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Abstract
Title. The effect of culturally sensitive comprehensive sex education program on delay of
the initiation of sexual intercourse among Thai secondary school students

Background. Increasing proportions of adolescents in Thailand have been engaging in
premarital sex and this has led to negative health consequences such as HIV/STIs as well
as unplanned pregnancy. No theory-based, abstinence-oriented models of sex education
have been evaluated in this population.

Aims. We evaluated the efficacy of a culturally sensitive comprehensive sex education
program among Thai secondary school students.

Method. A quasi-experimental study was carried out in two schools in Bangkok (n = 261
each), comparing the culturally sensitive comprehensive sex education program to
controls. Outcomes included sexual behavior, condom use, intentions to refuse sex,
intentions to use condoms, and knowledge related to STIs/HIV/AIDS and pregnancy.
Findings. The culturally sensitive comprehensive sex education program group had
significantly lower proportions of sexually active students at 3 and 6 months after the
intervention than the control (p<0.01). Students participating in the program had
significantly higher intentions to refuse sex in the future across time than controls
(p<0.05). Sexually active adolescents participating in the program reported significantly
lower frequency of sexual intercourse across time than controls (p<0.01). However, the
program did not influence consistent condom use (p>0.05), although the intervention was
associated with increased intentions to use condoms at next sex (p<0.01). Knowledge in
STIs/HIV/AIDS and pregnancy of students in the CSCSEP were significantly higher than
those of the controls at 3 months after the intervention (p<0.05).

Conclusion. Our findings suggest the value of using a comprehensive sex education
program, tailored to Thai culture to deter sexual debut and reduce sexual behavior. The
findings are consistent with those outside of Thailand.

Keywords: comprehensive sex education, sex education, abstinence, premarital sex,

adolescents, sexual intercourse, Cognitive Social Learning Theory
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In Thailand, rapid increases in economic prosperity have been accompanied by
erosion of traditional culture and religious values and by negative effects on sexual health
of young people (Vuttanont et al. 2006). Within Thai traditional norm, premarital sex is

considered unacceptable particularly for young women (Thato et al. 2003). Thai girls are



required to be docile, submissive, modest, and disinterested in sex until marriage
(Vuttanont et al. 2006). Despite these conservative beliefs, studies have found premarital
sexual intercourse to be increasingly common among Thai adolescents and young adults
over the past two decades (Allen et al. 2003, Liu et al. 2006, Piya-Anant et al. 1999,
Podhista & Pattaravanich 1995, Thato et al. 2003, Sangkarat 1997, van Griensven et al.
2001, Xenos et al. 1993). Premarital sexual activity among adolescents may result in
negative health consequences, including sexually transmitted infections (STIs) such as
HIV, unintended pregnancies, and abortions (Center for Disease Control [CDC] and
Prevention 2000, Orr et al. 2001, Thato et al. 2003). These negative consequences need

to be considered as possible consequences of these recent trends in Thai sexual behavior.

After the outbreak of HIV infection among female sex workers in 1989 and
subsequent transmission to client populations, the Thai government has initiated the
100% condom use program and implemented it on the national scale (Hanenberg et al.
2004, Rojananapithayakorn & Hanenberg 1996). The program showed an enormous
impact on condom use among sex workers and their clients, resulting in the decrease of
STls including HIV/AIDS. However, for Thai adolescents, their sexual partners mostly
have shifted from sex workers to steady sexual partners (Celentano et al. 1998, Jenkins et
al. 1999, Kitsiripornchai et al. 1998, Nelson et al. 2002). Almost half (42% for male and
47% for female) of vocational students reported having steady sexual partners in the past
3 months (van Griensven et al. 2001). The shifting in sexual partners may result in a low
rate of condom use. Condom use has historically been linked to commercial sex in
Thailand and condoms have played a relatively minor role in family planning activities
(Havanon et al. 1993, Knodel & Pramualratana 1996). A lack of condom use during
casual sex among Thai adolescents and young adults put Thailand at risk for another
outbreak of HIV infection.

In addition to the relatively high concentration of AIDS cases among youth in
Thailand, the prevalence of other STIs appears relatively high among Thai adolescents
(Bureau of Epidemiology Department of Disease Control Ministry of Public Health
2007). Surveys conducted in provincial Thailand found that approximately one quarter of
high school students reported having contracted STIs (Sangkarat 1997). Among cases of
gonorrhea in Thailand, adolescents and young adults aged 15-24 years have been the most
affected group in recent years (Bureau of Epidemiology Department of Disease Control

Ministry of Public Health 2007). Other data suggest that unplanned pregnancies may be



common in this age group. For example, one study found that 24% of sexually active
vocational students in a central Thailand reported unplanned pregnancies (Thato et al.
2003). Induced abortions are illegal in Thailand; however, approximately 100,000 illegal
abortions are performed each year and sometimes the necessary medical facilities are not
available which can increase the risks of infections, hemorrhage, or uterine perforation
(Taneepanichskul 2007). Therefore, unprotected sexual behavior may result in variety of
negative health consequences and many of these have increasingly become common

among Thai youth.

Thai social and cultural norms have traditionally discouraged public discussion of
sexuality, particularly for women (Beyrer, 1998) and very little factual information and
guidance was provided on a wide scale (Reproductive Health Division Department of
Health Ministry of Public Health & WHO Regional Office for South-East Asia 2003).
Despite this, it has been evident that increasing proportions of adolescents in Thailand
have been engaging in premarital sexual intercourse over the past two decades. Some
interventions for Thai adolescents have been developed with diverse areas of concern.
They covered sexual transmission of HIV (Diloksamphan 1995), life skill development
(Aor-kij 1998) and a combination of life skill development and participatory sex
education (Punsiri 2001). None of these studies have been subjected to rigorous
evaluation nor did they draw from theories of effective behavior change principles. In
addition, there have been no research-based interventions directed at delaying the onset of
sexual intercourse among adolescents. Systematic reviews of empirical studies on sex
education efficacy from elsewhere provide evidence that support comprehensive
programs may delay initiation of sexual intercourse, reduce frequency of sex, reduce
frequency of unprotected sex, and reduce the number of sexual partners (Bleakley et al.
2006). Prevention interventions to promote sexual abstinence must occur before the
initiation of sexual activity because successful abstinence maintenance is most possible
with adolescents who are not already sexually active (Aarons et al. 2000, Aten et al.
2002).

We developed a culturally sensitive and developmentally appropriate
comprehensive intervention to delay the initiation of sexual intercourse and to reduce the
negative effects of sexual activity for adolescents who already had become sexually

active. This intervention drew on elements of programs that had shown evidence of



effectiveness developed in other countries (e.g. Aarons et al. 2000, Bearinger et al. 2007,
Jemmott et al. 1998) and consideration of effective behavior change principles based on

social learning theory (Bandura 1994).

U
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The major aim of this study was to test the efficacy of a culturally sensitive
comprehensive sex education program (CSCSEP) among Thai secondary school students.

The specific objectives were:

1. To compare the proportion of sexually active students between the study

group and the control group.

2. To compare frequency of sexual intercourse among sexually active students

between the study group and the control group.

3. To compare intention to refuse sex in the next 6 months between the study

group and the control group students.

4. To compare condom use among sexually active students between the study

group and the control group.

5. To compare intention to use condoms between the study group and the control

group students.

6. To compare knowledge in STIs, HIV/AIDS and pregnancy between the study

group and the control group students.

AadAa v
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Design: A quasi-experimental research using a pre- and 3-month post-test
controlled group design with 6-month follow up was carried out between August 2006
and March 2007.

Participants and sample Justification: A convenience sampling of 552 high
school students aged 13-18 years studying in Mathayomsuksa 3, 4 and 5 (grades 9, 10,
and 11, respectively) was enrolled from two comparable secondary schools in Bangkok.

Schools were chosen based on their location in the same district, high enroliment of low

Vi



to middle-income students, and using the same curricula. For each school, 3 classrooms
(25-35 students per classroom) from each grade were randomly selected resulting in a
total sample of 261 per school. Schools were randomly selected to serve as an
experimental site.

Justification for sample size was based on a logistic regression power analysis
(Cohen 1988). With a significant odds ratio (OR) of 1.88 and an approximate 25%
prevalence of premarital sexual intercourse among adolescents (Aarons et al. 2000), a
total sample size of 434 students (217 per group) was required to achieve a power of 80%
at the significant level of .05.

Primary outcome: Self-reported sexual behaviors during the past 3 months,
including having sexual intercourse, frequency of sexual intercourse, and condom use
were asked using anonymous confidential questionnaires. Soundex code was assigned to
record data.

Secondary outcomes: Intention to refuse sex in the next 6 months and intention
to use condoms were assessed with 5-point Likert scales. Knowledge in STIs, HIV/AIDS
and pregnancy were assessed as well.

Procedure: The study was submitted to the Institutional Review Board of
Chulalongkorn University for human right protection. School directors also served as
parental guardian for their students. Two comparable selected schools were randomly
selected to serve as an experimental group. The investigator emphasized that whether or
not participating in the study did not affect their grades. Information about their sexual
behaviors was kept confidential. The questionnaires used in this study were anonymous.
Data were reported as a group.

Intervention Methods: The culturally sensitive comprehensive sex education
program (CSCSEP) consisted of 6 1-hour modules, divided equally into 2 consecutive 3-
hour classes taught weekly by the first author (ST). The CSCSEP was designed to be
educational, but entertaining, and culturally sensitive. It focused on module 1: career goal
setting and how to achieve it, and understanding human sexuality, module 2: prevalence
of premarital sexual behavior among Thai adolescents and its negative consequences
(pregnancy, STIs/HIV, lack of opportunity for better education, career and life), module
3: facts about STIs/HIV/pregnancy, high risk group, prevention strategies, beliefs that
abstinence will eliminate risk of STIs/HIV/pregnancy and can foster attainment of future
goals, module 4: sex drive and its management, relationships and risky situations, Thai

values toward delaying sexual activities, module 5: peer pressure/norms, refusal and

vii



negotiation skills, module 6: contraception and condom use, and how to handle problems
and supportive resources. Strategies used in each session included group discussion,
videos, games, role-play, demonstration, brain storming, and skill building activities.
Materials used in the intervention included cartoon book named ‘before you know’, smart
love notebook, and 4 short videos (4 minutes each).

Statistical Analysis: Data were analyzed using the 11.1 version of the Statistical
Package of Social Sciences (SPSS Inc., Chicago, IL, USA) and STATA’s xtgee routine
adjusted for classroom clustering (STATA Press, College Station, TX, USA). We
conducted a series of y? tests, independent sample t tests, Mann-Whitney U test and
logistic regression to identify significant differences between the intervention and control
groups in demographic characteristics and baseline measures. Generalized estimating
equations (GEE) (Diggle et al. 2002) was used to test hypotheses regarding the effects of
the CSCSEP on sexual behavior, condom use, intention to refuse sex, intention to use
condoms, and knowledge variables. We used GEE because it produces a summary
estimate of group effect across time taking into account the correlation of longitudinal
outcome data (continuous, count, or categorical measures). Bonferroni correction was
applied to mitigate the risk of type I error due to multiple testing in this study
(Tabachnick & Fidell 1996).

Results: The culturally sensitive comprehensive sex education program group had
significantly lower proportions of sexually active students at 3 and 6 months after the
intervention than the control (p<0.01). Students participating in the CSCSEP program
had significantly higher intentions to refuse sex in the future across time than students in
the control group (p<0.05). Sexually active adolescents participating in the CSCSEP
program reported significantly lower frequency of sexual intercourse across time than
those in the control group (p<0.01). However, the CSCSEP program did not influence
consistent condom use (p>0.05), although the intervention was associated with increased
intentions to use condoms at next sex (p<0.01). Knowledge in STIs/HIV/AIDS and
pregnancy of students in the CSCSEP group were significantly higher than those of the

control group at 3 months after the intervention (p<0.05).
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What is already known about this topic?

Comprehensive sex education has been supported by international empirical
studies as effective approach to delay and prevent advert effects of premarital
sexual behavior.

Cognitive Social Learning Theory has been used to develop effective

interventions aimed at changing or strengthening human behaviors.

What this research adds

Comprehensive sex education guided by the Cognitive Social Learning Theory
tailored to Thai culture was effective in delaying the initiation of sexual
intercourse among Thai secondary school students and reducing the frequency
of sexual behavior among sexually experienced youth.

Although intentions to use condoms increased, condom use remained low
among sexually experienced youth and these were youth in overwhelmingly
steady partnerships.

This study provides cross-cultural support for applying the Cognitive Social
Learning Theory and comprehensive sex education program to reduce HIV

sexual risk behavior.
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Chapter One

Statement of the Problem

Introduction

One third, (33.5%) of reported AIDS cases in Thailand have occurred among
teenagers and young adults (Bureau of Epidemiology Department of Disease Control
Ministry of Public Health 2007) and sexual transmission has accounted for 83.8% of
AIDS cases. Yet, as in many countries, HIV prevention programs in Thailand are not
specifically targeting the people most at risk of infection, such as young people in these
age groups. Moreover, it would seem important to target prevention of sexual risk
behaviors at earlier ages, rather than waiting until most young people are sexually active.
Because the spread of HIV infection in Thailand is mainly through sexual transmission, it
is necessary to develop efficacious sex education programs providing accurate and
relevant information targeted for Thai adolescents.

Background

In Thailand, rapid increases in economic prosperity have been accompanied by erosion of
traditional culture and religious values and by negative effects on sexual health of young
people (Vuttanont et al. 2006). Within Thai traditional norm, premarital sex is considered
unacceptable particularly for young women (Thato ez al. 2003). Thai girls are required to
be docile, submissive, modest, and disinterested in sex until marriage (Vuttanont ez al.
2006). Despite these conservative beliefs, studies have found premarital sexual
intercourse to be increasingly common among Thai adolescents and young adults over the
past two decades (Allen et al. 2003, Liu et al. 2006, Piya-Anant et al. 1999, Podhista &
Pattaravanich 1995, Thato et al. 2003, Sangkarat 1997, van Griensven et al. 2001, Xenos
et al. 1993). Premarital sexual activity among adolescents may result in negative health
consequences, including sexually transmitted infections (STIs) such as HIV, unintended
pregnancies, and abortions (Center for Disease Control [CDC] and Prevention 2000, Orr
et al. 2001, Thato er al. 2003). These negative consequences need to be considered as

possible consequences of these recent trends in Thai sexual behavior.

After the outbreak of HIV infection among female sex workers in 1989 and
subsequent transmission to client populations, the Thai government has initiated the
100% condom use program and implemented it on the national scale (Hanenberg et al.

2004, Rojananapithayakorn & Hanenberg 1996). The program showed an enormous



impact on condom use among sex workers and their clients, resulting in the decrease of
STls including HIV/AIDS. However, for Thai adolescents, their sexual partners mostly
have shifted from sex workers to steady sexual partners (Celentano et al. 1998, Jenkins et
al. 1999, Kitsiripornchai et al. 1998, Nelson et al. 2002). Almost half (42% for male and
47% for female) of vocational students reported having steady sexual partners in the past
3 months (van Griensven et al. 2001). The shifting in sexual partners may result in a low
rate of condom use. Condom use has historically been linked to commercial sex in
Thailand and condoms have played a relatively minor role in family planning activities
(Havanon et al. 1993, Knodel & Pramualratana 1996). A lack of condom use during
casual sex among Thai adolescents and young adults put Thailand at risk for another
outbreak of HIV infection.

In addition to the relatively high concentration of AIDS cases among youth in
Thailand, the prevalence of other STIs appears relatively high among Thai adolescents
(Bureau of Epidemiology Department of Disease Control Ministry of Public Health
2007). Surveys conducted in provincial Thailand found that approximately one quarter of
high school students reported having contracted STIs (Sangkarat 1997). Among cases of
gonorrhea in Thailand, adolescents and young adults aged 15-24 years have been the most
affected group in recent years (Bureau of Epidemiology Department of Disease Control
Ministry of Public Health 2007). Other data suggest that unplanned pregnancies may be
common in this age group. For example, one study found that 24% of sexually active
vocational students in a central Thailand reported unplanned pregnancies (Thato et al.
2003). Induced abortions are illegal in Thailand; however, approximately 100,000 illegal
abortions are performed each year and sometimes the necessary medical facilities are not
available which can increase the risks of infections, hemorrhage, or uterine perforation
(Taneepanichskul 2007). Therefore, unprotected sexual behavior may result in variety of
negative health consequences and many of these have increasingly become common
among Thai youth.

Thai social and cultural norms have traditionally discouraged public discussion of
sexuality, particularly for women (Beyrer, 1998) and very little factual information and
guidance was provided on a wide scale (Reproductive Health Division Department of
Health Ministry of Public Health & WHO Regional Office for South-East Asia 2003).
Despite this, it has been evident that increasing proportions of adolescents in Thailand

have been engaging in premarital sexual intercourse over the past two decades. Some



interventions for Thai adolescents have been developed with diverse areas of concern.
They covered sexual transmission of HIV (Diloksamphan 1995), life skill development
(Aor-kij 1998) and a combination of life skill development and participatory sex
education (Punsiri 2001). None of these studies have been subjected to rigorous
evaluation nor did they draw from theories of effective behavior change principles. In
addition, there have been no research-based interventions directed at delaying the onset of
sexual intercourse among adolescents. Systematic reviews of empirical studies on sex
education efficacy from elsewhere provide evidence that support comprehensive
programs may delay initiation of sexual intercourse, reduce frequency of sex, reduce
frequency of unprotected sex, and reduce the number of sexual partners (Bleakley ez al.
2006). Prevention interventions to promote sexual abstinence must occur before the
initiation of sexual activity because successful abstinence maintenance is most possible
with adolescents who are not already sexually active (Aarons et al. 2000, Aten et al.
2002).

We developed a culturally sensitive and developmentally appropriate
comprehensive intervention to delay the initiation of sexual intercourse and to reduce the
negative effects of sexual activity for adolescents who already had become sexually
active. This intervention drew on elements of programs that had shown evidence of
effectiveness developed in other countries (e.g. Aarons et al. 2000, Bearinger et al. 2007,
Jemmott ez al. 1998) and consideration of effective behavior change principles based on

social learning theory (Bandura 1994).
Aims

The major aim of this study was to test the efficacy of a culturally sensitive
comprehensive sex education program (CSCSEP) among Thai secondary school students.

The specific objectives were:

1. To compare the proportion of sexually active students between the study
group and the control group.

2. To compare frequency of sexual intercourse among sexually active students

between the study group and the control group.



3. To compare intention to refuse sex in the next 6 months between the study
group and the control group students.

4. To compare condom use among sexually active students between the study

group and the control group.

5. To compare intention to use condoms between the study group and the control

group students.

6. To compare knowledge in STIs, HIV/AIDS and pregnancy between the study

group and the control group students.
Hypotheses

1. The proportion of sexually active Thai adolescents in the CSCSEP group was

lower than that of in the control group.

2. Thai adolescents participating in the CSCSEP reported lower frequency of sexual

intercourse than those in the control group.

3. Thai adolescents participating in the CSCSEP had higher intention to refuse sex

than their control counterparts.

4. Thai adolescents participating in the CSCSEP reported using condoms more

consistent than those in the control group.

5. Thai adolescents participating in the CSCSEP had higher intention to use
condoms than those in the control group.

6. Thai adolescents who participating in the CSCSEP had higher knowledge in
STIs HIV/AIDS and pregnancy than their control counterparts.



Chapter Two

Review Related Literature

Adolescent Development and Sexuality

Adolescence is a period of multiple, and often rapid and profound changes in
transitions from childhood to adulthood (Brooks-Gunn & Petersen, 1983; Lerner & Foch,
1987; Petersen, 1988). The onset of adolescence is considered a crucial developmental
transition due to the confluence of changes across adolescence (Brooks-Gunn, 1984).
Entry into adolescence is marked by the physical changes of puberty, social changes, and
shift in cognitive and socioemotional functioning. The interaction of biological,
psychological, and social components of development make adolescence an excellent
period to study developmental transitions (Petersen, 1987).

The physical changes of puberty in adolescence are not only the indicator that
adolescence has begun but are also causally linked to many of the other changes at this
time. The hormonal surges of puberty can be a driving force in the expression of
adolescent sexuality (Brown, 2000). Social changes in cognitive functioning or the
development of the ability to think in adult patterns begin at the age of 12 years, but
adolescents may not be able to reach full capacity to think in this manner until the age of
15 or 16 years (Brown, 2000). Piaget refers to this type of cognitive functioning as formal
operational thought. All adolescents do not accomplish this formal operational thought
because this ability requires nurturance at the appropriate times or it will never develop
fully (Brown, 2000). Cognitive functioning is age related but not age dependent. It is not
clear what level of cognitive complexity is present without formal testing. However, it
can be estimated that due to the inability to achieve this thought capacity fully, some early
and middle adolescents may not think in an adult fashion. Inability to perceive the future
negative consequences of current risky behaviors, including engaging in premarital sexual
behaviors without practicing safer sex may be related to lower levels of cognitive
functioning. Thus, many adolescents may by thinking in a concrete fashion, and therefore
need explicit examples and clear instructions by a clinician if they are to understand and
comply with recommendations and prescriptions (Brown, 2000).

Social changes in socioemotional functioning are the development enabling an

adolescent to view her/himself realistically, to relate to a significant other in a mature,



giving relationship, and demonstrate concern about society. Brown (2000) reports four
tasks for adolescents’ socioemotional transition to adulthood. These tasks are: (a)
effective separation or independence from the family of origin, (b) pursuing a realistic
vocational goal, (¢) achieving a mature level of sexuality, and (d) achieving a realistic and
positive self-image.

As an adolescent moves toward adulthood, another task is the development of a
mature level of sexuality. This development can be altered by several factors that will be
elaborated upon later in this chapter. The development of sexuality refers to much more
than the capacity to procreate physically. It includes a person’s self-perception as a man
or as a woman and how that person relates intimately to a life partner. Mature sexuality
indicates comfort with oneself and the ability to enter into a relationship in a giving and
mutually trusting way (Brown, 2000).

Early adolescents aged 11 to 14 express their newly developing sexuality in a
manner that may appear humorous to adults, but which to them are very serious. They
think about the opposite sex a great deal and imagine the ideal partner. However, early
adolescents do not engage in romantic relationships frequently with other adolescents. If
they do, they encounter problems of self-consciousness and self-efficacy (Brown, 2000).
The ideal partner and the real partner do not match, and therefore, the relationship tends
to be short.

When the adolescent enters into the middle adolescence aged 15 to 17, romantic
relationships are more frequent, but still brief according to the partner’s failure to match
up to the ideal image. The adolescent may have several romantic partners in a short
period of time. By late adolescence (> 18), the adolescent usually has developed a more
mature approach to relationships. The young person cares about his or her partner’s
feelings and welfare. Long-term romantic relationship and true intimacy may be
developed in this period.

The stage of all of these developmental tasks should be recognized when health
care providers develop sex education programs for adolescents. For example, the
inability of an adolescent to think about the consequences of his or her current behaviors
suggests that the sex education program should provide clear and concrete short term

rather than long-term consequences.



The Prevalence of Premarital Sexual Behavior and Condom Use in Thailand:

A Cultural and Historical Perspective

In Thailand, having sexual intercourse before marriage is considered to be
culturally wrong. Even kissing, hugging, or holding hands are not acceptable behaviors
within Thai culture. However, gender differences do exist as unequal power is evident
between men and women at the level of interpersonal relationships (Gray & Punpuing,
1999). Young men have much more social freedom, including becoming sexually
experienced and fewer responsibilities than young women.
(Tantiwiramanond, Y oddumnern-Attig, & Pandey, 1996). Regarding the degree of
promiscuity, women have been taught not to be touched by any man and to remain virgins
until marriage (Opasawas, 1996). If a woman wants to date a man, she needs to obtain
parental approval. Premarital sexual intercourse is strictly unacceptable for ‘respectable’
women and such activity is considered to be highly damaging to the reputation of the
young women and her family (Ford & Kittisuksathit, 1996a). Furthermore, respectable
women are expected to limit themselves to subdued erotic expression in order to maintain
respectable femininity (Cook & Jackson, 1999). For Thai males, on the other hand,
premarital sexual intercourse is much less prohibited, particularly casual relationships
between men and sex workers (Gray & Punpuing, 1999). Thai men are allowed, and
indeed expected to manifest, a significant degree of freedom in their sexual behavior in
order to establish their masculine credentials (Cook & Jackson, 1999). Having sex with
sex workers has been acceptable for both married and single men. In everyday society,
premarital sexual intercourse is accepted and expected for young men (Ford &
Kittisuksathit, 1996a). Young men who are virgins are ridiculed by their peers. These
traditional norms, especially for Thai women have been gradually changing with the new
generation. These changes partially due to Thailand’s economic development proceeding
at breakneck speed over the past two decades (Lyttleton, 1999). Lifestyles and social
norms changed and continue to change rapidly in most sectors of Thai society (Lyttleton,
1999).

There are several empirical studies exploring premarital sexual behavior and
condom use among Thai adolescents. This literature review has focused on studies
conducted in high school students, given that they are the target population for this study,

and the next step of intervention development will be aimed at school-based setting.



In 1988, Prasatkul surveyed premarital sexual behavior among 361 rural and
urban Thai adolescents aged 14-20 years old. He reported that 66% of male adolescents
and 9% of female adolescents reported having had premarital intercourse (Prasatkul,
1988).

Two years later, Sakondhavat, Kanato, Leungtongkum, and Kuchaisit( 1990)
explored sexual behavior of 502 vocational students in Khonkaen province in the
northeast part of Thailand. The study revealed that 52% of vocational students aged 16-
21 had premarital sexual intercourse (74% for males and 31% for females), and 24% of
this sample had contracted sexually transmitted diseases. Among high school students,
vocational students are considered a high-risk group. They usually come from a family
that has low educational attainment of parents and low income. They may also do poorly
in school, have low self-esteem and associate with deviant peers. These risk factors are
associated with the initiation of sexual activity (Santelli et al., 1999). Therefore, the
possibility of adolescents’ engaging in premarital sexual intercourse is considered higher
in this vocational school population, which is the target population for this study.

In 1991, Wuttiprasit studied the knowledge of, attitude towards, and experience in
sex information of high school students aged 15-18 years old, in Bangkok, Thailand
(Wauttiprasit, 1991). The sample of 658 students was randomly selected to complete the
questionnaire. The researcher found that 21.4% of male students and 11.3% of female
students reported having had premarital intercourse. Of these sexually active students,
13.3% of them (27% for males and 0.5% for females) reported ever using condoms.
Regarding knowledge of sex information on four areas of biological, hygienic,
psychological, and sociological aspects, students had normal level of knowledge in these
areas. Both males and females had a low level of experience in sex information, but they
had positive attitude toward it.

In 1993, Kosit conducted a nationwide survey exploring factors influencing safe
sex behavior among 2,511 grade 11" high school students. He found that 39.2% of the
sample reported having had premarital intercourse (Kosit, 1993). Regarding
contraception, 92% of 11" graders reported never using condoms, only 5% reported using
condoms every time when having sex, and 3% reported using condoms occasionally.
Significant factors influencing them to engage in premarital sex included peer pressure
(44%), peer encouragement (45%), use of alcohol (14.5%), pornographic books (12%),

and pornographic movies (6%).



In a nationwide study conducted in a representative sample of 2,180 unmarried
and married adolescents aged 15 to 24 years (Podhisita & Pattaravanich, 1995), among
males, approximately 45% of both the urban and rural sample had ever experienced
sexual intercourse, and more than 90% of these had had sex before marriage. For female
adolescents, 29% of the urban sample had experienced sexual intercourse, and 47% of
these had done so before marriage. In rural areas, 37.5% had sexual experience, but only
17% of these had done so before marriage. Among the adolescents who had sex before
marriage, 63% of urban male adolescents, 50% of rural male adolescents, 35% of urban
female adolescents, and 13% of rural female adolescents reported practicing unprotected
Sex.

In 1997, Sangkarat surveyed the knowledge of, attitude toward, and practice of
sexual behavior and birth control of 10" to12™ grade high school students in Supanburi
province, Thailand. The random sample of 300 was asked to complete the questionnaire.
The investigator found that 23% of male students and 15.2% of female students reported
having had premarital intercourse. Almost half of them (45.5% of males and 41.7% of
females) reported never using contraceptives. Subjects had a moderate level of knowledge
of sex and contraception. Thirty percent of them had a low level of positive attitude
toward sex and contraception, 34% had a moderate level, and 36% had a high level.

In 1999, Piya-Anant, Kositanon, Leckyim, Patrasupapong and
Watcharaprapapong explored premarital sexual intercourse in 350 Thai males aged 18-20
years in commercial vocational schools located in Bangkok. They found that 43% of
these students engaged in premarital sexual intercourse. Regarding their sexual partners,
78% had sex with their girlfriends, and 18.5% had sex with sex workers. Of these
sexually active students, 50% reported never using condoms, 26% reported using
condoms sometimes, and 24% reported using condoms every time when having sex
(Piya-Anant et al., 1999).

Lastly, Thato and colleagues conducted a pilot study in vocational students (n =
42) aged 18-22 years studying in randomly selected federal and private vocational schools
in Bangkok (Thato et al., 2000). Although this was a pilot, similar findings were found as
previous studies. They found that 50% of vocational students reported having had
premarital sexual intercourse. Their sexual partners were girl/boyfriends in 59%, friends
in 32%, sex workers in 4.5%, and other in 4.5%. Among these sexually active vocational

students, about 43% reported “never using condoms”, 9.5% reported using condoms “less



than half time | have sex”, 14% reported using condoms “half time | have sex”, and 9.5%
reported using condoms “every time when | have sex”.

In summary, from the empirical data, it is clear that the prevalence of premarital
sexual intercourse among Thai adolescents is increasing. Although the rate is not as high
as that of the U.S. counterparts, Thai adolescents, especially vocational urban students,
have the highest rate of engaging in premarital sexual behavior. Unfortunately, most of
them practice unsafe/unprotected sex behavior, specifically not using condoms every time
when having sex. The low rate of condom use may indicate the unsuccessful family
planning strategies. No studies have applied a theoretical perspective to explore why
vocational students do not use condoms. Psychological factors, including their attitudes
toward condom use, their perceptions of susceptibility to STDs/HIV/AIDS and
pregnancy, and perception of self-efficacy to use condoms should be examined
intensively. By identifying influencing factors toward condom use, effective sex
education programs can be developed to promote safe sex behaviors.

The Negative Consequences of Premarital Sexual Behavior

The negative consequences of adolescents’ engaging in premarital sexual behavior
are STDs, including HIV/AIDS, and an unwanted teenage pregnancy (Agyei et al., 1994;
Braverman & Strasburger, 1993; Dean, Ducey, & Malik, 1997; Jones & Battle, 1990;
Singh, 1990). In Thailand, increasing rates of unintended pregnancy and STDs, including
HIV/AIDS infection, among adolescents are becoming major health concerns.
Contracting STDs, including HIV/AIDS and having an unwanted teenage pregnancy, are
problems that affect not only the adolescents themselves, but also their families and their
society as a whole (Dean et al., 1997).
Unplanned Teenage Pregnancy

Unplanned teenage pregnancy is one of the most significant social problems
resulting from engaging in premarital sexual intercourse (East & Felice, 1996). In one
study conducted in Thailand, 8% of sexually active boys in the 11" grade had
impregnated someone and about 73% of those boys reported their partners had an
abortion (Wulttiprasit, 1991). Among 11 grade female students, 4% reported having
been pregnant, and 3% reported having had an abortion (Wuttiprasit, 1991). A similar
proportion (4.15%) of 966 male and female students at secondary, vocational and
undergraduate levels in Chiang Mai, a northern province in Thailand, had sought

abortions for themselves (the girls) or their partners (the boys) (Srisuphan et al., 1990). In
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another pilot study (Thato et al., 2000) conducted with urban vocational students, 25% of
sexually active male students reported impregnating someone, and 20% of sexually active
female students reported having been pregnant. Of these unwanted pregnancies, 80% of
male students’ partners had an abortion, and 100% of female students terminated their
pregnancy (Thato et al., 2000). Compared to American teens younger than 20 years old
from the 1995 National Survey of Family Growth and from the 1994-1995 Alan
Guttmacher Institute Abortion Patient Survey, 18% of females had become pregnant and
9% of males had impregnated someone (Darroch, Landry, & Oslak, 1999). Thirty one
percent of pregnancies among females younger than 18 years old ended in abortion.
While those among males are even higher, 47% of pregnancies involving men younger
than 18 ended in abortion (Darroch et al., 1999). Encouragingly, teen pregnancy rates
among U.S. teenagers had fallen to 9.43% (94.3 pregnancies per 1,000 women aged 15-
19) in 1997 (National Center for Health Statistics, 2001). From empirical data, it can be
concluded that the majority of pregnancies were unplanned and ended in abortion in both
U.S. and Thai adolescents.

Furthermore, under the article 301-305 of the 1957 Penal Code of Thailand,
induced abortion is a crime (Gray & Punpuing, 1999). Both the woman and the person
terminating the pregnancy are subjected to legal penalty. The woman can be sentenced to
three years in prison and a fine of 6,000 Baht (equivalent to 150 U.S. dollars). Heavier
prison sentences and fines are prescribed for the person conducting the pregnancy
termination (Gray & Punpuing, 1999). However, exception to the law is permitted when
medical practitioners terminate pregnancies in cases of rape or if continuation of
pregnancy will endanger the health of the woman. Criminal abortion in Thailand is
usually performed by a health care practitioner or an illegal person in private clinics. Of
these urban vocational students who had an induced abortion, 20% of them had an
abortion conducted in private hospitals, 40% in private clinics by health care providers,
and 40% in private clinics by illegal persons (Thato et al., 2000).

Illegal abortions often bring about some medical complications such as bleeding,
infection, or uterine perforation. One study (Kanchanaporn & Wettkikul, 1990) carried
out in the southern part of Thailand found that 5.6% of women admitted to a hospital after
having an illegal abortion ended up with open-abdominal surgery. Another study
(Taengsingtrong, 1990) detailed one interesting case of a woman admitted to the hospital

with shock and internal hemorrhage after a very late unsuccessful abortion at 4.5 months
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of pregnancy. Her pregnancy had been terminated by curettage. The examination found
a perforated uterus and serious damage to the rectum.

Alternatively, if young adolescents decide to give birth, they face health problems
such as poor nutrition, poor or no prenatal and postnatal care, psychosocial problems,
inadequate preparation for childbirth, medical problems of teenage mothers, low birth
weight babies, and also the problem of their own physical immaturity (East & Felice,
1996). Ponirakis, Susman and Stifter (1998) examined the relations among maternal
emotionality, biology, and infant outcome and autonomic nervous system reactivity
(cardiac vagal tone) in teenage pregnancy. They found that higher concentrations of
maternal adolescent cortisol were associated with lower infant Apgar scores and an
increased need for resuscitation measures performed on the infant. They suggest that
social support during adolescent pregnancy may mediate the effects of maternal negative
emotionality and infant cardiac vagal tone (Ponirakis et al., 1998). Pregnancy and concern
over the potentially damaging and costly effects of early childbearing on young parents,
their children, and society, in general, is becoming a major health problem deserving of
attention in Thailand.

Contracting STDs

Contracting STDs is another major negative consequence of adolescent premarital
sexual intercourse. The high rate of STDs in adolescents has resulted in an increased
incidence of pelvic inflammatory disease (PID), infertility, ectopic pregnancy, and
cervical cancer (Hiltabiddle, 1996). If left untreated, chlamydia and gonorrhea can
develop into PID. Both the personal costs and the economic costs of PID and PID-related
ectopic pregnancy and in fertility are tremendous. In Thailand, 24% of sexually active
vocational students nationwide, 19% of vocational students living in Bangkok, and 22%
of all grades and 11" grade high school students reported having contracted STDs
(Sakondhavat, 1993; Thato et al., 2000; Paisalachapong et al., 1992; Waulttiprasit, 1991).
Regarding symptoms, 87 (58%) out of 151 sexually active commercial vocational
students in Bangkok reported having had symptoms similar to STDs (Piya-Anant et al.,
1999). However, the prevalence of contracting STDs among these students is based on
self-reported information. Nationally, among U.S. teens aged 10-24 years old, gonorrhea
rates of 0.582% among females and 0.543% among males were reported (National Center
for Chronic Prevention and Health Promotion, 1992). Specifically, among 303 sexually
active adolescents (mean age = 16.7) who were seeking health care at a general health

maintenance organization teen clinic, 28.2% had a history of STDs (Boyer, Shafer,
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Wibbelsman, et al., 2000). Among sexually active teens, the prevalence of STDs among

U.S. adolescents is a little higher than those of the Thai counterparts.

Contracting HIV/AIDS

Another negative consequence of adolescents’ engaging in premarital sexual
intercourse is contracting HIV/AIDS. HIV/AIDS is a serious threat to this age group.
Not only does HIV/AIDS appear to be an incurable, inevitably fatal disease at this time,
but also it affects people in the early years of their reproductive period. Recent data have
suggested that adolescents have a significantly higher risk of acquiring HIV infections
than any other age groups (Burke, Brundage, Goldenbaum, et al., 1990). In Thailand,
14% of HIV infections are reported occurring among teenagers and young adults
(Ministry of Public Health of Thailand, 1996). Among U.S. adolescents, of the total AIDS
cases reported through December 2000, 31,293 cases (4.04% of all AIDS cases) were
between ages 13 to 24. In addition, 101,494 were between ages 25 to 29 (13.11% of all
AIDS cases), and 172,310 were between ages 30 to 34 (22.25% of all AIDS cases)
(National Center for HIV, STD and TB Prevention Division of HIVV/AIDS Prevention,
2001). The prevalence of AIDS among Thai and U.S. teenagers and young adults is very
similar. Interestingly, since the latency period between HIV infection and the onset of
symptoms is about ten years, many of these people probably become HIV seropositive as
teenagers (Smith et al., 1992).

Because unplanned pregnancy and contracting STDs/HIV/AIDS are preventable,
understanding factors that influence adolescents to engage in this precocious behavior
may help develop appropriate sex education programs delaying the initiation of

premarital sexual activity.

Factors that Influence Premarital Sexual Behavior in Thai Adolescents

Understanding the factors that influence Thai adolescents to engage in premarital
sexual intercourse will be beneficial. Moreover, addressing these factors within a
culturally sensitive framework when planning sex education programs, may help health
care providers develop effective programs geared toward delaying the initiation of
premarital sexual intercourse and promoting safer sex behaviors among Thai teenagers.
Thus, the following section will discuss the influence of psycho/social/cultural factors on

Thai adolescents’ decision to engage in premarital sexual activity.
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Major factors that influence Thai adolescents to engage in premarital sexual
activity are the influence of: western culture, peer pressure, media, substance use, parent-
child relationship, parental supervision, having a girl/boyfriend, and psychosocial traits.
These factors have perhaps a greater influence on adolescents’ given their developmental
tasks.

Influence of Western Culture

In the past, traditional Thai culture regarded sexual activity as having only a
procreative purpose. A high premium was placed on virginity, especially for the bride,
and premarital sexual intercourse was taboo (Opasawas, 1996). Attitudes toward
sexuality were repressive and sexual repression was considered a high moral standard.
Arranged marriage was placed as an appropriate way to have a better family.

This traditional cultural norm has been changing gradually since Thailand has
become a newly industrialized country. A young generation of Thais has more
opportunity to have higher education, better jobs, and thus greater independence in their
lives. Since then the path to marriage has changed. Adolescents have been exposed to a
variety of lifestyles, including a western lifestyle of sexual freedom. Behaviors of western
adolescents often strongly influence Thai adolescent behaviors as well, including
premarital sexual behaviors. The influences of western adolescents’ behaviors affect the
attitudes of Thai adolescents toward premarital sexual behaviors through several kinds of
media, such as television, magazines, movies, Internet, and direct experiences (Opasawas,
1996). Being exposed to a variety of these media, even though Thai adolescents have
been raised within a family of strong Thai culture and beliefs, they intentionally change
their traditional norms. Engaging in premarital sexual activity is a symbol of modern
fashion for some Thai adolescents. Especially in large cities such as, Bangkok,
cohabitation is increasing in popularity.

Peer Pressure

Adolescents spend an increasing amount of time in peer interaction and peer
activity. For example, over the course of one weekend, young adolescent boys and girls
spend more than twice as much time with peers as with parents (Condry, Simon &
Bronfenbrenner, 1968). Adolescents who do not have a secure attachment with their
parents may use peers as a safe base (Smith, 1999, personal communication, October 20,
1999). For many adolescents, peers play a major role in their lives. For some, being
accepted by the group means everything (Santrock, 1998). Peer pressure can be both

positive and negative. Peers can provide a means of social comparison and a source of
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information about the world outside the family, including information about sex and
sexual experimentation. After curiosity, peers are the second source of sex information
for adolescents, they may influence them to explore entertainment establishments, read
pornographic magazines and watch pornographic movies (Opasawas, 1996). Regarding
sexual activity, peer pressure exerts a powerful effect toward premarital sexual behavior.
Adolescents who have friends engaging in premarital behavior tend to engage in this
behavior (Opasawas, 1996). Adolescents who are virgins are ridiculed by their peers who
are sexually active (Kittisuksathit, 1996a cited in Gray & Punpuing, 1999). Attitudes and
behaviors of adolescents’ closest friends can influence them to have sex (Kosit, 1993;
Poonsanasuwansri, 1997).
Media Influence

Today’s adolescents are exposed to a variety of lifestyles and risk taking
behaviors through the general media. They face many temptations, such as drug and
alcohol use, delinquent behaviors, as well as sexual activity. Mass media, including
pornographic books, entertainment establishments, pornographic movies, adult web sites,
and Playboy magazine, also have a strong influence on promoting premarital sexual
behavior (Opasawas, 1996; Poonsanasuwansri, 1997). Exposure to these kinds of media
may encourage adolescents to practice premarital sexual experimentation. All of these
media were significantly related to sexual behavior of vocational students in Chonburi, a
province in the eastern part of Thailand (Opasawas, 1996). All of these media are illegal
and sold on the black-market in Thailand. Adolescents who desire to have these kinds of
media can easily acquire them at a reasonable cost. These media are a sex driven
inducement that makes adolescents more likely to engage in premarital sexual activities
(Opasawas, 1996).
Substance Use

Individuals are attracted to drugs because drugs help them to adapt to an ever-
changing environment. Smoking, drinking, and taking drugs reduces tension and
frustration, relieves boredom and fatigue, and in some cases helps adolescents to escape
the harsh realities of their world (Santrock, 1998). Feeling inner peace, joy, relaxation,
kaleidoscope perceptions, and prolonged heightened sensation are the pleasure provided
by using drugs (Santrock, 1998).

There are several kinds of drugs being used by today’s adolescents, such as
alcohol, marijuana, LSD (lysergic acid diethylamide), cocaine, and tranquilizers

(Santrock, 1998). Among these drugs, alcohol is the most widely used drug by Thai
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adolescents (Sangkarat, 1998). Of the vocational students who are sexually active, 43%
reported drinking alcohol almost everyday, 48% reported drinking alcohol once a week,
5% reported using marijuana and amphetamines once a month, and 14% reported trying
heroin but do not use it any more (Thato et al., 2000). In a low dose, alcohol is a
stimulant. If used in sufficient amounts, alcohol will damage biological tissues, including
muscle and brain cells. It reduces the ability to make a judgment. Initially, adolescents
feel more talkative, and more confident to do any risky behaviors, including having
premarital sexual activity. The prior use of any kind of substance is related to the
initiation of premarital sexual intercourse (Duncan, Strycker, & Duncan, 1999; Mezzich,
Tarter, Giancola, Lu, Kirisci, & Parks, 1997; Mott, Fondell, Hu, Kowaleski-Jones, &
Menaghan, 1996; Rosenbuam & Kandel, 1990; Small & Luster, 1994; Smith, 1997;
Wash, 1995). The higher the stage of drug involvement and the earlier the reported onset
of drugs, the greater the probability the adolescents will engage in premarital sexual
activity.

Parent-Child Relationship

Close relationships with parents are important in the adolescent’s development.
The relationship functions as a model or template that is carried over time to influence the
construction of new relationships, such as peer relationships and intimate relationships.
Parent-adolescent relationships not only depend on the current relationship during
adolescence, but also on the previous childhood relationships. A child’s experience with
his/her parents is carried forward and influences the current relationship.

According to the Attachment Theory (Ainsworth, Blehar, Waters, & Wall, 1978),
two types of attachment can be developed during the first two years of life (a) secure
attachment, (b) insecure attachment. In a secure attachment, infants use the caregiver,
usually the mother, as a secure base from which to explore the environment. Secure
attachment is theorized to be an important foundation for psychological development later
in childhood, adolescence, and adulthood. In an insecure attachment, infants either avoid
the caregiver or show considerable resistance or ambivalence toward the caregiver.
Insecure attachment is theorized to be related to difficulties in relationship and problem in
later development. Insecurely attached adolescents may use friends instead of parents to
be their safe base (Smith, 1999, personal communication, October 20, 1999). In order to
be accepted by a group, adolescents may go along with everything, including engaging in
premarital sexual activity. On the other hand, if adolescents have a secure attachment

with their parents, they continue to use their parents as a safe base, including consulting
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about whether or not engaging in premarital sexual activity is appropriate. If their parents
disapprove of the initiation of premarital sexual intercourse, they are less likely to engage
in this precocious behavior (Jaccard,Dittus, & Gordon, 1996; Small & Luster, 1994).
Furthermore, a study conducted by Taylor-Seehafer and Rew (2000) found that family
and school connectedness, and the presence of caring adults are protective factors for
early initiation of sexual intercourse.
Parental Supervision

In the past, Thai adolescents were rarely permitted to live by themselves. Even
though they might have to study elsewhere, their parents would arrange for them to live
with someone who could monitor their behaviors. Nowadays, Thai adolescents have
more freedom and more opportunity to live by themselves. Especially when they go to
college or pursue a vocational degree, they commonly live in apartments or dormitories.
Lack of parental adult/supervision makes adolescents prone to engage in premarital
sexual activity. One study conducted in the Northeast of Thailand (Thiramanus, 1994)
found that students living away from home had higher exposure to risk of HIV infection.
Resnick, Bearman, Blum,et al. (1997) identified risk and protective factors related to
emotional health, violence, substance use, and sexuality among 12,118 U.S. adolescents
in grades 7 through 12 drawn from an initial national school survey of 90,118 adolescents
from 80 high schools. They found that parental disapproval of early sexual debut was
associated with a later age of onset of intercourse. Teenagers who are carefully monitored
by their parents are less likely to be sexually active (Mott et al., 1996; Seidman, Mosher,
& Aral, 1994; Small & Luster, 1994; Smith, 1997), less likely to report initiating sex, and
report lower rates of sexual initiation as they aged (Romer, Stanton, Galbraith, Feigelman,
Black, & Li, 1999).
Having a Girl/boyfriend

During the transitional period, adolescents like to spend most of their time with
their peers. The possibility exists for a romantic relationship to develop. Romantic
experiences during adolescence are believed to play an important role in the development
of identity and intimacy (Erikson, 1968). This early romance can bring about sex
experimentation, unprotected sex, and the negative consequences, such as teenage
pregnancy, STDs and HIV/AIDS. Among Thai adolescents, who reported having had
premarital sexual activity, most of them (57% up to 78%) have sexual intercourse with
their girl/boyfriend (Piya-Anant et al., 1999; Podhisita & Pattaravanich, 1995; Sangkarat,
1997; Thato et al., 2000). Of these, 50% had unprotected sex (Thato et al., 2000).
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Psychosocial Traits

In every society, adolescence is a period of multiple, and often rapid and profound
changes and transition from childhood to adulthood (Bee, 1996). These maturational
changes involve a period of rapid psychological, physical, and environmental change in
which many health-related behaviors are initiated (Jessor, 1984). This maturational
transition makes adolescents more prone to risky sexual behavior because physical
maturation results in adolescents who are capable of reproduction, yet emotionally and
cognitively incapable of dealing with the consequences (Brown, 2000). The following
are some psychosocial traits that make adolescents prone to experimenting with
premarital sexual intercourse.

Defining sex roles.

Adolescence is the time when sex roles are defined (Manning, Balson, Barenberg,
& Moore, 1989). Adolescence is the genital stage of mature adult sexuality, which is a
reawakening of the sexual urges of the phallic stages (Freud, 1953). Therefore, to define
their own sexual roles, these adolescents may engage in sexual experimentation.
Adolescents may want to define their own sexual roles by having sexual intercourse, the
way that they thought allowing them to prove that “I am a man” or “I am a woman”.

Identity and intimacy.

One of the important tasks during adolescence is to discover “Who am 1?7, “What
am | going to do with my life?”, “What am | about?”. Adolescents will adapt a sense of
self to pubertal changes, make occupational choices, achieve adultlike sexual identity, and
search for new values (Erikson, 1980a). In order to arrive at a mature sexual identity,
sexual experimentation may be a part of adolescents’ role experimentation. Intimacy
should come after individuals are well on their way to establishing a stable and successful
individual identity (Santrock, 1998). Some adolescents may want to establish intimacy or
to keep their relationship by having sexual intercourse.

Risk taking.

Risk taking behaviors during this life stage are understandable in view of the
specific psychosocial and cognitive changes that characterize the adolescent period
(Millstein & Igra, 1995). Normal adolescent development involves increasing
independence, autonomy from the family, greater peer affiliation and importance, sexual
awareness, identity formation, and physiological and cognitive maturation (Millstein &
Igra, 1995). Socially, adolescents are expected to be independent from their parents,

expand their activities and able to deal with extra-familial functioning, and move toward
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adult roles. Risk-taking behaviors may serve to fulfill developmental needs related to
these expectations, such as autonomy, mastery, and intimacy (Millstein & Igra, 1995). As
such, risk-taking behaviors may be a necessary and important part of the growing up
process with a certain amount of experimentation. As mentioned at the beginning of this
chapter, adolescents may not achieve formal operational thought because this ability
requires nurturance at the appropriate times. Unable to comprehend consequences of risk-
taking behaviors may lead them to experiment risk-taking behaviors in an inappropriate
way. They may “act out” by exposing themselves to a high-risk situation, such as driving
fast, drinking heavily, driving while drinking, staying out all night, and having
unprotected sexual intercourse.

Egocentrism.

Adolescent egocentrism refers to the heightened self-consciousness of
adolescents. This is reflected in their belief that others are as interested in them as they
are themselves, and in their sense of personal uniqueness (Santrock, 1998). Elkind (1967)
has described the egocentrism of adolescence, which involves two sub-features: (a) the
imaginary audience, in which adolescents are constantly reacting to an imaginary
audience that watches their every move with intense interest; and (b) the personal fable,
which involves an adolescent’s sense of uniqueness (Santrock, 1998). The adolescent is
hypothesized to believe in a “personal fable” about his or her own lack of susceptibility to
the natural laws that pertain to others (Millstein & Igra, 1995). Based on Elkind’s ideas,
adolescents have been characterized in both the scientific and popular press as being “risk
takers” because of this perception of invulnerability to harm. An egocentric adolescent is
oriented to the here and now situation.

Regarding cognitive development, most adolescents are cognitively immature.
They tend to be in Piaget’s concrete operational stage, which lasts from approximately 7
to 11 years of age (Santrock, 1998). In this stage, adolescents are able to think logically,
but cannot comprehend the consequences of a present activity. Only half of teens attain
Piaget’s stage of formal operations (Bee, 1998). Reaching this stage of intellectual
development enables adolescents to realize the facts, the implications, and the
consequences of engaging in premarital sexual intercourse (contracting STD/HIV/AIDS
and becoming pregnant or impregnating someone).

Curiosity.

Adolescence is a time of sexual exploration and experimentation. During this

period, curiosity about sexuality’s mysteries is one of the most adventures that

19



adolescents want to explore. They think about whether they are sexually attractive,
whether they will grow more, whether any one will love them, and whether it is normal to
have sex (Santrock, 1998). Therefore, during this transitional period, being curious about
sexual activity may influence the development of sexual identity. Among Thai vocational
students, a primary reason for experimenting with the first sexual intercourse was
curiosity (Opasawas, 1996).

The influence of western culture, peer pressure, media influence, parent-child
relationship, having a girl/boyfriend, and psychological traits of adolescents, influence
Thai adolescents to engage in premarital sexual activity much more than ever before.
Eliminating these influencing factors is not possible. However, as health care professional
in Thailand, we must adapt American reproductive health education programs that alter
beliefs, attitudes, and behaviors regarding sexual promiscuity and risk-taking activity.
Amendable factors that are culturally sensitive for Thai adolescents will be targeted.
These sex education programs will be primarily aimed at reducing teens’ engaging in
premarital sexual activity, and secondarily at increasing safer sex behaviors for those who

continue to be sexually active.

Safe Sex Behavior: Condom Use Emphasis

Since sexual freedom has become a way of life in modern society, it is important
for people to know effective methods for protection from both unwanted pregnancy and
sexually transmitted diseases (Kilby, 1986 cited in Turner & Rubinson, 1993). Prevention
is the best way to minimize the risks of diseases and disorders. Casual sexual
relationships have resulted in an increased number of illnesses and infections (Turner &
Rubinson, 1993). Thus, learning how to protect oneself and one’s partner from STDs,
including HIV/AIDS, and unwanted pregnancy is vitally important.

Practicing safe sex behavior is the best way to protect oneself from the negative
consequences of premarital intercourse. The following safer sex guidelines have been
recommended by Hatcher and colleagues in 1990 (Cited in Turner & Rubinson, 1993).

Guidelines for Safer Sex

1. Two uninfected, mutually monogamous partners. This relationship runs the
least risk of anyone for STDs, but even they can contract infections through such avenues
as drug use, poor personal hygiene, or blood transfusions. In any case, it is advisable for

each partner to be tested for asymptomatic infection at the beginning of the relationship.
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2. Always use a latex condom. If a long-term, mutual monogamous relationship
IS not the case, then condom use should be practiced every time.

3. Talk with and examine any new non-monogamous partner for oral and
genital diseases. It is not a romantic thing to do, but it can help anyone avoid becoming
infected. If anyone discovers any signs of possible infection, avoid sexual intimacy until
a clinician has examined and treated the person if necessary.

4. Avoid oral-anal and finger-anal contact. If finger-anal or instrument-anal
contact occurs, wash the contaminated hand(s) or object with soap and water before
having any other oral or genital contact.

5. The following sexual activities are low risk if there are no lesions; hugging,
massage, body contact, dry kissing, and masturbation in another’s presence. But, only
total abstinence with no body-to-body contact is 100 % risk-free.

If a person can follow the guidelines for safer sex, he or she should be safe from
the negative consequences of premarital sexual activity. However, most sexually active
adolescents do not follow all the recommended guidelines, especially in regard to using
condoms. According to the National Survey of Adolescent Males in 1991, the proportion
of American sexually active men aged 17 to 22, who used a condom with their most
recent partner declined from 53% the first time they had sex with that partner to 44% at
the most recent episode (Ku, Sonenstein, & Pleck, 1994). Likewise, in Thailand, only a
small proportion of Thai students reported using condoms during their last intercourse
[27% for male and 0.5% for female high school students (Wauttiprasit, 1991)]. The
inconsistent use of condoms can put adolescents at higher risk for unwanted pregnancy,
AIDS, and other STDs (Lagana, 1999). Psychosocial factors associated with adolescents’

inconsistent use of condoms will be discussed.

The Cognitive Social Learning Theory
In 1941 Miller and Dollard proposed the theory of social learning. In 1963 Bandura
and Walters broadened the social learning theory with the principles of observational
learning and vicarious reinforcement. Bandura provided his concept of self-efficacy in
1977, while he refuted the traditional learning theory for understanding learning.
The Social Cognitive Theory is relevant to health communication. First, the theory deals
with cognitive, emotional aspects and aspects of behavior for understanding behavioral

change. Second, the concepts of the SCT provide ways for new behavioral research in
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health education. Finally, ideas for other theoretical areas such as psychology are

welcome to provide new insights and understanding.

Core Assumptions and Statements

The social cognitive theory explains how people acquire and maintain certain
behavioral patterns, while also providing the basis for intervention strategies (Bandura,
1997). Evaluating behavioral change depends on the factors: environment, people and
behavior. SCT provides a framework for designing, implementing and evaluating
programs.

Environment refers to the factors that can affect a person’s behavior. There are
social and physical environments. Social environment include family members, friends
and colleagues. Physical environment is the size of a room, the ambient temperature or
the availability of certain foods. Environment and situation provide the framework for
understanding behavior. The situation refers to the cognitive or mental representations of
the environment that may affect a person’s behavior. The situation is a person’s
perception of the lace, time, physical features and activity.

The three factors environment, people and behavior are constantly influencing each
other. Behavior is not simply the result of the environment and the person, just as the
environment is not simply the result of the person and behavior. The environment
provides models for behavior. Observational learning occurs when a person watches the
actions of another person and the reinforcements that the person receives (Bandura,
1997). The concept of behavior can be viewed in many ways. Behavioral capability
means that if a person is to perform a behavior he must know what the behavior is and

have the skills to perform it.

People learn through observing others’ behavior, attitudes, and outcomes of those
behaviors. “Most human behavior is learned observationally through modeling: from
observing others, one forms an idea of how new behaviors are performed, and on later
occasions this coded information serves as a guide for action.” (Bandura). Social learning
theory explains human behavior in terms of continuous reciprocal interaction between

cognitive, behavioral, and environmental influences.
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Necessary conditions for effective modeling:

1. Attention — various factors increase or decrease the amount of attention paid.
Includes distinctiveness, affective valence, prevalence, complexity, functional
value. One’s characteristics (e.g. sensory capacities, arousal level, perceptual set,
past reinforcement) affect attention.

2. Retention — remembering what you paid attention to. Includes symbolic coding,
mental images, cognitive organization, symbolic rehearsal, motor rehearsal

3. Reproduction — reproducing the image. Including physical capabilities, and self-
observation of reproduction.

4. Motivation — having a good reason to imitate. Includes motives such asA past
(i.e. traditional behaviorism), promised (imagined incentives) and vicarious

(seeing and recalling the reinforced model)

Bandura believed in “reciprocal determinism”, that is, the world and a person’s
behavior cause each other, while behaviorism essentially states that one’s environment
causes one’s behavior, Bandura, who was studying adolescent aggression, found this too
simplistic, and so in addition he suggested that behavior causes environment as well.
Later, Bandura soon considered personality as an interaction between three components:
the environment, behavior, and one’s psychological processes (one’s ability to entertain

images in minds and language).

Social learning theory has sometimes been called a bridge between behaviorist and

cognitive learning theories because it encompasses attention, memory, and motivation.

Concepts of the Social Cognitive Theory

Environment: Factors physically external to the person; Provides opportunities and
social support

Situation. Perception of the environment; correct misperceptions and promote
healthful forms

Behavioral capability: Knowledge and skill to perform a given behavior; promote
mastery learning through skills training

Expectations: Anticipatory outcomes of a behavior; Model positive outcomes of
healthful behavior

23



Expectancies: The values that the person places on a given outcome, incentives;
Present outcomes of change that have functional meaning

Self-control: Personal regulation of goal-directed behavior or performance; Provide
opportunities for self-monitoring, goal setting, problem solving, and self-reward

Observational learning: Behavioral acquisition that occurs by watching the actions
and outcomes of others’ behavior; Include credible role models of the targeted behavior

Reinforcements: Responses to a person’s behavior that increase or decrease the
likelihood of reoccurrence; Promote self-initiated rewards and incentives

Self-efficacy: The person’s confidence in performing a particular behavior;
Approach behavioral change in small steps to ensure success

Emotional coping responses: Strategies or tactics that are used by a person to deal
with emotional stimuli; provide training in problem solving and stress management

Reciprocal determinism: The dynamic interaction of the person, the behavior, and
the environment in which the behavior is performed; consider multiple avenues to

behavioral change, including environmental, skill, and personal change.

BEHAVIOR

/

PERSONAL ENVIRONMENTAL
FACTORS M FACTORS

{Cognitive, affective,
and biological events)

Source: Pajares (2002). Overview of social cognitive theory and of self-efficacy. 12-8-04.
From http://www.emory.edu/EDUCATION/mfp/eff.html.

The reciprocal nature of the determinants of human functioning in social cognitive
theory makes it possible for therapeutic and counseling efforts to be directed at personal,
environmental, or behavioral factors. Strategies for increasing well-being can be aimed at
improving emotional, cognitive, or motivational processes, increasing behavioral
competencies, or altering the social conditions under which people live and work. In

school, for example, teachers have the challenge of improving the academic learning and
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confidence of the students in their charge. Using social cognitive theory as a framework,
teachers can work to improve their students' emotional states and to correct their faulty
self-beliefs and habits of thinking (personal factors), improve their academic skills and
self-regulatory practices (behavior), and alter the school and classroom structures that

may work to undermine student success (environmental factors).

Bandura's social cognitive theory stands in clear contrast to theories of human
functioning that overemphasize the role that environmental factors play in the
development of human behavior and learning. Behaviorist theories, for example, show
scant interest in self-processes because theorists assume that human functioning is caused
by external stimuli. Because inner processes are viewed as transmitting rather than
causing behavior, they are dismissed as a redundant factor in the cause and effect process
of behavior and unworthy of psychological inquiry. For Bandura, a psychology without
introspection cannot aspire to explain the complexities of human functioning. It is by
looking into their own conscious mind that people make sense of their own psychological
processes. To predict how human behavior is influenced by environmental outcomes, it is
critical to understand how the individual cognitively processes and interprets those

outcomes.

Similarly, social cognitive theory differs from theories of human functioning that
overemphasize the influence of biological factors in human development and adaptation.
Although it acknowledges the influence of evolutionary factors in human adaptation and
change, it rejects the type of evolutionism that views social behavior as the product of
evolved biology but fails to account for the influence that social and technological
innovations that create new environmental selection pressures for adaptiveness have on
biological evolution. Instead, the theory espouses a bidirectional influence in which
evolutionary pressures alter human development such that individuals are able to create
increasingly complex environmental innovations that, "in turn, create new selection
pressures for the evolution of specialized biological systems for functional consciousness,
thought, language, and symbolic communication” (p. 683). This bidirectional influence

results in the remarkable intercultural and intracultural diversity evident in our planet.

Social cognitive theory is rooted in a view of human agency in which individuals
are agents proactively engaged in their own development and can make things happen by

their actions. Key to this sense of agency is the fact that, among other personal factors,
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individuals possess self-beliefs that enable them to exercise a measure of control over
their thoughts, feelings, and actions, that "what people think, believe, and feel affects how
they behave" (Bandura, 1986, p. 25). Bandura provided a view of human behavior in
which the beliefs that people have about themselves are critical elements in the exercise
of control and personal agency. Thus, individuals are viewed both as products and as
producers of their own environments and of their social systems. Because human lives are
not lived in isolation, Bandura expanded the conception of human agency to include
collective agency. People work together on shared beliefs about their capabilities and
common aspirations to better their lives. This conceptual extension makes the theory
applicable to human adaptation and change in collectivistically-oriented societies as well

as individualistically-oriented ones.

Environments and social systems influence human behavior through psychological
mechanisms of the self system. Hence, social cognitive theory posits that factors such as
economic conditions, socioeconomic status, and educational and familial structures do not
affect human behavior directly. Instead, they affect it to the degree that they influence
people’s aspirations, self-efficacy beliefs, personal standards, emotional states, and other
self-regulatory influences. In all, this social cognitive view of human and collective
functioning, which marked a departure from the prevalent behaviorist and learning
theories of the day, was to have a profound influence on psychological thinking and
theorizing during the last two decades of the twentieth century and into the new

millennium.
Fundamental Human Capabilities

Rooted within Bandura's social cognitive perspective is the understanding that
individuals are imbued with certain capabilities that define what it is to be human.
Primary among these are the capabilities to symbolize, plan alternative strategies
(forethought), learn through vicarious experience, self-regulate, and self-reflect. These
capabilities provide human beings with the cognitive means by which they are influential

in determining their own destiny.

Humans possess an extraordinary capacity to symbolize. By drawing on their
symbolic capabilities, they can extract meaning from their environment, construct guides

for action, solve problems cognitively, support forethoughtful courses of action, gain new

26



knowledge by reflective thought, and communicate with others at any distance in time
and space. For Bandura, symbols are the vehicle of thought, and it is by symbolizing their
experiences that they can provide their lives with structure, meaning, and continuity.
Symbolizing also enables people to store the information required to guide future

behaviors. It is through this process that they are able to model observed behavior.

Through the use of symbols, individuals solve cognitive problems and engage in
self-directedness and forethought. People plan courses of action, anticipate the likely
consequences of these actions, and set goals and challenges for themselves to motivate,
guide and regulate their activities. It is because of the capability to plan alternative
strategies that one can anticipate the consequences of an action without actually engaging

in it.

People learn not only from their own experience but by observing the behaviors of
others. This vicarious learning permits individuals to learn a novel behavior without
undergoing the trial and error process of performing it. In many situation, it keeps them
from risking costly and potentially fatal mistakes. The observation is symbolically coded
and used as a guide for future action. Observational learning is governed by the processes
of attention, retention, production, and motivation. Attention refers to one's ability to
selectively observe the actions of a model. For their part, observed behaviors can be
reproduced only if they are retained in memory, a process made possible by the human
capability to symbolize. Production refers to the process of engaging in the observed
behavior. Finally, if engaging in the observed behavior produces valued results and

expectation, the individual is motivated to adopt the behavior and repeat it in the future.

Individuals have self-regulatory mechanisms that provide the potential for self-
directed changes in their behavior. The manner and degree to which people self-regulate
their own actions and behavior involve the accuracy and consistency of their self-
observation and self-monitoring, the judgments they make regarding their actions,
choices, and attributions, and, finally, the evaluative and tangible reactions they make to
their own behavior through the self-regulatory process. This last subfunction includes
evaluations of one's own self (their self-concept, self-esteem, values) and tangible self-

motivators that act as personal incentives to behave in self-directed ways.
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For Bandura (1986), the capability that is most "distinctly human” (p. 21) is that of
self-reflection, hence it is a prominent feature of social cognitive theory. Through self-
reflection, people make sense of their experiences, explore their own cognitions and self-

beliefs, engage in self-evaluation, and alter their thinking and behavior accordingly.
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Chapter Three
Research Design and Methods

Design

A quasi-experimental research using a pre- and 3-month post-test controlled group

design with 6-month follow up was carried out between August 2006 and March 2007.
Sample

A convenience sampling of 552 high school students aged 13-18 years studying in
Mathayomsuksa 3, 4 and 5 (grades 9, 10, and 11, respectively) was enrolled from two
comparable secondary schools in Bangkok. Schools were chosen based on their location
in the same district, high enrollment of low to middle-income students, and using the
same curricula. In Bangkok, there are 50 districts, this particular district was chosen
because of a high concentration of sex establishment. For each school, 3 classrooms (25-
35 students per classroom) from each grade were randomly selected resulting in a total
sample of 261 per school. Schools were randomly selected to serve as an experimental
site. At 3-month post test, 230 students (88%) from the CSCSEP group and all students
(261) from the control group remained in the study. At 6-month follow up, 230
adolescents (88%) from the CSCSEP group and 189 adolescents (72.5%) from the control
group remained in the study (80%). For the CSCSEP group, 31 students were missing
from school on the post test and follow up days. For the control group, 46 students had to
study for a national test and 26 students were missing from school on a 6 month-follow
up day. There was no difference between groups in attrition, but we did observe greater

loss to follow up among older students in the control group.
Justification for sample size

Justification for sample size was based on a logistic regression power analysis
(Cohen 1988). With a significant odds ratio (OR) of 1.88 and an approximate 25%
prevalence of premarital sexual intercourse among adolescents (Aarons et al. 2000), a
total sample size of 434 students (217 per group) was required to achieve a power of 80%

at the significant level of .05.
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Research Instrument

The culturally sensitive comprehensive sex education program (CSCSEP)
We developed the CSCSEP based on the Cognitive Social Learning theory (Bandura,
1994). The CSCSEP was guided by behavior change principles derived from Cognitive
Social Learning Theory (Badura 1994) and effective information/guidance for sex
education programs from international studies (e.g. Aarons et al. 2000, Bearinger et al.
2007, Jemmott et al. 1998, Villarruel et al. 2006). The CSCSEP emphasized Thai values
and culture toward premarital sex, especially keeping virginity until marriage. The
CSCSEP consisted of 6 1-hour modules, divided equally into 2 consecutive 3-hour
classes taught weekly by the first author (ST). The CSCSEP was designed to be
educational, but entertaining, and culturally sensitive. It focused on module 1: career goal
setting and how to achieve it, and understanding human sexuality, module 2: prevalence
of premarital sexual behavior among Thai adolescents and its negative consequences
(pregnancy, STIs/HIV, lack of opportunity for better education, career and life), module
3: facts about STIs/HIV/pregnancy, high risk group, prevention strategies, beliefs that
abstinence will eliminate risk of STIs/HIV/pregnancy and can foster attainment of future
goals, module 4: sex drive and its management, relationships and risky situations, Thai
values toward delaying sexual activities, module 5: peer pressure/norms, refusal and
negotiation skills, module 6: contraception and condom use, and how to handle problems
and supportive resources. Strategies used in each session included group discussion,
videos, games, role-play, demonstration, brain storming, and skill building activities.
Materials used in the intervention included cartoon book named ‘before you know’, smart
love notebook, and 4 short videos (4 minutes each).

A focus group was carried with 3 students to verify contents and activities
designed for the study. Three experts, one pediatrician two obstetricians who have been
working in the area of adolescent sexuality for many years, reviewed the CSCSEP
protocol and materials for their clarity and suitability for the target population. Materials,

such as cartoon book, smart love notebook were designed by adolescents.
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Outcome measures
Sexual behavior and condom use

Students were asked if they ever had sexual intercourse (defined as insertion of
penis in vagina or anus) and whether they had done so in the past 3 months. If yes,
participants were also asked the frequency of sexual intercourse and condom use. For
condom use, sexually active participants indicated on a 4-point rating scale ranging from
‘never use’ (scored as 1) to ‘every time’ (scored as 4). Dichotomous variables were

created for consistent condom use (every time and most of the time; 0 = no, 1 = yes).

Intention to refuse sex

Intention to refuse sex was based on a composite scale which consisted of 4 items
(Dancy et al. 2006): “For the next six months, have you decided not to have sex?” , “In
the next six months, will you say no to sex?”, “In the next six months, will you stick- to
your decision to not have sex?” and “In the next six months, will you state clearly that sex
IS not what you want”. In adapting these items into Thai, the response choices were
modified from dichotomous (“Agree”/“Disagree” to a 5-point Likert scale ranging from
‘Strongly disagree’ (scored as 1) to “Strongly agree’ (scored as 5) to provide a wider
range of responses. The composite scores ranged from 4 to 20, with higher scores
indicating higher intention to refuse sex in the next 6 moths. A Cronbach’s alpha of 0.95

was obtained.
Intention to use condoms

Intention to use condoms was assessed by asking respondents 3 items about their
plans for the next time when having sexual intercourse (Buunk et al. 1998; previously
adapted into Thai, Thato 2002): “In the future when you have sex, will you use or have
your partner use a condom?”, “In the future when condom use is impossible, will you
abstain from intercourse?” and “When your partner does not want to use condoms, will
you insist on condom use?”” Response choices were on a 5-point Likert scale ranging
from “Absolutely not” to “Absolutely yes” (0 to 4, respectively). The composite scores
ranged from 0 to 12, with higher scores indicating higher intention to use condoms. A

Cronbach’s alpha of 0.78 was obtained in this sample.
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Knowledge variables

STls and HIV/AIDS knowledge was measured by 28 items, 10 for STIs and 18 for
HIV/AIDS (Shafer & Boyer 1991; previously adapted into Thai, Thato 2002), including
three components: clinical knowledge of AIDS/STIs, misconceptions regarding AIDS as
a casual contagion, and transmission and prevention of HIV/STIs. Response options were
‘Yes’” *‘No’ and ‘Don’t know’. ‘No’ and ‘Don’t know’ were coded as incorrect. The scale
was rationally divided into two subscales: STI knowledge and HIV/AIDS knowledge, 0
to 10 for STIs knowledge and from 0 to 18 for HIVV/AIDS knowledge with higher score
indicating higher knowledge. In this study, the obtained KR-20 was 0.72 for HIV/AIDS
knowledge and 0.79 for STIs knowledge.

Pregnancy knowledge

Eleven items, derived from the National Survey of Adolescent Males (NSAM) in
1988-1990 and the National Survey for Family Growth (NSFG) cycle IV in 1988 were
adapted to measure pregnancy knowledge (adaptation described in Thato, 2002). All
items from the NSAM and NSFG were in public domain, and adapting them to suit the
purpose at hand was recommended (Card 1993). The pregnancy knowledge was an 11-
item scale. Items included statements, such as ‘A sexually active girl can become
pregnant if she forgets to take her birth control pills for several days in a row’ Response
options were “Yes’ *‘No’ and ‘Don’t know’. *‘No’ and ‘Don’t know’ were coded as
incorrect. A total score was derived from correct responses ranging from 0 to 11with
higher score indicating higher knowledge in pregnancy. In this study, a KR-20 of 0.76

was obtained.

We applied several approaches that had been used in other studies to assure the
validity of self-reported sexual behavior (e.g. Jemmott ez al. 1998). We emphasized the
importance of providing accurate information and how honest responses would have
impact on the improvement of sex education in Thailand. Anonymous-linked data
collection was used with Soundex code used to identify individual questionnaires for the
purpose of data management. These circumstances allowed us to emphasize the
confidential nature of data collection. Only the research team had access to the data.
Finally, questionnaire data were collected by a research assistant who was not involved in
the intervention handed out the questionnaire.
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Data collection

Data were collected using self-administered questionnaires. Students were asked
about their sexual behavior (e.g., whether they had ever had sex, and for those sexually
experienced, there were questions regarding first partner, reasons for sexual debut, recent
sexual behavior including condom use and frequency of sex), intention to use condoms,
intention to refuse sex, knowledge about STIs, HIV/AIDS and pregnancy. Items adapted
from English language instruments were translated into Thai using a back translation
technique by 2 bilingual experts, with determination of inter-rater agreement for
continuous measures (obtained: 90-100%) and Cohen’s Kappa for dichotomous measures
(obtained: 1.0). Most of the variables had been previously translated and adapted into a
Thai adolescent context in previous research (Thato, 2002). STIs, HIV/AIDS and
pregnancy knowledge were measured at two time points (Toand T;). Sexual behavior in
the previous 3 months, intentions to refuse sex and intention to use condoms were
assessed at three intervals: baseline (To: August-September 2006), 3 month post test (T::
November-December 2006), and 6 month follow up (T,: February-March 2007).
Intervention activities took place in August 2006 and ended in September 2006. A
research assistant (a master student from education technology department) was
responsible for data collection at all three intervals.

Ethical considerations

The IRB of Chulalongkorn University reviewed the study. The study was approved
by the directors of the participating schools. School directors also served as an advocate
for human rights. Details of the protocol were provided to potential participants by the
first author (RT). Risks and benefits of participating in the study were explained to
students. The investigator emphasized that whether or not students participating in the
study would not affect their grades. Any personal information disclosed in this study
remains confidential and data collection was anonymous. Student assent was obtained
after explaining the details of the study. Potential students who agreed to participate in the

study were then asked to provide written parental consent.

Data analysis
Data were analyzed using the 11.1 version of the Statistical Package of Social
Sciences (SPSS Inc., Chicago, IL, USA) and STATA’s xtgee routine adjusted for
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classroom clustering (STATA Press, College Station, TX, USA). We conducted a series
of XZ tests, independent sample ¢ tests, Mann-Whitney U test and logistic regression to
identify significant differences between the intervention and control groups in
demographic characteristics and baseline measures. Generalized estimating equations
(GEE) (Diggle et al. 2002) was used to test hypotheses regarding the effects of the
CSCSEP on sexual behavior, condom use, intention to refuse sex, intention to use
condoms, and knowledge variables. We used GEE because it produces a summary
estimate of group effect across time taking into account the correlation of longitudinal
outcome data (continuous, count, or categorical measures). A two-tailed test (95%
confidence interval) was used for assessing the statistical significance of various
differences (e.g. differences between the intervention and control groups on
demographics, outcome variables). With the alpha level at .05, 95% confidence intervals
(95%Cls) excluding the odds ratio of 1 was considered statistically different using a
control group as a reference group. Bonferroni correction was applied to mitigate the risk

of type I error due to multiple testing in this study (Tabachnick & Fidell 1996).
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Chapter Four

Results

Demographics

The sample characteristics are presented in Table 1. Of the 261 students from each
group, 57.5% (n = 150) of the CSCSEP group and 55.9% (n = 146) of the control group
were female. The average age for the two groups were similar, (15.67 vs. 15.93) but
showed a statistically significant difference, perhaps because of the greater variance in the
control group. Approximately two-fifth of each group was in grade 10, with
approximately one-third in grade 9 and the remainder in grade 11. Most students in both
groups reported living with both parents. The grade point average (GPA) of students in
the CSCSEP group was significantly higher than that of the control group. GPA and age
were included as covariates in subsequent analyses because of the significant differences

observed at baseline.
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Table 1 Sample characteristics by groups

Sample characteristics CSCSEP Control Tests of group
% (n=261) % (n=261) differences
Gender v?=0.13, P =0.72
Female 57.5(150) 55.9(146)
Male 42.5(111)  44.1(115)
Age: Mean (SD) 15.67(1.07) 15.93(1.35) t=2.47,d.f.=517, P =0.014
Range 14-18 13-19
Grade point average: Mean (SD) 3.21(0.58)  2.61(0.63) ¢t =10.48, d.f.=451, P =0.000
Range 1.25-4.00 1.30-4.00
Grades v?=2.47, P =0.53

Mathayom 3 (9" grade) 35.7(93) 31(81)
Mathayom 4 (10" grade) ~ 42.5(111)  40.6(106)
Mathayom 5 (11" grade) 21.8(57) 28.4(74)

Living arrangement v?=9.14, P =0.24
Parents 82.8(219) 85.5(225)
Relatives 13.4(35) 10.3(27)
School dormitory 0 1.1(3)
Coach 1.1(3) 0.4(1)
Girl/boyfriend 0.4(1) 0.4(1)
Friend 0.4(1) 1.5(4)
Mother in law 0.8(2) 0

Alone 1.1(3) 0.8(2)




Baseline sexual behaviors

The prevalence of premarital sexual intercourse among the study populations did
not show statistically significant differences by group (OR, 1.07, ClI, 0.29-3.91), although
more students in the control group (16%) reported sexual experience than in the CSCSEP
group (10%). The mean ages of first intercourse in the two groups did not show
significant differences and the mean age was around 14 years (Table 2). The majority of
sexually experienced students in both groups reported that their first partner had been
their girl/boyfriends (88.5% for the CSCSEP group, 82% for the control group). The
reported motive for first sexual intercourse was most often “curiosity’. Small proportions
of the sexually experienced females reported ever pregnant (4% in the CSCSEP and 4.5%
in the control). During the previous 3 months, 8.5% (n = 22) of the CSCSEP students and
10.5% (n = 28) of the control students had been sexually active. All of sexually
experienced students in both groups identified their sexual orientation as ‘heterosexual’.
There were no significant differences in frequency of sexual intercourse or consistent
condom use between groups. With regard to contraception used with current partners, the
majority of students in both groups reported using condoms (46.3% for the CSCSEP,
46.4% for the control).

37



Table 2 Self-reported sexual behaviors by groups at baseline

CSCSEP Control Tests of group
Sexual behaviors % (n=261) %(n=261) differences

Ever had sex 10(26) 16(44) x?=5.35, P =0.21
tAge at first sexual intercourse: Mean (SD) 13.96(3.02) 14.7(1.38) t=1.49, d.f.=65, P=0.14
*First sexual intercourse partner v?=3.47,P=.33

Girl/boyfriend 88.5(23) 82(36)

Sex worker 0 4.5(2)

Friend 11.5(3) 13.5(6)
*Reasons for having first sexual intercourse v?=8.74, P =0.19

Curiosity 65.5(17) 56.9(25)

Girl/boyfriends want it 19.2(5) 31.8(14)

I want it 0 6.8(3)

Drunk 3.8(1) 4.5(2)

Want money 3.8(2) 0

Raped/forced 7.7(2) 0
*Ever pregnant/impregnated someone 4(1) 4.5(2) v?=0.01, P =0.92
*Had sexual intercourse in the past 3 months 8.5(22) 10.5(28) ¥?=0.12, P =0.91
tFrequency of sexual intercourse in

the past 3 months: Mean rank¥ 16.61 23.95 7 =1.85, P =0.06
tConsistent condom use in the past 45.5(10) 60.7(17) v*=0.80, P =0.31

3 months
tBirth control methods used with current partner v?=3.87, P =0.42

Condom 46.3(11) 46.4(13)

Pills 3.8(1) 14.3(4)

Emergency contraception 15.4(3) 3.6(1)

Withdrawal 28.6(6) 21.4(6)

No methods 5.9(1) 14.3(4)
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*Only students reported ever having intercourse were analyzed
tOnly students reported having intercourse in the past 3 months were analyzed.
¥YBased on Mann-Whitney U test for between-group comparison (two-tailed).
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Effect of the CSCSEP on sexual behavior

At baseline, students in both groups reported the same proportions of having had
sexual intercourse in the previous 3 months. As hypothesized, after controlling for age
and grade point average (GPA), the CSCSEP group had significantly lower proportions of
sexually active students in the previous 3 months after the intervention than the control
group (Table 3). Percentage of unadjusted self-reported sexual intercourse across time is

presented in Figure 1.
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Figure 1 Percentage of self-reported sexual intercourse. This graph illustrates the
percentage of self-reported sexual intercourse in the past 3 months at baseline, 3 month-
post test, and 6 months follow up. Unadjusted scores are presented at each time point.
Values for the CSCSEP group are as follow: baseline: 8.5%, 3 months: 7%, and 6
months: 5.2%. Values for the control group are as follow: baseline: 10.7%, 3 months:
18%, and 6 months: 18%.

At baseline, sexually experienced students in both groups reported the same
frequency of having sexual intercourse. After controlling for age and GPA, sexually
active students in the CSCSEP group reported significantly less frequent sexual
intercourse than those in the control group across 3-month post test and 6-month follow
up (Table 3). In addition, after controlling for gender and GPA, sexually experienced and
inexperienced students in the CSCSEP group had significantly higher intention to refuse
sex than their counterparts across 3-month post test and 6-month follow up (Table 4)
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Table 3 Comparisons over time using GEE for the effect of the CSCSEP intervention on sexual behavior and condom use among sexually active

students

Outcome variables Baseline: T 3 month post test: T 6 month follow up: T,  Difference of CSCSEP vs. Control
n (%) n (%) Adjusted OR 95% CI  P-value
*Having sexual intercourse
in the past 3 months
CSCSEP 22/261 (8.5) 16/230 (7) 12/230 (5.2) 0.80 0.84-0.95 .000
Control 28/261 (10.5) 47/261(18) 34/189 (18)
*Consistent condom use
CSCSEP 10/22 (45.5) 7/16 (43.8) 6/12 (50) 0.85 0.14-2.02 .84
Control 17/28 (60.7) 21/47 (44.7) 16/34 (47)
tFrequency of sexual intercourse Mean + SD (Range)
in the past 3 months
CSCSEP 429+ 7.75(1-30) 1.56 +0.89 (1-3) 3+2.52(1-10) 0.04 0.004-0.51 .009
Control 5.36 £5.33 (1-24) 7.11 +7.55 (1-40) 6.19 +£4.18 (1-17)

*Controlling for age and GPA
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Effect of the CSCSEP on condom use and intention to use condoms

The CSCSEP did not appear to influence sexually active students’ consistent use of
condoms (Table 3), although the sub-sample of sexually experienced students was
relatively small. After controlling for significant covariates (age and GPA), students in
the CSCSEP group showed a non-significant trend in the direction of being more likely to
report consistent condom use (every time and most of the time) across time than were
those in the control group (OR, 0.85, CI, 0.14-2.02). Evidence suggested that there was
no significant difference between the two groups for consistent condom use among

sexually experienced students across time.

The CSCSEP appeared to have an impact on intention to use condoms the next time
when having sexual intercourse at 3-month post test and at 6-month follow up. After
controlling for gender and GPA, students both sexually experienced and inexperienced in
the CSCSEP group had significantly higher intention to use condoms than their
counterparts in the control group across time (Table 4).
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Table 4 Mean score comparisons over time and repeated measure analyses using GEE for the effect of the CSCSEP intervention on intention to
use condoms, intention to refuse sex, and STIs HIV/AIDS and pregnancy knowledge

Baseline: Ty 3 month post test: T; 6 month follow up: T,  Difference of CSCSEP vs. Control
Outcome variables Mean (SD) Mean (SD) Mean (SD) i} 95% ClI P-value
(Nex=261, Ncon=261)  (Nex=230, Ncon=261) (Nex=230, Ncon=189)

YIntention to use condoms (Range: 0-12)
CSCSEP 7.98 (2.31) 10.22 (2.16) 9.65 (2.67) 1.37 0.97-1.77 .000
Control 7.81 (2.59) 7.79 (2.62) 7.41 (2.67)
YIntention to refuse sex
in the next 6 months (Range: 4-20)

CSCSEP 15.58 (3.39) 18.21 (3.03) 17.70 (3.02) 77 0.08-1.47 .03
Control 15.47 (3.88) 15.47 (3.38) 15.50 (3.84)

tHIV/AIDS knowledge (Range: 0-18)
CSCSEP 11.01 (2.76) 15.44 (2.40) 85  0.17-1.67 .008
Control 11.10 (2.41) 11.22 (2.42)

*STIs knowledge (Range: 0-10)
CSCSEP 4.37 (1.85) 7.98 (1.84) .64  0.36-0.93 .004
Control 4.53 (1.84) 4.56 (1.83)

*Pregnancy knowledge (Range: 0-11)
CSCSEP 5.57 (2.37) 8.67 (2.01) 46 0.13-0.79 .03
Control 5.74 (2.33) 5.73 (2.35)

¥Controlling for age and GPA.
¥Controlling for gender and GPA.

Nex, Sample size of the CSCSEP group.
Ncon, SaMple size of the control group.
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Effect of the CSCSEP on knowledge of STI, HIV/AIDS and pregnancy knowledge

At baseline, students from both groups had the same level of knowledge on STIs,
HIV/AIDS and pregnancy (Table 4). At 3-month post test, students in the CSCSEP group
had significantly higher knowledge in HIVV/AIDS (5 = 0.85, Cl, 0.17, 1.67, P<0.01), STls
(8 =0.64, Cl, 0.36, 0.93, P<0.01) and pregnancy (5 = 0.46, CI, 0.13, 0.73, P<0.05)
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Chapter Four

Discussion

This study tested the effect of a comprehensive sex education program that was
theoretically designed to be culturally sensitive and developmentally appropriate for Thai
students emphasizing the abstinence. The results demonstrate that the CSCSEP had
positive effect to delay sexual initiation at 3-month post test and 6-month follow up. In
addition, among sexually active adolescents the CSCSEP group reported a lower
frequency of sexual intercourse across 3 and 6 months post-intervention. The CSCSEP
did not increase rate of consistent condom use among sexually active students; however,
it did increase intention to use condoms the next time when having sex in both sexually
experienced and inexperienced students. Knowledge in STIs, HIV/AIDS and pregnancy
gained from the CSCSEP still remained at 3 months after the intervention. The CSCSEP
also increased intention to refuse sex across time (3 and 6 months).

Results of this study contribute to the growing body of sex education knowledge
in Thailand for several reasons. First, there have been few evaluations of HIV prevention
or comprehensive sex education interventions outside of Western contexts and many of
the interventions currently fielded have not received rigorous evaluation. There has been
evaluation of a cognitive social learning theory-based intervention for a younger
population, but it did not include comprehensive sex education (Thapinta & Celentano
2002), but this is the first theory-based, culturally sensitive comprehensive sex education
to be evaluated for Thai secondary school students. The CSCSEP was guided by behavior
change principles derived from Cognitive Social Learning Theory (Badura 1994) and
effective information/guidance for sex education programs from international studies (e.g.
Aarons et al. 2000, Bearinger et al. 2007, Jemmott et al. 1998, Villarruel et al. 2006).
Using Cognitive Social Learning Theory as a base, CSCSEP included: (1) information:
to increase adolescent’s awareness and knowledge of human sexuality, premarital sexual
behavior, Thai values toward premarital sex, STIs/HIV/pregnancy risks and the benefits
of prevention, (2) self control and social skills: to learn how to convert knowledge into
effective action including sex drive and its management, refusal and negotiation skills,
often through observations of role models, (3) skill enhancement and ways to build self-
efficacy: opportunities provided to practice healthy skills, such as ‘refusal role-playing’,
and (4) social supports (friends) who will put efforts aimed at promoting healthy
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behaviors and censoring unhealthy ones (Bandura 1994, Carter-Jessop et al. 2000). The
findings here suggest that comprehensive sex education can occur in a Thai school
context, with professional facilitation.

Second, this is the first efficacious study developed to be culturally sensitive and
developmentally appropriate for Thai adolescents. Developmentally, adolescents are at a
point where consider future behavior, apply abstract reasoning principles and be able to
consider and visualize how they might behave under various circumstances (Santrock
1998). The CSCSEP incorporated interactive story-based situations/scenarios aimed at
altering undesired behaviors and maintaining healthy behaviors. The activities involved
student participation (Bearinger et al. 2007) in which students were encouraged to
critically analyze the activities, with consideration of benefits and risks of engaging in
sexual activities, and permitted student to draw their own conclusions about how to act.
Observational learning through role models, skill enhancement and social support
especially from peers were the major learning methods to intervene the interaction
between (1) adolescent’s behavior, (2) cognitive, affective and biologic internal events,
and (3) environment (Bandura 1994).

Third, results of this study demonstrate the efficacy of the CSCSEP in increasing
self-reported abstinence, decreasing the frequency of sexual intercourse, increasing
intentions to use condoms, and increasing intentions to refuse sex, while also increasing
knowledge in STIs, HIV/AIDS and pregnancy. The results were largely consistent with
outcomes obtained in other research using interventions based on cognitive social
learning principles and/or comprehensive sex education (e.g. Aarons et al. 2000, Agha
2002, Aten et al. 2002, Dilorio et al. 2007, Fawole et al. 1999, Kirby et al. 2004, Jemmott
et al. 1998, Jemmott et al. 2005, Siegel et al. 1998, Villarruel et al. 2006). However, the
CSCSEP did not influence consistent condom use among sexually active participants. In
Thailand and in many other countries, condom use has historically been linked to
commercial sex work and it has been difficult to foster condom use with non-commercial
partners (Havanon et al. 1993, Knodel & Parmualratana 1996). In addition, HIV
prevention programs fostering condom use have emphasized commercial partners and
have had difficulty addressing non-commercial partnerships (Limanonda & van
Griensven 1996). The vast majority of partnerships (86% or more in each assessment) in
this study were with steady boyfriends or girlfriends and this may make promotion of
condoms difficult. Other research with adolescents (Jenkins et al. 2002) and young adult

populations (e.g. Jenkins ef al. 1999) in Thailand also have found low rates of condom
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use. The age at first sex was earlier than is common in research conducted in Thailand
and other studies suggest that condom use is less common among those with early sexual
debut (Liu et al. 2006). Romantic love may confound the assessment of risks and can
render young people to negotiate safer sex practices (East ef al. 2007) and it also creates
situations where condom use may raise questions of trust (Jenkins ez a/ 2002). Similar
findings have been obtained in research conducted outside of Thailand studies (e.g.
Borgia et al. 2005, Morrison et al. 2007, Walker et al. 2006).

Our findings suggest the value of using a comprehensive sex education program to
deter sexual debut and reduce sexual behavior. School nurses can play a major role in
delaying the initiation of sexual intercourse by applying the CSCSEP in their settings. For
nurse researchers, it would be useful to extend this research by considering alternative
ways to foster condom use. In addition, it would be useful to further evaluate the
curriculum used in this study with other, related populations including secondary school
students from outside of Bangkok, and with other populations of similar age (vocational
school students, out of school youth), particularly if larger numbers of sexually
experienced students can be included. Long-term follow-up also would be another useful
step in determining sustainability of program effects. These lines of inquiry would be
useful in determining how well this intervention may generalize to other settings and

informing future broad program dissemination.

Study limitations
There are some limitations of this study. Firstly, it was a nature of self-reported

sexual behavior. However, steps were taken to foster candid responses (explanation of
confidentiality and use of the data, anonymous-linked questionnaire data management
and use of data collection staff separate from intervention staff). Secondly, the proportion
of the sample that was sexually experienced was relatively small and they had become
experienced at earlier ages than is typical in Thailand. Lastly, adolescents participating in
this study were recruited through school system. In Thailand, compulsory education is
mandatory to 9 years (grade 9); therefore, out of school adolescents may not benefit from
this program.
Conclusion

Findings form this study support the efficacy of comprehensive sex education

combined with Cognitive Social Learning Theory principals for Thai adolescents and

further support findings obtained elsewhere. The intervention appeared more efficacious
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for fostering abstinence and delay in sexual initiation, and increasing STIs, HIV/AIDS

and pregnancy knowledge than in fostering condom use with non-commercial partners.
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Abstract
Title. The effect of culturally sensitive comprehensive sex education program on delay of
the initiation of sexual intercourse among Thai secondary school students
Aims. We evaluated the efficacy of a culturally sensitive comprehensive sex education
program among Thai secondary school students.
Background. Increasing proportions of adolescents in Thailand have been engaging in
premarital sex and this has led to negative health consequences such as HIV/STIs as well
as unplanned pregnancy. No theory-based, abstinence-oriented models of sex education

have been evaluated in this population.

Method. A quasi-experimental study was carried out in two schools in Bangkok (n = 261
each), comparing the culturally sensitive comprehensive sex education program to
controls. Outcomes included sexual behavior, condom use, intentions to refuse sex,
intentions to use condoms, and knowledge related to STIs/HIV/AIDS and pregnancy.
Findings. The culturally sensitive comprehensive sex education program group had
significantly lower proportions of sexually active students at 3 and 6 months after the
intervention than the control (»p<0.01). Students participating in the program had
significantly higher intentions to refuse sex in the future across time than controls
(p<0.05). Sexually active adolescents participating in the program reported significantly
lower frequency of sexual intercourse across time than controls (p<0.01). However, the
program did not influence consistent condom use (p>0.05), although the intervention was
associated with increased intentions to use condoms at next sex (»<0.01). Knowledge in
STIs/HIV/AIDS and pregnancy of students in the CSCSEP were significantly higher than
those of the controls at 3 months after the intervention (p<0.05).

Conclusion. Our findings suggest the value of using a comprehensive sex education
program, tailored to Thai culture to deter sexual debut and reduce sexual behavior. The
findings are consistent with those outside of Thailand.

Keywords: comprehensive sex education, sex education, abstinence, premarital sex,

adolescents, sexual intercourse, Cognitive Social Learning Theory
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Introduction

One third, (33.5%) of reported AIDS cases in Thailand have occurred among
teenagers and young adults (Bureau of Epidemiology Department of Disease Control
Ministry of Public Health 2007) and sexual transmission has accounted for 83.8% of
AIDS cases. Yet, as in many countries, HIV prevention programs in Thailand are not
specifically targeting the people most at risk of infection, such as young people in these
age groups. Moreover, it would seem important to target prevention of sexual risk
behaviors at earlier ages, rather than waiting until most young people are sexually active.
Because the spread of HIV infection in Thailand is mainly through sexual transmission, it
is necessary to develop efficacious sex education programs providing accurate and
relevant information targeted for Thai adolescents.

Background

In Thailand, rapid increases in economic prosperity have been accompanied by erosion of
traditional culture and religious values and by negative effects on sexual health of young
people (Vuttanont et al. 2006). Within Thai traditional norm, premarital sex is considered
unacceptable particularly for young women (Thato ez al. 2003). Thai girls are required to
be docile, submissive, modest, and disinterested in sex until marriage (Vuttanont et al.
2006). Despite these conservative beliefs, studies have found premarital sexual
intercourse to be increasingly common among Thai adolescents and young adults over the
past two decades (Allen ef al. 2003, Liu et al. 2006, Piya-Anant et al. 1999, Podhista &
Pattaravanich 1995, Thato et al. 2003, Sangkarat 1997, van Griensven et al. 2001, Xenos
et al. 1993). Premarital sexual activity among adolescents may result in negative health
consequences, including sexually transmitted infections (STIs) such as HIV, unintended
pregnancies, and abortions (Center for Disease Control [CDC] and Prevention 2000, Orr
et al. 2001, Thato er al. 2003). These negative consequences need to be considered as

possible consequences of these recent trends in Thai sexual behavior.

After the outbreak of HIV infection among female sex workers in 1989 and
subsequent transmission to client populations, the Thai government has initiated the
100% condom use program and implemented it on the national scale (Hanenberg et al.
2004, Rojananapithayakorn & Hanenberg 1996). The program showed an enormous
impact on condom use among sex workers and their clients, resulting in the decrease of

STls including HIVV/AIDS. However, for Thai adolescents, their sexual partners mostly
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have shifted from sex workers to steady sexual partners (Celentano ef al. 1998, Jenkins et
al. 1999, Kitsiripornchai ez al. 1998, Nelson et al. 2002). Almost half (42% for male and
47% for female) of vocational students reported having steady sexual partners in the past
3 months (van Griensven et al. 2001). The shifting in sexual partners may result in a low
rate of condom use. Condom use has historically been linked to commercial sex in
Thailand and condoms have played a relatively minor role in family planning activities
(Havanon et al. 1993, Knodel & Pramualratana 1996). A lack of condom use during
casual sex among Thai adolescents and young adults put Thailand at risk for another
outbreak of HIV infection.

In addition to the relatively high concentration of AIDS cases among youth in
Thailand, the prevalence of other STIs appears relatively high among Thai adolescents
(Bureau of Epidemiology Department of Disease Control Ministry of Public Health
2007). Surveys conducted in provincial Thailand found that approximately one quarter of
high school students reported having contracted STIs (Sangkarat 1997). Among cases of
gonorrhea in Thailand, adolescents and young adults aged 15-24 years have been the most
affected group in recent years (Bureau of Epidemiology Department of Disease Control
Ministry of Public Health 2007). Other data suggest that unplanned pregnancies may be
common in this age group. For example, one study found that 24% of sexually active
vocational students in a central Thailand reported unplanned pregnancies (Thato ez al.
2003). Induced abortions are illegal in Thailand; however, approximately 100,000 illegal
abortions are performed each year and sometimes the necessary medical facilities are not
available which can increase the risks of infections, hemorrhage, or uterine perforation
(Taneepanichskul 2007). Therefore, unprotected sexual behavior may result in variety of
negative health consequences and many of these have increasingly become common

among Thai youth.

Thai social and cultural norms have traditionally discouraged public discussion of
sexuality, particularly for women (Beyrer, 1998) and very little factual information and
guidance was provided on a wide scale (Reproductive Health Division Department of
Health Ministry of Public Health & WHO Regional Office for South-East Asia 2003).
Despite this, it has been evident that increasing proportions of adolescents in Thailand
have been engaging in premarital sexual intercourse over the past two decades. Some
interventions for Thai adolescents have been developed with diverse areas of concern.

They covered sexual transmission of HIV (Diloksamphan 1995), life skill development
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(Aor-kij 1998) and a combination of life skill development and participatory sex
education (Punsiri 2001). None of these studies have been subjected to rigorous
evaluation nor did they draw from theories of effective behavior change principles. In
addition, there have been no research-based interventions directed at delaying the onset of
sexual intercourse among adolescents. Systematic reviews of empirical studies on sex
education efficacy from elsewhere provide evidence that support comprehensive
programs may delay initiation of sexual intercourse, reduce frequency of sex, reduce
frequency of unprotected sex, and reduce the number of sexual partners (Bleakley ez al.
2006). Prevention interventions to promote sexual abstinence must occur before the
initiation of sexual activity because successful abstinence maintenance is most possible
with adolescents who are not already sexually active (Aarons et al. 2000, Aten et al.
2002).

We developed a culturally sensitive and developmentally appropriate
comprehensive intervention to delay the initiation of sexual intercourse and to reduce the
negative effects of sexual activity for adolescents who already had become sexually
active. This intervention drew on elements of programs that had shown evidence of
effectiveness developed in other countries (e.g. Aarons et al. 2000, Bearinger et al. 2007,
Jemmott ez al. 1998) and consideration of effective behavior change principles based on

social learning theory (Bandura 1994).
The study
Aims

e The major aim of this study was to test the efficacy of a culturally sensitive
comprehensive sex education program (CSCSEP) among Thai secondary school

students.
Hypotheses

7. The proportion of sexually active Thai adolescents in the CSCSEP group was

lower than that of in the control group.

8. Thai adolescents participating in the CSCSEP reported lower frequency of sexual

intercourse than those in the control group.
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9. Thai adolescents participating in the CSCSEP had higher intention to refuse sex
than their control counterparts.

10. Thai adolescents participating in the CSCSEP reported using condoms more

consistent and had higher intention to use condoms than those in the control

group.

11. Thai adolescents who participating in the CSCSEP had higher knowledge in
STIs HIV/AIDS and pregnancy than their control counterparts.

Design

A quasi-experimental research using a pre- and 3-month post-test controlled group design
with 6-month follow up was carried out between August 2006 and March 2007.

Sample

A convenience sampling of 552 high school students aged 13-18 years studying in
Mathayomsuksa 3, 4 and 5 (grades 9, 10, and 11, respectively) was enrolled from two
comparable secondary schools in Bangkok. Schools were chosen based on their location
in the same district, high enrollment of low to middle-income students, and using the
same curricula. In Bangkok, there are 50 districts, this particular district was chosen
because of a high concentration of sex establishment. For each school, 3 classrooms (25-
35 students per classroom) from each grade were randomly selected resulting in a total
sample of 261 per school. Schools were randomly selected to serve as an experimental
site. At 3-month post test, 230 students (88%) from the CSCSEP group and all students
(261) from the control group remained in the study. At 6-month follow up, 230
adolescents (88%) from the CSCSEP group and 189 adolescents (72.5%) from the control
group remained in the study (80%). For the CSCSEP group, 31 students were missing
from school on the post test and follow up days. For the control group, 46 students had to
study for a national test and 26 students were missing from school on a 6 month-follow
up day. There was no difference between groups in attrition, but we did observe greater
loss to follow up among older students in the control group.

Justification for sample size was based on a logistic regression power analysis
(Cohen 1988). With a significant odds ratio (OR) of 1.88 and an approximate 25%
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prevalence of premarital sexual intercourse among adolescents (Aarons et al. 2000), a
total sample size of 434 students (217 per group) was required to achieve a power of 80%

at the significant level of .05.

The culturally sensitive comprehensive sex education program (CSCSEP)

We developed the CSCSEP based on the Cognitive Social Learning theory (Bandura,
1994). The CSCSEP was guided by behavior change principles derived from Cognitive
Social Learning Theory (Badura 1994) and effective information/guidance for sex
education programs from international studies (e.g. Aarons et al. 2000, Bearinger et al.
2007, Jemmott ef al. 1998, Villarruel et al. 2006). The CSCSEP emphasized Thai values
and culture toward premarital sex, especially keeping virginity until marriage. The
CSCSEP consisted of 6 1-hour modules, divided equally into 2 consecutive 3-hour
classes taught weekly by the first author (ST). The CSCSEP was designed to be
educational, but entertaining, and culturally sensitive. It focused on module 1: career goal
setting and how to achieve it, and understanding human sexuality, module 2: prevalence
of premarital sexual behavior among Thai adolescents and its negative consequences
(pregnancy, STIs/HIV, lack of opportunity for better education, career and life), module
3: facts about STIs/HIV/pregnancy, high risk group, prevention strategies, beliefs that
abstinence will eliminate risk of STIs/HIV/pregnancy and can foster attainment of future
goals, module 4: sex drive and its management, relationships and risky situations, Thai
values toward delaying sexual activities, module 5: peer pressure/norms, refusal and
negotiation skills, module 6: contraception and condom use, and how to handle problems
and supportive resources. Strategies used in each session included group discussion,
videos, games, role-play, demonstration, brain storming, and skill building activities.
Materials used in the intervention included cartoon book named ‘before you know’, smart
love notebook, and 4 short videos (4 minutes each).

A focus group was carried with 3 students to verify contents and activities
designed for the study. Three experts, one pediatrician two obstetricians who have been
working in the area of adolescent sexuality for many years, reviewed the CSCSEP
protocol and materials for their clarity and suitability for the target population. Materials,

such as cartoon book, smart love notebook were designed by adolescents.
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Data collection

Data were collected using self-administered questionnaires. Students were asked about
their sexual behavior (e.g., whether they had ever had sex, and for those sexually
experienced, there were questions regarding first partner, reasons for sexual debut, recent
sexual behavior including condom use and frequency of sex), intention to use condoms,
intention to refuse sex, knowledge about STIs, HIV/AIDS and pregnancy. Items adapted
from English language instruments were translated into Thai using a back translation
technique by 2 bilingual experts, with determination of inter-rater agreement for
continuous measures (obtained: 90-100%) and Cohen’s Kappa for dichotomous measures
(obtained: 1.0). Most of the variables had been previously translated and adapted into a
Thai adolescent context in previous research (Thato, 2002). STIs, HIV/AIDS and
pregnancy knowledge were measured at two time points (Toand T;). Sexual behavior in
the previous 3 months, intentions to refuse sex and intention to use condoms were
assessed at three intervals: baseline (To: August-September 2006), 3 month post test (T::
November-December 2006), and 6 month follow up (T,: February-March 2007).
Intervention activities took place in August 2006 and ended in September 2006. A
research assistant (a master student from education technology department) was
responsible for data collection at all three intervals.

Outcome measures
Sexual behavior and condom use

Students were asked if they ever had sexual intercourse (defined as insertion of penis in
vagina or anus) and whether they had done so in the past 3 months. If yes, participants
were also asked the frequency of sexual intercourse and condom use. For condom use,
sexually active participants indicated on a 4-point rating scale ranging from ‘never use’
(scored as 1) to ‘every time’ (scored as 4). Dichotomous variables were created for

consistent condom use (every time and most of the time; 0 = no, 1 = yes).

Intention to refuse sex

Intention to refuse sex was based on a composite scale which consisted of 4 items
(Dancy et al. 2006): “For the next six months, have you decided not to have sex?” , “In
the next six months, will you say no to sex?”, “In the next six months, will you stick- to

your decision to not have sex?” and “In the next six months, will you state clearly that sex
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is not what you want”. In adapting these items into Thai, the response choices were
modified from dichotomous (“Agree”/“Disagree” to a 5-point Likert scale ranging from
‘Strongly disagree’ (scored as 1) to “Strongly agree’ (scored as 5) to provide a wider
range of responses. The composite scores ranged from 4 to 20, with higher scores
indicating higher intention to refuse sex in the next 6 moths. A Cronbach’s alpha of 0.95

was obtained.
Intention to use condoms

Intention to use condoms was assessed by asking respondents 3 items about their plans
for the next time when having sexual intercourse (Buunk ef al. 1998; previously adapted
into Thai, Thato 2002): “In the future when you have sex, will you use or have your
partner use a condom?”, “In the future when condom use is impossible, will you abstain
from intercourse?” and “When your partner does not want to use condoms, will you insist
on condom use?” Response choices were on a 5-point Likert scale ranging from
“Absolutely not” to “Absolutely yes” (0 to 4, respectively). The composite scores ranged
from 0 to 12, with higher scores indicating higher intention to use condoms. A

Cronbach’s alpha of 0.78 was obtained in this sample.

Knowledge variables

STls and HIV/AIDS knowledge was measured by 28 items, 10 for STIs and 18 for
HIV/AIDS (Shafer & Boyer 1991; previously adapted into Thai, Thato 2002), including
three components: clinical knowledge of AIDS/STIs, misconceptions regarding AIDS as
a casual contagion, and transmission and prevention of HIV/STIs. Response options were
‘Yes’ ‘No’ and ‘Don’t know’. ‘No’ and ‘Don’t know’ were coded as incorrect. The scale
was rationally divided into two subscales: STI knowledge and HIV/AIDS knowledge, 0
to 10 for STIs knowledge and from 0 to 18 for HIVV/AIDS knowledge with higher score
indicating higher knowledge. In this study, the obtained KR-20 was 0.72 for HIV/AIDS
knowledge and 0.79 for STIs knowledge.

Pregnancy knowledge

Eleven items, derived from the National Survey of Adolescent Males (NSAM) in 1988-
1990 and the National Survey for Family Growth (NSFG) cycle 1V in 1988 were adapted
to measure pregnancy knowledge (adaptation described in Thato, 2002). All items from
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the NSAM and NSFG were in public domain, and adapting them to suit the purpose at
hand was recommended (Card 1993). The pregnancy knowledge was an 11-item scale.
Items included statements, such as ‘A sexually active girl can become pregnant if she
forgets to take her birth control pills for several days in a row’ Response options were
‘Yes’ “No’ and ‘Don’t know’. “No’ and ‘Don’t know’ were coded as incorrect. A total
score was derived from correct responses ranging from 0 to 11with higher score

indicating higher knowledge in pregnancy. In this study, a KR-20 of 0.76 was obtained.

We applied several approaches that had been used in other studies to assure the
validity of self-reported sexual behavior (e.g. Jemmott et al. 1998). We emphasized the
importance of providing accurate information and how honest responses would have
impact on the improvement of sex education in Thailand. Anonymous-linked data
collection was used with Soundex code used to identify individual questionnaires for the
purpose of data management. These circumstances allowed us to emphasize the
confidential nature of data collection. Only the research team had access to the data.
Finally, questionnaire data were collected by a research assistant who was not involved in

the intervention handed out the questionnaire.
Ethical considerations

The IRB of Chulalongkorn University reviewed the study. The study was approved by the
directors of the participating schools. School directors also served as an advocate for
human rights. Details of the protocol were provided to potential participants by the first
author (RT). Risks and benefits of participating in the study were explained to students.
The investigator emphasized that whether or not students participating in the study would
not affect their grades. Any personal information disclosed in this study remains
confidential and data collection was anonymous. Student assent was obtained after
explaining the details of the study. Potential students who agreed to participate in the

study were then asked to provide written parental consent.

Data analysis

Data were analyzed using the 11.1 version of the Statistical Package of Social Sciences
(SPSS Inc., Chicago, IL, USA) and STATA’s xtgee routine adjusted for classroom
clustering (STATA Press, College Station, TX, USA). We conducted a series of y? tests,

independent sample ¢ tests, Mann-Whitney U test and logistic regression to identify
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significant differences between the intervention and control groups in demographic
characteristics and baseline measures. Generalized estimating equations (GEE) (Diggle et
al. 2002) was used to test hypotheses regarding the effects of the CSCSEP on sexual
behavior, condom use, intention to refuse sex, intention to use condoms, and knowledge
variables. We used GEE because it produces a summary estimate of group effect across
time taking into account the correlation of longitudinal outcome data (continuous, count,
or categorical measures). A two-tailed test (95% confidence interval) was used for
assessing the statistical significance of various differences (e.g. differences between the
intervention and control groups on demographics, outcome variables). With the alpha
level at .05, 95% confidence intervals (95%CIs) excluding the odds ratio of 1 was
considered statistically different using a control group as a reference group. Bonferroni
correction was applied to mitigate the risk of type I error due to multiple testing in this
study (Tabachnick & Fidell 1996).

Results
Demographics

The sample characteristics are presented in Table 1. Of the 261 students from each group,
57.5% (n = 150) of the CSCSEP group and 55.9% (n = 146) of the control group were
female. The average age for the two groups were similar, (15.67 vs. 15.93) but showed a
statistically significant difference, perhaps because of the greater variance in the control
group. Approximately two-fifth of each group was in grade 10, with approximately one-
third in grade 9 and the remainder in grade 11. Most students in both groups reported
living with both parents. The grade point average (GPA) of students in the CSCSEP
group was significantly higher than that of the control group. GPA and age were included
as covariates in subsequent analyses because of the significant differences observed at

baseline.
INSERT TABLE ONE (1) HERE
Baseline sexual behaviors

The prevalence of premarital sexual intercourse among the study populations did not
show statistically significant differences by group (OR, 1.07, Cl, 0.29-3.91), although

more students in the control group (16%) reported sexual experience than in the CSCSEP
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group (10%). The mean ages of first intercourse in the two groups did not show
significant differences and the mean age was around 14 years (Table 2). The majority of
sexually experienced students in both groups reported that their first partner had been
their girl/boyfriends (88.5% for the CSCSEP group, 82% for the control group). The
reported motive for first sexual intercourse was most often “curiosity’. Small proportions
of the sexually experienced females reported ever pregnant (4% in the CSCSEP and 4.5%
in the control). During the previous 3 months, 8.5% (n = 22) of the CSCSEP students and
10.5% (n = 28) of the control students had been sexually active. All of sexually
experienced students in both groups identified their sexual orientation as “heterosexual’.
There were no significant differences in frequency of sexual intercourse or consistent
condom use between groups. With regard to contraception used with current partners, the
majority of students in both groups reported using condoms (46.3% for the CSCSEP,
46.4% for the control).

INSERT TABLE TWO (2) HERE
Effect of the CSCSEP on sexual behavior

At baseline, students in both groups reported the same proportions of having had sexual
intercourse in the previous 3 months. As hypothesized, after controlling for age and grade
point average (GPA), the CSCSEP group had significantly lower proportions of sexually
active students in the previous 3 months after the intervention than the control group
(Table 3). Percentage of unadjusted self-reported sexual intercourse across time is

presented in Figure 1.
INSERT FIGURE ONE (1) HERE

At baseline, sexually experienced students in both groups reported the same
frequency of having sexual intercourse. After controlling for age and GPA, sexually
active students in the CSCSEP group reported significantly less frequent sexual
intercourse than those in the control group across 3-month post test and 6-month follow
up (Table 3). In addition, after controlling for gender and GPA, sexually experienced and
inexperienced students in the CSCSEP group had significantly higher intention to refuse

sex than their counterparts across 3-month post test and 6-month follow up (Table 4).
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INSERT TABLE THREE (3) HERE
Effect of the CSCSEP on condom use and intention to use condoms

The CSCSEP did not appear to influence sexually active students’ consistent use of
condoms (Table 3), although the sub-sample of sexually experienced students was
relatively small. After controlling for significant covariates (age and GPA), students in
the CSCSEP group showed a non-significant trend in the direction of being more likely to
report consistent condom use (every time and most of the time) across time than were
those in the control group (OR, 0.85, CI, 0.14-2.02). Evidence suggested that there was
no significant difference between the two groups for consistent condom use among

sexually experienced students across time.

The CSCSEP appeared to have an impact on intention to use condoms the next time
when having sexual intercourse at 3-month post test and at 6-month follow up. After
controlling for gender and GPA, students both sexually experienced and inexperienced in
the CSCSEP group had significantly higher intention to use condoms than their

counterparts in the control group across time (Table 4).
INSERT TABLE FOUR (4) HERE
Effect of the CSCSEP on knowledge of STI, HIV/AIDS and pregnancy knowledge

At baseline, students from both groups had the same level of knowledge on STIs,
HIV/AIDS and pregnancy (Table 4). At 3-month post test, students in the CSCSEP group
had significantly higher knowledge in HIV/AIDS (5 = 0.85, CI, 0.17, 1.67, P<0.01), STIs
(6 =0.64, Cl, 0.36, 0.93, P<0.01) and pregnancy (5 = 0.46, CI, 0.13, 0.73, P<0.05)

Discussion

This study tested the effect of a comprehensive sex education program that was
theoretically designed to be culturally sensitive and developmentally appropriate for Thai
students emphasizing the abstinence. The results demonstrate that the CSCSEP had
positive effect to delay sexual initiation at 3-month post test and 6-month follow up. In
addition, among sexually active adolescents the CSCSEP group reported a lower
frequency of sexual intercourse across 3 and 6 months post-intervention. The CSCSEP

did not increase rate of consistent condom use among sexually active students; however,
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it did increase intention to use condoms the next time when having sex in both sexually
experienced and inexperienced students. Knowledge in STIs, HIV/AIDS and pregnancy
gained from the CSCSEP still remained at 3 months after the intervention. The CSCSEP
also increased intention to refuse sex across time (3 and 6 months).

Results of this study contribute to the growing body of sex education knowledge
in Thailand for several reasons. First, there have been few evaluations of HIV prevention
or comprehensive sex education interventions outside of Western contexts and many of
the interventions currently fielded have not received rigorous evaluation. There has been
evaluation of a cognitive social learning theory-based intervention for a younger
population, but it did not include comprehensive sex education (Thapinta & Celentano
2002), but this is the first theory-based, culturally sensitive comprehensive sex education
to be evaluated for Thai secondary school students. The CSCSEP was guided by behavior
change principles derived from Cognitive Social Learning Theory (Badura 1994) and
effective information/guidance for sex education programs from international studies (e.g.
Aarons et al. 2000, Bearinger et al. 2007, Jemmott et al. 1998, Villarruel et al. 2006).
Using Cognitive Social Learning Theory as a base, CSCSEP included: (1) information:
to increase adolescent’s awareness and knowledge of human sexuality, premarital sexual
behavior, Thai values toward premarital sex, STIs/HIV/pregnancy risks and the benefits
of prevention, (2) self control and social skills: to learn how to convert knowledge into
effective action including sex drive and its management, refusal and negotiation skills,
often through observations of role models, (3) skill enhancement and ways to build self-
efficacy: opportunities provided to practice healthy skills, such as ‘refusal role-playing’,
and (4) social supports (friends) who will put efforts aimed at promoting healthy
behaviors and censoring unhealthy ones (Bandura 1994, Carter-Jessop et al. 2000). The
findings here suggest that comprehensive sex education can occur in a Thai school
context, with professional facilitation.

Second, this is the first efficacious study developed to be culturally sensitive and
developmentally appropriate for Thai adolescents. Developmentally, adolescents are at a
point where consider future behavior, apply abstract reasoning principles and be able to
consider and visualize how they might behave under various circumstances (Santrock
1998). The CSCSEP incorporated interactive story-based situations/scenarios aimed at
altering undesired behaviors and maintaining healthy behaviors. The activities involved
student participation (Bearinger et al. 2007) in which students were encouraged to

critically analyze the activities, with consideration of benefits and risks of engaging in
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sexual activities, and permitted student to draw their own conclusions about how to act.
Observational learning through role models, skill enhancement and social support
especially from peers were the major learning methods to intervene the interaction
between (1) adolescent’s behavior, (2) cognitive, affective and biologic internal events,
and (3) environment (Bandura 1994).

Third, results of this study demonstrate the efficacy of the CSCSEP in increasing
self-reported abstinence, decreasing the frequency of sexual intercourse, increasing
intentions to use condoms, and increasing intentions to refuse sex, while also increasing
knowledge in STIs, HIVV/AIDS and pregnancy. The results were largely consistent with
outcomes obtained in other research using interventions based on cognitive social
learning principles and/or comprehensive sex education (e.g. Aarons et al. 2000, Agha
2002, Aten et al. 2002, Dilorio et al. 2007, Fawole et al. 1999, Kirby et al. 2004, Jemmott
et al. 1998, Jemmott ez al. 2005, Siegel er al. 1998, Villarruel et al. 2006). However, the
CSCSEP did not influence consistent condom use among sexually active participants. In
Thailand and in many other countries, condom use has historically been linked to
commercial sex work and it has been difficult to foster condom use with non-commercial
partners (Havanon et al. 1993, Knodel & Parmualratana 1996). In addition, HIV
prevention programs fostering condom use have emphasized commercial partners and
have had difficulty addressing non-commercial partnerships (Limanonda & van
Griensven 1996). The vast majority of partnerships (86% or more in each assessment) in
this study were with steady boyfriends or girlfriends and this may make promotion of
condoms difficult. Other research with adolescents (Jenkins et al. 2002) and young adult
populations (e.g. Jenkins et al. 1999) in Thailand also have found low rates of condom
use. The age at first sex was earlier than is common in research conducted in Thailand
and other studies suggest that condom use is less common among those with early sexual
debut (Liu et al. 2006). Romantic love may confound the assessment of risks and can
render young people to negotiate safer sex practices (East et a/. 2007) and it also creates
situations where condom use may raise questions of trust (Jenkins et a/ 2002). Similar
findings have been obtained in research conducted outside of Thailand studies (e.g.
Borgia ef al. 2005, Morrison et al. 2007, Walker et al. 2006).

Our findings suggest the value of using a comprehensive sex education program to
deter sexual debut and reduce sexual behavior. School nurses can play a major role in
delaying the initiation of sexual intercourse by applying the CSCSEP in their settings. For

nurse researchers, it would be useful to extend this research by considering alternative
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ways to foster condom use. In addition, it would be useful to further evaluate the
curriculum used in this study with other, related populations including secondary school
students from outside of Bangkok, and with other populations of similar age (vocational
school students, out of school youth), particularly if larger numbers of sexually
experienced students can be included. Long-term follow-up also would be another useful
step in determining sustainability of program effects. These lines of inquiry would be
useful in determining how well this intervention may generalize to other settings and
informing future broad program dissemination.

Study limitations

There are some limitations of this study. Firstly, it was a nature of self-reported sexual
behavior. However, steps were taken to foster candid responses (explanation of
confidentiality and use of the data, anonymous-linked questionnaire data management
and use of data collection staff separate from intervention staff). Secondly, the proportion
of the sample that was sexually experienced was relatively small and they had become
experienced at earlier ages than is typical in Thailand. Lastly, adolescents participating in
this study were recruited through school system. In Thailand, compulsory education is
mandatory to 9 years (grade 9); therefore, out of school adolescents may not benefit from
this program.

Conclusion

Findings form this study support the efficacy of comprehensive sex education combined
with Cogpnitive Social Learning Theory principals for Thai adolescents and further
support findings obtained elsewhere. The intervention appeared more efficacious for
fostering abstinence and delay in sexual initiation, and increasing STIs, HIV/AIDS and

pregnancy knowledge than in fostering condom use with non-commercial partners.
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What is already known about this topic?

Comprehensive sex education has been supported by international empirical
studies as effective approach to delay and prevent advert effects of premarital
sexual behavior.

Cognitive Social Learning Theory has been used to develop effective

interventions aimed at changing or strengthening human behaviors.

What this paper adds

Comprehensive sex education guided by the Cognitive Social Learning Theory
tailored to Thai culture was effective in delaying the initiation of sexual
intercourse among Thai secondary school students and reducing the frequency
of sexual behavior among sexually experienced youth.

Although intentions to use condoms increased, condom use remained low
among sexually experienced youth and these were youth in overwhelmingly
steady partnerships.

This study provides cross-cultural support for applying the Cognitive Social
Learning Theory and comprehensive sex education program to reduce HIV

sexual risk behavior.

74




Acknowledgement

This study was supported by the Thailand Research Fund and the Commission on Higher
Education for the Research Grant for New Scholars to RT (Grant no. MRG 4880207). We
would like to thank to the participating schools and their staffs for helping make this
study possible, as well as the participating students. We also would like to thank to Drs.
Chukiat Viwatwongkasem and Thavatchai VVorapongsathorn, Biostatisticians, for their

consultation on GEE analysis.

Author contributions
RT and RJ were responsible for the study conception and design and the drafting of the
manuscript. RT performed data collection and analysis. ND provided administrative

support and supervised the study. RT and RJ made critical revisions to the paper.

75



References

Aarons S.J., Jenkins R.R., Raine T.R., El-Khorazaty M.N., Woodward K.M., Williams
R.L., Clark M.C. & Wingrove B.K. (2000) Postponing sexual intercourse among
urban junior high school students-a randomized controlled evaluation. Journal of
Adolescent Health 27(4), 236-247.

Agha S. (2002) An evaluation of the effectiveness of a peer sexual health intervention
among secondary-school students in Zambia. AIDS Education and Prevention
14(4), 269-281.

Allen D.R., Carey J.W., Manopaiboon C., Jenkins R.A., Uthaivoravit W., Kilmarx P.H.,
& van Griensven F. (2003) Sexual health risks among young Thai women:
Implications for HIV/STD prevention and contraception. AIDS and Behavior 7(1),
9-21.

Aor-kij N. (1998) Effectiveness of the life skills development program on preventive
sexual relations behaviors of Mathayomsuksa 3 students in Bangkok metropolitan
schools. Unpublished master thesis, Faculty of Public Health Mahidol University,
Bangkok, Thailand.

Aten M.J., Siegel D.M., Enaharo M. & Auinger P. (2002) Keeping middle school
students abstinent: Outcomes of a primary prevention intervention. Journal of
Adolescent Health 31(1), 70-78.

Bandura A. (1994) Social cognitive theory and exercise of control over HIV infection. In
Preventing AIDS: Theories and methods of behavioral interventions (DiClemente
R.J. & Peterson J.L, Eds), Plenum Press, New York, pp. 25-59.

Bearinger L.H., Sieving R.E., Ferguson J. & Sharma V. (2007) Global perspectives on the
sexual and reproductive health of adolescents: Patterns, prevention, and potential.
Lancet 369 (April 7), 1220-1231.

Beyrer, C. (1998). War in the blood. London & New York: Zed Books.

Bleakley A., Hennessy M. & Fishbein M. (2006) Public opinion on sex education in US
schools. Archives of Pediatrics & Adolescent Medicine 160(Nov), 1151-1156.

Borgia P., Marinacci C., Schifano P. & Perucci C.A. (2005) Is peer education the best
approach for HIV prevention in schools? Findings from a randomized controlled
trial. Journal of Adolescent Health 36(6), 508-516.

Bureau of Epidemiology Department of Disease Control Ministry of Public Health.

(2007) Percentage of AIDS cases by age group in Thailand from September 1984
to May 2007. Ministry of Public Health, Nonthaburi, Thailand.

76



Buunk B.P., Bakker A.B., Siero F.W., van den Eijnden R.J.J.M. & Yzer M.C. (1998)
Predictors of AIDS-preventive behavioral intentions among adults heterosexuals at
risk for HIV-infection: Extending current models and measures. AIDS Education
and Prevention 10 (2), 149-172.

Centers for Disease Control [CDC] and prevention (2000) National and state-specific
pregnancy rates among adolescents-United States, 1995-1997. Morbidity and
Mortality Weekly Report 49(27), 605-611.

Card J.J. (1993) Handbook for adolescent sexuality and pregnancy: Research and
evaluation instruments. Sage Publications Inc, Newbury Park, CA.

Carter-Jessop L., Franklin L.N., Heath J.W., Jimenez-Irizarry, G. & Peace M.D. (2000)
Abstinence education for urban youth. Journal of Community Health 25 (4), 293-
304.

Celentano D.D., Nelson K.E., Beyrer C., Eiumtrakul S., Lyles C., Go V.F.L., Kuntolbutra
S. & Khamboonruang C. (1998). Decreasing incidence of HIV and sexually
transmitted diseases in young Thai men: Evidence for the success of the HIV/AIDS
control and prevention program. AIDS, 12(5), F29-F36.

Cohen J. (1988) Statistical power analysis for the behavioral sciences. Lawrence Erlbaum
Associates, Hillsdale, New Jersey.

Dancy B.L., Crittenden K.S. & Talashek M.L. (2006) Mothers' effectiveness as HIV risk
reduction educators for adolescent daughters. Journal of Health Care for the Poor
and Underserved 17(1), 218-239.

Diggle P., Heagerty P., Liang K. & Zeger S. (2002) Analysis of longitudinal data, 2nd ed.
Oxford University Press, New York.

Dilorio C., McCarty F., Resnicow K., Lehr S. & Denzmore P. (2007) REAL men: A
group-randomized trial of an HIV prevention intervention for adolescent boys.
American Journal of Public Health 97(6), 1084-1089.

Diloksamphan, J. (1995). Effectiveness of the health education program on AIDS
preventive risk behavior with specific to sexual transmission among female
undergraduate students in Bangkok. Unpublished doctoral dissertation, Mahidol
University, Bangkok, Thailand.

East L., Jackson D., O’Brien L. & Peters K. (2007) Use of the male condom by

heterosexual adolescents and young people: Literature review. Journal of Advanced
Nursing 59(2), 103-110.

77



Fawole 1.0., Asuzu M.C., Oduntan S.O. & Brieger W.R. (1999) A school-based AIDS
education programme for secondary school students in Nigeria: A review of
effectiveness. Health Education Research 14(5), 675-683.

Hanenberg R.S., Rojanapithayakorn W., Kunasol P. & Sokal D.C. (1994). Impact of
Thailand's HIVV-control programme as indicated by the decline of sexually
transmitted diseases. Lancet 344(8917), 243-245.

Havanon M., Bennett A. & Knodel J. (1993) Sexual networking in provincial Thailand.
Studies in Family Planning 24(1), 1-17.

Jemmott J.B., Jemmott L.S. & Fong G.T. (1998) Abstinence and safer sex HIV risk-
reduction interventions for African American adolescents. Journal of American
Medical Association 279 (19), 1529-1536.

Jemmott J.B., Jemmott L.S., Braverman P.K. & Fong G.T. (2005) HIV/STD risk
reduction interventions for African American and Latino adolescent girls at an
adolescent medicine clinic: A randomized controlled trial. Archives of Pediatrics &
Adolescent Medicine 159(5), 440-449.

Jenkins R.A., Manopaiboon C., Samuel A.P., Jeeyapant S., Carey J.W., Kilmarx P.H.,
Uthaivoravit W. & van Griensven F. (2002). Condom use among vocational school
students in Chiang Rai, Thailand. AIDS Education and Prevention 14(3), 228-245.

Jenkins R.A., Mason C.J., Torugsa K., Jamroenratana V., Lalang C., Nitayaphan S. &
Michael R.A. (1999) Dynamics of HIV risk behavior among young Thai men. AIDS
& Behavior 3(4), 335-346.

Kirby D.B., Baumler E., Coyle K.K., Basen-Engquist K., Parcel G.S., Harrist, R. &
Banspach, S.W. (2004) The “Safer Choices” intervention: Its impact on the sexual
behaviors of different subgroups of high school students. Journal of Adolescent
Health 35(6), 442-452.

Kitsiripornchai S., Markowitz L.E., Ungchusak K., Jenkins R.A., Leucha W., Limpitaks
T. & Sangkharomya S. (1998) Sexual behavior of young men in Thailand: Regional
differences and evidence of behavior change. Journal of Acquired Immune
Deficiency Syndromes and Human Retrovirology 18(3), 282-288.

Knodel J. & Pramualratana A. (1996) Prospects for increased condom use within
marriage in Thailand. International Family Planning Perspectives 22(3), 97-102.

Lescano C. M., Vazquez E. A., Brown L.K., Litvin E.B. & Pugatch D. (2006) Condom
Use with “Casual” and “Main” Partners: What’s in a Name? Journal of Adolescent
Health 39(3), 443.e1-443.¢e7.

78



Limanonda B. & van Griensven G. J.P. (1996). Understanding sexual subcultures for
AIDS prevention: Case studies in rural communities in Sanpatong District, Chiang
Mai_Province. (IPS Publication N0.245/96). Bangkok, Institute of Population
Studies, Chulalongkorn University.

Liu A., Kilmarx P., Jenkins R.A., Manopaiboon C., Mock P.A., Jeeyapunt S.,
Uthaivoravit W. & van griensven F. (2006) Sexual initiation, substance use, and
sexual behavior and knowledge among vocational students in Northern Thailand.
International Family Planning Perspective 32(3), 126-135.

Morrison D.M., Hoppe M.J., Wells E.A., Beadnell B.A., Wilsdon A., Higa D., Gillmore
M.R. & Casey E.A. (2007) Replicating a teen HIVV/STD preventive intervention in a
multicultural city. AIDS Education and Prevention 19(3), 258-73.

Nelson K.E., Eiumtrakul S., Celentano D.D., Beyrer C., Galai N., Kawichai S. &
Khamboonruang C. (2002) HIV infection in young men in northern Thailand, 1991-
1998: Increasing role of injection drug use. Journal of Acquired Immune Deficiency
Syndromes 29(1), 62-68

Orr D.P., Johnston K., Brizendine E., Katz B. & Fortenberry J.D. (2001) Subsequent
sexually transmitted infection in urban adolescents and young adults. Archives of
Pediatrics & Adolescent Medicine 155(8), 947-53.

Piya-Anant M., Kositanon U., Leckyim N.A., Patrasupapong N. & Watcharaprapapong
0. (1999) Past and current STDs in a Thai adolescent population. Journal of the
Medical Association of Thailand 82(5), 444-450.

Podhisita C. & Pattaravanich U. (1995) Youth in contemporary Thailand: Results from
the family and youth survey. Nakhon Pathum, Thailand, Institute for Population and
Social Research, Mahidol University.

Punsiri S. (2001). An application of life skill and participatory learning to sex education
among seventh grade students in Kanchanaburi province. Unpublished master
thesis, Mahidol University, Bangkok, Thailand.

Reproductive Health Division Department of Health Ministry of Public Health & WHO
Regional Office for South-East Asia (2003) Thailand reproductive health profile.
Ministry of Public Health, Nonthaburi, Thailand.

Rojanapithayakorn W. & Hanenberg R. (1996) The 100% condom program in Thailand.
AIDS 10(1), 1-7.

79



Sangkarat, O. (1997). The knowledge of, attitude toward, and practice on sex behavior
and birth control of secondary school students in Suphanburi province.
Unpublished master thesis, Mahidol University, Bangkok, Thailand.

Santrock, JW. (1998) Adolescence, Tth ed. McGraw Hill, Boston.

Shafer M.A. & Boyer C.B. (1991) Psychosocial and behavioral factors associated with
risk of sexually transmitted disease, including human immunodeficiency virus
infection, among urban high school students. Journal of Pediatric 119 (5), 826-833.

Siegel D.M., Aten M.J., Roghmann K.J. & Enaharo M. (1998) Early effects of a school-
based human immunodeficiency virus infection and sexual risk prevention
intervention. Archives of Pediatrics & Adolescent Medicine 152(10), 961-970.

Tabachnick B.G. & Fidell L.S. (1996) Using multivariate statistics, 3rd ed. HarperCollins
College Publishers, New York.

Taneepanichskul, S. (2007) Adolescent pregnancy: Problems of the adolescent health in
the next decade. Journal of Health Research 21(2), 81-86.

Thapinta D. & Celentano D. D. (2002) HIV/AIDS prevention trial program for Thai
adolescents. Thai AIDS Journal 14 (2), 218-225.

Thato S. (2002) An assessment of risky health behaviors during adolescence among
vocational students as conceptualized by the Expanded Health Belief Model in
Bangkok, Thailand. Unpublished doctoral dissertation, University of Pittsburgh,
Pittsburgh, PA, USA.

Thato S. (2003) Factors that influence Thai adolescents to engage in premarital sexual
activity. Journal of Nursing Science Chulalongkorn University 15(1), 1-10.

van Griensven F., Supawitkul S., Kilmarx P.H., Limpakarnjanarat K., Young N.L.,
Manopaiboon C., Mock P.A., Korattana S. & Mastro T.D. (2001) Rapid assessment
of sexual behavior, drug use, human immunodeficiency virus, and sexually
transmitted diseases in northern Thai youth using audio-computer-assisted self-
interviewing and noninvasive specimen collection. Pediatrics 108(1), E13.

Villarruel A.M., Jemmott 111 J.B. & Jemmott L.S. (2006) A randomized controlled trial
testing an HIV prevention intervention for Latino youth. Archives of Pediatric and

Adolescent Medicine 160(Aug), 772-775.

Vuttanont U., Greenhalgh T., Griffin, M. & Boynton P. (2006) “Smart boys” and “Sweet
girls”-sex education needs in Thai teenagers: a mixed-method study. Lancet
368(December9), 2068-2080.

80



Walker D., Gutierrez J.P., Torres P. & Bertozzi S.M. (2006) HIV prevention in Mexican
schools: Prospective randomized evaluation of intervention. British Medical Journal
(Clinical research ed.) 332(7551), 1189-1194.

Xenos P., Pitaktepsombati P. & Sittitrai W. (1993) Partners patterns in the sexual

behavior of unmarried, rural Thai men. Asia Pacific Population Forum 6(4),
104-117.

81



Table 1 Sample characteristics by groups

Sample characteristics CSCSEP Control Tests of group
% (n=261) % (n=261) differences
Gender x?=0.13, P =0.72
Female 57.5(150) 55.9(146)
Male 42.5(111) 44.1(115)
Age: Mean (SD) 15.67(1.07) 15.93(1.35) 1=2.47,d.f.=517, P =0.014
Range 14-18 13-19
Grade point average: Mean (SD) 3.21(0.58)  2.61(0.63) ¢t =10.48, d.f.=451, P =0.000
Range 1.25-4.00 1.30-4.00
Grades v?=2.47, P =0.53

Mathayom 3 (9" grade) 35.7(93) 31(81)
Mathayom 4 (10" grade) ~ 42.5(111)  40.6(106)
Mathayom 5 (11" grade) 21.8(57) 28.4(74)

Living arrangement v?=9.14, P =0.24
Parents 82.8(219) 85.5(225)
Relatives 13.4(35) 10.3(27)
School dormitory 0 1.1(3)
Coach 1.1(3) 0.4(1)
Girl/boyfriend 0.4(1) 0.4(1)
Friend 0.4(1) 1.5(4)
Mother in law 0.8(2) 0

Alone 1.1(3) 0.8(2)




Table 2 Self-reported sexual behaviors by groups at baseline

CSCSEP Control Tests of group
Sexual behaviors % (n=261) %(n=261) differences

Ever had sex 10(26) 16(44) v?=5.35, P =0.21
tAge at first sexual intercourse: Mean (SD) 13.96(3.02) 14.7(1.38) t=1.49, d.f.=65, P =0.14
*First sexual intercourse partner v?=3.47,P=.33

Girl/boyfriend 88.5(23) 82(36)

Sex worker 0 4.5(2)

Friend 11.5(3) 13.5(6)
*Reasons for having first sexual intercourse v?=8.74, P =0.19

Curiosity 65.5(17) 56.9(25)

Girl/boyfriends want it 19.2(5) 31.8(14)

I want it 0 6.8(3)

Drunk 3.8(1) 4.5(2)

Want money 3.8(1) 0

Raped/forced 7.7(2) 0
*Ever pregnant/impregnated someone 4(1) 4.5(2) v?=0.01, P =0.92
*Had sexual intercourse in the past 3 months 8.5(22) 10.5(28) v?=0.12, P =0.91
tFrequency of sexual intercourse in

the past 3 months: Mean rank¥ 16.61 23.95 7 =1.85, P =0.06
tConsistent condom use in the past 45.5(10) 60.7(17) v*=0.80, P =0.31

3 months
tBirth control methods used with current partner x?=3.87, P =0.42

Condom 46.3(11) 46.4(13)

Pills 3.8(1) 14.3(4)

Emergency contraception 15.4(3) 3.6(1)

Withdrawal 28.6(6) 21.4(6)

No methods 5.9(1) 14.3(4)
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*Only students reported ever having intercourse were analyzed
tOnly students reported having intercourse in the past 3 months were analyzed.
¥YBased on Mann-Whitney U test for between-group comparison (two-tailed).
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Table 3 Comparisons over time using GEE for the effect of the CSCSEP intervention on sexual behavior and condom use among sexually

active students

Outcome variables Baseline: To 3 month post test: Ty 6 month follow up: T,  Difference of CSCSEP vs. Control
n (%) n (%) n (%) Adjusted OR 95% CI  P-value
*Having sexual intercourse
in the past 3 months
CSCSEP 22/261 (8.5) 16/230 (7) 12/230 (5.2) 0.80 0.84-0.95 .000
Control 28/261 (10.5) 47/261(18) 34/189 (18)
*Consistent condom use
CSCSEP 10/22 (45.5) 7/16 (43.8) 6/12 (50) 0.85 0.14-2.02 .84
Control 17/28 (60.7) 21/47 (44.7) 16/34 (47)
tFrequency of sexual intercourse Mean + SD (Range)
in the past 3 months
CSCSEP 4.29+7.75(1-30) 1.56 +0.89 (1-3) 3+2.52(1-10) 0.04 0.004-0.51 .009
Control 5.36 £5.33 (1-24) 7.11 +7.55 (1-40) 6.19 +£4.18 (1-17)

#Controlling for age and GPA.
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Table 4 Mean score comparisons over time and repeated measure analyses using GEE for the effect of the CSCSEP intervention on
intention to use condoms, intention to refuse sex, and STIs HIV/AIDS and pregnancy knowledge

Baseline: Ty 3 month post test: T; 6 month follow up: T,  Difference of CSCSEP vs. Control
Outcome variables Mean (SD) Mean (SD) Mean (SD) S 95% ClI P-value
(Nex=261, Ncon=261)  (Nex=230, Non=261) (Nex=230, Ncon=189)

YIntention to use condoms (Range: 0-12)
CSCSEP 7.98 (2.31) 10.22 (2.16) 9.65 (2.67) 1.37 0.97-1.77 .000
Control 7.81 (2.59) 7.79 (2.62) 7.41 (2.67)
YIntention to refuse sex
in the next 6 months (Range: 4-20)

CSCSEP 15.58 (3.39) 18.21 (3.03) 17.70 (3.02) 77 0.08-1.47 .03
Control 15.47 (3.88) 15.47 (3.38) 15.50 (3.84)

tHIV/AIDS knowledge (Range: 0-18)
CSCSEP 11.01 (2.76) 15.44 (2.40) 85 0.17-1.67 .008
Control 11.10 (2.41) 11.22 (2.42)

#STIs knowledge (Range: 0-10)
CSCSEP 4.37 (1.85) 7.98 (1.84) .64  0.36-0.93 .004
Control 453 (1.84) 4.56 (1.83)

*Pregnancy knowledge (Range: 0-11)
CSCSEP 5.57 (2.37) 8.67 (2.01) 46 0.13-0.79 .03
Control 5.74 (2.33) 5.73 (2.35)

Controlling for age and GPA.
¥Controlling for gender and GPA.

Nex, Sample size of the CSCSEP group.
Ncon, SamMple size of the control group.
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Figure 1 Percentage of self-reported sexual intercourse. This graph illustrates the
percentage of self-reported sexual intercourse in the past 3 months at baseline, 3 month-
post test, and 6 months follow up. Unadjusted scores are presented at each time point.
Values for the CSCSEP group are as follow: baseline: 8.5%, 3 months: 7%, and 6
months: 5.2%. Values for the control group are as follow: baseline: 10.7%, 3 months:
18%, and 6 months: 18%.
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