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ABSTRACT

ADOLESCENTS’ PERCEPTIONS OF CAREGIVERS’ SAFE-SEX BEAGES:
FAMILY COMMUNICATION PATTERNS AND CAREGIVER-CHILD HERSUASION

By
David Keating

This thesis examined adolescent children’s permepbf caregivers’ safe-sex messages
in the larger context of their families’ patternemmmunication. It was posited that caregivers
from families that value open conversation are ntikedy to communicate safe-sex messages;
children in families that value conformity are mdikely to perceive caregivers’ safe-sex
strategies as effective and favorable; and chilerigim high-conformity message sources are
more likely to comply with caregivers’ messages/edal research questions about different
types of messages were also posed and the soargesafloptive mothers) and recipients (e.qg.,
sons) were considered to examine the impact obbichl sex on message outcomes.
Participants were 13- to 18-year-olds that complete online questionnaire. Results indicated
that caregivers that communicated safe-sex messagesamnore likely to be high in conversation
orientation, suggesting that caregivers who vajpuenacommunication are more likely to initiate
safe-sex talks. Although the predicted relationsd@fween conformity orientation and message
outcomes was not found, (a) participants who reseimessages from high-conversation,
compared to low-conversation, sources reportedenigtientions to comply with caregivers’
safe-sex messages and (b) participants with péticali.e., high conversation, low conformity)
message sources reported higher response efficamgssthan participants with protective (i.e.,
low conversation, high conformity) sources. Resmmisi reports of response efficacy and
attitude regarding caregivers’ messages preditigid intentions to comply. Message content

and biological sexes of interactants were not agsatwith differences in outcomes.
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INTRODUCTION

Adolescent sexual behavior remains a major puldadth issue in the United States.
Women aged 15 to 19 accounted for over 10% of $irtt2008 (U. S. National Center for
Health Statistics, 2008). Additionally, the CentlnsDisease Control and Prevention (CDC,;
2009) reported that the two most common sexuaygmitted infections (STIs), chlamydia and
gonorrhea, affected over 1.5 million individual2id08—and the highest rates for these were
among girls aged 15 to 19. The CDC (2009) additlpmtes that “undiagnosed and untreated
STIs cause at least 24,000 women in the UnitectSedch year to become infertile” (p. 1). Men
also suffer from high incidences of chlamydia and@rhea, but are most affected by syphilis.
Given the staggering STI and birth rates amongsteeand the significant consequences
associated with them—high importance should begolamn reducing unsafe sexual behavior
among adolescents.

Families play an imperative role in adolescerasirfation of sexual attitudes and
behaviors (Dilorio, Pluhar, & Belcher, 2003). Altigh most teenagers receive formal sex
education (Martinez, Abma, & Copen, 2010), suchcation may be incomplete or given by
ineffective teachers, leading to poor sexual cheo{@te & Jensen, 2011). Through their
communication about sexual beliefs and values gozages (i.e., primary female and primary
male caregivers, such as biological mothers or-ftyers) can socialize their children about
appropriate sexual attitudes and behavior, reduedékelihood of unsafe behavior, and impact
decision making later in life (Dilorio et al., 2008/right, 2009). Because caregivers generally
seek to promote their children’s adoption of safhdvior, safe-sex communication is inherently
persuasive. Although caregivers can indirectly sha@enagers’ attitudes and perceived norms

about safe sex through their reactions to sexuakages from the media and other sources (Boer



& Westhoff, 2006), the focus of the study reporede was on intentional and direct attempts to
persuade children to engage in safe behaviors éergother tells her son to wait until marriage
to have sex). This kind of family influence—caregichild persuasion—is communication from
a primary male and/or primary female caregiver thattentionally meant to shape, reinforce, or
change her/his/their child’s long-term attituded/an behaviors.

The type and quality of communication within thenfly affects willingness to discuss
sexual topics, and factors such as family cohesipanness, expressiveness, and involvement
affect adolescent sexuality (Segrin & Flora, 20@89cause family communication is critical to
adolescent sexual behavior, and because famihelsttedevelop stable and predictable
communication patterns over time (Ballard-Reisci&igel, 2006), this study sought to test the
relationship between (a) patterns of family comroation and (b) adolescents’ perceptions of
caregivers’ safe-sex messages. Because familiemattin different ways and about different
subjects, it is important to consider how certaimily communication styles impact safe-sex
discussion. Asserting that family communicationgesses reside within individual members as
well as within the family system, Ritchie (1991 dasolleagues (e.g., Fitzpatrick & Ritchie,
1994; Koerner & Fitzpatrick, 2002a) developed fansibmmunication patterns (FCP) theory,
which argues that families fall into one of foup&g based on their communication styles.

Given the subjects outlined above and the framkewbFCP, this study argued that
family type (i.e., consensual, pluralistic, proteef laissez-faire) would predict (a) caregivers’
actual communication of safe-sex messages, (bgadeht children’s perceptions of the safe-sex
strategy promoted by caregivers, and (c) adolesd@luren’s intentions to comply with
caregivers’ messages. Several research questions d@ifferent types of safe-sex messages and

the source and recipient of safe-sex messagesf@lger-son discussion versus mother-daughter



discussion) were also considered. The goals othleisis were to build upon and integrate the
family persuasion and safe-sex communication litees; extend family communication
patterns theory to new domains of research; amstamine the issue of adolescent sexual
behavior in the context of family communication.efollowing sections outline relevant safe-

sex communication and family persuasion processeé®®plicate FCP theory.



ADOLESCENT SEXUAL BEHAVIOR

The onset of sexual development is often a confusime in which adolescents negotiate
significant biological, psychological, and emotibohanges (Katchadourian, 1990). Adolescents
must adjust to their developing sexuality (e.gxuse arousal, fantasizing) while simultaneously
being inundated with sexual messages from variouscss, such as media messages and
portrayals (Katchadourian, 1990; Kunkel et al., Z0&atchadourian (1990) notes that many
teenagers have already engaged in a number oflssotivdties by the time they enter high
school, including heavy petting and oral sex. Appmately half of §' to 12" graders report
having engaged in sexual intercourse, and by tee&8, most adolescents in the United States
have had sex (Crockett, Raffaelli, & Moilanen, 2D@6iven these rates and the significant
consequences associated with unsafe sexual behtngactivity of primary interest here is
practicing safe sex (e.g., remaining abstinentygisontraceptives).

During middle adolescence (i.e., between the af@5 and 17) especially, adolescents
have high sexual energy, are beginning to explexea behavior, and tend to emphasize
physical contact (Anderson & Neinstein, 2008; Katbburian, 1990). However, the negative
consequences associated with risky sexual behaxeanot salient during this time (Anderson &
Neinstein, 2008). Indeed, more than one-fourtreehs aged 15 to 19 do not use any form of
contraception (e.g., birth control, condoms) atfintercourse (Nelson & Neinstein, 2008).
Family communication about sex and safe-sex methardains an important, and arguably
underused, tool for influencing adolescents to @visky sexual behaviors (Kirby & Miller,

2002; Nelson & Neinstein, 2008; Zamboni & Silved0®).



Safe-Sex Communication

This study conceptualized safe-sex communicatsoa family’s intergenerational
discussion of sexual behaviors, such as using rdstbbbirth control. It is necessary to note,
though, that research on safe-sex communicatiofoeased on different interactants, topics,
and outcomes. Some researchers have focused en-&hild dyads (e.g., Wright, 2009), while
others have focused on parent-daughter dyads Keutghinson, 2002); some scholars have
looked only at discussion of condom use and bmwtiitrol (e.g., Furstenberg, Herceg-Baron,
Shea, & Webb, 1984), while others have lookedwida range of topics, such as masturbation
and sexual development (Miller, Kotchick, Dorsegréhand, & Ham, 1998); and some studies
have been interested in time of first adolescexualeexperience (Dilorio, Kelley, &
Hockenberry-Eaton, 1999), while others have betarested in predictors of adolescent sexual
behavior and intention to use contraception (Bul&odson, 2007). These disparate, albeit
related, interests illustrate the complex naturadulescent sexual behavior and caregiver-child
safe-sex communication. As such, the followingisestdetail research most relevant to this
thesis, and are not meant to be a complete revighesafe-sex communication literature.

Frequency and content of safe-sex communicatioMost teenagers receive some sort
of formal sex education (e.g., school program) teetbe age of 18 (Martinez et al., 2010). In
their review of data from the 2006-2008 Nationah@y of Family Growth, Martinez et al.
noted that the majority of discussion in formal selxication settings focuses on STl and
HIV/AIDS prevention, with reduced emphasis on methof birth control. Sex education from
parents followed different trends than formal ediocabetween 2006 and 2008. According to
Martinez et al., 80% of female teens and 68% ofente¢ns reported talking to at least one parent

about sex education. For females aged 15 to 19didooissed sex with parents, most



conversations focused on how to say no to sex (63%}s (55%), and methods of birth control
(51%), with some discussion about condom usage (2@¥amale counterparts, most
conversations focused on STIs (50%), with someudision about condom usage (38%) and
methods of birth control (31%). Other researchersefound similar trends, while noting
differences in father-child and mother-child dissioa about sex (Heisler, 2005; Miller et al.,
1998). Although safe-sex communication is considiéoebe most common between mothers
and daughters and between fathers and sons, sademe® suggests that discussion of sexual
topics, such as birth control, may be more comneiwéen mothers and children than between
fathers and children (Dilorio et al., 1999; Milletr al., 2009; Raffaelli, Bogenschneider, & Flood,
1998; Wright, 2009).

Outcomes of safe-sex communicatioframily communication about sex has been
associated with positive outcomes for adolescentadédehavior. For example, Hutchinson
(2002) found that mother-daughter discussion ofloom use was associated with contraception
usage throughout adolescence; Somers and Paul3o®) @dund that father-daughter discussion
of sex was associated with increased contracepsage; and Dilorio et al. (1999) found that
parent-child safe-sex communication was relatetktayed onset of sexual activity. However, in
their reviews of the literature on safe-sex comroation, Dilorio et al. (2003) and Miller,
Benson, and Galbraith (2001) concluded that whieyrstudies have cited positive benefits for
adolescents, others have found mixed results sunb positive outcomes. To better understand
the impact that safe-sex communication has on teemsal behavior, it may prove useful to
analyze safe-sex communication in the context tégiger-child persuasion. The argument here
is that communication about safe sex is inhergmghguasive, as primary caregivers (i.e., the

primary male and female caregivers of an individeath as a biological father or step-mother)



seek to shape, and in some cases change or renfoetr children’s sexual attitudes and

behaviors (Stiff & Mongeau, 2003).



CAREGIVER-CHILD PERSUASION

As adolescents age and their autonomy increamedyfmembers’ self-disclosure,
shared experiences, and expectations of privacyesmbnsibilities change (Laursen & Collins,
2004). Caregiver-child persuasion may be partitpjamoblematic during this time, as both teens
and caregivers must adjust to new roles and chamg@iibnships (Laursen & Collins, 2004;
Segrin & Flora, 2005). Research in this area hpe#jly focused on parental power, discipline,
and compliance-gaining (Wilson & Morgan, 2004). €aver-child persuasion is defined here as
“‘communication from a primary female caregiver (eghbgological mother) and/or primary male
caregiver (e.g., biological father) that is meanshape, reinforce, or change her/his/their child’'s
long-term attitudes and/or behaviors.” This isratfattempt at explicitly classifying caregiver-
child persuasion that is based on a definitionesfegal persuasion (Miller, 1980). It should be
noted that this conceptualization ideally focuse®onduring behaviors as the outcomes of
persuasion; equally important, however, are ingtaps to these long-lasting effects—
specifically, initial intentions to act in ways @stent with the persuasive message. As such, in
this thesis, behavior was referred to as adolesciitial intentions to comply with their
caregivers’ persuasive messages. In addition, pgores of, and attitudes toward, the behaviors
promoted by caregivers’ messages were also examined

Family discussion, in general, and caregiver-chédsuasion, in particular, is embedded
within the larger communication patterns of fansliEamily communication patterns theory
asserts that families develop stable communicataiterns over time (Koerner & Fitzpatrick,
2006). Though this can center on spousal commuaicat father- or mother-child
communication (Fitzpatrick & Ritchie, 1994), thedy reported here focused on caregiver-child

communication patterns.



Family Communication Patterns Theory

Originally proposed by McLeod and Chaffee (197&) &urther developed by Ritchie
(1991) and colleagues (Fitzpatrick & Ritchie, 19Bégrner & Fitzpatrick, 2002a, 2006; Ritchie
& Fitzpatrick, 1990), family communication patterf®&CP) theory assumes that families can be
assessed along two dimensions: conversation otiemi@nd conformity orientation.
Conversation orientation refers to the degree tehvfamily members have an open and honest
communication climate, where all family members“ancouraged to participate in unrestrained
interaction about a wide array of topics” (Koer&eFitzpatrick, 2006, p. 54). Families high in
conversation orientation share much about indivith@ughts and feelings, and are
characterized by high levels of interaction; fagsllow in conversation orientation interact less
frequently and discuss fewer topics openly. Conformrientation is “the degree to which
family communication stresses a climate of homougmé attitudes, values, and beliefs”
(Koerner & Fitzpatrick, 2002a, p. 85). Familiesinig conformity orientation typically avoid
conflict, value harmony, and emphasize homogermdigttitudes and beliefs; children in high
conformity families are typically obedient to thearegivers. Families low in conformity
orientation typically promote heterogeneous atgtidnd beliefs and the individuality,
independence, and equality of all family membegsci®ssing these orientations, four family
types emerge, each of which is characterized byimucommunication patterns, caregiver
expectations, and child outcomes.

Consensual familiesConsensual (i.e., high conversation, high confgriamilies
promote open communication in which new attitudes laeliefs can be explored, but ultimately
pressure members to agree and to respect the faiergrchy (Koerner & Fitzpatrick, 2002a,

2006). Caregivers are interested in what theirdcérl have to say, but ultimately expect children



to conform to their decisions; caregivers spenc téxplaining their decisions and beliefs in the
hopes that children will understand and agreeight bf the importance placed on agreement,
children in these families tend to accept theiegarers’ attitudes (Fitzpatrick & Ritchie, 1994).
In the context of safe-sex communication, thesalf@smmay be highly likely to discuss sex
openly—with caregivers potentially pressuring tegnbe abstinent or to use methods of birth
control. Caregivers of this family type might bgesially influential, as inductive reasoning
techniques may lead to children’s moral internaiarg such that children are particularly aware
of the consequences of their actions (Hoffman, 1975

Pluralistic families. Pluralistic (i.e., high conversation, low confotyifamilies
promote open and honest communication with littksspure to agree with other members’
beliefs (Koerner & Fitzpatrick, 2002a, 2006). Altlgh they may not agree with their children’s
decisions, caregivers in these families do not wastontrol their children. Rather than
emphasizing the caregivers’ power, these famikspect children’s attitudes and allow them to
participate in the family’s decision-making procéisserner & Fitzpatrick). Pluralistic families
foster child communication competence as well dependence of ideas, attitudes, and
behaviors (Fitzpatrick & Ritchie, 1994). With highportance placed on open communication,
these families may be highly likely to discuss deuvever, with low importance placed on
conforming to caregivers’ values and decisions]estents may feel less of a need to act in
ways consistent with their caregivers’ wishes ixuse as well as other contexts.

Protective families.Protective (i.e., low conversation, high confogpifiamilies
highlight the importance of obedience and do ntdezautonomy from, or open communication
within, the family (Koerner & Fitzpatrick, 2002a0@6). Members are expected to agree with

one another and to behave according to the famblgfiefs. Caregivers expect children to abide

10



by their decisions, which do not need to be defdrataationalized to children. Children in these
families often come to distrust their own decismaking processes, are not prepared for dealing
with influences exterior to the family, and areiggsersuaded by sources inside and outside the
family (Fitzpatrick & Ritchie, 1994). Regarding sadex communication, these families may be
less likely than high conversation ones (i.e., eossial and pluralistic) to discuss sex, but
caregivers may ultimately demand that adolescemsin abstinent or use methods of birth
control. Additionally, though teens might originaplan to comply with caregivers’ wishes, their
susceptibility to influences outside the family nraguce the likelihood that they actually
behave in accordance with caregivers’ safe-sex agess

Laissez-faire families.Laissez-faire (i.e., low conversation, low confagnfamilies
typically have fewer and more superficial interant than the other family types, and often
discuss a limited number of topics (Koerner & Faizpck, 2002a, 2006). Caregivers do not
confer about their children’s decisions, and emjghiaglaced on individuality and independent
decisions. What’s more, family members avoid cetiftommonly are emotionally divorced
from one another, and do not promote power strasttirat favor caregivers (Koerner &
Fitzpatrick). Because little value is placed on ilsidiscussion and caregiver support, children
in these families might come to question their aegision-making ability and be more easily
influenced by peer groups and other external ssuffegézpatrick & Ritchie, 1994). Because
there is little caregiver-child interaction aboubstantive topics in these families, sex talks may
be very unlikely to occur. Should safe-sex commatmn even take place, the culture of
independent decision making and children’s susb#ipfito outside influences may reduce the

likelihood that teens behave in ways consistert tieir caregivers’ desires.
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Family type and safe-sex communicationA number of predictions about safe-sex
communication can be made based on FCP theory, F@sause families that value open
conversation are more likely to discuss sensitwect (e.g., birth control), caregivers in high-
conversation (i.e., consensual and pluralistic)ili@asshould be more likely to talk about sex. As
such, the following prediction asserts:

H1: Adolescent children with high-conversation.(imnsensual and pluralistic)

caregivers will report receiving more safe-sex ragss than children with low-

conversation (i.e., protective and laissez-faiggegivers.
Second, given the definition of caregiver-childquersion put forth here, a critical outcome to
consider for each family type is internalizatiomoéssages about healthy sexual attitudes and
behaviors. Internalization of attitudes and behavassociated with safe-sex talks is especially
important, as behavior “adopted in this fashiordteto be integrated with the individual’s
existing values” (Kelman, 1958, p. 53) and leads$ting attitudes and behavior patterns. Steps
to internalization of persuasive messages (e.gssage aimed at convincing adolescents to
always practice abstinence) refer to individuadg’erceptions of the effectiveness of the safe-
sex behaviors promoted by caregivers, (b) perceptod their own ability to use the behaviors,
(c) attitudes toward the behaviors, and (d) plansnigage in the behaviors. In this study,
perception of effectiveness was defined as theegeigr which adolescents believe that the
behavior promoted by caregivers is useful andixelteasy to enact (i.e., response efficacy);
perception of ability referred to individuals’ befig that they can easily and conveniently
perform the behavior (i.e., self-efficacy); attieuceferred to beliefs that the behavior is a
positive, favorable, or good thing; and plans taatribehaviors referred to children’s actual

intentions to behave in a way consistent with dae¥g’ messages (i.e., behavioral intention).
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As has been noted, pressures to conform to camsgivesshes should vary depending on
the family’'s communication style. Because care@verhigh-conformity (i.e., consensual and
protective) families value obedience to caregivermsivs, teens in these families are likely to be
most accepting of caregivers’ views about sex aay have the highest likelihood of planning
to comply with caregivers’ safe-sex messages. Aatthtly, because their caregivers spend the
most time rationalizing and explaining their chaicadolescents in consensual families may be
especially apt to actually comply with caregiversisuasive messages. Children in low-
conformity (i.e., pluralistic and laissez-fairejrfdies, however, may feel that they can decide for
themselves what is best, outside of their caregivecommendations. Following from this, two
additional hypotheses predict:

H2: Adolescent children with high-conformity (i.eqgnsensual and protective) safe-sex

message sources (i.e., caregivers that relay safaiessages) will perceive (a) higher

response efficacy of, (b) higher self-efficacy neljag, and (c) more positive attitudes
toward the behavior promoted by caregivers’ sakersessages than adolescent children
with low-conformity (i.e., pluralistic and laisséaie) message sources.

H3: Adolescent children with high-conformity (i.egnsensual and protective) message

sources will be more likely to initially intend tmmply with caregivers’ safe-sex

messages than will adolescent children with lowfaonity (i.e., pluralistic and laissez-
faire) message sources.
Finally, in the context of adolescent sexual bebiaany link between (a) response efficacy,
self-efficacy, and attitude and (b) intentions ¢anply with caregivers’ messages would hold
both theoretical and practical value. One’s intamtio behave a certain way is arguably linked to

his or her perceptions of the behavior (Ajzen, 1984 such, individuals’ reported response
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efficacy, self-efficacy, and attitude regardingedavior should predict their intention to engage
in that behavior. Thus, a fourth and final hypotbgsedicts:

H4: Adolescent children’s intentions to comply withiregivers’ safe-sex messages will

be predicted by their (a) perceived response efficé) perceived self-efficacy, and (c)

attitude.

Family member differences, FCP outcomes, and perss@®n. Some researchers have
noted differences between fathers’ and mothergqmions of their family’'s communication
patterns; for example, children may perceive omegiger as being more conversation- or
conformity-oriented than the other caregiver (Rech Fitzpatrick, 1990). Additionally,
caregivers may report having different styles;deample, in their study, Bakir, Rose, and
Shoham (2006) found that mothers were more likeeport being part of a consensual family
and fathers were more likely to report being p&d protective family. Such findings suggest
that the way an individual (e.g., the child) pevesihis or her family communication patterns
depends largely on the specific family member (engle caregiver) or members (e.g., both
caregivers) about which the individual is askedug;lthe perceived FCP type of each caregiver
may be different, and this may impact the intenatstaf safe-sex discussions (e.g., a child may
be more likely to talk to the caregiver that isqgg@ved as more conversation-oriented). However,
as noted above, caregiver and child gender mayiraisact which family members discuss safe
sex. Although teens may primarily talk to femaleecsvers about sexual topics (Dilorio et al.,
1999; Raffaelli, Bogenschneider, & Flood, 1998);dese FCP theory has not been extended to
the realm of safe-sex communication, predictiomsioabe made about the relationship between
caregiver FCP type and caregiver gender duringsatdalks. Given this, a research question

asks:

14



RQZ1: Is there an association between message s6GReype and the source-recipient

dyad type (e.g., female caregiver and daughtesafi-sex interactants?
Although source-recipient triads (i.e., both cavegs and child) could also be considered, this
research question, and the ones that follow, facoseeither (a) the message source or (b) in the
case of both caregivers being present for safaisexission, the most important source of sex-
related information from the perspective of thdathi

Researchers have used FCP to investigate a nwhfaanily communicative situations
and outcomes, such as conflict and depressiomiliés (Koerner & Fitzpatrick, 1997), child
self-esteem and mental health (Schrodt, Ledb&t@&trt, 2007), and parental understanding of
adolescent self-concept (Sillars, Koerner, & Fitapk, 2005). In a meta-analysis, Schrodt, Witt,
and Messersmith (2008) categorized 56 studiesused FCP to investigate various family
outcomes (i.e., information processing, behavigrsychosocial). None of the most common
outcomes reported by Schrodt et al. involved caegethild safe-sex communication in
particular, although some could be applied to daezechild persuasive communication in
general (e.g., cognitive flexibility and complexitpyessage persuasiveness). Although little
relevant research was found on the relationshiywdsst FCP and safe-sex communication or
family persuasion processes, it is likely that H@RIs implications for persuasive
communication in families. For example, Ritchie &idpatrick (1990) asserted that a family’s
conformity orientation does not necessarily predashpliance behavior among family members.
Indeed, caregivers’ influence is not unidirectiorgdlildren may resist persuasive attempts, and
caregivers must revise their messages based atraig responses (Wilson, 2002; Wilson &
Morgan, 2004). As children develop, they begin bitlmg more complex and varied resistance

strategies, such as rationalizing noncomplianagegotiating rewards for compliance (Wilson &
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Morgan, 2004). However, caregivers’ persuasive agssand children’s potential resistance to
them may be complicated by the nature of safe-eexmunication. As such, it is necessary to
consider the different forms that safe-sex messegesake.
Safe-Sex Messages

Many studies have reported the relationship beatvekgcussion of sexual topics (e.qg.,
condom use, pregnancy) and outcomes (for a rewegvDilorio et al., 2003). However,
although the literature has researched the coatehtmpact of safe-sex messages, there is not
yet a rigorous examination of the subject from espasive communication standpoint. Knowing
what caregivers actually say to teens when peragatiem to engage in safe-sex behaviors
holds implications for scholars and practitiondisea

Lefkowitz, Boone, Au, and Sigman (2003) looked Iadtanence messages and safer sex
(i.e., contraception usage) messages communicgtatwthers during discussions about sex.
Taking a similar approach, this thesis examinedka}inence messages (i.e., messages that
promote waiting until a later time or event to haea) and (b) contraception messages (i.e.,
messages that promote condom usage and other methbulth control). Lefkowitz et al.
additionally looked at the co-occurrence of mesdgges, and found that individuals that
discussed abstinence were likely to also discuss sex. Accordingly, this thesis also
considered (c) combination messages (i.e., mes$lagieadvocate remaining abstinent as well as
using condoms and methods of birth control). Beedlie combination message type has yet to
be explored and because investigation is needdldeorelationship between FCP and safe-sex
messages, two related research questions ask:

RQ2: Does a third safe-sex message type promotitigdbstinence and contraception

usage (i.e., combination message) exist in caregividd safe-sex communication?
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RQ3: What types of safe-sex messages (i.e., absgneontraception, combination), if
any, are communicated most frequently in (a) cosisain (b) pluralistic, (c) protective,
and (d) laissez-faire families?
Additionally, sons and daughters receive propodilyrdifferent messages from caregivers (e.qg.,
female teenagers are more likely than male teerdgeeceive messages about “how to say no
to sex”; see Martinez et al., 2010); female andencaregivers may differ in whether they
communicate abstinence, contraception, or comlginatiessages to sons versus daughters. For
example, female caregivers may perceive contrameptiessages as being best for their male
children, but perceive a combination message aglimast for female children; similarly, male
caregivers may believe that their female childieousd remain abstinent, while their male
children should know forms of contraception. Aslsucresearch question related to RQ1 asks:
RQ4: Is there an association between the maketipeafaregiver-child source-recipient
dyad (e.g., male caregiver-daughter) and the tygafe-sex message communicated by
caregivers?
Similarly, it seems possible that the makeup ofsiffe-sex interactants could impact
adolescents’ perceptions of their caregivers’ mgssand their intent to behave in ways
consistent with those messages. Given this, thewiolg research question asks:
RQ5: Is there an association between the maketipeafaregiver-child source-recipient
dyad and children’s (a) perceived response efficépyperceived self-efficacy, (c)
attitude, and (d) intent regarding behaviors praddiy caregivers’ safe-sex messages?
Some of the most common outcomes reported in td@ture on family safe-sex
communication include delayed onset of sexual biehand likelihood of contraceptive use

(Dilorio et al., 2003), as well as attitudes towprdmarital sex and condom use (Wright, 2009).
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Given the focus on caregiver-child persuasive aggon—and the outcomes related to
children’s internalization of messages—it is impaottto investigate the association between
safe-sex message type and teens’ attitudes andibehdowever, no literature could be found
that specifically tests whether or not childrendnehin accordance with the content of
caregivers’ safe-sex messages. Consistent withuteemmes of interest in H2 and H3, two final
research questions ask:

RQ6: Do adolescent children perceive the three satestrategies differently in terms of

(a) response efficacy, (b) self-efficacy, and (ojude?

RQ7: Do differences exist in adolescents’ intergitmcomply with caregivers’ messages

depending on the type of safe-sex message?
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METHOD

Participants and Procedure

Participants were recruited via a private reseacthpany and given monetary incentive
to complete an online survey containing the measdescribed in the sections below. The
survey was sent out to individuals in the reseamhpany’s participant pool that matched the
specified age range (i.e., 13- to 17-year-olds)weace demographically representative of the
2010 census. Invitations to participate were senevmnail to potential respondents. Once sent,
the survey was kept open until 150 individuals padicipated; because participants were the
first 150 individuals to complete the survey, nsp@nse rate could be calculated. Participasts (
= 150) comprised a sample of matex57) and femalen(= 90) adolescents; three respondents
did not report their sex. Respondents ranged frentd. 18-years oldM = 15.42,SD = 1.19).
Additional descriptive information is reported iafle 1. Respondents were asked to self rate
guestions related to their female caregivers’ aateroaregivers’ communication patterns; their
caregivers’ communication of safe-sex messages;fgbeceptions of these message; and their

intention to comply with their caregivers’ messages

Table 3.1 Descriptive Statistics of All Respondent

f M D Min | Max
Current Grade 10th grade 7th 12th
e 9th grade 47
10" - 12" grade 101
Not Reported 2
Number of Siblings 1.76 1.3% 0 7

Note. N = 150
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Table 3.1 (cont'd)

f M D) Min | Max

Female Caregiver

Biological Mother 140

Step-Mother 3

Adoptive Mother 3

Other 4
Male Caregiver

Biological Father 124

Step-Father 13

Adoptive Father 4

Other 9
Received Formal Sex Education 124

Instrumentation

Unless otherwise noted, all continuous measures aseven-point, Likert-type scale
with the anchors “strongly disagree” (1) and “stglyragree” (7). A number of items were
reverse-scored. All of the items detailed belowiacduded in Appendix A.

Family communication patterns. The revised family communication patterns (RFCP)
instrument (Ritchie & Fitzpatrick, 1990) was useddll participants to measure both their
female caregivers’ and male caregivers’ conversaiigentation (15 items) and conformity
orientation (11 items). Respondents rated theie@gent with statements about their
communication with their female and male caregiseyzarately (e.g., | can tell my primary
male caregiver almost anything; in our home, mynarly female caregiver likes to have the last
word). Certain items were dropped in order to iaseereliability of the FCP scales for each

caregiver,. The final scale for female caregivanvarsation orientation retained 12 iterivk£
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4.67,3D = 1.20,a = .90). The final scale for male caregiver conatos orientation retained 13
items M = 3.96,3D = 1.18,a0 = .89). The final scale for female caregiver comfiby orientation
retained six itemay = 3.69,SD = 1.25,0 = .80). The final scale for male caregiver confioym
orientation retained eight itemkl(= 3.87,SD = 1.19,a = .80). All dropped items are labeled
parenthetically in Appendix A.

All participants recorded scores for female caregg\vand all but one recorded scores for
male caregivers. Based on these self-reports efjoaars’ conversation orientation and
conformity orientation, participants’ male and fdenearegivers were separately placed into one
of the four family types: consensual (high conveosea high conformity), pluralistic (high
conversation, low conformity), protective (low camsation, high conformity), or laissez-faire
(low conversation, low conformity). Following Koemnand Fitzpatrick’s (2002b)

recommendations, caregivers were placed into ttypss based on the approximated population

means reported by Fitzpatrick and Ritchie (1é9tlc)e breakdown of family types for each

caregiver is reported in Table 2.

With the exception of H1, when testing the hypo#sesnd research questions related to
FCP and safe-sex messages, only the FCP typesssbgesources were used in analysis. For
example, if a participant reported hearing a safersessage from their female caregiver, only
the female caregiver's FCP type was used in thiysisalf a message was reported as coming
from both caregivers, the participants’ most imanttsource of sex-related information (e.g.,
female caregiver) was used in the analysis. Thsdetermined using one item asking
participants to rank, from first to seventh, thewst influential sources of sex-related
information (i.e., primary female caregiver, primanale caregiver, siblings, friends, school,

religious figures, media).
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Table 3.2

Frequency of Family Types for ParticisaRemale and Male Careqivers and

Safe-Sex Message Sources

Family Type Female Caregiver Male Caregiver MesSmeace
Consensual 20 4 11
Pluralistic 41 19 31
Protective 49 76 21
Laissez-Faire 40 50 20
Total 150 149 83

Note. All participants N = 150) reported RFCP scores for their primary fema
caregiver; all but one participant reported RFCétes for their primary male
caregiver. Eighty-three participants reported thietent of caregivers’ safe-sex

messages as well as the message source.

Caregivers’ safe-sex messageRespondents were asked to recall and report tls¢ mo
recent safe-sex message given to them by one brchoggivers, if one had ever been
communicated. They were asked an open-ended guediaut the content of the message, and
this response was then coded into one of the sefergssage types (i.e., abstinence,
contraception, combination). Participants were alseed to report the source of the message
(i.e., female caregiver, male caregiver, or bottg approximately how long ago they heard it.

Of the 91 respondents who reported receiving asasfanessage from one or both of their
primary caregivers, 83 recorded some sort of messdgparticipants reported a safe-sex
message; eight participants could not remembeméssage, stated that they discussed sex with
their caregiver(s) without reporting the contentha discussion, or reported some other content

unrelated to a safe-sex promotion message (igsettvere considered as “other” messages). The
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mean age of the 83 respondents who reported safeagsages was 15.37 yed#® € 1.16),
they were more likely to be female £ 49), and they received the message a mean @f 8.9
months prior to completing the questionna® € 11.26). The FCP types of these respondents’

message sources are included in Table 2 and repeesésually in Figure 1.

Figure 3.1 Visual Representation of Number of Mges@ources in Each Family Type

Based on Conformity and Conversation Orientations

Conformity Onentation
(High)

Protective Consensnal
n=21 n=11

Conversation Orientation

’ (High)

F

Laissez-Faire Pluralistic

n=20 n=3

Coding of safe-sex messagdse author and a second individual coded all nyEssaa
third, independently trained individual coded rolyg26% of the messages to further establish
coding reliability (see below). Based on the cohtdrtaregivers’ messages, each message was

coded as either an (a) abstinence message, (baception message, (¢) combination message,
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or (d) “other” message. Abstinence messages wetledcas those that promoted delaying the
onset of sexual intercourse until a later timewamg, such as marriage or a certain age (e.g., 25-
years-old). Contraception messages were codedss that promoted any form of contraceptive
use, such as always wearing condoms or taking tinttrol. Combination messages were coded
as those that promoted elements of both abstinmessages and contraception messages, such
as telling children to wait to have sex after apdeand, at that point, to always use condoms.
“Other” messages were coded as those messagewthdinot be remembered, requested that
participants seek other sources for informatiordidmot promote methods or warn of
precautions to sexual activity in some way. Différeubcategories comprised these major
categories. Table 3 presents descriptions anddresjes of each subcategory. Some of the
subcategories in the coding scheme were not ukedidscriptions of these are included in
Appendix B.

Certain subcategories were developed a prioridbasesafe-sex communication literature
regarding discussion of sexual topics (e.g., Ma#iat al., 2010; Miller et al., 1998). However, a
number of subcategories were developed using aunstanparative methodology; this
technique involves creating and revising categagethe messages are read and new themes are
identified (Field & Morse, 1985; Glaser & Strau$867). The two primary coders independently
coded all messages and then discussed and develepeslibcategories that did not fit the
existing coding scheme. Following revision of tikbeme, the coders again independently coded
the messages. The “other” category was retainechéssages that did not, in some way, regard
discussion of abstinence and/or contraception.

Each message was considered as one unit; the aategorized each unit into one, and

only one, of the subcategories. For messages #duaelements of multiple subcategories within
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Table 3.3 Safe-Sex Message Category Descripticth$mguencies

Message Category Description f % of Total
Abstinence Promotion of delayed onset of sexual intercoursems of “protection” 16 19.28
are not promoted, and message recipients are epchot have sex.
Never Have Sex The message recipient should simphjhave sex at all” or “never have sex.” 3
Message source is likely to say, “Just don’t do it.
Love/Right Person on The message recipient should not have sex untildhein love, with the 2
Moment “right person,” or find the “right moment” to do .so
Marriage The message recipient should wait ungy thre married to have sex. 9
Age/Maturity The message recipient should wait to have sex @heefolder,” reach a 2
certain age (e.g., 25), or are more mature.
Contraception Promotion of forms of safe sex, such as condordshath control. Refraining 42 50.6

from sex is not advocated; rather, sex is assumedrsidered likely to occur

and message sources suggest protection.

Note. A total of 83 messages were reported by partitga
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Table 3.3 (cont'd)

promoted. Specifically, message sources promotegngab have sex as well

as using forms of protection.

General Protection | The message recipient should use protection otipeagafe-sex, but the 10
Request method by which they should (e.g., condom usepispecified. Recipients
are generally asked to “be safe/smart” or to “usggation.”
Consequences The message recipient should avomtfadive consequences of unprotected 10
sex (e.g., STIs) by using contraception; sex igrassl by the message sourage.
Condom/Birth The message recipient should make sure that the paainer uses a condom 20
Control Usage and/or the female partner is on birth control.
Caregivers Provide | The message recipient should alert his/her primnarggiver(s) that s/he is 2
Condom/Birth going to have sex, and the caregiver(s) will asbestindividual in obtaining
Control condoms and/or birth control.
Combination Elements of both abstinence messages and coniatepessages are 17 20.48
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Table 3.3 (cont'd)

Wait, and Then Use

Protection

The message recipient should wait until a ceriane {e.g., specific age) or
event (e.g., in love), and then have sex whilegigdnms of contraception,

such as condoms.

Wait, but If You

Don’t

The message recipient should remain abstinentaetktain time (e.qg.,
specific age) or event (e.g., marriage); howevex’hie ends up failing to wait

s/he should use forms of contraception.

Both Discussed, No

The message source discusses elements of botheatzstiand contraception

Connection but not in connection to each other.
Other Messages reported by participants that do notlglpeomote waiting to have 9.64
sex and/or practicing safe sex.
No Message The message recipient states that s/he and hishegiver(s) discussed sex,
Recorded/Cannot but s/he does not state what was said, or theseafenessage cannot be
Remember remembered.
Referral The message recipient is told by his/beegiver(s) to seek out advice about

sex from another source (e.g., a school program).
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Table 3.3 (cont'd)

General The message recipient is generally told to bewhtieeoconsequences of sex,
Consequences but there is no mention of abstinence or contracept
Other The message recorded does not involve piigeesdfe-sex discussion, or is

otherwise unrelated to sex.
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the same major category, the first subcategorywarmeoed within the message was coded. For
example, if the recorded message stated, “You sghweait until you are older before you have
sex (abstinence—age/maturity subcategory), orast kentil you are in love with the person
(abstinence—Ilove/right person or moment subcatggdhe message would be coded as the
first subcategory (i.e., abstinence—age/maturilgssages that had elements of both the
abstinence and contraception categories were caslede of the combination message
subcategories. Reliability for the subcategory ngdietween the two primary coders (Kappa =
.84) was good (see Cohen, 1960); disagreementsreswk/ed by the two coders. A third coder
was independently trained and coded 21 randoméctsd messages (roughly 25% of the 83
total messages) to establish coding reliabilityrelsgnent with the primary coders final coding
scheme was 95.24% for the major categories and 8b(Kappa = .83) for the subcategories.
Perceptions of, and compliance with, messagda.addition to reporting the content of
their caregivers’ safe-sex messages, responden¢sasked to report their agreement with
statements relating to perceptions of and intesttorcomply with caregivers’ messages.
Perceived response efficacy of the safe-sex behpxoonoted by one’s caregiver($) € 5.93,
D = 0.96,0 = .83) was measured using four items (e.g., RttBavan der Pligt, 1991; Rimal &
Real, 2003; Witte, 1991), such as “Using the safelsehavior is effective in protecting me.”
The scores from these items were used to creangle sndex of perceived response efficacy.
Perceived self-efficacy of the ability to perforhetbehavior promoted by one’s caregiverfs) (
=5.50,8D = 1.19,0 = .84) was measured with four items (Ajzen, 200dte, 1994), such as “I
am easily able to use the safe-sex strategy”; tivese used to form a single index of perceived
self-efficacy. Attitude toward the safe-sex behaadvocated by one’s caregiver(b) € 4.27,

D =0.81,0 = .82) was assessed using a four-item semantareiitial scale adapted from
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O’Keefe (2002). The items used five-point scaleshsthat the anchors ranged from 1 (e.g.,
“unfavorable”) to 5 (e.g., “favorable”). These we@mbined to form a single index of attitude.
Children’s intention to comply with the safe-sexss&ge received from one’s caregiverlg)«
5.36,SD = 1.08,0. = .74) was assessed using four items relateceiordrcalled behavioral
intention at the time they heard the message, asi¢At the time my parent(s) talked to me
about safe sex, | planned to act exactly as thgyyasted.” The scores from these items were
used to create a single index of initial plansdamply with the message. The items used here
were constructed based on Ajzen’s (2002b) recomatents regarding the measurement of
behavioral intention. More specifically, given tloeus on caregiver-child persuasion, measuring
intent to comply with caregivers’ safe-sex messages preferable to general questions about
intent to engage in healthy sexual behavior.

Correlations among message source conversationaridrmity orientation and the
dependent measures described in this section poeted in Table 4; mean scores for each
message source FCP type are reported in Tableskodtid be noted that intention to comply and
response efficacy were highly correlated@30) = .78 p < .001. Though this might suggest that
they are measuring the same thing, the way thevasiables were conceptually and
operationally defined in this study were distincirh one another. For instance, the response
efficacy measure focused on the safe-sex strategl,iwhereas the intention to comply measure
focused more generally on the act that was requiéstearegivers. In addition, prior research
has found a significant relationship between respafficacy and behavioral intention (e.g.,

Lam, 2006; Witte, 1994).
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Table 3.4 Correlations among Message Source Csatien and Conformity Orientation,

Response Efficacy, Self-Efficacy, Attitude, andeimtion to Comply

Response Self-
Conversatiorny Conformity Attitude Intention

Efficacy Efficacy

Conversation

Conformity - 3%

Response

Efficacy A0™ -2l

Self-Efficacy 30 -21 63+

Attitude o5 - 09 60** 60**

Intention 34+ -19 78+ 60+ 63+

Note: *p < .05, *p < .01
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Table 3.5

Table of Means for Response Efficacyi-Bfficacy, Attitude, and Intention to

Comply for Each Message Source FCP Type

Consensual Pluralistic Protective Laissez-Faire
(n=11) (n=31) (n=21) (n=20)
Response Efficacy 5.98 (0.96) 6.29 (0.74 5491(1.1] 5.81(0.93)
Self-Efficacy 5.70 (1.24) 5.77 (1.21) 5.12 (1.24)  .3%(1.01)
Attitude 4.36 (0.86) 4.37 (0.76) 4.24 (0.83 4.087)
Intention to Comply 5.66 (1.40) 5.60 (0.93) 4.890) 5.34 (1.10)

Note: N = 83 respondents who reported safe-sex messatgntoResponse

efficacy, self-efficacy, and intention to complyneeated on seven-point scales

(i.e., the range is 1 to 7); attitude was rate@ dine-point scale (i.e., the range is

1 to 5). Standard deviations are noted in pareethes
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RESULTS
Given the nature of the hypotheses and researdtigos, all 150 participants were
retained when testing H1; the 83 participants wdumrded messages were retained when testing
H2, H3, H4, RQ1, RQ2, and RQ5; and only the 75i@agnts who reported a message that was

categorized into one of the three safe-sex medygpgs were used when testing RQ3, RQ4,
RQ6, and RQZ

Hypothesis 1 and Research Questions 1-4: Safe-Serddages

H1 predicted that adolescents with high-convessataregivers would report more safe-
sex communication than adolescents with low-coraters caregivers. Two independent-
samples t-tests were conducted with the independeiable of presence of safe-sex
communication (i.e., with the categories “safe-decussed” and “safe-sex not discussed”) and

the dependent variable of caregiver conversati@ntation. The test illustrated that the data

were consistent with the prediction for male carers,t (143) = 4.75p < .001,r2 = .14, and for

female caregivers,(143) = 2.91p = .004,r2 = .06. Male caregivers who engaged in safe-sex

discussion with children were more likely to bethig conversation orientatio(= 4.58,3D =
1.01) than male caregivers who did not engagefarsex discussiorM = 3.65,3D = 1.16).
Female caregivers who engaged in safe-sex discualksio were more likely to be high in
conversation orientatiotM = 4.94,SD = 1.17) than female caregivers who did not engage
safe-sex discussioM(= 4.36,SD = 1.21).

RQ1 asked if the FCP type of the message soursesgsociated with the source-
recipient dyad (e.g., male caregiver and dauglofesafe-sex interactants. A two-way chi-square

was conducted with the independent variable of agessource FCP type and the dependent
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variable of source-recipient dyad type. The tedicated that there was no overall significant

association;(2 (9,n=82) =9.90p = .36,V = .20. It should be noted that separate one-way ch

square tests appeared to indicate that (a) theme laer consensuah & 11) message sources
and higher pluralisticn(= 31) message sources than would be expep%e(&, n=83) =9.68p

=.022, and (b) although sons were about as liteehgceive messages from female caregivers (

= 18) as from male caregivers£ 15), daughters were more likely to receive mgssdrom

female caregivers(= 44) than male caregivens € 5),x2 (3,n=82) = 40.44p < .001.

RQ2 inquired about the presence of a third sekersessage type that promotes both
abstinence and contraception usage (i.e., combmatessage). Of the reported 83 safe-sex
messages from caregivers, there were 16 abstimeessages (19.28%), 42 contraception
messages (50.60%), 17 combination messages (20.48%0gight “other” messages (9.64%).
Overall, combination messages comprised 20.48%e088 safe-sex messages reported by
participants. Thus, it appeared that this thirdgage category was often present in caregiver-
child safe-sex communication.

RQ3 asked if there was a relationship betweensatenessage type (i.e., abstinence,
contraception, combination) and message sourcetyieR A two-way chi-square was

conducted with the independent variable of messagece FCP type and the dependent variable

of safe-sex message type. The test was not sign’rﬁy;2 (6,n=75)=3.90p=.69,V=.16. The
FCP type of the message source did not appearreldied to the likelihood of receiving one
safe-sex message type more than any other.

RQ4 questioned whether there was a relationstipdssn the source-recipient dyad of

safe-sex interactants and the type of safe-sexagessommunicated to adolescent children. A
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two-way chi-square was conducted with the independariable of source-recipient dyad type

and the dependent variable of safe-sex messageTgpeaesult was not significaer (6,n=

75) = 3.25p =.78,V = .15. The source-recipient dyad type of safeisexractants did not
appear to be related to the likelihood that one typsafe-sex message communicated by
caregivers would be received any more than thergthe
Hypotheses 2-4 and Research Questions 5-7: Safe-8@mmmunication Outcomes

H2 predicted that adolescents with high-conformigssage sources, compared to those
with low-conformity message sources, would repaythigher response efficacy, (b) higher self-
efficacy, and (c) more favorable attitudes regaydiaregivers’ safe-sex messages. Independent-
samples t-tests were used to test the hypothegbsthe independent variable of message source
conformity orientation (i.e., high conformity origtion versus low conformity orientation);
three separate tests were conducted with the depeudriables of response efficacy, self-

efficacy, and attitude. The results demonstratatdsponse efficacy differed significantly

between high- and low-conformity message soutd@f)) = -2.09p = .04,r2 =.052, albeit not

in the predicted direction. Participants who reedimessages from high-conformity sourdds (
=5.66,SD = 1.07) reported significantly lower responsegaitly scores than participants who
received messages from low-conformity sourd¢s(6.10,SD = 0.85). In addition, the means
for response efficacy appeared to indicate thatgpaants who received messages from high-
conversation sourcedi(= 6.21,9D = 0.80) reported higher scores compared to thatbelow-
conversation sourcedi(= 5.65,3D = 1.03). Given this, it seemed plausible thatdifierence
was between two particular message source FCP: tlypegeen the high-conversation, low-
conformity (i.e., pluralistic) type and the low-a@rsation, high-conformity (i.e., protective)

type. To probe this, a post hoc ANOVA was conduckesults indicated that response efficacy
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scores were significantly different among the mgesaource FCP typels,(3, 78) = 3.27p =
.025,r]2 =.112. A comparison test using Tukey's HSD inthdathat the significant differences

indeed were between pluralistid & 6.29,9D = 0.74) and protective = 5.49,9D = 1.11)

message sources. Participants with high-conforsatyces did not differ from participants with

low-conformity sources in reports of self-efficacy8l) =-1.11p= .269,r2 =.015, or attitude,

t(81) =0.12p= .91,r2 = .00, were not significantly different. Thus, ttheta refuted H2a and

were inconsistent with H2b and H2c.

Similar to H2, RQ6 asked whether the type of saferaessage communicated by
caregivers impacted children’s (a) response efficé) self-efficacy, and (c) attitude. One-way
ANOVAs were used to test the research questioin thig independent variable of safe-sex
message type; three separate tests were condocteach outcome variable. The results

indicated that safe-sex message type was not assoavith differences in response efficagy,

(2, 71) = 0.60p = .55,n° = .017, self-efficacyE (2, 72) = 0.31p = .74,n° = .008, or attituder

(2, 72) =0.65p = .53,r]2 =.018. Thus, the data did not provide evidenceafelationship

between safe-sex message type and (a) resporsacgff{b) self-efficacy, or (c) attitude.

H3 predicted that adolescents in high-conformityifees would be more likely than
those in low-conformity families to intend to complith caregivers’ safe-sex messages. A one-
way ANOVA was conducted with the independent vdeald message source conformity
orientation and the dependent variable of intentitocomply with the message. The test
indicated that participants with high-conformityusces were not significantly different from

participants with low-conformity sources in intemtto comply with caregivers’ messages,

(81) =-1.55p= .12,r2 =.029. Thus, the data were not consistent withA$3with H2a, the
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means for intent appeared to indicate that tho#ie high-conversation message sourdéds=(
5.62,3D = 1.06) reported higher scores compared to thatelow-conversation sourceM(=
5.09,SD = 1.05). As opposed to the results of H2a, howdwerause the test of H3 illustrated
that message source conformity orientation wasssbciated with higher or lower intentions to
comply, it was not considered in the post hoc aislyA post hoc t-test indicated that
participants with high-conversation message sowegasted significantly higher intentions to

comply with caregivers’ messages than participaiits low-conversation message sourdes,
(81) = 2.31p = .023,° = .062.

Similar to H3, RQ7 asked whether the type of saferaessage communicated was
related to teens’ intention to comply with the naggs A one-way ANOVA was conducted with
the independent variable of safe-sex message typéha dependent variable of intention to

comply with the message. The test illustrated shét-sex message type was not associated with
differences in intention to comply with caregivemsessages; (2, 72) = 1.22p = .30,r]2 =

.033. As such, the data were not consistent wghtantial relationship between safe-sex
message type and intent.

RQ5 asked about the associations among sourqaenecdyad and children’s reported
(a) perceived response efficacy, (b) perceivededétfacy, (c) attitude, and (d) intention to
comply with the message. One-way ANOVAs were usdedt the research question, with the
independent variable of source-recipient dyad tgpeearate tests were conducted for each

outcome variable. The results demonstrated thateeecipient dyad type was not related to

differences in response efficady(3, 77) = 0.04p = .99,r]2 =.001, self-efficacy- (3, 78) =

047,p= .71,r]2 =.018, attitudek- (3, 78) = 0.47p = .71,r]2 =.018, or intentf- (3, 78) = 0.20,
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p= .90,r]2 =.007. Thus, the data suggested that there wassuxiation between source-

recipient dyad type and the outcomes reported bycjgnts.

H4 predicted that adolescent children’s intentimnsomply with caregivers’ safe-sex
messages would be predicted by their reports gi€ejeived response efficacy, (b) perceived
self-efficacy, and (c) attitude. Multiple regressiorocedures were used to test the hypothesis,
with the independent variables of response efficaelf-efficacy, and attitude predicting the
dependent variable of intention to comply with thessage. Control variables were entered into
the first block of the model. These included agadg, number of siblings, and sex of the

participant; formal sex education (i.e., grade ol education was received; primary message

of the educatiogr’); and religiosity (i.e., Duke University Religiondex; Koenig & Blssing,

2010;0 = .88). The independent measures (i.e., respdfisacy, self-efficacy, attitude) were
entered into the second block. Although not predich H4, female and male caregivers’
conversation and conformity orientation scores vatse included in the second block. Although
not explicitly hypothesized, interaction effectsreveonsidered, and the interactions among the
variables in the second block were entered intdhihid and final block of the model. Response
efficacy, self-efficacy, attitude, female and medeegiver conversation orientation scores, and
female and male caregiver conformity orientatioores were mean-centered prior to
constructing the models (Cohen, Cohen, West, & AiRO03). The results of the regression
model, which are depicted in Table 6, illustrateat the first and third blocks of the model were
not significant in predicting participants’ intemiis to comply with caregivers’ messages. As
such, the results reported in this paragraph foouthe second block of the model which alone
accounted for 60% of the variance in intent to clympth the safe-sex message. Consistent with

H4a and H4c, response effica@y=£ .52,t = 4.82,p <.001) and attitudg3(= .23,t =2.18,p =
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.034) were significant predictors of intention tnply with caregivers’ messages. The results

were not consistent with H4b—self-efficacy was aaignificant predictorf{ = .14,t = 1.39,p =

.17). Additionally, caregivers’ conversation andchfymity orientation scores were not

significant predictors.

Table 4.1 Multiple Regression Analysis for Intentio Comply with Caregivers’ Safe-Sex
Messages
B S B t s

Block 1: Control variables
Age 0.13 0.25 14 0.52 .06
Current grade -0.06 0.21 -.08 -0.29 -.04
Number of siblings 0.12 0.11 14 1.12 A3
Formal education message -0.04 0.33 -.02 -0.13 -.02
Grade when education received -0.08 0.10 -11 -0.79 -.09
Sex -0.27 0.30 -.13 -0.92 -11
Religiosity 0.11 0.07 .18 1.50 .18

F(7, 65) = 0.75p = .63,R” = .075, adjuste& = .00

Block 2: Predictor variables
FCV 0.06 0.09 .06 0.68 .05
FCF 0.10 0.10 A1 1.01 .08
MCV -0.03 0.08 -.04 -0.41 -.03
MCF -0.12 0.10 -14 -1.14 -.09

Note. N = 83.sr = semipatrtial correlation; FCV = Female caregis@nversation

orientation; FCF = Female caregiver conformity otation; MCV = Male

caregiver conversation orientation; MCF = Male garer conformity orientation.

All variables in Blocks 2-3 are mean-centered. ©Omte variable = Intention to

comply with caregivers’ messageg.< .05. **p < .001.
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Table 4.1 (cont'd)

B SE B t S
Response efficacy 0.60 0.12 5P 4.82**.36
Self-efficacy 0.14 0.10 15 1.39 .1
Attitude 0.30 0.14 23| 2.18% .16
Fehangé?, 58) = 15.53p < .001,Rchange= 603, adjuste®” = .600
Block 3: Interactions
FCV X FCF -0.01 0.14 -.01 -0.04 -.00
FCV X MCV 0.04 0.13 .06 0.29 .02
FCV X MCF -0.10 0.16 -.15 -0.64 -.05
FCF X MCV -0.07 0.12 -12 -0.57 -.04
FCF X MCF 0.01 0.09 .01 0.09 .01
MCV X MCF 0.21 0.12 37 1.78 14
FCV X Response efficacy 0.23 0.18 27 1.29 10
FCV X Self-efficacy -0.01 0.16 -13 -0.61  -.0b6
FCV X Attitude -0.00 0.20 -.00 -0.01 -.00
FCF X Response efficacy 0.10 0.21 10 0.49 .04
FCF X Self-efficacy 0.09 0.13 A2 0.60 .05
FCF X Attitude -0.14 0.26 -.13 -0.54 -.04
MCV X Response efficacy 0.11 0.17 12 0.67 .05
MCV X Self-efficacy -0.14 0.13 -.22 -1.07 -.08
MCV X Attitude -0.10 0.22 -.10 -0.45  -.03
MCF X Response efficacy 0.19 0.21 24 0.95 .07
MCF X Self-efficacy -0.15 0.16 -.25 -0.9Yy -0y
MCV X Attitude -0.09 0.26 -.10 -0.34  -.03
Response efficacy X Self-efficacy 0.03 0.1b .04 20.2 .02
Response efficacy X Attitude -0.45 0.21 -50 -2.14*.16
Self-efficacy X Attitude 0.33 0.22 41 1.52 A2
Fehangé21, 37) = 0.89p = .60,R change= -108
The overall modelF(35, 37) = 3.89p < .001, adjusteﬁt2 =.584
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DISCUSSION

This project examined the associations among p&ores of family communication
patterns, safe-sex message content, and persuagmmmes of caregiver-child safe-sex
discussion. The results are discussed as theg telatafe-sex communication in general and
FCP theory in particular, with focus on the intetge of FCP theory and caregiver-child safe-
sex communication. Practical and theoretical ingtians, future research directions, and study
limitations are discussed in turn.
Caregiver-Child Safe-Sex Communication

The argument here is that caregiver-child safeesaxmunication is inherently
persuasive in that safe-sex talks consist of ceeegiseeking to influence their children’s sexual
attitudes and behaviors. Literature was revieweghin an understanding of safe-sex message
features, and two types were distinguished: abst@enessages and contraception messages.
Some research suggested that these messages thegoewsccur (Lefkowitz et al., 2003). Thus,
RQ2 asked about the forms that safe-sex messdgessteecifically inquiring about the
existence of a third message type (i.e., combinatibhe findings presented here suggest that
parents do communicate messages that promote bstinence and contraception methods in
one message. To further examine the persuasivecirtip these differing messages have, RQ6
and RQ7 asked whether safe-sex message type vemsadsd with response efficacy, self-
efficacy, attitude, and intention to comply withreégivers’ messages. The results were
nonsignificant. Although previous research has eraththe effect that family communication
about sex has on sexual beliefs and behaviorstiDiéb al., 2003; Wright, 2009), no known
study has examined the impact of safe-sex messaty@rés (e.g., focus on abstinence versus

contraception methods). The results of this stugygsest that the type of safe-sex message
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chosen by caregivers does not impact persuasiveage®utcomes: the teenage participants did
not have higher or lower perceived response efficdchigher or lower perceived self-efficacy
regarding, more or less favorable attitudes towardhjgher or lower intentions to comply with
one message type compared to any other.

Previous research on safe-sex communication Bamated that sons and daughters may
receive different types of messages (Martinez.e2lL0) and that female caregivers typically
engage in more caregiver-child safe-sex discudbi@am male caregivers (Dilorio et al., 1999;
Raffaelli et al., 1998). Given the potential impatthe source-recipient dyad makeup (e.g., male
caregivers and sons, female caregivers and dagglaeisafe-sex communication and persuasive
outcomes, RQ4 and RQ5 asked whether source-retighad type was associated with
communication of different safe-sex message tygsponse efficacy, self-efficacy, attitude, and
intentions to comply with caregivers’ messages.uRgslemonstrated that here there were no
such relationships. However, the data did inditiaé for daughters, female caregivers were
more likely than male caregiver to serve as satersessage sources. Although male and female
caregivers may not differ in safe-sex message ts@teand the makeup of interactants may not
impact discussion outcomes, it is still noteworthat, at least for daughters, biological sex of the
caregiver matters. It may be that female caregigaddor daughters feel more comfortable
engaging in safe-sex talks with a member of theessex (Dilorio et al., 1999) or that female
caregivers, more than male caregivers, are knowlgng about and confident with engaging in
safe-sex discussions (Miller et al., 2009). Biotadjisex of caregivers and children were also

considered in relation to FCP theory; this is désad in the following section.
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Family Communication Patterns, Safe-Sex Communicatn, and Persuasive Outcomes
Tenets of family communication patterns (FCP) themrided the rationale for why some
caregivers may be more likely to engage in safedsgoussions with children and why messages
from different caregivers may be perceived as nooless persuasive by children. H1 predicted
that high-conversation caregivers would be morelyikhan low-conversation caregivers to
engage in safe-sex communication. The data sugpthi® prediction. Male and female
caregivers who communicated safe-sex messagesweeeelikely to be perceived as high in
conversation orientation by their children. In didoh, it appears that of the 121 male caregivers
who were perceived as low in conversation orieatgatimost (71.90%) did not serve as safe-sex
message sources; in a similar vein, of the 87 feroategivers who were perceived as low in
conversation orientation, more than half (55.95%)rbt serve as safe-sex message sources.
These results are consistent with the assumptetridgiv-conversation families, compared to
high-conversation families, are less likely to eygan discussion about deeply personal topics
(Fitzpatrick & Ritchie, 1994; Koerner & FitzpatricR006). In sum, predispositions toward open
and frequent communication appear to matter ingevhtommunication of safe-sex messages.
With regard to the makeup of safe-sex communinahteractants and the content of
safe-sex messages, RQ1 asked whether the FCPftipesafe-sex message source was
associated with source-recipient dyad type and B€j&d whether message source FCP type
was associated with safe-sex message type (igtinabce, contraception, combination). Both
tests were nonsignificant, suggesting that messagee FCP type was equally related to the
makeup of interactants (e.g., mother-daughter amith@n-son communication were equally

likely to involve pluralistic sources) and the sax message type communicated (e.g.,
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consensual sources were equally likely to commuaiabstinence messages and contraception
messages).

Although caregivers’ FCP type may be associated willingness to discuss safe sex
and message source FCP type may be related togsieasive outcomes as discussed below,
there appear to be no relations among messagessBGre type, safe-sex message selection, and
source-recipient dyad type. It may be the caseddiatsex message selection is impacted by
other factors, such as caregivers’ own values apdreences. For example, a more conservative
caregiver may believe sexual intercourse should wsil marriage, while a caregiver who has
had premarital sex may promote condom usage. Adih&iCP theory assumes that family
members will communicate in ways consistent witiirtkonversation and conformity
orientations (e.g., Koerner & Fitzpatrick, 2002 existing beliefs and values of family
members—other than those pertaining to communicat@re beyond the scope of the theory.
More specifically, FCP primarily is concerned witbgnitive representations of communication
behavior that are formed through repeated famiigraction (Koerner & Fitzpatrick, 2002a).
When considering makeup of interactants, safe-eexhaunication might be gendered in a way
that is also not within the scope of FCP—the thesmot meant to offer a rationale as to why
one dyad type (e.g., male caregiver and son) nugimmunicate more frequently or differently
than another (e.g., female caregiver and son).

The main goal of this study was to examine theyweesive nature of caregiver-child safe-
sex communication. As such, the impact that messagee FCP type might have on persuasive
outcomes (i.e., response efficacy, self-efficatiytuae, intention to comply) was considered. H2
and H3 predicted that adolescents with high-confiyrmessage sources, compared to

adolescents with low-conformity message sourcesdweeport higher response efficacy, self-
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efficacy, and attitudes regarding caregivers’ mgssand higher intentions to comply with
caregivers’ messages. The results indicated thasages from high-conformity sources,
compared to low-conformity message sources, werassmciated with higher response
efficacy, self-efficacy, attitude, or intentionsowever, for response efficacy, results were in the
opposite direction of that predicted—participanthiow-conformity message sources reported
higher scores than those with high-conformity searcin addition, the means for message
source conversation orientation appeared to inglitett messages from high-conversation
sources, compared to low-conversation sources, ngher in response efficacy and intentions
to comply. Post-hoc analyses indicated that (d)gyeants with pluralistic message sources
reported significantly higher response efficacyresdhan participants with protective sources
and (b) participants with high-conversation messageces reported significantly higher
intentions to comply than participants with low-gersation sources. These results suggest that
there may be something about the crossing of ceatien and conformity orientations, in
general, and perceived conversation orientatiopamicular, that are associated with outcomes
of caregiver-child persuasion.

In understanding the finding regarding responseay, it is important to consider the
nature of pluralistic and protective family typ&uralistic families are characterized by an
environment of open communication in which childoam freely express ideas and participate
in family decisions; caregivers in these familiesd to explain their decisions, such as why they
think children should behave in a certain way, dtitnately accept children’s choices (Koerner
& Fitzpatrick, 2006). Protective families, on thiner hand, are hierarchical in nature and
children are expected to conform to caregiverguatés without question; caregivers in these

families ultimately do not rationalize their deciss and expectations (Koerner & Fitzpatrick,
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2006) and children in this family type are moreshkto be influenced by sources external to the
family (Fitzpatrick & Ritchie, 1994). It is likelyhat these patterns of communication impacted
the outcomes of safe-sex communication. Outcomeareigiver-child persuasion—such as
response efficacy—might be best considered atethe bf family type, rather than the level of
conformity orientation. Indeed, Koerner and Fitzgat(2002a) state that, when studying family
communication, “it is not sufficient to know onlgrje orientation]; it is as well necessary to
know the other” (p. 86). Understanding the intamacbf conversation orientation and
conformity orientation (i.e., considering commutica at the level of family type) may yield a
better theoretical understanding of caregiver-chdtk-sex communication than either dimension
can on its own.

However, the finding regarding intentions to compiyh caregivers’ messages does not
fully support the preceding claim. For intentioncomply, message sources’ conversation
orientation mattered more on its own than did tlessing of the orientation dimensions. It is
not surprising, though, that participants with higinversation sources reported higher intent
than participants with low-conversation sourceve@ithat consensual and pluralistic
communicators spend time rationalizing their decisj rather than implicitly demanding
homogeneity of attitudes (i.e., protective) or agfimg from involvement in family members’
lives (i.e., laissez-faire), this finding is corteist with the idea that parental reasoning is
associated with child internalization of attitudesl behaviors (Hoffman, 1975). Though
conformity orientation mattered for response efficat may be the case that, in the context of
family persuasion, the conversation orientatiothefmessage source is the primary predictor of

outcomes.
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Finally, this study also considered whether pgrtiais’ intentions to comply with
caregivers’ messages might be predicted by the prsuasive outcomes of interest (i.e.,
response efficacy, self-efficacy, and attitude).gtiddicted that participants’ reported intentions
to comply with caregivers’ safe-sex messages wbalgredicted by their reported response
efficacy, self-efficacy, and attitude regarding thessage. Data analysis indicated that response
efficacy and attitude were significant predictofsntentions to comply. This suggests that
participants’ perceived effectiveness of and atesitoward the safe-sex method (e.g.,
abstinence or condom use) promoted by caregivagsliapredicted their intentions to comply
with caregivers’ messages.

It is possible that caregivers characterized btageFCP types might be more or less
effective at influencing children to comply withrgaasive messages. Because high-conversation
(i.e., consensual and pluralistic) families putsidarable effort into explaining their decisions
(Koerner & Fitzpatrick, 2002a, 2006), these typkEsessage sources may be especially adept at
increasing children’s perceptions of response a&fffaegarding health behaviors (e.qg., practicing
safe sex). For example, beyond simply recommenitiiaigchildren use a specific safe-sex
strategy, high-conversation message sources mugliti@ally explain why their promoted
method is effective. Regarding attitude, althoumjinconformity (i.e., consensual and
protective) families promote homogeneous attitiadets beliefs (Koerner & Fitzpatrick, 2002a,
2006), conversation orientation seems to play gontant function in the adoption of
caregivers’ values. More specifically, because tmmversation families, and protective families
in particular, are not concerned with conceptuatena and rationalizing decisions (Koerner &
Fitzpatrick, 2006) and children tend to be influethdy sources outside the family (Fitzpatrick &

Ritchie, 1994), low-conversation message sourcgsnobbe particularly successful at shaping
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or changing children’s attitudes. However, becdugh-conversation (i.e., consensual and
pluralistic) caregivers rationalize decisions (Kuoar& Fitzpatrick, 2006), children may be more
prone to adopting caregivers’ recommended beliefsadtitudes. In any case, the results of this
study suggested that low-conversation messageeuaright have less success in persuading
children about healthy sexual behavior than otjy@es of message sources.
Implications and Directions for Future Research

This thesis yielded a number of theoretical aratpecal implications regarding
caregiver-child safe-sex communication. Firstrévd from FCP theory to examine caregiver-
child safe-sex communication and consequentlyr@sea above, caregiver-child persuasion. As
it stands, scholarship on the intersection of pesgun and family communication remains
underdeveloped. Although caregiver-child persuateods to consider parental strategies and
child resistance (Wilson & Morgan, 2004), resedrah yet to fully examine the communicative
processes in caregiver-child persuasion. The stejlyrted here was focused on explicitly
defining and investigating caregiver-child persaadi.e., communication from a primary
female caregiver and/or primary male caregiver ihateant to shape, reinforce, or change
her/his/their child’s long-term attitudes and/ohaeiors) in the context of patterned family
communication. The results suggested that FCPasaganue through which to make predictions
about outcomes of caregiver-child persuasion, tibeinexpected ways. Given the outcomes
reported by participants with high conversation sages sources, in general, and pluralistic and
protective message sources, in particular, it neathb case that conversation orientation and the
family type of caregivers is more important to pasve exchanges than conformity orientation
is on its own. Future research in this area shmfide the definition of caregiver-child

persuasion presented here and further investigatprocesses underlying this type of
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persuasion. Additionally, future research mightsider theoretical constructs from the
persuasion literature, rather than solely fromféimeily communication literature.

Second, this study adds to scholarship in the @reafe-sex communication. Data
analysis suggested that (a) children’s intentionsoimply with caregivers’ safe-sex messages are
largely predicted by their perceived response a€fycand attitudes toward the messages’
recommendations, (b) children with pluralistic .(ileigh conversation, low conformity) message
sources reported higher response efficacy thadremlwith protective (i.e., low conversation,
high conformity) sources, and (c) children withhrigpnversation sources, compared to those
with low-conversation sources, reported highemtss to comply. During formal education,
sex educators should consider (a) the roles tlsabrese efficacy and attitude play and (b)
involving and guiding caregivers. Educators mags$geecially successful at instilling healthy
sexual behaviors if they stress the effectivenéssfe-sex methods and work to shape positive
attitudes. Also, it might benefit children’s devetoent of sexual attitudes and behaviors if
education involves caregivers such that educasm@nmend that families discussing sex keep
lines of communication open and potentially redineerole of caregiver authority. Future
research should examine the interrelationshipeyasive outcomes more carefully, and
scholars interested in safe-sex communication natga examine the impact of different
message types (e.g., abstinence versus combimagesages) on persuasive outcomes of safe-
sex discussion and general aspects of safe-sex goivation (e.g., children’s perceptions that
parents are being invasive) that may negativelyachputcomes.

Limitations
Although the study reported here adds to thedlitee on family persuasion and safe-sex

communication, a number of limitations were inheiants design. First, although the definition
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of caregiver-child persuasion concerned enduritiwdées and behavior, measuring such
outcomes was beyond the scope of this project.drRéitlan assess these outcomes, children’s
initial intentions to comply with caregivers’ sadex messages were measured. In the future, a
panel study would allow researchers to assesstlemg-attitudes and behaviors. Second, the
analyses related to message source FCP and pgesoagtomes should be considered in light
of the unequal numbers of source FCP types. Ththage numbers were not drastically
different, future research might consider createahniques for obtaining exact numbers of each
FCP type, such as an experiment in which messageesand message features are
manipulated to match the communication style ohdamily type.

Third, it is possible that safe-sex discussiotugriced perceptions of family
communication patterns, rather than the directioslationship discussed throughout the thesis.
More specifically, those caregivers who served assage sources may have been perceived as
being higher in conversation orientation simplydnese they engaged in discussion of a sensitive
topic. Among caregivers who served as messageesyuhe percentage who measured as high-
and low-conversation was fairly equal (50.6% andl4@ respectively). However, this
percentage was not the same for all caregiverda¥2&nd 71.9%). Most notably, the distribution
of pluralistic and protective caregivers differ&d.35% of message sources were pluralistic and
25.3% of message sources were protective, whef88% of all caregivers were pluralistic and
41.81% of all caregivers were protective. Thus)algh this thesis follows FCP theory’s
assumption that caregivers’ FCP types impact th#ingness to discuss sensitive topics, the
case could be made that the discussion of safafepted participants’ perceptions of their
caregivers’ FCP types. Future research should masthe directionality of the relationship

between discussion of sensitive topics and per@epdf conversation orientation.
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CONCLUSION

Family safe-sex discussion is an important comgatiie process through which
children may develop healthy sexual beliefs andalsins. This thesis conceptualized safe-sex
talks as caregiver-child persuasion and appliedlyacommunication patterns theory to
investigate the message content, makeup of intare;tand outcomes of family safe-sex
discussion. The results suggested that caregivennare likely to engage in safe-sex talks if
they value open communication (i.e., high convéessagt children’s perceived response efficacy
and attitude regarding caregivers’ messages aoeiassd with intentions to comply with the
message; and high-conversation message sourcelsenmagre successful at influencing children
than low-conversation message sources. Futurerobsisaneeded to better understand the

underlying communicative mechanisms and outcomesi@giver-child persuasion.
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NOTES

! The RFCP scores found in Fitzpatrick and Ritcth@9@), and reported in Koerner and

Fitzpatrick (2002b), were assessed using five-patates; as such, these reported means were

transformed to fit a seven-point scale before daeeg were placed into their FCP types.

2 Readers may question why the majority of analysessed only on the respondents

who reported the content of safe-sex messagegpased to all individuals who reported
receiving a messaga € 91)—specifically, why not include all 91 indiwidls when testing H2,
H3, H4, RQ1, and RQ5? The argument could be maatgtrticipants who did not remember
message content might have been impacted benBfibiakexual discussion, despite not
remembering the safe-sex message word-for-word.gdevy these individuals might not have
reported the content of caregivers’ messages mmnaber of reasons: Participants may have
forgotten the content of the message, felt uncoralide recalling and sharing what they heard,
or simply misunderstood the questionnaire itemateel to these messages. Ultimately, it is

impossible to delineate this information. As a tesbese eight participants were excluded.

3 . . . .
The primary message of formal sex education wessagd using the same coding

scheme and procedures as those for categoriziegivars’ safe-sex messages. Of the 124
individuals who reported receiving formal sex edigg 122 respondents recorded the content
of messages; reliability for the subcategory codiRgppa = .87) was good, and disagreements
were resolved by the two coders. In the multipression model used to test H4, this was
included as a control variable by dummy codingrttessage type as being either the same as (1)
or different from (0) the type of message (e.gstimence) communicated by caregivers. The

rationale behind this decision was that formal egxcation message type, on its own, was not
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significantly associated with respondents’ intemsido comply with caregivers’ message&s,

79)=0.21p= .91,112 = .007. Yet it seemed plausible that receivingshme message from

caregivers and formal educators may enhance pevospif that message, whereas differing
messages from these two sources might countemanibact of one another. However, separate
t-tests showed no significant differences betweesdlwho received the same safe-sex messages
and those who received different messages for atheamutcome variables. Although this
suggested that formal sex education messages maynbasignificant association with

perceptions of caregivers’ messages, this contmehlile was retained.
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APPENDIX A

Table A.1 Survey ltems

Revised Family Communication Patterns Scale

Conversation-Orientation Items — Female Caregiver

My primary female caregiver and | often talk abtmgics like politics and religion, where

one person disagrees with the other. (Item drofmed analyses.)

My primary female caregiver often says things likeyery member of the family should

have some say in family decisions.” (Dropped.)

My primary female caregiver does not often ask mpyion when the family is talking abou

something.*

My primary female caregiver encourages me to chg#eher ideas and beliefs.

My primary female caregiver often says somethikg,li'You should always look at both

sides of an issue.”

| do not usually tell my primary female caregivenat | am thinking about things.*

| can tell my primary female caregiver almost amygh

Note. Unless otherwise noted, all items in this appemeire assessed by
reporting agreement on a seven-point, Likert-tyga@eswith the anchorgrongly
disagree (1) andstrongly agree (7). Attitude items were measured using a
semantic differential scale, with anchors rangmug 1 (e.g., bad) to 5 (e.g.,
good). * denotes reverse-scored items. ** denopesmeended questions. ***
denotes a response that was assessed using castiaata other than a Likert-

type or semantic differential scale.
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Table A.1 (cont’d)

In our family, my primary female caregiver and | miat often talk about our feelings and

emotions.*

My primary female caregiver and | often have loradaxed conversations about nothing ir

particular.

| really enjoy talking with my primary female caregr, even when we disagree.

My primary female caregiver does not like to hegropinions when she does not agree with

me.* (Dropped.)

My primary female caregiver encourage me to expmggs$eelings.

My primary female caregiver tends to be very opeoua her emotions.

My primary female caregiver and | often talk abthuhgs we have done during the day.

In our family, primary female caregiver and | dd néien talk about our plans and hopes for

the future.*

Conversation-Orientation Items — Male Caregiver

In our family, my primary male caregiver and | oftlk about topics like politics and

religion where one person disagrees with the o{ll¥npped.)

My primary male caregiver often says things likeéyéry member of the family should hay

[¢7)

some say in family decisions.”

My primary male caregiver does not often ask mymm when the family is talking about

something.*

My primary male caregiver encourages me to chadldng ideas and beliefs.

56



Table A.1 (cont’d)

My primary male caregiver often says something, li®u should always look at both sides

of an issue.”

| do not usually tell my primary male caregiver wham thinking about things.*

| can tell my primary male caregiver almost anythin

In our family, primary male caregiver and | do often talk about our feelings and

emotions.*

My primary male caregiver and | often have lon¢ggxed conversations about nothing in

particular.

| really enjoy talking with my primary male caregiy even when we disagree.

My primary male caregiver does not like to hearapynions when he does not agree with

me.* (Dropped.)

My primary male caregiver encourages me to exprgsteelings.

My primary male caregiver tends to be very operuabs emotions.

My primary male caregiver and | often talk aboun¢fs we have done during the day.

In our family, primary male caregiver and | do often talk about our plans and hopes for

the future.*

Conformity-Orientation Items — Female Caregiver

My primary female caregiver often says things liRéu’ll know better when you grow up.

My primary female caregiver often says things likdy ideas are right and you should not

guestion them.”

My primary female caregiver does not feel thas itnnportant to be the boss.* (Dropped.)
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Table A.1 (cont'd)

When anything really important is involved, my parm female caregiver does not expect

me to obey without question.* (Dropped.)

In our home, my primary female caregiver usually tiee last word. (Dropped.)

My primary female caregiver often says things likke child should not argue with adults.”

My primary female caregiver often says things likehere are some things that just

shouldn’t be talked about.”

My primary female caregiver does not become iedawith my views if they are different

from hers.* (Dropped.)

My primary female caregiver often says things ItRéu should give in on arguments rath

than risk making people mad.”

If my primary female caregiver does not approve, gbes not want to know about it.

When | am home, | am not expected to obey my pyrfemale caregiver’s rules.*

(Dropped.)

Conformity-Orientation Items — Male Caregiver

My primary male caregiver often says things likép(’ll know better when you grow up.”

My primary male caregiver often says things likely‘ideas are right and you should not

guestion them.”

My primary male caregiver does not feel that imiportant to be the boss.* (Dropped.)

When anything really important is involved, my parg male caregiver does not expect m

to obey without question.* (Dropped.)

e

In our home, my primary male caregiver usually thaslast word.
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Table A.1 (cont’d)

My primary male caregiver often says things lik&,child should not argue with adults.”

My primary male caregiver often says things likEhére are some things that just shouldr

be talked about.”

Il

My primary male caregiver does not become irritatétht my views if they are different

from his.*

My primary male caregiver often says things liképli should give in on arguments rathe

than risk making people mad.”

If my primary male caregiver does not approve, besthot want to know about it.

When | am home, | am not expected to obey my pymaale caregiver’s rules.* (Dropped

N—r

Parents’ Safe-Sex Messages

Has your primary female caregiver ever talked to gbout safe sex? (Yes/No)

Has your primary male caregiver ever talked to gbaut safe sex? (Yes/No)

If yes to either of the previous two questionghi best of your ability, please recall and
write down what your caregiver(s) most recentlgtpbu about safe sex. Please make

sure you only write down the most recent message.**

Which caregiver told you this? (Primary male cavegPrimary female caregiver/Both)

Approximately how many months ago did your caregs)etell you this?

Do you think your caregiver(s) was trying to pexseigou?

If not, what was his/her/their goal?

Please rank, from™to 7", your most important sources of sex-related conication:
(Primary female caregiver/Primary male caregivdliBgs/Friends/School/Religious

figures/Media)
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Table A.1 (cont’d)

Who is your most influential caregiver? (Femalesgarer/Male caregiver)

Perceived Response Efficacy

| am confident that the safe-sex strategy my caez(g) told me to use will protect me.

There is not much that this safe-sex behavior cato ghrotect me.*

Using the safe-sex behavior is effective in protecime.

The safe-sex behavior my caregiver(s) told me &isisin effective strategy.

Perceived Self-Efficacy

The safe-sex strategy my caregiver(s) asked medasieasy for me to do.

Using the safe-sex strategy is inconvenient forrme.

The safe-sex behavior is difficult for me to do.*

| am easily able to use the safe-sex strategy.

Attitude

On the scales below, rate how you feel about the safe-sex behavior that your caregiver(s)

asked you to use.

The behavior is bad/good.

The behavior is unfavorable/favorable.

The behavior is pleasant/unpleasant.*

The behavior is positive/negative.*

Intention to Comply

At the time my parent(s) talked to me about sake kdid not intend to do what they told

me.*

When my parent(s) talked to me about safe sexgrin@d to act exactly as they requested
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Table A.1 (cont’d)

When my parent(s) talked to me about safe sexgitldd to try doing what they wanted.

Additional Questions

How old are you?***

What grade are you currently in?***

What is your sex? (Male/Female/Transgender)

How many siblings do you have?***

How would you best describe your primary femalegarer? (Biological mother/Adoptive

mother/Step-mother/Other)

How would you best describe your primary male caes@ (Biological father/Adoptive

father/Step-father/Other)

Have you received any formal sex education fronr gahool? (Yes/No)
If yes, what was the primary message the educatomnunicated to you?**

In what grade did you receive the education?***

Religiosity Measure — Duke University Religion Indé€Intrinsic Religiosity Items)

In my life, 1 do not experience the presence ofldinene (i.e., God).*

My religious beliefs are what really lie behind mvizole approach to life.

| try hard to carry my religion over into all othéealings in life.
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APPENDIX B

Table B.1 Descriptions of Unused Coding Subcategori

Message Category

Description

Abstinence

Direct Request

The message recipient should sifiyglyabstinent.”

Responsibilities

Family The message recipient should wait to haxeusdil they want
and/or are ready to begin a family or to have chiid
Consequences/ The message recipient should remain abstinent beche will

likely experience negative consequences (e.g.narexy) or deal

with emotional, physical, or financial responsiés.

Contraception

Sexual
History/Testing

The message recipient should discuss his/her afldenipartner’s
sexual histories before having sex; and/or the aggssecipient

and/or his/her partner should get tested for 3118, etc. before

having sex.
Other
Educational The message recipient discussed the process @fideut
Information

advocating a specific type of safe-sex method. Bigss talked
about the anatomy of males versus females, howdo u

contraceptive methods, and “what sex is.”

Note. Some subcategories were found in coding of fosealeducation

messages.
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