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Safer Sex Intentions and Condom Use
Viewed from a Health Belief, Reasoned Action,
and Social Cognitive Perspective

Edelgard Wulfert
Choi K. Wan

The University at Albany, State University of New York

We conducted three studies and used structural equation modeling to examine how well the health belief model, the
theory of reasaned action, and social cognitive theory are capable of explaining heterosexual persons’ sexual risk tak-
ing. Study 1 was conducted with sexually active young adulls (college students) who completed an anonymous ques-
tionnatre about their sexual behavior and concepts pertaining to the three models. The analyses identified conceptually
analogous concepts in the three models that explained a significant part of the variance in intentions to practice safer
. sex. These concepts referred to cognitive-affective reactions toward condom use and the social context of using condoms.
A concept unique o social cognitive theory, self-efficacy, explained additional variance. In Study 2, these findings were
replicated with sexually active older adulis (members of a singles network). In both studies, the model based on social
cognitive theory explained more than 70% of the variance in intentions to use condoms. In Study 3, this model was
then tested longitudinally over o three-month interval with sexually active college students. It explained 650% of the
variance in condom use, Together, the studies suggest that condom use in heterosexual relations depends to a signifi-
cant degree on three key factors: the expected consequences of condom use, perceived social support for using condoms,

and self-efficacy.

tatistics released by the Centers

for Disease Control have shown
a gradual increase in HIV infections
contracted through heterosexual
intercourse. In 1983, only 1% of all
diagnosed AIDS cases was attrib-
uted to heterosexual contact; by
1990, this number had risen to 5%,
and currently stands at 7% (Centers
for Disease Control, 1994), At the
same time, research findings sug-
gest that most heterosexuals con-
tinue to perceive themselves not at
risk for HIV infection and have not
changed their sexual behavior in
any fundamental way. This became
apparent in & recent national sur-
vey, in which Catania et al. (1992)
found that fewer than one fifth of
heterosexnals with an HIV risk fac-
tor reported consistently using con-
doms. These statistics suggest that
health-education messages directed
at the general population have not
had the intended effect. Warning
the public and disseminating facts
about HIV transmission may be an
important prerequisite to behavior
change. But it is unlikely that such
messages by themselves are suffi-
cient to change ingrained sexual
habits, expectations, and attitudes

that are often supported by the val-
ues and norms of the dominant eul-
ture or particular subcultures.

A major step in developing more
effective prevention and behavior-
change programs is to understand
the psychological and social-paycho-
logical determinants of people’s
decision to adopt AIDS risk-redue-
ing behaviors. This step may best be
accomplished if research is guided
by theory. In a recent Science article
(Aggleton, (FReilly, Slutkin, &
Davies, 1994), three principal con-
ceptual models were identified as
potentially useful frameworks for
understanding the psychological
factors involved in HIV prevention.
Fach model explaing how individu-
als assess and interpret information
about health threats, what impor-
tance they attribute to this informa-
tion, and which factors infiuence
their perceived capability of taking
preventive action, These models are
briefly described.

Health belief model. According to
the health belief model (HBM) {Janz
& Becker, 1984; Rosenstock, 1974),
preventive actions result from a deci-
sion-making process through which
people evaluate the severity of a dis-
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eage, the degree to which they
believe themselves susceptible to if,
and the benefits and barriers they
expect from adopting preventive
behaviors. In the area of HIV pre-
vention (Emmons et al., 1986; Hing-
son, Strunin, Berlin, & Heeren, 1990;
Joseph, Meontgomery, Emmons,
Kessler et al, 1987), researchers
have found the benefit/barrier dimen-
sion to be more consistently associ-
ated with behavior change than
either perceived severity or vulnera-
bility (for reviews, see Carmel,
1990/91, and Montgomery ef al.,
1989), but, on balance, research has
led to conflicting results. Some
researchers have therefore gues-
tioned whether the HIV epidemic
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fits well within the conceptual
framework of the HBM (Brown,
DiClemente, & Reynolds, 1991;
Montgomery et al., 1989).

Theory of reasoned action. The
theory of reasoned action (TRA)
(Ajzen & Fishbein, 1980; Fishbein &
Ajzen, 1975; also see Fishbein ef al.,
1992, for a synopsis of the theory’s
main tenets) posits that a specific
health-protective action is deter-
mined mainly by the intention to
perform it (see Fishbein & Mid-
dlestadt, 1989, for a detailed discus-
sion of this issue). Intention, in
turn, is shaped by an attitudinal
cornponent {(feelings about perform-
ing the behavior, which result from
the expected outcomes of the behav-
ior and the importance attributed to
them) and a mnormative factor
(beliefs about what significant oth-
ers think about the behavior in

question). The TRA has received .

substantial empirical support in
predicting health-protective behav-
iors, including safer sex (Cochran,
Mays, Ciarletta, Caruso, & Mallon,
1992; Fishbein et al., 1992; Jemmott
& Jemmott, 1991),

Social cognitive theory, According
10 social eognitive theory (SCT) (Ban-
dura, 1986, 1990), health-protective
behavior results from a process of
cognifive appraisal by which people
integrate knowledge about a disease,
outcome expectancies associated
with adopting preventive behaviors,
and social influences. The result of
this integrative process is a judg-
ment of “self-efficacy” or an estimate
of how well one will be able to cope
with a difficult situation, which mod-
erates behavior. Hence, individaals
practice safer sex only to the degree
that they believe in their ability to do
so, given the emotional and interper-
gonal circumstances of their lives.
SCT has been used to explain diverse
health. behaviors, including HIV pre-
vention ((’Leary, Goodhart, Jem-
mott, & Boccher-Lattimore, 1992;
Wulfert, & Wan, 1993}

In summary, the HBM, TRA, and
SCT have succegsfully been used to
explain a wide range of health-pro-

Three Models

tective behaviors, including safer
sex practices. According to Wein-
stein {1993), such theories “contain
at least a grain of truth {so that)
empirical tests typically yield some
degree of confirmation, enough to
keep the theory under scrufiny from
heing rejected” (p. 324). Weinstein
therefore advocated that, in the
interest of scientific progress, these
theories be compared against each
other to establish which models or
variables are more influential than
others in understanding specific
preventive behaviors. Perhaps these
theories can be used to predict a
given behavior equally well because
they partially overlap or embrace
nominally different, yet functionally
analogous constructs. To illustrate,
the just-described models all view
hehavior to be affected by expected
costs and benefits associated with
rigk reduction. In the HBM, this
cost-benefit dimension is labeled
benefits/barriers; in the TRA, it is
subsumed under the concept of atti-
tudes; and in SCT, it corresponds to
outcome expectancies. Further, the
TRA and SCT both incorporate
social influences on behavior. In
SCT they take on the form of com-
parisons with peers (inodels), and in
the TRA, approval from significant
others (subjective norms). Some the-
orists {Janz & Becker, 1984; Wein-
stein, 1993) would even argue that
the core construct of social cognitive
theory, self-efficacy, is nothing but a
“barrier” to action. However, self-
efficacy might better be treated as a
geparate construct because of its
well-documented predictive power
in numerous other areas of research
(e.g.,, Bandura, 1986; Garcia,
Schmitz, & Doerfler, 1990; Strecher,
DeVellis, Becker, & Rosenstock,
1986; Wulfert & Wan, 1993). Also,
the “barriers” component in the
HBM already has the quality of a
catch-all category so that nothing
would be gained by further increas-
ing its range (Rosenstock, Strecher,
& Becker, 1988).

The previous examples suggested
that the HBM, the TRA, and SCT

might be more similar than differ-
ent. This led us to conduct an empir-
ical comparison of these moedels to
examine with causal modeling tech-
niques which common and unique
variables predict safer sex inten-
tions and behavior. To this end, we
conducted three studies. In Study 1
we tested how well each of the three
theories explains sexually active
yvoung aduits’ intentions to use con-
doms. In Study 2 we replicated the
three models with data from sexu-
ally active older adults to establish
the generality of the findings.
Finally, in Study 3 we conducted a
longitudinal test of the model based
on social cognitive theory.

Study 1

Method

Participants, A convenience sam-
ple of 496 undergraduate students
enrolied in advanced psychology
courses completed an anonymous
questionnaire for extra course
credit. Only students who desecribed
themselves as heterosexual, single,
and sexually active during the pre-
vious six months were included in
the analyses. Ninety-three students
(19% of the original sample) were
excluded becausge they were sexually
inactive (16%), married (1%), or
homosexual (0.5%), or they pre-
sented incomplete data (1.5%). The
final sample congisted of 201 men
and 202 women {¥ = 403} who were
predominantly White (87%), with a
mean age of 20.3 years.

Measures

Instrument development. A self-
report questionnaire was developed
to gather information about sexual
practices, condom use, AIDS-related
knowledge, and constructs specific
to the HBM, the TRA, and SCT. In a
pilot study, 96 students anony-
mously completed an open-ended
questionnaire about their sexual
practices, beliefs about condoms,
and reasons for using or not using
them. Their answers, together with
additional items from published
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studies (Brown, 1984; Joseph, Mont-
gomery, Bmmons, Kirscht ef al,
1987), served as the basis for the
behavioral and expectancy items
included in the instrument. An
abbreviated version of an AIDS
knowledge test (Sherr, 1987) and a
scale for social desirability (Telle-
gen, 1982) were also included. The
instrument was pretested by five
research assistants to ensure clarity
and readability of the gquestions. In
a second pilot study, 112 students
completed the instrument twice in a
three-week interval. All variables
retained in the final version demon-
strated adequate test-retest reliabil-
ity. Behavioral items showed
test-retest reliability coefficients in
the .90s; cognitive and attitude
items, in the .70s and .80s. No itemn
or scale retained for the final ver-
sion fell below .70.

The questionnaire contained sec-
tions on demographic information
{gender, age, ethnicity, marital sta-
tus, religion), information about sex-
ual practices (age at first sexual
intercourse, nuomber of sex partners,
frequency of intercourse, condom
use, reason for condom use, contra-
ceptive behavior), and ATDS-related
knowledge. The main dependent
variable was intention to use con-
doms. This eriterion was predicted
in three separate analyses from
model-specific constructs that per-
tained conceptually to the HBM, the
TRA, and SCT. For the LISREL 8
analyses (Joreskog & Sorbem, 1993),
all variables were meagured with
fwo or more indicators, whenever
possible. Criterion and predictor
variables are briefly discussed next.

Criterion Variable

Intention to use condoms. The cri-
terion variable for the three models,
intention to use condoms during the
next three months, was measured
with two items scored on seven-
point scales. One asked how often
the respondents intended to use
condoms (from never to always); the
other assessed agreement with the
statement, “I intend to use condoms

Wulfert and Wan

every time | have intercourse in the
next three months” (from strongly
disagree to strongly agree).

Predictor Variables

Health belief model. Perceived
severity and vulnerability were
measured with single indicators
scored on seven-point scales (from
“almost rero” o “almost 100%”).
Severity was defined as the respon-
dents’ estimate of their survival
chaneces if they were to become
infected with the AIDS wvirus
{(Wulfert & Wan, 1993). Vulnerabil-
ity was expressed as the likelihood
that they might contract the AIDS
virus {Joseph, Montgomery, Emmons,
Kirscht et al., 1987). The benefit/bar-
rier dimension was comprised of
perceived -consequences of condom
use (scored on seven-point scales,
from strongly disagree to strongly
agree). Via factor anaiysis, the items
were reduced to four clusters, which
aceounted for 70.1% of the variance.
The clusters were labeled digease
prevention (condoms preventing
HIV infection and other sexually
transmitted diseases), contraception
{condoms preventing unwanted
pregnancies), pleasure reduction
(condoms interfering with sensa-
tion, spontaneity, and romance}, and
partner-related concerns (condoms
creating distrust and embarrass-
ment). The factors had good internal
consistency {Cronbach’s o was .94
for disease prevention, .81 for plea-
sure reduction, and .85 for partner-
related concerns; contraception
consisted of only one item}. Partner-
related concerns were excluded from
further analyses, as the zerc-order
correlations of this variable with the
criterion indicators were statisti-
cally nonsignificant.

Theory of reasoned action. All
variables were measured on seven-
point bipolar scales. Attitudes toward
condoms were assessed with two
indieators asking how the respon-
dents felt toward always using con-
doms (from extremely unfavorable
to extremely faverable) (Jaccard,
personal communication, May 6,
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1992). Social norms were measured
with two indicators assessing the
expected reactions by significant
others (from strongly disapprove to
strongly approve) for using condoms
(Joseph, Montgomery, Emmons,
Kirscht et al., 1987).

Social cognitive theory. Condom
use self-efficacy was assessed with
one global Guilford-type rating and a
three-itern scale (Cronbach’s o coeffi-
cient = .82), with all ilems measured
on seven-point scales (from com-
pletely unsure to completely sure).
The global question (Wulfert & Wan,
1993) assessed confidence in always
uging condoms in the next three
months. A three-item scale assessed
confidence in using condoms when
being highly aroused, using them
every time when having intercourse,
and resisting unprotected inter-
course if no condoms are available.
Because outcome expectancies are
conceptually analogous to the bene-
fits and barriers in the HBM (Rosen-
stock et al.,, 1988),- the previously
deseribed factors (contraception, dis-
ease prevention, and pleasure reduc-
tion) served as expectancies. Social
mode] influences were measured on
seven-point scales asking respon-
dents to compare their use of con-
doms to that of significant others
and to state how much their friends
would approve if they always used
condoms (Wulfert & Wan, 1993).

Other Variables

AIDS knowledge, Ten trueffalse
statements were selected from an
existing ATDS knowledge test by
Sherr (1987) (e.g., the ATDS virus can
be passed during sexual intercourse
from an infected woman to a man).
The test score was calculated as the
number of items answered correctly
(possible range from 0 to 10).

Social desirability. The Degirable
Response  Inconsistency  Scale
{DRIN) (Tellegen, 1982) is a 22-item
trueffalse gquestionnaire (e.g.,, Lam a
warm person rather than cool and
detached). It served as an indicator
of response bias due to social desir-
ability.
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Results and Discussion

Demographic information and
sexual behavior. Deseriptive infor-
mation about the students’ sexual
behavior and condom. use habits iz
presented on the left side of Table 1.
The students veported having had
sexual intercourse with-an average
of four (women) to five {men) sex
partners during their lifetime (the
range for women was 1-30; for men,
1-40). Although the majority of the
young men (66%) and women (70%)
had only one sex partner in the past
six months, a sizable number (44%
and 30%, respectively) reported twe
or more sex partners. No difference
in condom use was found between
those who reported one (n = 252)
versus more than one {(n = 151) sex
partner during the past six months,
£ (401) =37, p = .TL

Eighty-eight percent of the stu-
dents felt their risk of contracting the
ATIDS virus was “small” to “pon-exis-
tent.” This was reflected in the fact
that only 28% of the men and 19% of

Table 1

Three Models

the women reported aliways using
condoms during the past six months,
and of those who had used condoms
at least once (n = 317), 76% stated
contraception rather than disease
prevention s the main reason,
General analytic approach, Tests
were conducted with LISREL 8
{Joreskog & Sorbom, 1993) fo ana-
Iyze causal models for the HBM,
TRA, and SCT. Before presenting
the results of individual analyses,
we will briefly explain the general
analytic approach of structural
equation modeling, such as LISREL.
Structural equation modeling is a
procedure that evaluates whether
empirically observed relationships
in a get of data can be reproduced by
theoretically predicted relationships
among constructs. Although with the
theory being tested causal relation-
ships between variables are ofien
assumed, it is important to under-
stand that structural equation mod-
eling does not establish causality.
Rather, it establishes the level of

Descriptive Information about the Participants in Studies 1-3 and their Self-Reporfed Sexual

Behaviors and Risk Perceptions

Study 1 (Students) Stody 2 {Singles) Study 3 (Students)

Variable {N= 403) (V= 421) (W= 105)
Mean age (years): 20.3 46.3 20.6
Marital status:
Single 98.6% 84.9% 96.4%
Separated/divorced/widowed 1.6% 65.3% 3.6%
Average number of sex partners:
Past six months L9 1.7 18
Life time 44 104 4.1
Perceived ATDS risk:
Small to nonexistent 88.1% 92.8% 89.1%
Moderate to strong 11.9% 7.2% 10.9%
Condom use (past six months):
Never or almost never 33.0% 84.6% 38.6%
Sometimes 48.4% 23.0% 33.0%
Always 23.6% 12.4% 28.4%
Main reason for condom use:
Contracepiion 76.3% 45.0% T72.3%
Disease prevention 23.7% 55.0% 27.7%
Number of sex partners reported during
the three-month longitudinal interval:
1 partner T4.0%
2 partners 19.0%
3 or more pariners T.0%
Condom use reported during the
three-month Iongitudinal interval:
Never or almost never used condoms 39.1%
Sometimes used condoms 30.4%
30.5%

Always used condoms

agreement between empirical data
and a theory. This is achieved hy
translating theoretical predictions
derived from a mode! info a set of
linear regression equations and solv-
ing them simulfaneously and itera-
tively via a maximum likelihood
solution or other methods of estima-
tion. The theoretical predictions are
supported to the extent that the esti-
mated and empirically observed
covariances coincide. If theoretical
and empirical covariances were to
match perfectly, one would obtain a
x2 statistic of zero; thus, a smail or
statistically nonsignificant ¥% is one
indication of an adequate fit hetween
theory and data. However, as the x°
gtatistic often performs less than
optimally (see Joreskog & Sorbom,
1993), researchers have recently
begun to move away from it toward
alternative methods of estimating
the variance accounted for by a
model. Two such measures are the
Goodness of Fit Index (GFI) and the
Comparative Fit Index (CFI), which
have been shown to be more reliable
indicators than y2 (Bollen & Long,
1993), The GFT and the CFI range
from 0 to 1, and values of .50 or
greater indicate an adequate fit
between model and data {(Bentler,
1990), In the analyses described
next, we have based our decisions
about model fit on GFT and CFT val-
ues; however, for reasons of continu-
ity with the literature, we have also
reported 42 values.

Test for multivariate normality
and gender differences. Although we
found a departure from multivariate
normality in our data (Mardia'’s
coefficient of multivariate kurtosis
for the data was 82.20, with a nor-
malized estimate of 36.54), for two
reasons we decided that a maximum
likelihood estimation was neverthe-
less appropriate. First, Jaccard and
Wan (1995) recently demonstrated
in Monte Carlo studies that this
method of estimation is robust to
many types of violations, including
the one reported here. Second, an
analysis of our data using the rebust
maximum likelihood estimation
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_method proposed by Bentler (1993)

showed comparabie results. Hence,
for all further analyses maximum
likelihood estimations were used.

Next, the data were examined for
potential interaction effects due to
gender differences. Although a visual
inspection of the mean scores and
standard deviations for all variables
indicated a similar response patiern
for men and women, we sought to
corroborate this impression by com-
puting separate covariance matrices
for men and women and comparing
their equivalence, A x2 test of covari-
ance equivalence {(Jaccard, Turrisi, &
Wan, 1990) failed to achieve non-
significance, y* (¥ = 403, df = 153) =
364.60, p < .01, but the GFI (.91) and
CFI (.96) suggested that the covari-
ances were quite similar. Therefore,
the pattern of responses was consid-
ered equivalent for men and women,
and their covariance matrices were
pooled for all further analyses. (Gen-
der differences, when they did occur,
are described in the article.)

Test of models, In the first step of
the anaiyses, zero-order carrelations
were computed for all variables
included in the three models. Consis-
tent with previous research (Wulfert
& Wan, 1993), neither gocial desir-
ability nor AIDS-knowledge scores
were significantly correlated with
intentions to use condoms and were
therefore excluded from further
analyses. Most students were well
informed about the facts and myths
of HIV transmission and on the aver-
age answered 8 of 10 questions cor-
rectly on the knowledge test.
Although it could be argued that the
knowledge test failed to prediet safer
sex behavior because of a ceiling
effect, the current finding is consis-
tent with those reported in other
studies (Baldwin & Baldwin, 1988;
Beaman & Strader, 1989; Joseph,
Montgomery, Bmmons, Kessler et al,,
1987; McKusick, Hortsman, &
Coates, 1985; Wulfert & Wan, 1993).

In the second step of the analy-
ses, tests of the HBM, the TRA, and
SCT were conducted. The means
and standard deviations for the cri-

Wulfert and Wan

terion and predictor variables are
presented in the left column of Table
2. The fit of each model was evalu-
ated with LISREL 8, using the sam-
ple covariance matrix as input and a
maximum likelihood solution. The
models were statistically overidenti-
fied, Although most constructs were
measured with two indicators, for
some variables only single indica-
tors were available. As such mea-
sures can introduce a biag in the
estimates of the structural coeffi-
clents, the measurement error for
single-indieator constructs was
explicitly modeled with a strategy
suggested by Hayduk (1987). This
involved constraining the theta
delta and theta epsilon matrices to
error variances that were derived
from the test-retest reliability coeffi-
cients of the pilot study.

In the structural modsls (see Fig-
ures 1-8), the strength of association
between the exogenous (predictor)
and endogenous {mediator and eri-
terion) variables is expressed in the
structural coefficients, with vnstan-
dardized coefficients appearing on
each path and standardized ones
provided in parentheses. To illus-
trate the meaning of a stroctural

Table 2
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coefficient, agsume that a path from
variable A to B shows a coefficient of
AD; this indicates that for every 1-
unit change in variable A, a .40-unit
change in variable B is expected, if
all other variables are held con-
stant. For clarity of presentation,
the correlations between the exoge-
nous variables have been omitted in
the figures. The residual variances
for the endogenous variables (desig-
nated with the Greek letter ) are
presented in standardized form;
they indicate the proportion of unex-
plained or error variance in the
endogenous variables.

Health Belief Model. The HBM
(see Figure 1) accounted for 28% of
the variance in intentions to use con-
doms. Statistically, the correspon-
dence between model and data was
excellent, with a nonsignificant 2
(N = 408, df = 15) of 13.03 (p = .60),
a GFI of .98, a CFI of 1.00, and small
modification indices. However, from
a theoretical perspective the HBM
was only marginally supported.
Only two variables pertaining to the
benefit-barrier dimension were sta-
tigtically significant. Specifically,
intentions to use condoms increased
with stronger endorsements of their

Means and Standard Deviations of the Criterion and Predictor Variables* Pertaining to the
HBEM, the TRA, and SCT (Studies 1 and 2), and to SCT (Study 3)

Study 1 (Students) Study 2 {Singles) Stedy 3 (Students)

Construct (W= 403) {N =421) (N = 105}
Indicators Mean (8.1D.) Mean (8.D.) Mear: (S.D.)
Criterion Variables:
Condom use 3.1(1.6)
Intentions to use condoms 4.7 (2.4) 3.3(2.9)
Predictor Variables:
Health Belief Model:
Severity 2.5 (1.7 2.3(1.6)
Risk 3.2 (1.5 3.0 (1.5}
Disease-prevention benefit 6.3 (1.3} 6.4 (1.2} 6.0 (L.3)
Contraceptive benefit 6.3 (1.3) 5.4(1.9) 6.2{1.2)
Pleasure-reduction barrier 4.2 (2.0) 4.8 (2.0) 4.5 (1.6)
Theory of Reasoned Action
Attitude 4.9(2.0) 36(12.2)
Norms 6.0{2.1) 5.1(1.7)
Social Cognitive Theory
Self-Efficacy 5.2 (1.6) 4.8(2.0) 5.6 (1.6}
Models 5.6 (1.5) 4,7(1.8) 4.9 (1.0)

For Expectancies:
see benefits and barriers (HBM)

*The means and standard deviakions refer to the averages of multiple indicators that were

employed for each constrocet,
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Three Models

Figure I, Health Belief Model Explaining Students' Intentions to Use Condoms

\

BENEFITS/BARRIERS

BARRIER OF
PLEASURE
REDUCTION

BENEFIT OF

38%(24)

PERCEIVED

CONTRA-
CEPTION

BENEFIT OF
DISEASE
PREVENTIO

/

PERCEIVED
SEVERITY

Note: Unstandardized path coefficients with asterisks are statistically significant at p < .05
(standardized path coefficients in parentheses). (€ = residual variance. Variable indicators: PR1,
PR2 = pleasure reduction; CC = contraception; DP1, DP2 = disease prevention; PR = perceived
risk; P8 = perceived severity; IN1, IN2 = intention to use condoms)

Figure 2. Theory of Reasoned Action Explaining Students' Intentions to Use Condoms

Note: Unstandardized path coefficients with asterisks are statistically significant at p < .05
(standardized path cosfficients in parentheses), {e = residual variance. Variable indicators: AT1,
AT?2 = attitudes; NO1, NO2 = norms; IN1, IN2 = intention to use condoms}

contraceptive benefits and decreased
with perceptions that they diminish
sensation and sexual pleasure. The
relationship between disease-pre-
vention benefits and condom-use
intentions was nonsignificant. Con-
gistent with other studies (e.g.,
Dawson, Fitzpatrick, Boulton, Me-
Lean, & Hart, 1992; Wulfert & Wan,
1993), the remaining HBM wvari-
ables also failed to predict as nei-
ther severity of AIDS nor perceived
vulnerability to HIV infection was
correlated with intentions to use
condoms.

Theory of Reascned Action. In the
model based on the TRA, the theo-
retically predicted and empirically
obgerved relationships matched
closely (see Figure 2), which is con-
sistent with previous research
(Cochran et al., 1992; IMishbein et
al., 1992). Attitudes toward condoms
and social norms supporting condom
use were both significantly related
to condom-use intentions. Together
they accounted for 68% of the vari-
ance in the criterion, The ¥ (N =
403; df = 6) of 4.48 was statistically
nonsignificant {(p = .61}, both GFI

and CFI were 1.00, and there were
no significant modification indices.
Social Cognitive Theory. Consis-
tent with previous research (O’Leary
et al., 1992; Wulfert & Wan, 1993),
SCT was also supported. The model
(see Figure 3) explained 41% of the
variance in self-efficacy and 79% of
the variance in intentions to use con-
doms, Although the ¥ (N = 403, df =
33} of 94,99 failed to achieve non-
significance (p < .01), small modifica-
tion and large goodness-of-fit indices
(GFI = .96, CFI = .98) indicated an
adequate match between theoretical
and empirical relations. Consistent
with SCT, in our model intertions to
use condoms were a function of seli-
efficacy and perceived social support
for condom use. Self-efficacy, in tumn,
was a function of perceived social
support and expectancies. More
specifically, self-efficacy was posi-
tively associated with beliefs in the
contraceptive utility of condoms and
negatively with beliefs that condoms
diminish sensation and sexual enjoy-
ment. Digeage-prevention expectan-
cies were unrelated to self-efficacy.

Summary and Implications

Empirical tests of three concep-
tual models grounded in the HBM,
the TRA, and SCT shewed that each
theory is capable of explaining some
degree of the varianee in intentions
to practice safer sex. A closer exami-
nation of the three models revealed,
first, that the underlying theories
all predict behavior in part from
constructs tapping into a cognitive
cost-benefit dimnengion. This dimen-
sion is referred to as expectancies
(5CT), attitudes (TRA), or bene-
fits/barriers (HBM). Second, the
TRA and SCT also emphasize a
social context dimension. In the
TRA, it takes on the form of per-
ceived approval from significant
others (subjective norms), and in the

.8BCT, it is expressed as normative

behaviors displayed by significant
others (social model influences).
Third, SCT moves beyond these
shared constructs and makes a
unique contribution by taking into
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Figure 8. Social-Cogritive Theory Explaining Students’ Intentions to Use Condoms
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sacial models; SE1, SE2 = self efficacy; IN1, IN2 = intention to use condoms)

account people’s confidence in carry-
ing out their intentions to use con-
doms (self-efficacy). Taken together,
these findings imply that a large
part of the variance in condom-use
intentions can be explained by three
concepts: the strength of people’s
self-efficacy beliefs, their subjective
evaluation of the expected conse-
quences of condom use, and the sup-
port they perceive from their social
environment for using condoms.
Although all three models exam-
ined here were structurally adeguate
{(as shown by the goodness-of-fit and
modification indices), the amount of
variance they explained in the crite-
rion was a direct function of how
many concepts they contained of
those that we previously identified as
relevant. The HBM, which contained
the cost-benefit dimension (“bene-
fits/barriers”), explained 28% of the
variance in intentions to use con-
doms. The TRA, which contained the
cost-benefit (“attitude™ and the
social context dimension (“norins”),
explained 68% of the variance in the
eriterion. Finally, SCT, which in addi-
tion to the cost-benefit (“expectan-
cies”) and the social dimension
(“social model influences”) also

included self-efficacy, accounted for
79% of the variance in condom use
mntentions. Thus, intentions to prac-
tice safer sex were influenced not
only by outcome expectancies and
social conventions but also by how
strongly people believed that consis-
tent condom use is possible within
their specific emotional and interper-
sonal situation.

Some readers not entirely famil-
iar with the theories tested here
might wonder what the difference is
between “condom-use self-efficacy”
and “condom-use infentions.” In
fact, they might conclude that self-
efficacy and intentions are nothing
but different measures of people’s
subjective probability regarding
their own behavior. In that case, the
SCT-based model would contain the
game construct twice, which techni-
cally would amount to an X-Y conta-
mination and spuriously increase
the variance accoumted for by this
model. To allay these concerns, we
conducted a confirmatory factor
analysis. We compared the fit of a
one-factor model, assuming that all
self-efficacy and intention indicators
measure 4 single construct, with the
fit of a two-factor model, assuming
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that these indicators mneasure two
constructs, A formal comparison of
the fit indicators of these two mod-
els with a nested Chi-square strat-
egy (see Jaccard & Wan, 1995, for a
discussion of this strategy) unequiv-
ocally supported a two-factor model,
¥? = 43.42, df = 1, p < .001, The two-
factor model was also favored by a
significantly better goodness-of-fit
index (CFI = .99) when compared to
a one-factor solution {CFI = .86).
Hence, this analysis lends statisti-
cal support to the validity of a dis-
tinetion between self-efficacy and
intention that has elsewhere been
made on theoretical grounds (Ban-
dura, 1986},

Next, we sought to evaluate
whether the findings reported previ-
ously would generalize to another
population. We therefore replicated
Study 1 with older adults who were
recruited from a singles network.

Study 2

Method

Participants. Members of a North-
sastern singles network completed
an anonymous questionnaire. Of
643 respondents, 222 (35%) were
excluded because they had not been
sexually active during the past six
months (30%), were bisexual (.5%),
were living with someone {(6%), or
had incomplete data (4%). Of the
205 men and 216 women (N = 421)
included in the analyses, most were
White (91%), were Christian (69%),
had previously been married (65%),
and had a mean age of 46 years.

Procedure. The names of 600 men
and 600 women were randomly
drawn from the organization’s mem-
bership list. These members received
a letter about the upcoming sexual-
ity survey and the explicit nature of
the questions and were offered to
have their names removed from the
mailing list by calling the member-
ship office. Eighty-four individuals
telephoned to refuse participation.
The remaining 1,116 members
received the questionnaire and two
follow-up letters (mailed one and
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three weeks later). The 643 returned
questionnaires constituted 58% of
those mailed and 54% of the initial
list of 1,200,

Results and Discussion

. Demegraphic information and
sexual behavior, Descriptive infor-
mation about the singles network
members and their sexual habits is
presented in the middle column of
Table 1. Similar to the college stu-
dents, the singles comprising this
sample reported few sex partners
during the past six months. Sixty-
nine percent of the men and 74% of
the women reported only one part-
ner; the remaining 31% of the men
and 26% of the women reported two
or more sex pariners. An inverse
Pearson product-moment correla-
fion between the number of sex
partners during the past stx months
and age was statistically significant
for women, r =—21, p = .002, but not
for men, r = —.08, p = .18. A gender
difference was also apparent in the
number of lifetimne sex partners,
with men reporting an average of 13,
and women, 8 partners (the range
for both genders was 1 fo 100+).
Ninety-three percent of the
respondents felt their risk for con-
tracting the AIDS virus was “small”
to “non-existent.” Only 12% reported
always using condoms. Of those who
had used condoms at least once dur-
ing the past six months (n = 2486),
45% pave disease prevention and
58%, contraception as the main rea-
son. Those who used condoms
mainly for contraception (n = 116)
were younger, ¢+ {262) = -5.04, p <«
001, and also used condoms more
often, ¢ (262) = 5.13, p < .001, than
those who gave disease prevention
a8 the main reason (n = 148),
Regardless of the stated reason, sin-
gles with more than one sex partner
during the past six months (n = 130)
tended to use condoms more fre-
quently than those with only one sex
partner (n = 291), £ (419) =~8.50, p <
.001. Nevertheless, only 12% of the
male and 21% of the female non-
monogamous singles always used

Three Models

eondoms, whereas the majority used
them inconsistently, This inconsis-
tency was also reflected in the non-
significant Pearson product-moment
correlation, r =—.10, p = .25, between
condom use and number of sex part-
ners. Thus, older singles, like college
students, engaged in behavior that
potentially placed them at risk for
sexually transmitted diseases, in-
cluding HIV infection.

Test of the conceptunl models. As
in the previous study, we found that
our data departed from muliivariate
normality (Mardia’s coefficient of
multivariate kurtosis for the data
was 46.10, with a normalized esti-
mate of 20.94). However, for the rea-
sons mentioned before, we decided
that a maximum lhikelihood solution
was appropriate {(see Jaccard &
Wan, 1995). We also conducted a
covariance tesé for possible gender
differences, The results suggested
that the covariances for men and
women were selected from the same
population, ¥? (W = 421, df = 55) =
59.05, p = .33; GFI = .98; CFI = 1.00.
The covariance matrices were there-
fore pooled for all further analyses,

Table 8

Structural models identical to
those displayed in Figures 1-3 were
analyzed to test the fit of the three
conceptual models for the singles
data (means and standard devia-
tions of the criterion and predictor
variables are presented in the mid-
dle column in Table 2). The results
of these analyses are presented in
Table 3, which shows the unstan-
dardized and standardized path
coefficients as well as the amount of
variance explained by each model.

The pattern of resulfs obtained

with the singles was almost identi-

cal to that of the college students.
All three models were adequate,
with GFls of .99 (HBM and TRA)
and 95 (SCT), and CFIs of .99
(TIIBM and TRA) and .98 (SCT). The
HBM explained 20% of the variance
in condom-use intentions from the
benefit/barrier dimension. As in the
previous study, neither perceived
risk nor severity of AIDS predicted
safer sex intentions. The only differ-
ence between the student and the
singles model was a statistically sig-
nificant path between disease-pre-
vention benefits and intentions to

Structurael Path Coefficients and Variance in Intentions to Use Condoms Exploined by the Health
Belief Model, the Theory of Reasoned Action, and Social Cognitive Theory (Study 2}

Predictor Criterion Unstandardized Standardized Eszplained
Variable —»  Variable Path Coefficient Path Coefficient Variance
Health Belief Model: .
Condom-Use Intention: 20%
Risk — Intention 10 {.0%)
Severity — Intention 14 (.11)
Barriers - Intention —41* {~.34}
Benefit (contraception) — Intention 5% (.14)
Benefit (disease prevention) — Intention 9% (.12)
Theory of Reasoned Action:
Condom-Use Intention: 87%
Attitude — Intention —67* (—867)
Norms —  Intention 30% (.23)
Social Cognitive Theory:
Condom-Use Intention: : T3%
Self-Efficacy 40%
Expectancies;
(a} Pleasure reduction —  Self-efficacy —.43% {-.36)
(b) Contraception —  Self-efficacy 2% (.1%)
(¢} Disease prevention —  Self-efficacy .02 (.o1)
Models —  Self-efficacy Bk (.40}
Models — Intention 39* (.28)
Self-efficacy — Intention J18* (.67)

*statistically significant path coefficients, p < .05
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use condoms, suggesting that within
an HBM framework, concerns about
disease prevention pilayed a stronger
role among older singles than stu-
dents. The resulis for the other two
models were almost identical for
students and singles. The TRA
explained 67% of the variance in
condom-use intentions from atti-
tudes and norms. SCT explained
73% of the variance in condom-use
intentions from self-efficacy and
social model influences, and 40% of
the variance in self-efficacy from
pleasure-reduction expectancies, con-
traceptive expectancies, and social
model influences. Thus, we replicated
the results from the previous study,
which indicates that intentions to
practice safer sex can be explained
by the same three concepts in col-
lege students and older adults.

Summary and Implications

In both studies, the three models
showed adequate goodness-of-fit
indices and explained a substantial
amount of the variance in safer sex
intentions. This should not come as
a surprise because in the social sci-
ences many events can be explained
from a number of different perspec-
tives, as our theories simply lack the
degree of sophistication and speci-
ficity that would be necessary to put
them to a crucial test (Platt, 1964;.
As causal meodeling techniques are
not meant to “confirm” a particular
theory hut simply indicate how well
a given mode] fits the data, several
models may indeed provide plausi-
ble explanations of the same data
(Loehlin, 1987).

For several reasons, we found the
SCT-based madel particularly com-
pelling. First, it subsumes the
“active elements” contained in the
TRA and the HBM and explained
the largest amount of variance in
condom-use intentions. Second, by
including self-efficacy, it adds a the-
oretically well-defined mechanism
of behavior change that has received
strong empirical support in a vari-
ety of health-related areas. Iinally,
the model has significant applied

Waulfert and Wan

implications because, by following
Bandura’s (1986} guidelines on how
to increase self-efficacy, it suggeats
gpecific ways of how to decrease
risky sexual behavior, Henee, an
SCT-based model not only con-
tributes to our understanding of the
psychological  determinants of
unsafe sexual behavior but alse can
be used for designing effective inter-
vention and prevention programs.
Despite the successful replication
of our findings, our confidence must
be tempered by the inherent himita-
tions of cross-sectional research. In
hoth studies we identified correlates
of people’s intentions to use con-
doms, but we did not demonstrate
that these correlates predict aclual
condom use. Although intention
often may be an accurate predictor
of behavior (see Fishbein & Mid-
dlestadt, 1989), it is important to
remember that situational factors,
social pressure, the effects of alcohiol
or drug use, and a host of other vari-
ables can intervene between inten-
tion and behavior. Therefore, to
investigate whether the three vari-
ables we identified in fact play a role
in the decision to practice safer sex,
we conducted a third study. In this
study, we followed a group of young
adults over a three-month interval
and sought to predict actual condom
use from their initially obtained
statements about expectancies,
social support, and self-efficacy.

Study 3

Method

Participants. A convenience sam-
ple of 177 undergraduate students
wag recruited from the same pool
used in Study 1. Of those, 72 stu-
dents (41%) were excluded because
they were sexually inactive (33%),
married/cohabitating (4%), or homo/
bisexual (1%), or they presented
incomplate data (3%). The final
sample was comprised of 105 sexu-
ally active students (21 men and 84
women) who were predominantly
White (77%), with a mean age of
20,6 years.
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Procedure. The students were
recruited from advanced psychology
classes and received extra course
credit. During the initial assess-
ment, they completed an abbrevi-
ated version of the anonymous
questionnaire used in the previous
studies. Three months later they
answered questions about their sex-
ual behavior since the first assess-
ment. To ensure that the two
assessments could be matched while
maintaining the respondents’ ano-
nymity, the students marked both
guestionnaires with an identical
self-generated code.

Results and Discussion

Bemographic information and sex-
ual behavior, Descriptive information
about the students and their sexual
behavior is presented in the right col-
umn of Table 1. Although most par-
ticipants (62% of the men and 77% of
the women) reported only one sex
partner during the three-month
interval between assessments, a siz-
able number reported two (28% and
17%, respectively) or three and more
partners (10% and 6%, respeciively).
Based on self-report, 33% of the men
and 27% of the women always used
condoms during this time period.
There wag neither a significant corre-
lation between number of sex part-
ners and condom use, r = .20, p = .23,
nor a difference in condom use
between students with enly one sex
partner (n = 78) and those with more
than one partner (n = 27); ¢t (103} =
-42, p = .67.

Similar to the previous studies,
89% of the participants in Study 3
perceived themselves at minimal
rigk for contracting the AIDS virus,
and their risk perceptions were
unrelated to condom use.

Test of the conceptual model. The
SCT-based structural model dis-
played in Figure 4 was tested with
LISREL 8 (means and standard
deviations of the predictor and crite-
rion variables are presented in the
right colemn of Table 2). The test
established how well the model pre-
dicted self-reported condom use

This content downloaded from 169.226,144.167 on Thu, 28 May 2015 21:55:03 UTC

All use subjeet to JSTOR Terms and Conditions




308

Three Models

Figure 4. Social-cognitive Theory Predicting Students’ Condom Use Longitudinally over Three

Months
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(standardized path coefficients in parentheses). (¢ = residual variance. Variable indicators: PR1,
PR2 = pleasure reduction; CC = contraception; DP1, DP2 = disease prevention; MO1, MOZ2 =
social models; SE1, 8B = self-efficacy; CU1, CU2 = condom use)

from expectancies, social influences,
and self-efficacy beliefs over a three-
month interval. The model fit was
very good with a nonsignificant 32
(N = 105, df = 34) of 44.65 (p = .10},
a GFI of .93, a CFI of .98, and negli-
gible modification indices. The model
explained 52% of the variance in
self-reported condom use from self-
efficacy and social model influences.
It also explained 63% of the vari-
ance in self-efficacy beliefs. Self-effi-
cacy was a function of whether the
students viewed condom use as a
behavior approved of and practiced
by peers and how much pleasure
reduction they expected from con-
dom use. Positive expectancies con-
cerning disease prevention and
contraceptive benefits of condoms
were not significantly correlated
with self-efficacy beliefs.

Thus, the longitudinal study
replicated the findings from the
cross-sectional research and estab-
lished that the variables that corre-
lated with intentions to use condoms
in fact predicted self-reported con-
dom use over a thres-month inter-
val. Condom wuse was mainly
predicted by self-efficacy, which, in
turn, was influenced by outcome

expectancies. Perceiving condom
use as a behavior approved of and
practiced by one’s peers was posi-
tively associated both with self-effi-

cacy and condom use. Among the

anticipated consequences of condom
use, beliefs that condoms diminish
sextal enjoyment had a strong and
consistent relationship with self-
efficacy. Contraceptive and disease-
prevention expectancies were not
significantly correlated with self-
efficacy, most likely because almost
all respondents agreed that con-
doms are effective contraceptives
and prevent disease. This finding
suggests that attempts to increase
condom use by emphasizing their
benefits may be “carrying coal to
Newcastie,” because most hetero-
sexuals fully agree that these are
potential advantages of using con-
doms. However, this roay not moti-
vate them to change their behavior
because they use other coniracep-
tives and do not feel at risk for ATDS.
A more effective strategy might be
to instill realistic risk appraisals,
counteract negative expectancies,
and model affirmative attitudes
toward making condoms part of the
sexual experience.

.spective,

(General Discussion

Individual decisions to use con-
doms may depend to a significant
degree on three key factors: the
expected personally relevant conse-
guences of condom use, whether one
perceives condom use as a behavior
approved of and practiced by one’s
peers, and beliefs that one will be
able to use condoms consistently,
given the specific emotional and
interpersonal circumstances of one's
life. These variables were identified
in three separate studies with dif-
ferent populations and predicted
intentions to use condoms in a cross-
sectional design as well as self-
reported condom use in a longitudinal
design. As these key factors are the
main constituents of a self-efficacy
model, they provide substantial sup-
port for SCT as a useful framework
for understanding safer sex behavior.

Before addressing the implica-
tions of these findings for HIV pre-
vention, some methodological issues
will be discussed. First, questions
might be raised about the opera-
tionalization of some HBM, TRA,
and SCT concepts. In the current
studies, complex constructs such as
attitudes, social norms, and self-effi-
cacy were measured with only a few
indicators, although, based on psy-
chometric considerations, such con-
structs arve often assessed with
multi-item scales. Yet a priori asser-
tions that multi-item measures are
better or lead to substantially differ-
ent outcomes than single- or few-
itemn. measures seem unwarranted
for several reasons. First, Erickson,
Tiffany, Martin, and Baker (1983)
showed that a single seif-efficacy
rating can be a solid predictor of
long-term behavior change. Second,
Jacecard, Weber, and Lundmark
(1975), after performing a multi-
trait-multimethod analysis of four
attitude-assessment procedures, con-
cluded that, from a practical per-
“a single measure of
attitude (Guilford) or a few-item
measure (semantic differential} will
yield approximately the same
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results ag a multi-item assessment
deviee (Likert & Thurstone)” (p.
163). Finally, Wulfert, Weaver, and
Wan (1994) examined in a longitudi-
nal study how well condom use
could be predicted from established
miulti-item scales as compared to
the attitude and self-efficacy mea-
sures used in the current and previ-
ous (Wulfert & Wan, 1993) studies.
They found condom use to correlate
47 with a one-item attitude rating
and .46 with Brown's (1984) Afti-
tude Toward the Condom (ATC)
geale. Further, condom use corre-
lated .62 with the one-item self-effi-
cacy measure and .53 with a
three-item self-efficacy scale used in
the current studies, and .32 with
Brafford and Beek’s (1991) Condom
Use Self-efficacy Scale (CUSES). In
subsequent multiple regressions,
one-item attitude and self-efficacy
measures predicted 43% of the vari-
ance in condom use, whereas the
ATC and CUSES togsther explained
22%. These differences in explained
variance cannot be attributed to
measurement error because the
test-retest reliability coefficients for
the single- and the three-item mea-
sure and the internal consistency of
the three-item and the multi-item
measures were all higher than .80.
Thus, these findings together sug-

gest that, under some circum-’

stances, the global assessment of a
concept with a single- or few-item
measure can be as good ay, or better
than, a multi-item measgure.
Second, some readers might ques-
tion the specific versions of the
HBM, TRA, and SCT we tested in
light of the fact that derivative mod-
els exist, For example, one TRA ver-
sion (the theory of planned behavior
by Ajzen, 1988) contains a construct
similar to self-efficacy, and self-effi-
cacy has also been incorporated as a
“parrier” in an expanded version of
the HBM (see Rosenstock et al,,
1988). Adding this SCT core con-
struct to the HBM and TRA might
well have increased the explanatory
power of these models in the previ-
ous studies. However, we decided to
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test the “classic” versions of these
theories to determine their original
contributions rather than tesiing
derivative models with a yet greater
overlap in crucial constructs.

In evaluating the eurrent find-
ings, the reader should keep in mind
the purpose of this research. The
three studies were not designed to
decide which of the three models
tested here best explains risk
behavior but to identify possibie
common as well as unigue features
of the models that may be determi-
nants of sexual risk taking. To para-
phrase Weinstein (1893), showing
that one theory correlates .40 and
the other .50 with behavior is not
nearly as useful as discovering
which variables account for this dif-
ference. With our research, we took
one step in this direction. Recall
that, in the two cross-sectional stud-
ies, the HBM, which contained onse
of the constructs analogous in the
three medals, accounted for less
than 30% of the variance in inten-
tions to use condoms; the TRA,
which contained two of the relevant
constructs, explained more than
60%, and SCT, which contained
three, accounted for more than 70%
of the variance. Thus, by comparing
and contrasting the individual mod-
els, we identified three key wvari-
ables that contribute fo people’s
intentions to practice safer sex.
When we then examined how well
these variables predict behavior lon-
gitudinally {Study 3), together they
explained more than 50% of the
variance in self-reported condom
use. Given the robustness of these
findings aeross the three studies, it
is reasonable to assume that these
variables constitute important cor-
relates, if not determinants, of sex-
ual risk behavior.

Let us now look at some implica-
tions of the current research. To
date, most heterosexuals in the U.S.
are still at low risk for HIV infec-
tion. However, as the base rate of
HIV infection among heterosexuals
gradually rises, so-called “main-
stream” individuals may increas-
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ingly jeopardize their health if they
continue to engage in unsafe sexual
practices. This underlines the need
for implementing behaviar change
programs in settings swch as
schools, colleges, and organizations
that provide the opportunity for
social interactions and dating
among singles to prevent HIV from
spreading to the population at large.
The current research indicates that,
rather than merely educating and
warning the public about HIV trans-
mission, behavior-change programs
must target changes in one or more
key variables previously identified.
Above all, systematic attempis
should be made to strengthen peo-
ple's faith in their ability to protect
themselves fromn HIV infection,
given the specific circumstances of
their lives, Such changes in self-effi-
eacy could be accomplished with
modeling and skills-training tech-
niques that change inaccurate risk
perceptions; modify  attitudes;
develop self-protective cognitive,
verbal, and behavioral skills; and
increase the general acceptabilify of
condoms by creating a supportive
social envirenment.

Several studies with high-rigk
populations have accomplished
goals such as those described here.
For example, Kelly et al. (1991,
1992) trained popular opinion lead-
ers to change attitudes and- social
norms concerning the practice of
safer sex among gay bar patrons.
Their research shows how, through
the use of social models and skills
training, changes in attitudes and
behavior ean be promoted in com-
munities. Numerous other interven-
tions developed within a social
learning or cognitive framework
have demonstrated the influence of
models provided by the media,
peers, and significant others. Hav-
ing models display a behavior and
showing what consequences result
from it are powerful means of shap-
ing people’s expectations and affect-
ing their sense of gelf-efficacy
(Bandura, 1986), Therefore, wide-
spread changes in attitudes toward
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condoms and enhanced seif-efficacy
beliefs might be attained through
the influence of role models who set
up positive expectancies by empha-
sizing the benefits and social accept-
ability of self-proteciive behaviors.
For example, condom use and other
safer sex practices could be consis-
tently and massively promoted by
highly visible popular persons from
film, theater, music, and sports, or
by community leaders, respected
authority figures, and well-liked
peers in school and the workplace,
These role models could be trained
to denounce unprotected sexual
intercourse as an undesirable and
irresponsible action as well as coun-
teract negative stereotypes associ-
ated with condoms, advocate the
positive aspects of practicing safer
sex, and demonstrate the cognitive
and behavioral skills necessary to
make health-protective decisions
and negotiate them with a partner.
These models could also show sensi-
tivity to the different types of chal-
lenges in communication skills
faced by men and women and
demonstrate techniques women
might use to increase men’s willing-
ness to use condomns,

It is not easy to change complex
behavior patterns or lifestyles, but
as the literature on smoking cessa-
tion, the treatment of substance
abuse, and coronary risk reduction
shows, it can and has been done. We
have identified several important
factors involved in heferosexual
individuals’ decisions to practice
gafer sex, but these variables should
not be viewed as exbaustive. Sexual
behavior occurs in a complex inter-
personal, social, and cultural con-
text and is determined by a range of
influences in addition to those spec-
ified in the models examined previ-
ously. As the HBM, the TRA, and
SCT are all based on the assump-
tion that individuals make deliber-
ate, volitional decisions, these
models may be appropriate in the
context of largely consensual
encounters {Aggleton et al, 1994).
Whether they are useful in eircam-

Three Models

stances in which sexual behavior is
influenced by implicit or explicit
coercion, rigidly defined cultural
expectations, heavy intoxication, or
other factors that may interfere
with free choice awaits the outcome
of further research. Therefore,
although we have identified several
important factors involved in indi-
vidual decisions to use condoms,
much additional work is needed
before we ecan achieve a better
understanding of the sexual negoti-
ation process.
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