utilization (2nd ed.). St. Louis: The 

C.V. Mosby Company. 

Lock, S. E. ( 1990). Factors affecting premari ta1 sexual 

intercourse and contraceptive use among rural adolescent females. 

Unpublished doctoral dissertation, University of South Carolina, 

College of Nursing: Columbia S.C. 

Lommel, L. L. & Taylor, D. (1992). Adolescent use of 

contraceptives. NAACOG's Clinical Issues, 3 (2), 199-209. 

Long, J. S. (1986). Covariance structure models: An 

introduction to LISREL. Sage Publications: Beverly Hills, CA. 

Maddux, J. E. ( 1991). Self-efficacy. In C. R. Snyder & D. R. 

Forsyth (Eds.), Handbood of social and clinical psychology 

(pp. 57-78). New York: Pergamon. 

Maddux, J.E. (1993). Social cognitive models of health and 

exercise behavior: An introduction and review of conceptual issues. 

Journal of Applied Sport Psychology.~ 116-150. 

Maddux, J. E., & Rogers, R. W. ( 1983 ). Protection motivation 

and self-efficacy: A revised theory of fear appeals and attitude 

change. Journal of Experimental Social Psychology, 19, 469-4 79. 



158 

Maddux, J.E., Norton, L. W., & Stoltenberg, C. D. ( 1986). Self-

efficacy, outcome expectancy, and outcome value: Relative effects on 

behavioral intentions. Journal of Personality and Social Psychology, 

51, 783-789. 

Mahon, N. E. & Yarcheski, A. (1988). Ethical concerns in 

research with adolescents. Journal of Pediatric Nursing, 3, 341-344. 

Manning, M. M. & Wright, T. L. (1983). Self-efficacy 

expectancies, outcome expectancies, and the persistence of pain 

control in childbirth. Journal of Personality and Social Psychology, 

45, 421-431. 

McAnamey, E. R. & Hendee, W.R. (1989). Adolescent 

pregnancy and its consequences. TAMA, 262, 74-77. 

McAnarney, E. R. & Hendee, W.R. (1989). The prevention of 

adolescent pregnancy. JAMA, 262, 78-82. 

Marcantel, M. & Chauvin, V. G. (1991). Adolescence: 

Implications for preventive health care is schools. NAACOG's Clinical 

Issues in Perinatal and Women's Health Nursing, 2, 165-177. 

Marlow, D.R. & Redding, B. A. ( 1988). Textbook of pediatric 

nursing ( 6th ed.). Philadelphia: W. B. Saunders. 

Morris, L., Warren, C. W., & Aral, S. 0. (1993). Measuring 

adolescent sexual behaviors and related health outcomes. Public 

Health Reports (Suppl. 1), 31-36. 

Morrison, D. M. ( 1985). Adolescent contraceptive behavior: A 

review. Psychological Bulletin, 98, 538-565. 



159 

Munro, B. H. & Page, E. B. ( 1993). Statistical methods for 

health care research (2nd ed.). Philadelphia: J.B. Llppincott Company. 

Muram, D., Rosenthal, T. L., Tolley, E. A., Peeler, M. M., & Dorko, 

B. ( 1991). Race and personality traits affect high school senior girls' 

sexual reports. Journal of Sex Education and Therapy, 17, 231-243. 

Muram, D., Rosenthal, T. L., Tolley, E. A., Peeler, M. M., & Pitts, B. 

(1992). Teenage pregnancy: Dating and sexual attitudes. Journal of 

Sex Education and Therapy, 18, 264-276. 

Nathanson, C. A., & Becker, M. H. (1986). Family and peer 

influence on obtaining a method of contraception. Journal of 

Marriage and the Family, 48, 513-525. 

National Center for Health Statistics. ( 1990). Vital statistics of 

the United States (Vol. 1, Natality). Washington D.C.: Department of 

Health and Human Services. 

Neal, G. W. & Heppner, P. P. (1986). Problem-solving self

appraisal, awareness, and utilization of campus helping resources. 

Journal of Counseling Psychology, 33, 39-44. 

Newcomer, S. & Baldwin, W. (1992). Demographics of 

adolescent sexual behavior, contraception, pregnancy, and STDs. 

Journal of School Health, 62, 265-270. 

Newman, B. M. & Newman, P.R. (1986). Adolescent 

development. Columbus: Merril Publishing Company. 

Nezu, A. M. ( 1985). Differences in psychological distress 

between effective and ineffective problem solvers. Journal of 

Counseling Psychology, 32, 135-138. 



160 

Nickerson, C. A. E. (1990). The attitude/behavior discrepancy 

as a methodological artifact: Comment on "sexually active adolescents 

and condoms." American Journal of Public Health, 80, 1174-1178. 

Noonan, M. T. (1975). Teenage pregnancy: The nonuse of 

contraception. Psychiatric Opinion, 12 (2), 23-27. 

Norr, K. F. (1991). Community-based primary prevention of 

adolescent pregnancy. Birth Defects: Original Article Series, 2 7, 

175-199. 

O'Leary, A. (1985). Self-efficacy and health. Behavior 

Research and Therapy, 23, 437-451. 

Piaget, J. (1972). Intellectual evolution from adolescence to 

adulthood. Human Development. 15, 1-12. 

Phillips, S. D., Pazienza, N. J., & Ferrin, H. H. (1984). Decision

making styles and problem-solving appraisal. Journal of Counseling 

Psychology, 31, 497-502. 

Pilliteri, A. (1992). Maternal and child health nursing: Care of 

the childbearing and childrearing family. Philadelphia: W. B 

Saunders. 

Polit, D. F. & Hungler, B. P. (1991). Nursing research: Principles 

and methods (4th ed.). Philadelphia: J.B. Lippincott Company. 

Prentice-Dunn, S. & Rogers, R. W. (1986). Protection 

motivation theory and preventive health: The health belief model. 

Health Education Research, 1, 153-161. 



161 

Proctor, S. E. ( 1986). A developmental approach to pregnancy 

prevention with early adolescent females. Journal of School Health, 

56, 313-316. 

Radius, S. M., Dillman, T. E., Becker, M. H., Rosenstock, I. M., & 

Horvath, W. J. (1980). Adolescent perspectives on health and illness. 

Adolescence, 15, 375-383. 

Rahim, MA. & Magner, N. R. (1995). Confirmatory factor 

analysis of teh styles of handling interpersonal conflict: First-order 

factor model and its invariance across groups. Journal of Applied 

Psychology, 80, 122-131. 

Reeder, S. J., Martin, L. L., & Koniak, D. (1992). Maternity 

nursing: Family, newborn, and women's health care. Philadelphia: 

J. B. Llppincott Company. 

Rippetoe, P.A., & Rogers, R. W. (1987). Effects of components 

of protection-motivation theory on adaptive and maladaptive coping 

with a health threat. Journal of Personality and Social Psychology, 

52, 596-604. 

Rogers, R. W. (1975). A protection motivation theory of fear 

appeals and attitude change. The Journal of Psychology, 91, 93-114. 

Rogers, R. W. ( 1983 ). Cognitive and physiological processes in 

fear appeals and attitude change: A revised theory of protection 

motivation. In J. Cacioppo & R. Petty (Eds.), Social Psychophysiology 

(pp. 153-176). New York: Guilford Press. 



162 

Rosenthal, T. L., Muram, D., Tolley, E. A., & McAlpine, J. (1993). 

Teenage pregnancy: A small comparison group of known mothers. 

Journal of Sex Education and Therapy, 19, 246-250. 

Rosenthal, T. L., Muram, D., Tolley, E. A., Peeler, M. M., & Pitts, B. 

( 1992). Teenage pregnancy: Predicting the adolescent at risk. 

Journal of Sex Education and Therapy, 18, 277-285. 

Sachs, B. (1986). Reproductive decisions in adolescence. 

Image: Journal of Nursing Scholarship, 18, 69-72. 

Schinke, S. P., Lewayne, D. G., & Small, R. W. (1979). 

Preventing unwanted adolescent pregnancy: A cognitive-behavioral 

approach. In Sharron S. Humenick & Natalie W. Paul (Eds.), 

Adolescent pregnancy: Nursing perspectives on prevention (pp. 81-

88 ). White Plains, N. Y.: March of Dimes Birth Defects Foundation. 

Shaughnessy, M. G. & Shakesby, P. (1992). Adolescent sexual 

and emotional intimacy. Adolescence, 27, 474-480. 

Shelton, S. H. ( 1990). Developing the construct of general self

efficacy. Psychological Reports, 66, 987-994. 

Sherer, M., Maddux, J. E., Mercandante, B., Prentice-Dunn, S., 

Jacobs, B., & Rogers, R. W. (1982). The self-efficacy scale: 

Construction and validation. Psychological Reports, 51, 899-902. 

Sherer, M. & Adams, C.H. (1983). Construct validation of the 

self-efficacy scale. Psychological Reports. 53, 899-902. 

Singh, s. ( 1986 ). Adolescent pregnancy in the United States: An 

interstate analysis. Family Planning Perspectives. 18, 210-220. 



163 

Smith. D. (1992, October 5). Beating the odds: Programs give 

teen mothers chance at life. Longview News-Journal, pp. 1, 9. 

Smith-Battle, L. (1995). Teenage mothers' narratives of self: 

An examination of risking the future. Advances in Nursing Science, 

17, 22-36. 

Stanley, M. A. & Maddux, J. E. ( 1986a). Cognitive processes in 

health enhancement: Investigation of a combined protection 

motivation and self-efficacy model. Basic and Applied Social 

Psychology, 7, 110-113. 

Stone, L. J. & Church, J. (1973). Childhood and adolescence: A 

psychology of the growing person. New York: Random House. 

Strasburger, V. C. (1989). Adolescent sexuality and the media. 

Pediatric Clinics of North America. 36, 747-773. 

Tauer, K. M. ( 1983). Promoting effective decision-making in 

sexually active adolescents. Nursing Clinics of North America, 18, 

275-292. 

Teen Birth Data and Statistics in 254 Texas Counties. (1991). 

School-Age Pregnancy and Prevention Clearinghouse Center for Social 

Work Research; School of Social Work. Austin: The University of 

Texas at Austin. 

Texas Vital Statistics. ( 1989). Austin: Texas Department of 

Health. 

Texas Vital Statistics: 1992 Annual Report. Austin: Texas 

Department of Health. 



164 

Trad, P. V. (1993). The ability of adolescents to predict future 

outcome part I: Assessing predictive abilities. Adolescence, 28, 

533-555. 

Urberg, K. A. (1982). A theoretical framework for studying 

adolescent contraceptive use. Adolescence, 17, 527-539. 

U.S. Public Health Service. ( 1994, April/May). Reducing 

teenage pregnancy increases life options for youth. Prevention 

Report. Washington, D. C.: Disease Prevention and Health Promotion, 

U.S. Department of Health and Human Services. 

Vincent, M. L. (1983). The ACE Primer. Washington, D.C.: Drew 

Clearie Associates. 

Vincent, M. L., Clearie, A. F., & Schluchter, M. D. ( 1983 ). 

Reducing adolescent pregnancy through school and community-based 

education. JAMA, 257, 3382-3386. 

Weinstein, N. D. ( 1993 ). Testing four theories of health

protective behavior. Health Psychology, 12, 324-333. 

White, J. E. ( 1984). Initiating contraceptive use: How do young 

\-vomen decide? Pediatric Nursing, 10. 347-352. 

White, S. D. & DeBlassie, R.R. (1992). Adolescent sexual 

behavior. Adolescence, 27, 183-191. 

Winter, L. ( 1988). The role of sexual self-concept in the use of 

contraceptives. Family Planning Perspectives, 20, 123-127. 

Yoos, L. (1987). Adolescent cognitive and contraceptive 

behaviors. Pediatric Nursing, 13. 247-250. 



Zabin, L. S. & Hayward, S. C. ( 1993). Adolescent sexual 

behavior and childbearing. Newbury Park: Sage Publications. 

165 



Appendix A 

Human Subjects Review Committee 



November 2, 1994 

Pamela Kay Martin 
P.O. Box 114 

TEXAS WOMAN'S 
UNIVERSITY 

, • ' r l) ' ,J ' ~ ~ ' • ' I V ~ .. r \) ' 

Hallsville, Texas 75650-0114 

HL \U\: ::-L BIECTS 
RE\ IEI\ ((1\1\IITT~E 
[> L1 3('\ ::" ~I.I 

D~ni-•n. T'I. ;-,-:,()-4.,,...;1.1 
r11,,n<: ;1:- :Ns •. :,;;-:-

Dear Pamela Kay Ma'°n:' Social Security #: 451-90-9791 

Your study entitled "Intent to Perform Protective Behaviors to Prevent Pregnancy in 
the Adolescent Female Age 13-18" has been reviewed by a committee of the Human Subjects 
Review Committee and appears to meet our requirements in regard to protection of 
individuals' rights. 

Be reminded that both the University and the Department of Health and Human Services 
(HHS) regulations typically require that agency approval letters and signatures indicating 
informed consent be obtained from all human subjects in your study. These arc to be filed 
with the Human Subjects Review Committee. Any exception to this requirement is noted 
below. This approval is valid one year from the date of this letter. Furth~rmore, accord in~ 
to HHS regulations. another review by the Committee is required if your project changes. 

Special provisions pertaining to your study are noted below: 

The filing of signatures of subjects with the Human Subjects Review Committee is not 
required. 

Other: 

..x_ No special provisions apply. 

cc: Gradu::ite S~hool 
Dr. Patti Hamilton. Nursing 
Dr. Carolyn Gunning, Nursing 

'" 

Sincerely, 

CJ~.,,_,_; ¢:_~rklv 
Chair 
Human Subjects Review Committee - Denton 

,..___,.,,:·1• h !~•"' £,,,,,,.,111·• 
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Graduate School Permission to Conduct the Study 



TEXAS WONfAN'S 
UNIVERSITY 

THE GRADL'A TE SCHOOL 
P.O. Boll ~--17'9 
Denton. TX 76204-047'9 
PhoM: 817 / 898-3400 
Fn: 817/898-3"12 

Ms. Pamela Kay Martin 
P.O. Box 114 
Hallsville, TX 75650-0114 

Dear Ms. Martin: 

March 6, 1995 

I have received ana approved the Prospectus entitled 
"Intent to Perform Protective Behaviors to Prevent 
Pregnancy in the Adolescent Female Age 13-18" for your 
dissertation research project. Best wishes to you in the 
research and writing of your project. 

dl 

cc Dr. Patti Hamilton 
Dr. Carolyn Gunning 
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Sincerely yours, 

~~- /l;J ~ 
Leslie M. Thompson 
Associate Vice President for 
Research and Dean of the 
Graduate School 



Appendix C 

Agency Permission Forms 



TEXAS WOMAN'S UNIVERSITY 
COLLEGE OF NURSING 

AGENCY PERMISSION FOR CONDUCTING STUDY 

THE _______________ _ 

GRANTS TO ____ P...,..am~el __ a...._M __ artm~·=---M~.S ...... N....:•-· R::..;.;•;.:..N;.;..1.••....;::Ca..:..N'-=S 
a student enrolled in a progeam of nursing leadidng to a Doctoral Degree at 

Texas Woman's University, the privilege of its facilities in order to study the 

following problem. 

The purpose of the study is to fill in the gaps concerning how adolescent 

females perceive their ability to make decisions regarding sexual protective 

behaviors to prevent pregnancy. 

The conditions mutually~~~ are as follows: 
1. The agency (~) ~n~ identified in the final report. 

2. The names of consultative. or administrative personnel in the 
agency (~~e identified in the final report. 

3. The agency~i(el: as CT ii) a conference with the 
student wh~port is completed. 

4. The agency i~:fr~::r T' g) to allow the completed 
report to be arc ated through interlibrary loan. 

5. Other. _____________________ _ 

Date· ll- ~f - 9) 

~~~f l!1~ Si~e~ V5\ilty Apvisor 
~,.(::;::;t!LZu#f~ 
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TIIE 

TEXAS WOMAN'S UNIVERSITY 
COllEGE OF NURSING 

AGENCY PERMISSION FOR CONDUCTING s:rupy 

GRANTSTO __ ~Pam==e~l~a~M-arnn~·~~~ts=·~N~.,~R~.N~.,~C=N~S~-----
a student enrolled in a program of nursing leading to a Doctoral Degree at 

Texas Woman's University, the privilege of its facilities in order to study the 

following problem. 

The purpose of the study ls to fill in the gaps concerning how adolescent 

females perceive their ability to make decisions regarding sexual protective 

behaviors to prevent pregnancy. 

The conditions mutually agreed upon are as follows: 
1. The agency (ma.y) (may not) be identified in the final report. 

2. The names of consultative or administrative personnel in the 
agency (~) (may not) be identified in the final report. 

3. The agency{~ (does not want) a conference with the 
student when the report is completed. 

4. The agency is (willing) (Ul t?fii tg) to allow the completed 
report to be circulated through interlibrary loan. 

s. Other..__ ___________________ _ 

. ·------------
~ of Agency Personnel 

~~ 
Signature of St Signature of Faculty Advisor 
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THE 

TEXAS WOMAN'S UNIVERSITY 
COLI.EGE OF NURSING 

AGENCY PERl\,[ISSION FOR CONDUCTING STIJDY 

GRAi'-rrs TO ---=P-=am=el=a=-=--~..:..2:farnn=-=·::.:....::~--=-l=.S;.:.:.N...:.:•:.a...• .:..:.R:.:..N.;.:.•e...;, C~N:..:.:S::.-_____ _ 

a student enrolled in a program of nursing leading to a Doctoral Degree at 

Texas Woman's University, the privilege of its facilities in order to study the 

following probliem. 

The purpose of the study is to fill in the gaps concerning how adolescent 

females perceive their ability to make decisions regarding sexual protective 

behaviors to prevent pregnancy. 

~-- on are as follows: 
be identified in the final report. 

2. The names of consultative or administrative personnel in the 
agency (may)~) be identified in the final report. 

3. The agency~does not want) a conference \\ith the 
student wh~port is completed. 

4. The agency tjill(unwilling) to allow the completed 
report to be aced through interlibrary loan. 

s. Other. ____________________ _ 

Si~ of Agency Personnel 

~ «a&~//4 <:;> 

Signature of Faculty Advisor 

170 



AppendixD 

Cover Letter to Parents 

Consent Form 



(DATE) 

Dear Parent or Guardian, 

I am a registered nurse completing my doctoral degree in the College 
of Nursing at Texas Woman's University in Denton, Texas. As a 
requirement for the degree I am conducting a research study. I have 
asked girls, age 13-18, in the (name of school) to volunteer to fill out 
four ( 4) questionnaires. 

For the past 25 years I have worked in maternity nursing. During 
this time I have seen an increasing number of teen girls becoming 
sexually active and having babies at younger ages. As a registered 
nurse I am interested in trying to discover the best way to help 
young girls have a better understanding of their abilities to have 
control over experiences in their life. A big part of having control is 
the ability to make decisions. 

Some teenagers are known to practice what we call "risky behaviors," 
such as having unprotected sex. My study is strictly to gather 
information about how the 13-18 year old female feels about her 
ability to make decisions when she is trying to decide what is the 
best thing to do. I will be comparing the answers of girls that report 
never having been sexually active and those that report sexual 
activity. The differences in the sexually non-active and sexually 
active should provide information about the differences in decision
making skills of the two groups. This study does not include 
teaching or providing any material related to sexual 
activity or birth control. I am just asking the girls that 
volunteer to respond to statements that tell me feelings about 
experiences they have everyday. 

Participation in this research is strictly voluntary. Any of the girls 
that volunteer may withdraw from the study at any time. School 
activities do not have any influence on agreement or refusal to 
participate in this study. Since minors cannot participate in 
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research without a parent or guardian signature, I am asking you to 
consider the importance of this study and give permission for your 
daughter to fill out the questionnaires. The findings of this study 
will possibly add to the knowledge we currently have about how the 
teen makes decisions. Understanding how teens go about making 
decisions to either use protective behaviors or engage in risky 
behaviors can have an impact on lowering the unplanned teen 
pregnancy rate. 

Please read the consent form attached to this letter. If you agree to 
let your daughter complete the questionnaires, please sign and date 
the form and give it to her to bring to school on (date). This is the 
day she will be asked to fill out the questionnaires. If she does not 
have a signed consent form, then I cannot allow her to participate in 
this study. 

I will be happy to answer any of your questions. You may reach me 
at the number under my signature. The administration of the 
(school) has granted complete approval of this research project and 
permission to ask for volunteers among the female student body. 
Thank you for your time and cooperation. 

Sincerely, 

Pamela Martin M.S.N., R.N., CNS 
P.O. Box 114 
Hallsville, Texas 75650-0114 
903-668-2456 



TEXAS WOMAN'S UNNERSITY 
SUBJECT CONSENT TO PARTICIPATE IN RESEARCH 

TITLE OF STUDY: Intent to Perform Protective Behaviors to 
Prevent Pregnancy in the Adolescent Female Age 13-18 

INVFSfIGATOR: Pamela Martin M.S.N., R.N., CNS 
903-668-2456 

A research study is being conducted by the above named 
investigator to study how 13-18 year-old females make decisions 
about sexual protective behaviors. The purpose of this study is to 
collect information about what influences you when making decisions 
about sexual behavior. I am asking you to be a part of this study by 
completing four ( 4) questionnaires that should take approximately 
30 minutes. The statements on the questionnaires will ask that a 
response be checked that indicates how strongly you disagree or 
agree with the statement. There are no right or wrong answers, just 
how you feel when you read the statement. 

There are no physical risks to filling out the questionnaires. Possible 
emotional discomforts that might be felt as a result of completing the 
questionnaires includes: embarrassment and anxiety about 
statements concerning sexual history or use of birth control, feeling 
of invasion of privacy and fear that friends, teachers or parents may 
find out private information. All answers on the questionnaires are 
confidential. Names will not be used on any information. Code 
numbers on the questionnaires will be used so responses can be 
matched when the data is being studied. Completed questionnaires 
will be returned to the investigator by placing them face down in 
designated stacks Only the investigator will have access to the 
questionnaires after they are completed. The questionnaires will be 
kept in a locked file cabinet for one year, and then shredded. 
Shredding will insure that no one has access to the information 
provided. 
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This is an important study because it will help teachers, parents, 
nurses, and others understand how hard it is to make decisions about 
whether or not to be sexually active. The responses on the 
questionnaires are strictly for finding what things in your life 
influence how you make decisions. 

Efforts will be made to prevent any complication that could result 
from this research. Medical services and compensation for injuries 
incurred as a result of your participation in the research is not 
available. The investigator is prepared to advise you in case of 
adverse effects, which you should report to promptly. A phone 
number where the investigator may be reached is listed in the 
heading of this form. 

If you have any questions about the research or about your rights as 
a subject, we want you to ask us. If you have questions later, or if 
you wish to report a research-related complication (in addition to 
notifying the investigator), you may call the Office of Research & 
Grants Administration during office hours at 817-898-3375. 

Participation is totally voluntary. Even if you give permission to 
complete the questionnaires, you may stop completing the 
questionnaires at any time. Activities in school do not have any 
influence on agreement or refusal to participate in this study. 

I have read the description of this study, how information will be 
collected, possible discomforts and benefits. I understand that 
names will not be used and only the above named investigator will 
see the responses. An offer has been made to answer all questions 
and a copy of the signed and dated consent has been supplied. 

Parent/Guardian Subject (Student) Date 



Appendix E 

Oral Explanation of Study 



Oral Explanation of Study to Adolescent Females 

My name is Pam Martin. I am a registered nurse and work 

with women having babies. I am also a student in the College of 

Nursing at Texas Woman's University in Denton. I am doing a 

research study about what things influence the decisions you make 

about sexual behavior. I have taken care of many young girls having 

babies and this concerns me. I realize some of you may have a baby, 

are thinking about having one or know someone who has had a baby. 

I am sure you have been told by many people that you shouldn't 

even be thinking about having sex right now, much less having a 

baby. What I am trying to do is find out how you feel about your 

ability to control situations in your life, and what and who influences 

you when you do make decisions. 

If you agree to participate, I need you to read the consent, and 

sign it. You have a copy of the consent form and a letter to take 

home for a parent or guardian to read and sign. I cannot let you fill 

out the questionnaires if a parent or guardian does not sign the 

consent. 

It will take about an hour to mark a response to all the 

statements. You will return the completed questionnaires to me. All 

of your answers 'Will be confidential. No one can look at the 

completed questionnaires except me. No name will be used, only a 
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code number so I can compare the answers when I am doing the 

final report. Your activities at school do not influence whether or not 

you agree to do this. In return for your time, there will be a drawing 

for two gift certificates at a local record store. 

This is an important study because it will give nurses and other 

professionals more information about what things influence how you 

make decisions. With this information we can offer you more help in 

dealing with the stresses of being a teenager. 

I will be happy to answer any questions at this time about the 

study. Thank you for considering helping me '"'1th the study. 



Appendix F 

Permission to Use Instruments 



Dec. 13, 1994 

· Ronald Rogers 
Assistant Academic Vice-President 
and Dean of the Graduate School 
The University of Alabama 
Box 870118 
Tuscaloosa, AL 35487-0118 

Dear Dr. Rogers, 

I had corresponded with you during the summer concerning my use of 
your theory of Protection Motivation in a dissertation concerning 
adolescent contraceptive use. You were very kind to refer me to Dr. Jim 
Maddux and I received a great deal of information from him. 

I am writing to ask permission to duplicate, in my dissertation, the original 
model published in The Journal of Psychology, page 99, Vol. 91, 1975, 
entitled A Protection Motivation Theory of Fear Appeals and Attitude 
Change and the revised model in Chapter 6, page 168, of~ 
Psychophysiology. , J. Cacioppo and R. Petty, editors. In the explanation of 
theoretical support for my research, I have included a detailed explanation 
of the original and revised models and application to my study. 

Thank you for consideration of my request and I look fonvard to hearing 
from you. Have a wonderful holiday. 

JJ;/;111~~ 
Pamela Manin R.N., tvISN, CNS 
P.O. Box 114 
Hallsville, Texas 75650-0114 /ti7 

1(1 l 
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this signed Permission Agrcemeat and paymcuc of the Permistion Fee, permission is hereby ,ranted to you co modify and 
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22, 1993. 
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Tbe pa-mission p-anted hereunder shall be for research use of printed mataia.l oaly. 
The permission vanted hereunder specilically ~dudes the ri&bt to reproduce modified m.atcrial.s in 
a publication. 

This Permission Agreement shall be subject to the following conditions: 
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Association. 

(b) Any material reproduced must contain the following credit unc.5: 
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(d) 

(e) 
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limited to, any commercial or for-profit use:. Commercial and/or for profit use of the copyright-protected 
materials and/or any derivative work of the modified materials is specifically excluded from the permission 
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implied warrantie1 o( merchantability and fimea for a particular purpote. Refund of contract feea at CPP'1 
1010 optioo i• tho ,olo and oxclusivo remedy and i, in lieu of actual, coo.,equc:ntial, or incidental damagea for UIO 

or misu,e of CPP material• and ,ervieea and in DO event shall CPP liability cxcccd the contract fees of licemo 
of said materials and service,. 

(f) Pamela Martin agrees that the PSI u modified under this Agreement is a derivative work. of the 
PSI and het-cby automatically uaip all ri&ht, title, and intereat in any such derivative work. creatod 
under this Permisaion Agreement in peipetuity to C.oG.llJJting Psychologist, Prea, Inc. (CPP) or u directed by 
CPP, immcdia1ely upoo completion and without fw1ber comidcralion. 

Byt?;;dt TifE ~O;;z_ONS 
PameLaM~ 

Date. __ f:..::J:.._·_i.2._---'~=------- Da.tc _..;/4_..;'d_-_.:..../_-13 _____ _ 
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THE UNIVERSITY OF TENNESSEE 
MEMPHIS 
The Ha!th Science Center 

~ovember 15, 1993 

Ms. Pam Martin, R.N. 
P.O. Box 114 
Hallsville, TX 75650 

Dear Ms. Martin: 

Collc:e of ~cdicine 
Deran:menc ot Psychiatry 

66 S. Pauline. Suite 633, M~mphis, TN 38105 
(901) ;zS-6628 FAX (9Cl) ;77,-4276 

We hereby give you permission to use our inventory, SEXUAL ATTITUDES AND 
PRACTICES QUESTIONNAIRE (Revised), in your dissertation research. Let me 
know how it turns out and good luck in conducting it. 

With Seasons Greetings! 

Sincerely, 

.--;;;; ,4) ~~ 
Ted L. Rosenthal, Ph.D. 

Professor and Director of Psychosocial Research 

TLA/pg 
enclosures 
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THE UNIVERSITY OF TENNESSEE 
MEMPHlS 
The Health Science Center 

November 29, 1993 

Collcie of Medicine 
Department of Psychiatry 

66 :-,i . P:iuline. Suite 633, Memph1S, 11-J 38105 
(9Cl) HS-6628 FAX (9Cl) 577-4276 

Pamela Martin, M.S.N .. R.N., CNS 
P.O. Box 114 ' 
Hallsville, Texas 75650 

Dear Ms. Martin: 

In regard to your letter dated November 22, 1993, please find explanations 
below: 

(3) Consider this note our permission to include a microfilm copy in your final 
dissertation. 

With Seasons Greetings! 

Sincerely, 

--r-;.-f II CU-;;;:11'<,,r 
Ted L. Rosenthal, Ph.D. 
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May 19, 1993 

Murray L Vincent, Frl.D. 
Professor-School of Public Health 
University of South Carolina 
Colwnbia, South Carolina 29208 

Dear Dr. Vmcent, 

I am Miting as a follow-up to a letter mailed March 25, 1993. As I 
described in the letter I am completing my Ph.D. in the College of Nursing 
at Texas Woman's University in Denton, Texas. My area of expertise is 
maternal/infant nursing and the topic of my research is self-efficacy 
related to female adolescent contraceptive use. 

In looking at the ACE questionnaire, I had determined that several items 
measure intent to use contraception. In the previous letter I had 
requested that you please indicate if you agree or not I am requesting 
your pennission to use portions of the ACE, if you agree. 

I realize that time is very precious to everyone, and that you are very 
busy. I am trying very hard to finish my dissertation proposal in 
preparation for defense. I cannot proceed until I know if you are 'Nilling 
to let me use the items in the ACE I had indicated. 

If you could please take a few minutes to respond, I ½Ould be grateful. 
Thm.k you for your timely response and dme. 

~cerely, \ 

~ap1,d//{m~~ /775-x; & 
P-ainela Martiri MS.N., IL~-, CNS 
P.O. Box 114 / 
Hallsville, Texas 75650-0114 /( l , 

I~ -· 
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AppendixG 

Personal Information Sheet 



Subject Number: __ _ 

PERSONAL INFORMATION SHEET 

Please complete all the information asked on this sheet with either a check 
mark ( ) or by answering the question. The results will be used to describe 
the entire group of girls completing the questionnaires. 

How old are you now? 

__ 13 

What is your race? 

__ Caucasian (White) 

What grade 
are you in? 
__ 8 

__ 14 
__ 15 

__ African American (Black) 
__ Hispanic 

__ 9 
__ 10 
__ 11 
__ 12 

__ 16 
__ 17 

__ Asian/Oriental 
__ Multi racial 

_ 18 __ Other ______________ _ 

Religion 
__ Baptist 
__ Catholic 
__ Church of God 
__ Episcopalian 
__ Jehovah's Witness 

Check all the activities you are in at school: 

__ Volleyball 
__ Basketball 
__ Drill Team 
__ Band 
__ Fellowship of Christian Athletes 
__ National Honor Society 
__ Track/Cross Country 
__ Cosmetology 

Have you ever been held back in school? 

__ Mormon 
__ Methodist 
___ Presbyterian 
__ None 

Other: _______ _ 

__ NONE 

__ Student Council 
__ Zonta Club 
__ Spanish Club 
__ Future Teachers 
__ French Club 
__ FHA 
__ DECA 
__ Other ____ _ 

__ NO __ YES: If yes, how many grades? ___ _ 
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Not including yourself, how many other children are in your family? 
__ Brothers __ Sisters 

Did any of your sisters have a baby when they were between 13-18 years old? 
___ NO __ YES __ Do not have any sisters 

In your house, who are the two (2) people most responsible for raising you? 
___ Father ____ Step father ____ Grandfather 
__ Mother ___ Step mother ___ Grandmother 
__ Aunt ___ Sister ____ Brother 
___ Uncle ___ Male guardian ____ Female guardian 
____ Me, I support myself ___ I am married ___ Friend 



Appendix H 

The Self-Efficacy Scale 



Subject Nwnber __ _ 

THE SELF-EFFICACY SCALE 

INSTRUCTIONS: This questionnaire is a series of statements about your 
personal attitudes and traits. Each statement represents a commonly held 
belief. Read each statement and decide to what extent it describes you. There 
are no right or wrong answers. You will probably agree with some of the 
statements and disagree with others. Please indicate your own personal 
feelings about each statement below by marking the letter that best describes 
your attitude or feeling. Please be very truthful and describe yourself as you 
really are, not as you would like to be. Please answer every item. 

Read each statement and circle the letter to the right of each statement to 
indicate the extent to which you agree or disagree with that statement. 

A 
Disagree 
Strongly 

B C 
Disagree Neither 

Moderately Agree or Disagree 

D 
Agree 

Moderately 

E 
Agree 

Strongly 

1. I like to grow house plants ............................................................. A B C D E 

2. When I make plans, I am certain I can make them work ......... A B C D E 

3. One of my problems is that I cannot get down to work when 
I should ................................................................................................ A B C D E 

4. If I can't do a job the first time, I keep trying until I can ........ A B C D E 

5. Heredity plays the major role in determining one's 
personality ......................................................................................... A B C D E 

6. It is difficult for me to make new friends ..................................... A B C D E 

7. When I set important goals for myself, I rarely achieve them.A B C D E 

8. I give up on things before completing them ................................ A B C D E 

9. I like to cook ......................................................................................... A B C D E 

10. If I see someone I would like to meet, I go to that person instead 
of waiting for him or her to come to me ........................................ A B C D E 

11. I avoid facing difficulties ................................................................. A B C D E 

12. If something looks too complicated, I will not even bother 
to try it .................................................................................................. A B C D E 
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13. There is some good in everybody ..................................................... A B C D E 

14. If I meet someone interesting who is very hard to make friends 
with, I'll soon stop trying to make friends with that person ..... A B C D E 

15. When I have something unpleasant to do, I stick to it until 
I finish it .............................................................................................. A B C D E 

16. When I decide to do something, I go right to work on it ............. A B C D E 

17. I like science ........................................................................................ A B C D E 

18. When trying to learn something new, I soon give up if I am not 
initially successful ............................................................................. A B C D E 

19. When I'm trying to become friends with someone who seems 
uninterested at first, I don't give up easily ................................... A B C D E 

20. When unexpected problems occur, I don't handle them well .... A B C D E 

21. If I were an artist, I would like to draw children ......................... A B C D E 

22. I avoid trying to learn new things when they look too difficult 
for me .................................................................................................... A B C D E 

23. Failure just makes me try harder .................................................... A B C D E 

24. I do not handle myself well in social gatherings ......................... A B C D E 

25. I very much like to ride horses ........................................................ A B C D E 

26. I feel insecure about my abilities to do things .............................. A B C D E 

27. I am a self-reliant person .................................................................. A B C D E 

28. I have acquired my friends through my personal abilities at making 
friends ................................................................................................... A B C D E 

29. I give up easily .................................................................................... A B C D E 

30. I do not seem capable of dealing with most problems that come 
up in my life ........................................................................................ A B C D E 

Reproduced with permission of authors and publishers from: Sherer, M., Maddux, J.E., 
Mercandante, B., Prentice-Dunn, S., Jacobs, B., & Rogers, R.W. "The Self-efficacy Scale: 
construction and validation." Psychological Reports, 1982, 51, 663-671. © Psychological 
Reports 1982. 



Appendix I 

Problem Solving Inventory 

Adolescent Version 



Problem Solving Inventory 
Adolescent Version 

The Problem Solving Inventory: Adolescent Version is a copyrighted 

instrument and may be obtained from: 

Consulting Psychology Press, Inc. 
3803 E. Bayshore Road 

P.O. Box 10096 
Palo Alto, CA 94303 
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Appendix] 

Dating Patterns and Sexual Attitudes 



Subject Number ___ _ 

DATING PATTERNS AND SEXUAL ATTITUDES 

INSTRUCTIONS: Please choose just ONE answer to each question. 
Mark your choice with a check mark in the line ( __ ) provided by 
each answer. 

1. How often do you date? 

___ A. nightly ___ B. monthly or more ___ C. rarely 

2. Your dates are usually: 

___ A. single _B. double _c. group _D. I don't date 

3. Have you ever "gone steady"? __ YES __ NO 

4. Do you need more sex education? __ YES __ NO 

5. Does sex education cause more sex (having intercourse)? 
__ Yffi __ NO 

AT A MOVIE WITH SEXY SCENIB, HOW DO YOU FEEL IF YOU ARE 

6. With a date you don't know well? 

_ _A. excited __ B. embarrassed __ C. unaffected 

7. With your boyfriend? 

_A. excited __ B. embarrassed __ C. unaffected 

8. With another girl or several girls? 

_ _A. excited __ B. embarrasses __ C. unaffected 

9. Do you read romance novels? __ YES __ NO 

10. Do you watch soap operas? __ Yffi __ NO 

11. Do they (#9 and #10) seem like real life? __ YIB __ NO 

12. Are many relationships like #9 and #10? __ YIB __ NO 

13. Are your relationships like #9 and #10? __ YES __ NO 

14. Do your dates ever want sex? __ Yffi __ NO 

188 



15. Is there more pressure to have sex (intercourse)? 

____ A. on the first or second date 

____ B. after dating a long time 

____ C. after falling in love 

16. Do your dates ever excite you? __ YES 

17. Does having sex make you more grown-up? __ YES 

18. Would having sex make you and your boyfriend closer? 
__ YES 

19. Should sex (intercourse) wait for marriage? __ YES 

20. Should you try sex with someone before marrying him? 
__ YES 

21. Do you know what excites you sexually? __ YES 

22. Did you ever pretend to be excited? __ YES 

23. Were you ever talked into sex you didn't want? ___ YES 

24. Do you feel guilty for the sex you have had? __ YES 

25. Can having sex hurt your school work? __ YES 

26. Can having sex change your future career plans? 
__ YES 

27. Can having sex now affect future marriage plans? 

28. Can you really put off sex until marriage? 

29. When should you have sex? 

____ A. after marriage 

__ YES 

__ YES 

____ B. after knowing him for a long time 

____ C. when you love each other 

30. If having sex now, are you glad you are? __ YES 

__ NO 

_NO 

__ NO 

__ NO 

__ NO 

__ NO 

_NO 

_NO 
__ NO 

__ NO 

__ NO 

__ NO 

_NO 

_NO 

31. Does having sex make you feel helpless or more vulnerable? 
__ A. YF.S 

__ B. NO 

____ C. I am not sexually active 

32. Does having sex give you more control in the relationship? 
__ YES __ NO 
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33. Does having sex hold a couple together? __ YF.S __ NO 

34. Did you ever feel "used" after sex? __ YF.S __ NO 
35. If you have had a sexual relationship, is it harder to break 

up with the guy? __ YF.S __ NO 

36. Does sex with one guy affect your feelings for future guys? 
__ YF.S 

37. Will a future husband care about sex in your past? 
__ YF.S 

38. Will a sex partner be jealous of your other partners? 
__ YF.S 

39. Are you jealous of your guy's past partners? __ YF.S 

40. Do you ever need drugs to have sex? __ YF.S 

41. Have you ever been pregnant? __ YF.S 

42. If you have been pregnant, did you? 

____ A. have the baby 

____ B. have an abortion 

____ C. I've never been pregnant 

43. Can VD be prevented? __ YF.S 

44. Have you ever had VD? 

45. Have you ever had a pelvic exam? 

46. When should a girl's first pelvic exams begin? 

__ YF.S 

__ Ylli 

__ NO 

__ NO 

__ NO 
__ NO 
__ NO 
__ NO 

__ NO 
__ NO 
__ NO 

__A. at age 16 ____ B. when she first has sex 

___ C. at marriage ____ D. at pregnancy 

47. Do you take birth control pills? __ YF.S 

48. Did you ever use a diaphragm? __ YF.S 

49. Did you ever use foams or spermacides? __ YF.S 

SO. Does your partner ever use condoms with you? ____ YES 

51. Did you ever discuss your sex life with your parents? 
__ Ylli 

52. Are you comfortable discussing sex with your parents? 
__ Ylli 

53. Do your parents understand teenage feelings about sex? 
_· _YF.S 

_NO 
_NO 
_NO 
_NO 

_NO 

_NO 

__ NO 
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54. Can you ever tell your parents your true sex feelings? 
__ YES __ NO 

55. Are your friends truthful when talking about their sexual activities? 
___ A. always 

__ B. sometimes 

__ c. rarely 

56. About sex, are your feelings more like those of? 

____ A. your friends 

____ B. your parents 

____ C. teachers, counselors, or ministers 

__ D. 1V, radio, or movies 

57. About sex, which gave you the most useful advice? 

____ A. your friends 

____ B. your parents 

____ C. teachers, counselors, or ministers 

__ D. 1V, radio, or movies 

DO YOU PIAN TO 

58. Finish high school? __ YES 

59. Go to college? __ YES 

60. Get a job? __ YES 

61. Prepare for and follow a long-term career? __ YES 

62. Marry and have children? __ YES 

__ NO 

__ NO 

__ NO 

__ NO 

__ NO 

IN FORMING YOUR SEXUAL ATTITUDIB, WHICH OF THE FOllOWING 
WAS VERY IMPORTANT? 

63. Family discussions and beliefs? __ YES __ NO 

64. Religious beliefs and discussions at your church, mosque, 
or synagogue? __ YES 

65. Discussions with girl friends? __ YIB 

66. Discussions with one or more guys? __ YES 

67. School courses or classroom discussions? 

68. Your own judgment or reasoning? 

__ YES 

__ YES 

__ NO 

__ NO 

__ NO 

__ NO 

__ NO 
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IN DECIDING "HOW FAR" TO GO ON A DATE, WHICH OF THE 

FOllOWING IS VERY IMPORTANT? 

69. Your religious faith? 

70. Your moral principles? 

__ YES 

__ YES 

71. Your own judgment or reasoning? __ YES 

72. Acceptance (approval) of friends and classmates? 

73. Fear of pregnancy? 

74. Fear of sexual diseases (AIDS, VD, etc)? 

75. Fear of cancer? 

__ YES 

__ Yffi 

__ YES 

__ YES 

__ NO 

_NO 

_NO 

_NO 

_NO 
__ NO 

__ NO 

76. Have you ever talked about contraception (ways to stop pregnancy) 
with any of your girl friends? __ YES __ NO 

77. Have you ever talked about contraception (ways to stop pregnancy) 
with any guys? __ YES __ NO 

78. Have you EVER had sex (intercourse)? __ YES __ NO 

The last S questions are ONLY for girls who have NEVER had sex 
(intercourse). 
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How come you NEVER had sex? Which of the following are VERY 
IMPORTANT reasons? 

79. I simply have not wanted to (I never had the desire, to or have never 
met the "right" guy). __ YES __ NO 

80. I have wanted to (have had the desire to) but no opportunity 
. __ YES __ NO 

81. My religious beliefs forbid sex before marriage. 

__ YES _NO 

82. I fear getting pregnant. __ YES __ NO 

83. I fear catching some sexual diseases (AIDS, VD, etc.) 
__ YES _N) 

Qµestionnaire reproduced by special pennission of the authors: 
Ted L Rosenthal Ph.D., Professor and Director of Psychosocial Research, College of Medicine, The University of Tennessee, 
Memphis, 1N. 
David Muram MD., Department of Obstetrics-Gynecology, University of Tennessee, Memphis, TN. 



AppendixK 

Adolescent Curriculum Evaluation 



Subject Number ___ _ 

ADOLESCENT CURRICULUM EVALUATION 

INSTRUCTIONS: The following statements concern how you feel about 
teenage girls using or not using birth control. Please answer the statements 
by the way you feel about what the statement says, not by how you think you 
should answer. You will probably agree with some statements and disagree 
with others. Please indicate your own personal feelings about each statement 
by circling the letter that describes your feeling. Please be very truthful 
when responding and answer every item. 

Read each statement and circle the letter to the right of each statement to 
indicate the extent to which you agree or disagree with that statement. 

A 
Disagree 
Strongly 

B 
Disagree 
Moderately 

C D 
Neither Agree 

Agree or Disagree Moderately 

E 
Agree 

Strongly 

1. A boy and a girl should decide before they have sex on what 
type of birth control to use ................................................................. A B C D E 

2. Proper use of some form of birth control prevents unwanted 
pregnancy .............................................................................................. A B C D E 

3. I want to wait until I get out of high school to have a baby ......... A B C D E 

4. If I got pregnant now I would want my boyfriend to marry me 
and help take care of the baby ........................................................... A B C D E 

s. I feel good about myself that I can say "NO" to sex even if my 
friends are pressuring me to say "YF.s" ........................................... A B C D E 

6. People should not pressure others into having sex with 
them ......................................................................................................... A B C D E 

7. I have a good understanding of my own sexual feelings and 
reactions ................................................................................................. A B C D E 

8. I don't need birth control counseling now because I'm not 
planning on having sex ...................................................................... A B C D E 

9. Most teens are not mature enough to handle the responsibility 
of raising their own children ............................................................ A B C D E 
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10. I want to have a baby before I get married ..................................... A B C D E 

11. A baby of my own would be a very important thing in my life 
right now ................................................................................................ A B C D E 

12. If I wanted birth control I know I could afford it .......................... A B C D E 

13. If a boy and a girl have sex and the girl gets pregnant, both 
the boy and the girl are equally responsible .................................. A B C D E 

14. Teens should learn about sex and birth control from their 
friends ..................................................................................................... A B C D E 

15. I feel comfortable talking with my friends about sex and 
birth control. ......................................................................................... A B C D E 

Permission to reproduce specific items granted by the author. 
Murray L Vincent Ed.D., Professor-School of Public Health, University of South Carolina, 
Columbia, SC. 




