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Abstract
Background—Worldwide, the literature on sexual behaviour has documented associations
between gender-based relationship inequality and sexual communication ability and the actual use
of condoms or other contraceptives among young women. This study aimed to examine these
associations among undergraduate female students in the Mekong Delta of Vietnam.

Methods—A cross-sectional survey of 1181 female third-year students from two universities in
the Mekong Delta was conducted. Latent variable modelling and logistic regression were
employed to examine the hypothesised associations.

Results—Among the 72.4% of students who had ever had boyfriends, 44.8% indicated that their
boyfriends had asked for sex, 13% had had penile–vaginal sex and 10.3% had had oral sex. For
those who had had penile–vaginal sex, 33% did not use any contraceptive method, including
condoms, during their first sexual intercourse. The greater a student’s perception that women were
subordinate to men, the lower her self-efficacy for sexual communication and the lower her actual
frequency of discussing safer sex matters and asking her partner to use a condom. Sexual
communication self-efficacy was associated with actual contraceptive use (P = 0.039) but only
marginally with condom use (P = 0.092) at first sexual intercourse.

Conclusion—Sexual health promotion strategies should address the influence of gender
relations on young women’s sexual communication self-efficacy and the subsequent impact on
actual contraceptive and condom use.
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Introduction
Currently, about one-third of Vietnam’s population are young people between the ages of 15
and 25 years.1 In this rapidly changing society, young people’s perspectives on gender
relations and premarital sex have taken a more liberal turn, much more dramatically in cities
than in rural areas.1,2 According to the 2005 Survey Assessment of Vietnamese Youth
(SAVY) – the largest and most comprehensive youth health survey in Vietnam – about one-
fifth of young, unmarried women considered premarital sex acceptable.2 The overall rate of
premarital sex among young women was 4%. Some unpublished surveys have reported that
as many as 40% of female college students have premarital sex.1 Once they have had sex,
most young people continue having it.2 Although contraception knowledge has increased,
with a vast majority of surveyed individuals (97%) knowing at least one contraceptive
method, only around two-thirds of unmarried sexually active young people used
contraceptives, including condoms, at their first or last sex.2 Contraceptive use by female
undergraduate students at first sexual intercourse may be as low as 30%.1,3 Having
unprotected sex may place young women at increased risks for many health problems,
including early or unintended pregnancy, abortion, and sexually transmissible infections
(STIs), including HIV.

One risk factor for not using contraceptives or condoms, highlighted in studies and reports
from developing countries, is the woman’s lack of confidence and power to negotiate their
use.4–7 This lack is believed to be rooted in unequal or inequitable gender relations. In
Vietnam, there are few studies that have tested this hypothesis explicitly and quantitatively,
and those that have done so focus primarily on married women and women living in
northern or central Vietnam.8,9 Scientific studies on gender inequality and sexual relations in
southern Vietnam and in other institutions, such as universities, are limited.10 Although
female undergraduate students are more educated than their counterparts in the general
population, this education does not confer equal power in relationships11 nor enhanced
contraceptive or condom use. One review of HIV/AIDS risk among heterosexual
undergraduate students in the United States (US) showed that students rarely communicate
about condom use with their partners.12 In addition, levels of safer sex self-efficacy varied
and were inversely correlated with HIV transmission risk. Similarly, in several US studies,
non-communication was associated with not using contraceptives or condoms.13–15

Preliminary analysis of the association between perceived unequal gender relations and
female undergraduate students’ inability to discuss sexual matters with their boyfriends
revealed that female students from the Mekong Delta who agreed with the traditional gender
roles and norms had lower self-efficacy to refuse unwanted sex or to request condom use.16

One limitation of this analysis was that measures of students’ perceptions of gender relations
may have been inadequate or may not have reflected the most salient dimensions related to
gender equity. Moreover, the analysis was limited to the relationship between two scales:
adherence to traditional gender stereotypes and sexual self-efficacy, and was therefore not
able to examine actual sexual communication and practices. Using a larger, more rigorous
survey, we aimed to quantitatively re-examine the relationships among perceived gender
relations, sexual communication self-efficacy, actual sexual communication, and actual
contraceptive or condom use among female undergraduate students in the Mekong Delta.
We hypothesised that female students who perceived women as having a lower status than
men would have lower sexual communication self-efficacy with their boyfriends and, in
turn, would be less likely to use contraception or a condom at first sexual intercourse.
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Methods
Sample

We conducted a cross-sectional study among third-year female students at Can Tho
University and An Giang University, two large universities in the Mekong Delta. Third-year
students were targeted because they were not as busy with schoolwork as seniors, and the
likelihood of having had a boyfriend or having had premarital sex was higher than among
freshmen and sophomores, making statistical tests of our main hypothesis more feasible. In
each school, classes served as the primary sampling units. The universities provided lists of
all third-year classes by majors. Each class consisted of 30–50 students, including men and
women. We randomly selected about one-quarter of the classes in Can Tho University and
one-third of the classes in An Giang University in order to meet our desired sample size. We
invited all female students in the selected classes to participate. Participation rates were 94%
at Can Tho University and 99% at An Giang University.

Procedure
At Can Tho University, we invited the female students in one to three selected classes to
meet in a large lecture hall at predetermined times. At An Giang University, we attended the
selected classes at the end of the regular class period, asked the male students to leave, and
asked all female students to participate in the survey. We first described the purpose of the
study, confidentiality, and the benefits and risks of participation. Informed consent was
obtained from each student. Students answered an anonymous, self-administered
questionnaire, which took ~30 min to complete. No information that could identify
participants was collected. Only the researchers and research assistants were present to
answer questions while students took the survey. Upon completing the survey, each student
placed her survey into a white envelope and then into a large box located in the corner of the
room. The study was approved by both universities’ boards of rectors and by the
Institutional Review Board from the University of Texas – Health Science Center at
Houston (HSC-SPH-08–0548). Data were collected from March to April 2009.

Measures
Perceived subordination—To develop the measure for this construct, we grounded our
work in the Theory of Gender and Power,17 which comprises three critical structures of
gender relations: sexual division of labour, sexual division of power, and cathexis. Division
of labour includes social rules to allocate particular types of work to a particular gender,
such as unpaid housework and childcare for women. It also involves gender differentiation
in training, employment, types of jobs and promotion. Division of power comprises
authority, hierarchies, coercion and control over resources at different levels: national,
organisational, familial and interpersonal. This structure additionally takes cultural power
into account such as patriarchal order or the cultural classification of women as ‘weak’.
Cathexis depicts social sexual relationships between people manifested in social
sexualisation, prohibitions and incitements, beliefs, standards and expectations. To obtain
the salient dimensions of these structures in the target population, we conducted qualitative
research with eight groups of female undergraduates.11 From numerous dimensions of
gender relations in these qualitative results, we selected those which generated different
levels of agreement and different levels of acceptance (e.g. the view of housework as
women’s duty) to serve as possible measurement items.

Exploratory and confirmatory factor analyses using Analysis of Moment Structures (AMOS)
ver. 16.0.1 were conducted to assess each item’s validity in measuring the theoretical
structures and the subsequent general construct of ‘perceived subordination’.11 Items were
operationalised by asking students, ‘How much do you agree with these statements?’ The
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seven-point Likert-type response format ranged from ‘completely disagree’ to ‘completely
agree’. A second-order confirmatory factor analysis model showed a very good fit, in which
21 items in Table 1 loaded onto three corresponding first-order latent variables (inequity in
labour, unequal power and cathexis) and these three first-order factors loaded onto a single
second-order factor named ‘perceived subordination’. However, to identify a parsimonious
subset of critical items, we ran a further single-factor model, in which all 21 items were
loaded onto one latent construct of ‘perceived subordination’. We removed items that had
low standardised coefficients (<0.30), those that were only potentially applicable to a
subgroup or to a specific context (e.g. dating only), and those for which content was covered
by another item. As a result, 10 items were retained as a single measure of ‘perceived
subordination’ (Tables 1 and 2).

This single-factor model had a highly superior fit and was stable across 500 hypothetical
bootstrapping samples. The Cronbach’s coefficient α value measuring the internal
consistency reliability of scores for this 10-item scale was 0.71. We tolerated reliability
values around 0.70 because of the multidimensional nature of the latent construct ‘perceived
subordination’.

Sexual communication self-efficacy
Perceived self-efficacy has been defined as the confidence one feels about executing a
particular behaviour.18 Many health behaviour changes have occurred subsequent to
perceived self-efficacy enhancement.19,20 Utilising the instrument bank established by the
Center for HIV Identification, Prevention and Treatment Services (2006)21 of the University
of California at Los Angeles, we generated a contextually and culturally adapted measure
for sexual communication self-efficacy. This scale included items that measured one’s self-
efficacy in refusing sex and in initiating communication about contraceptive or condom use
(Table 2). Recognising that operationalising self-efficacy should be situation-specific,22 we
eliminated items about unlikely or inapplicable situations. For example, self-efficacy to
refuse sex with a new partner or when intoxicated were unlikely to be relevant because most
target subjects were unlikely to have had more than two sexual partners,16 and because there
was little evidence of the co-occurrence of drinking and having sex in this population.
Furthermore, we were more interested in assessing communication and negotiation for
multiple domains of sexual practices than in focusing on a single domain, such as condom
use, in different situations. The Cronbach’s α coefficient of this scale was 0.68.

Actual sexual communication
Three separate outcome variables for the sexual communication assessed the frequency of
discussing safer sex matters, the frequency of discussing contraceptive use and the
frequency of asking for condom use. With regard to discussing safer sex matters, we asked
currently dating participants, ‘How many times have you discussed safer sex matters with
your boyfriend(s) in the past month?’ The term ‘safer sex’ (an toàn tình dục) is commonly
used in sexual and reproductive health education programs in the south of Vietnam, and
generally implies not having penetrative sex and being protected from getting pregnant and
STIs. We used this term because it was familiar to participants. Analysis related to this
outcome variable was limited to a subgroup of participants who currently had had their
boyfriends for 6 months or longer (n = 465). We selected 6 months, which was the first
quartile of time spent in a current relationship, because we assumed that the level of
intimacy would be sufficient for partners to discuss sexual matters. The median number of
times for talking with a boyfriend about safer sex matters was once and the maximum was
20. Since less than 3% of participants reported a frequency greater than five, we placed these
cases into a single group of ‘five times or more,’ making this variable a categorical one with
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a range of 1–5. For the frequency variables discussing contraceptive use and condom use,
we asked sexually experienced students (n = 111) two questions, ‘How often do

you talk to your boyfriend about using contraceptives?’ and ‘How often do you ask your
boyfriend to use a condom?’ Response options ranged from 1 = never to 5 = every time we
have sex.

Sexual behaviour at first sex
Participants who had had penile–vaginal sex were asked whether they used a contraceptive
method the first time and, if so, what method they used and who suggested its use.

The survey instrument was developed in Vietnamese. It was reviewed by nine Vietnamese
gender researchers and practitioners, and then was pretested with a group of 25 female
students to assess face and content validity. The word ‘sex’ in the questionnaire and also in
this report was defined as penile–vaginal sexual intercourse, unless otherwise specified.
‘Oral sex’ was defined as the use of the mouth of one partner to sexually stimulate the penis
or vagina of the other.

Data screening, preparation and analysis
We primarily employed latent variable modelling (LVM) to examine the relationships
among latent variables measured by multiple items using categorical scales. For binary
sexual behavioural outcomes that were inappropriate for analysis via LVM, we used logistic
regression to examine their relationships with independent variables. Specifically, the
directional associations among perceived subordination, sexual communication self-
efficacy, and actual sexual communication were investigated using LVM. The relationships
among perceived subordination, sexual communication self-efficacy, and sexual behaviour
at first sex were examined using logistic regression.

Latent variable modelling
A potential advantage of LVM is that it provides a convenient and straightforward way to
handle observable and unobservable (i.e. latent) variables. The hypothesised directional
relatedness among observable items (e.g. the level of agreement that housework was
women’s work) and latent variables (e.g. perceived subordination) were directly estimated
and visualised via the regression paths among them. Additionally, LVM provided the ability
to assess measurement error and imperfect score reliability. The use of LVM based on
maximum likelihood procedures using AMOS 16.0.1 requires there to be no missing values,
a continuous scale for measures and a multivariate normal distribution. Of 21 observable
items, 14 had one to nine missing values. These were imputed using series medians.
Treating categorical variables with four or more categories as continuous variables is an
accepted practice, particularly when a covariance rather than a correlation matrix is used in a
maximum likelihood estimation.23 By utilising seven-point scales for our measures and a
covariance matrix for analyses, issues related to the use of noncontinuous scales were
minimal.

Based on recommendations from Kline (2005)24 and Hu & Bentler (1999),25 we considered
that the presentation of a set of fit statistics, including the model χ2, Tucker–Lewis Index
(TLI), comparative fit index (CFI), root mean square error of approximation (RMSEA) and
standardised root mean square residual (SRMR) would be appropriate and sufficient to
evaluate model fit in our analyses. When the model adequately fits the observed data, a
nonsignificant P-value and the accompanying χ2 statistic are expected. Nevertheless, when
the sample size is large, a trivial difference between observed and predicted covariances
may result in a statistically significant value for a model χ2. In order to address this
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sensitivity of the χ2-test to sample size, researchers suggest using a value called the normed
χ2, which results from dividing the χ2 value by the degrees of freedom.24 A reasonable
model fit is indicated by a normed χ2 value of less than 3.0. Values of TLI and CFI greater
than 0.90 indicate a reasonably good fit, and those greater than 0.95 indicate a superior fit.24

For RMSEA and SRMR, values <0.06 are evidence of well fitting models.25 When these
statistics independently corroborate the goodness of fit, a model’s fit is more reliable.

Logistic regression analysis
We recorded sexual behaviour outcomes at first penile–vaginal sex into binary variables: (1)
whether or not participants used a contraceptive method at first sex; (2) whether participants
used condoms or other contraceptive methods such as emergency contraception or
withdrawal; and (3) whether or not female participants initiated contraceptive or condom
use. Regarding the third variable, because this study specifically examined whether female
participants took the initiative to request that a boyfriend used a condom or another
contraceptive method, the response ‘I suggested it’ was coded as 1 and all other responses
(including ‘My boyfriend suggested it,’ ‘Nobody suggested it; I used it by myself’, ‘Nobody
suggested it; my boyfriend used it by himself,’ and ‘I don’t want to answer’) were recoded
as 0. As these binary outcome variables could not be examined using LVM, we used logistic
regression modelling to test the association among these behaviours and perceived
subordination and sexual communication self-efficacy. For the perceived subordination and
sexual communication self-efficacy variables in this case, we summed the original scores to
generate a single continuous variable. This practice was justified because the factor loadings
of items onto corresponding latent variables were comparable in measurement models (data
not shown).

Results
Of 1208 completed questionnaires, 27 were excluded due to missing data (i.e. more than one
of eight pages was unmarked). The final sample size was 1181 respondents (881 from Can
Tho University and 300 from An Giang University). Table 3 displays participants’
characteristics. The average age of participants was 21.6 years (range = 19–27, s.d. = 1.0).
They represented 37 areas of study, including both the natural and social sciences. Among
those who reported ever having a boyfriend (‘ever-partnered’) (72.4%, n = 852), most had
had one (62%) or two (26%) boyfriends. Among those who currently had a boyfriend
(53.5%, n = 633), the average length of the relationship was 20.2 months (maximum = 108
months, s.d. = 17.6). For those who reported ever having a boyfriend (72.4%, n = 852),
44.8% indicated that the boyfriend had asked for sex. A total of 111 unmarried participants
had ever had penile–vaginal sex, accounting for 9.4% of the whole sample (n = 1181) and
for 13.0% of ever-partnered participants (n = 852). Only one participant was married at the
time of first sexual intercourse and this case was excluded from further analyses. A separate
subset of 88 unmarried participants had had oral sex, representing 7.5% of the whole sample
and 10.3% of ever-partnered participants (n = 852). About 16% of ever-partnered
participants refused to disclose their sexual status or left the question unmarked; this
subgroup did not differ from those who answered the question by age, academic year, urban
vs. rural residence, religious beliefs, ethnicity or perceived subordination (P-values ranged
from 0.12 to 0.86). Of those who had ever had penile–vaginal sex, 33% did not use any
contraceptive method at first sex. For those who did, the most commonly used methods
included emergency contraceptive pills (43.5%), condoms (32.4%) and withdrawal (20.3%).
The percentages of participants who reported having had penile–vaginal sex and who
reported contraceptive use at first sex did not differ statistically between those reporting
religious beliefs versus those who did not, between those living in urban versus rural areas,
and between the two universities (all P-values > 0.22).
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Perceived subordination, sexual communication self-efficacy, and actual sexual
communication

Table 2 displays the means and standard deviations of measured items for perceived
subordination and sexual communication self-efficacy. Table 4 shows the descriptive
statistics of endogenous variables in the latent variable models and dependent variables in
the logistic regression.

Figure 1 shows the model used to examine the associations among perceived subordination,
sexual communication self-efficacy and three outcomes of actual sexual communication:
frequency of discussing safer sex matters (assessed among participants who currently had
boyfriends for 6 months or longer), frequency of discussing contraceptive use and frequency
of asking for condom use (the latter two were assessed in sexually experienced participants).
Three parameters of interest in this model included the regression paths between perceived
subordination and sexual communication self-efficacy, between sexual communication self-
efficacy and actual sexual communication, and between perceived subordination and actual
sexual communication. The coefficients of these three paths for each outcome of actual
sexual communication are shown in Fig. 2. For the frequency of discussing safer sex
matters, an outlying modification index in the initial run of the model indicated a potential
correlation between the error terms of item Q11 ‘I can easily initiate and conduct a
conversation about safer sex with my boyfriend,’ (abbreviated as e11) and of the outcome
variable (abbreviated as eF). Given the very close relatedness in the content of item Q11 and
the frequency of discussing safer sex matters, we allowed this correlated error. All three
models had a good fit (Table 5). Perceived subordination was consistently associated with
sexual communication self-efficacy in all three models. Sexual communication self-efficacy
was associated with frequency of discussing safer sex matters and frequency of asking for
condom use, but was not associated with frequency of discussing contraceptive use. All
other parameters were statistically significant at the <0.05 level except the marginal
significance of the factor loading from perceived subordination onto item Q1 (P = 0.07).

Perceived subordination, sexual communication self-efficacy and actual sexual behaviour
Table 6 displays the results for logistic regression models with three sexual behavioural
outcomes. Among those who ever had sex (n = 111), contraceptive use at first penile–
vaginal sex was associated with higher sexual communication self-efficacy but was not
associated with perceived subordination. For those who used a contraceptive method (n =
71), whether the contraceptive used was a condom and who suggested its use were not
associated with perceived subordination nor with sexual communication self-efficacy.

Discussion
The study findings indicated that about one-tenth of unmarried, female third-year students at
two Mekong River Delta universities had ever had penile-vaginal sex and another one-tenth
had experienced oral sex. However, almost 16% of subjects refused to answer questions
about their sexual status and behaviours, suggesting that the percentage of sexually
experienced students may have been underestimated. In the national SAVY results, 2.6% of
unmarried females aged 18–25 years reported ever having had sex and only 14.7–22%
viewed premarital sex as acceptable, indicating the existing social taboo on premarital sex.2

The figure in the current study is higher than the SAVY data but is in keeping with the
levels of sexual experience previously reported among female Vietnamese undergraduate
students in large cities.1 One reason for the lower level of sexual experience reported in the
SAVY may have been the greater potential for under-reporting by young women due to
cultural beliefs and the stigma attached to premarital sex.2 Our study may have benefited
from being self-administered, in addition to other practices that ensured anonymity and
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confidentiality. Alternatively, these findings may indicate that university students hold more
liberal views and hence may be more likely to engage in premarital sex than young women
in nonacademic settings.

Participants who perceived women to have a subordinate status had lower sexual
communication self-efficacy. Sexual communication self-efficacy was positively related to
the frequency of safer sex discussions in the previous month and to the frequency of asking
boyfriends to use condoms during actual sexual activity, but not to the frequency of
discussing contraceptive use. As manifested in the models, we can interpret that the effect of
perceived subordination on actual sexual communication was indirect, through sexual
communication self-efficacy. Apart from this indirect pathway, the residuals were
apparently negligible and caused an insignificant direct relationship between perceived
subordination and actual sexual communication outcomes. Our findings corroborated
existing evidence of the associations between gender-based power imbalance and young
unmarried females’ ability to communicate or negotiate safer sex practices.26–28

Higher sexual communication self-efficacy was also associated with a higher likelihood of
actually using a contraceptive method at first penile–vaginal sex. Sexual communication
self-efficacy could have increased the likelihood of actual condom use at first sex compared
with using another contraceptive method use; however, in the small sample (n = 71), the
statistical power might have been insufficient to detect the association, generating a
marginal P-value of 0.092. Studies worldwide have substantiated the relationships among
safer sex communication self-efficacy, actual communication and actual condom use among
youth.29–36 In the 2005 SAVY results, the most commonly selected contraceptive methods
used by unmarried couples at first sex and last sex included condoms, withdrawal and the
rhythm method. In our study, the most commonly used contraceptive methods were
emergency contraceptive pills, condoms and withdrawal. Given the existing stigma against
premarital sex in Vietnam, ‘young unmarried women who engage in premarital sex find it
difficult or embarrassing to seek contraception and counselling’ and ‘when contraception
was used, men often made the decision and chose the method’1. Among those who used
emergency contraceptive pills at first sex in our study, no case reported that she used it by
herself without communicating with her partner about the use. Presumably, the
contraceptive methods which the unmarried couples commonly selected, even including
emergency contraceptive pills, required the agreement or assistance of the male partners. In
most cases, contraception during premarital sex is not a solely the female’s decision but a
mutual collaboration; hence frequent communication about its use becomes more critical.
Therefore, it is imperative to address gender relations and safer sex communication self-
efficacy in order to promote active communication and actual use of condoms or other
contraceptive methods. Given our argument that contraceptive use is a mutual process, the
promotion of equal or equitable gender relations and communication self-efficacy
interventions should target both men and women, and should encourage shared
responsibility in contraception practices.

Certain limitations in this study should be noted. The most apparent was the uncertainty in
relationship directionality among latent variables due to the cross-sectional design. Although
the inverse direction (e.g. sexual communication self-efficacy was a cause of perceived
subordination) was unlikely, given findings from previous studies, it could be that both
perceived subordination and sexual communication self-efficacy were independent
outcomes of a certain unknown cause. A second limitation was that the temporal
relationships of a few variables in the subgroup analyses might be ambiguous. Perceived
subordination, for instance, was measured in the present and thus might differ from
perceptions of subordination in the past, such as before first sex. This might be a reason for
the nonassociation between perceived subordination and contraceptive use at first sex in the
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logistic regression model. However, the difference in perceived subordination, if any, was
likely to bias results in one direction only, in that it would have diminished over the ensuing
period. Finally, although a cluster effect may exist due to the cluster sampling, we judged
that this effect was moderate because: (1) each course (subject) had one to eight sections or
classes; (2) the classes were randomly selected; and (3) students taking a certain class
unselectively came from different majors in the credit system.

Conclusion
A noticeable proportion of female undergraduate students in the Mekong Delta have
engaged in premarital sexual activity. Attention to promoting sexual and reproductive health
for this population is needed in order to protect against the potentially negative
consequences related to unintended pregnancies, abortions and STI and HIV transmission.
The use of the most commonly selected contraceptive methods for premarital sex could not
be solely decided upon and executed by female students. Instead, they require the male
partners’ agreement or cooperation; hence the desire for contraceptive or condom use must
be communicated and negotiated. Yet, sexual communication self-efficacy was consistently
and inversely associated with perceived subordination. Female students who agreed on the
subordinate status of women, which may translate into a power imbalance in interpersonal
sexual relationships, had lower self-efficacy in communicating about contraceptive or
condom use and ultimately were less likely to use them. Adding activities related to in-
school gender equity promotion to sexual health campaigns at the university level or at
earlier education levels (e.g. high schools) may more effectively foster female students’
safer sex discussions and practices. For out-of-school female adolescents and young women,
whose perceived subordination is potentially more extreme, it may be even more necessary
and important to to address gender relation issues at the interpersonal level in future sexual
and reproductive health promotion interventions. These promotion programs should involve
both males and females.
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Fig. 1.
Model of hypothesised relationships among perceived subordination, sexual communication
self-efficacy and actual sexual communication.
Note: All items’ scores of sexual communication self-efficacy were reversed. Q indicates an
item with corresponding question number. lg_Q denotes a base-10 logarithm transformation
of the reversed score due to the score’s slightly non-normal distribution. r_S stands for
residual; e stands for error terms.
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Fig. 2.
Path coefficients of hypothesised relationships among perceived subordination, sexual
communication self-efficacy and actual sexual communication. (a) Actual sexual
communication assessed as the frequency of discussing safe-sex matters. (b) Actual sexual
communication assessed as the frequency of discussing contraceptive use. (c) Actual sexual
communication assessed as the frequency of asking for condom use.
Note: *, P < 0.05; **, P < 0.001; †, reversed score: the higher the score, the lower the self-
efficacy.
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Table 1

Original items measuring perceived gender relations in the questionnaire administered to female university
students
The stem question for these items was ‘How much do you agree with these statements?’ Responses were on a
seven-point scale: 1 = completely disagree, 2 = disagree, 3 = slightly disagree, 4 = indifferent, 5 = slightly
agree, 6 = agree and 7 = completely agree

Description

Inequity in labour (sexual division of labour)

 Housework is the duty of women.†

 A mother has more responsibility in childcare and bringing children up than a father does.

 After marriage, a woman should not do too much paid work but she should attach special importance to running her household life.

 Some majors, such as land management, physical education, and rural development, are ‘men’s fields’.

 For matters related to social relations, men do them better than women.

 It is acceptable for a woman to earn little money and to be provided for by her husband.

Unequal power (sexual division of power)

 It is better to let the man be the head (trụ cột) of the family.†

 It is more appropriate for men than for women to participate in leadership positions in governmental or policy-making structures.†

 Valuable property in the household (e.g. house, land, motorbike) should be in the man’s name.†

 The female is the ‘weaker gender’.†

 Men should have the final say for important things in a family.†

 A wife should not have a higher education than her husband.

Cathexis

 After marriage, a wife must reside in her husband’s house.

 It is almost impossible for a non-virgin woman to get married (including a first-time marriage or remarriage).†

 If a female takes the initiative to leave her boyfriend, she will be vilified (e.g. ‘to leave an old thing for a new one’).

 Men should have extensive relationships, including with people of the opposite sex, but women should not.†

 A woman should always ‘sacrifice’ her own education and career so that her husband can advance in his.

 A wife should always make concessions to her husband in order to maintain a harmonious relationship in the family.†

 A woman must be meek and obedient.†

 It is hard to resist such family or social thoughts as son preference and valuing men above women.

 A female can take the initiative in declaring her love to a male.

†
Indicates the 10 items retained in the final measure for analysis.
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Table 2

Mean and standard deviations for items
The stem question for perceived subordination items was ‘How much do you agree with these statements?’
Responses were: 1 = completely disagree, 2 = disagree, 3 = slightly disagree, 4 = indifferent, 5 = slightly
agree, 6 = agree and 7 = completely agree. The stem question for self-efficacy items was ‘How confident you
are in doing the following things on a scale from 1 to 7?’ with 1 = not confident at all, 2 = not confident, 3 =
slightly not confident, 4 = so-so, 5 = slightly confident, 6 = confident and 7 = absolutely confident

Items Mean s.d.

Perceived subordination

 Q1 The female is the ‘weaker gender’. 3.41 0.051

 Q2 Housework is the duty of women. 3.00 0.051

 Q3 A wife should always make concessions to her husband in order to maintain a harmonious relationship in the
family.

3.05 0.047

 Q4 Valuable property in the household (e.g. house, land, motorbike) should be in the man’s name. 2.29 0.042

 Q5 A woman must be meek and obedient. 4.07 0.053

 Q6 Men should have extensive relationships, including with people of the opposite sex, but women should not. 1.88 0.034

 Q7 It is more appropriate for men than for women to participate in leadership positions in governmental or policy-
making structures.

2.92 0.048

 Q8 Men should have the final say on important things in a family. 3.30 0.053

 Q9 It is almost impossible for a non-virgin woman to get married (including a first-time marriage or remarriage). 3.33 0.056

 Q10 It is better to let the man be the head (trụ cột) of the family. 4.72 0.052

Sexual communication self-efficacy

 Q11 I can easily initiate and conduct a conversation about safer sex with my boyfriend. 4.55 1.90

 Q12 If I don’t want to have sex before marriage, I can tell my boyfriend about my personal limit even if he has not asked
for sex yet.

6.03 1.13

 Q13 If my boyfriend wants to have sex but I don’t want to, I can easily refuse without it breaking up our relationship. 6.12 1.18

 Q14 I can ask my boyfriend to use a condom if I want him to do so. 5.96 1.38

 Q15 I can start a conversation about using a contraceptive with my boyfriend before we have sex for the first time. 5.67 1.59
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Table 3

Survey participant characteristics (n = 1181)

Characteristic n %

Academic year

 Third year 1145 97.0

Residence within the Mekong Delta 1170 99.1

 Rural 775 66.1

 Urban 308 26.3

Religion†

 No religion 714 60.5

 Buddhism 290 24.6

 Catholicism 61 5.2

 Hoa Hao 87 7.4

 Cao Dai 16 1.4

Ethnicity

 Kinh 1124 95.2

 Chinese 20 1.7

 Khmer 23 1.9

†
Hoa Hao is a traditional religion based on Buddhism; Cao Dai is a traditional religion inspired by the three teachings from Buddha, Sage, and

Saint.
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Table 4

Descriptive statistics of dependent and endogenous variables

Variables n %

Frequency of discussing safer sex matters in the past month (among students who currently had had a boyfriend(s) for ≥6
months)

465

 Never 212 45.6

 Once 99 21.3

 Twice 69 14.8

 Three times 38 8.2

 Four times 14 3.0

 Five times or more 33 7.1

Frequency of discussing contraceptive use (among sexually experienced survey respondents) 111

 Never 8 7.2

 Rarely 6 5.4

 Sometimes 27 24.3

 Often 30 27.0

 Every time we have sex 40 36.0

Frequency of asking for condom use (among sexually experienced survey respondents) 111

 Never 20 18.0

 Rarely 10 9.0

 Sometimes 22 19.8

 Often 18 16.2

 Every time we have sex 41 36.9

Contraceptive use at first sex (among sexually experienced survey respondents) 111

 Yes 71 65.1

Types of contraceptive used at first sex 71

 Emergency contraception pill 30 43.5

 Condom 23 32.4

 Rhythm method 2 2.9

 Withdrawal 14 20.3

Who suggested contraceptive use at first sex 71

 I suggested it 28 39.4

 My boyfriend suggested it 28 39.4

 Nobody suggested it; I used it by myself 0 0.0

 Nobody suggested it; my boyfriend used it by himself 11 15.5

Sex Health. Author manuscript; available in PMC 2012 September 06.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Bui et al. Page 18

Ta
bl

e 
5

M
od

el
 g

oo
dn

es
s-

of
-f

it 
in

di
ce

s

C
M

IN
T

L
I

C
F

I
R

M
SE

A
SR

M
R

χ
2

d.
f.

P
C

M
IN

/d
f

R
M

SE
A

90
%

 C
I

A
ct

ua
l s

ex
ua

l c
om

m
un

ic
at

io
n 

ou
tc

om
es

:

Fr
eq

ue
nc

y 
of

 d
is

cu
ss

in
g 

sa
fe

r 
se

x 
m

at
te

rs
15

1.
31

10
2

<
0.

00
1

1.
48

0.
93

3
0.

94
3

0.
03

2
0.

02
1–

0.
04

3
0.

04
6

Fr
eq

ue
nc

y 
of

 d
is

cu
ss

in
g 

co
nt

ra
ce

pt
iv

e 
us

e
10

5.
98

10
3

0.
40

0
1.

03
0.

98
3

0.
98

5
0.

01
6

0.
00

0–
0.

05
3

0.
07

1

Fr
eq

ue
nc

y 
of

 a
sk

in
g 

fo
r 

co
nd

om
 u

se
11

0.
34

10
3

0.
29

0
1.

07
0.

95
9

0.
96

5
0.

02
5

0.
00

0–
0.

05
7

0.
07

2

C
M

IN
, m

in
im

um
 d

is
cr

ep
an

cy
; T

L
I,

 T
uc

ke
r–

L
ew

is
 I

nd
ex

; C
FI

, c
om

pa
ra

tiv
e 

fi
t i

nd
ex

; R
M

SE
A

, r
oo

t m
ea

n 
sq

ua
re

 e
rr

or
 o

f 
ap

pr
ox

im
at

io
n;

 9
0%

 C
I,

 9
0%

 c
on

fi
de

nt
 in

te
rv

al
; S

R
M

R
, s

ta
nd

ar
di

se
d 

ro
ot

 m
ea

n
sq

ua
re

 r
es

id
ua

l

Sex Health. Author manuscript; available in PMC 2012 September 06.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Bui et al. Page 19

Ta
bl

e 
6

L
og

is
tic

 r
eg

re
ss

io
n 

re
su

lts

In
de

pe
nd

en
t 

va
ri

ab
le

s
D

ep
en

de
nt

 v
ar

ia
bl

e 
= 

co
nt

ra
ce

pt
iv

e 
us

e
(y

es
 =

 1
)

D
ep

en
de

nt
 v

ar
ia

bl
e 

= 
co

nd
om

 u
se

 (
co

nd
om

 =
 1

,
ot

he
r 

co
nt

ra
ce

pt
iv

e 
m

et
ho

ds
 =

 0
)

D
ep

en
de

nt
 v

ar
ia

bl
e 

= 
w

ho
 s

ug
ge

st
ed

 c
on

tr
ac

ep
ti

ve
 u

se
(s

el
f-

su
gg

es
te

d 
= 

1,
 b

oy
fr

ie
nd

 s
ug

ge
st

ed
 =

 0
)

eβ
P

-v
al

ue
eβ

P
-v

al
ue

eβ
P

-v
al

ue

Pe
rc

ei
ve

d 
su

bo
rd

in
at

io
n

1.
02

0.
53

5
1.

01
0.

82
0

1.
01

0.
72

1

Sa
fe

r 
se

x 
co

m
m

un
ic

at
io

n 
se

lf
-

ef
fi

ca
cy

1.
13

0.
03

9
1.

15
0.

09
2

0.
93

0.
20

7

n
11

1
71

71

−
2 

×
 lo

g-
lik

el
ih

oo
d

13
2.

21
93

.2
7

13
0.

22

Sex Health. Author manuscript; available in PMC 2012 September 06.


