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Abstract
This paper reports on the development and psychometric properties of the Adolescent Sexual
Expectancies Scale (ASEXS). Data were obtained from three annual longitudinal surveys of youth
aged 10 – 17 at the first administration (N = 932 at Wave 3). Confirmatory factor analyses
indicated that four correlated factors corresponding to Social Risk, Social Benefit, Health Risk,
and Pleasure adequately represented the expectancy items. High alpha coefficients and stability
across survey waves indicated good internal and test-retest reliability for these factors. Latent
variable autoregressive analyses indicated that Social Risk expectancies predicted changes in
sexual behavior over the course of the study. Multi-group analyses established that the
measurement and predictive models were equivalent for males and females and across age groups.
The ASEXS provides researchers with a useful measure for examining adolescents’ expectancy
beliefs about the consequences of sexual behavior.

Expectancies are beliefs about the likelihood that engaging in a behavior will lead to specific
personal consequences (Olson, Roese, & Zanna, 1996). That is, they are subjective
representations of anticipated rewards and punishments associated with that behavior.
Expectancies are central concepts in many contemporary social-psychological theories (e.g.,
Ajzen, 2001; Bandura, 1986). A basic assumption of these theories is that individuals act in
ways they believe will maximize positive outcomes and minimize negative outcomes.
Expectancies are thus guides to future behavior and may affect how an individual attends to
and interprets information, responds to and interacts with others, and selects and interprets
social and environmental contexts (e.g., Olson, et al., 1996). Importantly, expectancies are
malleable beliefs. They are acquired and modified through experience, communication from
others, or observation. Expectancy beliefs may also derive from other logically related
beliefs a person holds (e.g., Olson, Roese, & Zanna, 1996). For example, having unfavorable
normative beliefs about having sex (e.g., my parents would disapprove) may affect
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expectancy beliefs regarding the likelihood of social consequences (e.g., getting into
trouble). Expectancies not only help explain and predict behaviors, but may be an important
focus for interventions designed to prevent or reduce problem behaviors or encourage
healthy behaviors (Kamb, et al., 1998; Rhodes, et al., 2007).

Expectancy beliefs have received considerable attention as predictors of an array of health-
related behaviors among adolescents, including alcohol use (Chen, Grube, & Madden, 1994;
Goldman, et al., 1999; Leigh & Stacy, 2004; Grube & Agostinelli, 1999), drug use (Aarons,
Brown, Stice, & Coe, 2001; Vangsness, Bry, & LaBouvie, 2005), and smoking (Lewis-
Esquerre, Rodrigue, & Kahler, 2005; Wahl, Turner, Mermelstein, & Flay, 2005).
Expectancy measures are less well developed in the area of adolescent sexuality. Some
studies have included scales or individual items relating to expectancies (e.g., perceived
risks, perceived benefits of sex) as correlates of adolescents’ sexual behaviors (e.g., Martino,
et al., 2005; O’Donnell, O’Donnell, et al., 2003; Ott, Millstein, Ofner, & Halpern-Felsher,
2006; Small, Silverberg, & Kerns, 1993; Widdice, Cornell, Liang, & Halpern-Felsher, 2006)
and condom and contraception use (Gebhardt, Kuyper, & Greunsven, 2003; Gilmore, et al.,
1994; Sieving, et al., 2007; Widdice, et al., 2006). Research focusing on developing
standardized and comprehensive measures of sexual expectancies, however, is rare.

Sexual expectancy research
A cross-sectional study of rural youth from Wisconsin indicated that the perceived costs and
benefits of sex differentiated between sexually active and sexually non-active youth (Small,
Silverberg, & Kerns, 1993). The measures for this study comprised 10 items representing
two scales: positive and negative consequences (αs > .87). Consistent with expectancy
theories, it was found that sexually active youth perceived greater benefits and fewer costs
for having sex. Interestingly, perceived benefits were negatively correlated with age among
sexually active youth, but were not related to age among sexually non-active youth.
Conversely, perceived costs were negatively correlated with age for sexually non-active
youth, but not significantly correlated with age among youth who were sexually active.
Overall, females perceived fewer benefits and more costs associated with sex then did
males.

The Cognitive Appraisal of Risky Events (CARE) scale (Fromme, Katz, & Rivet, 1997;
Katz, Fromme, D’Amico, 2000) targets a range of behavioral domains including illicit drug
use, aggressive and illegal behaviors, risky sexual activities, heavy drinking, high risk
sports, and academic/work behaviors. Unlike most expectancy measures, however, this
instrument does not measure the perceived likelihood of experiencing specific
consequences. Rather, it presents respondents with a list of behaviors within each domain
(e.g., leaving a social event with someone I just met; sex without protection against
pregnancy, sex without protection from sexually transmitted diseases) and asks them to rate
how likely it is that each behavior will generally result in costs and benefits and how likely
they are to engage in that behavior (expected involvement). As a result, the CARE provides
global measures of perceived benefits and costs, but does not take into account the
possibility that beliefs about costs or benefits may be multidimensional. While the CARE
has been shown to be highly reliable, the costs and benefits scales only modestly predicted
sexual behaviors once past sexual experience is taken into account (Fromme, et al., 1997;
Katz, et al., 2000).

More recently, the perceived risks of oral and vaginal sex were investigated by presenting
adolescents with sexual scenarios, asking them to imagine themselves in each situation, and
to rate each according to the likelihood (0% – 100%) that it would result in 12 positive (e.g.,
experience pleasure) and negative (e.g., become pregnant) consequences (Halpern-Felsher,
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Cornell, Kropp, & Tschann, 2005). The results indicated that, overall, oral sex was
perceived as less risky, but also less pleasurable than vaginal sex. This study, however, was
focused on differences in beliefs about oral and vaginal sex and did not investigate these
expectancies as predictors of sexual behavior or changes in sexual behavior nor did it
explore the dimensionality of sexual expectancies or the psychometric properties of these
measures.

Another recent study (Guilamo-Ramos, et al., 2007) asked 6th, 7th, and 8th grade inner city
students to rate the likelihood of outcomes related to having sex such as interfering with
school, getting a bad reputation, or satisfying curiosity. These sex expectancy items were
found to differ by gender, correlate with sexual experience, and to predict adolescents’
reports of parental sexual communication. While this work contributes to a more nuanced
understanding of sexual expectancies, it also has several important limitations. First, the
study was cross-sectional and did not explore the predictive ability of expectancies for
sexual behavior nor did it investigate impact of sexual experience on later sexual
expectancies. Second, dimensions underlying the items were not explored. Rather, each item
was considered separately.

Expectancy beliefs must be considered in the context of other factors. Some theorists (e.g.,
Goldman, et al., 1999) propose that expectancies are a primary mediator of social and
environmental influences on behavior. Thus, media, peers, and family, for example, are
assumed to affect behavior because they affect young people’s expectancy beliefs. More
comprehensive theories (e.g., Ajzen, 2001; Bandura, 1986) recognize that expectancies are
one of many influences. From this perspective, sexual expectancies should be related to, but
have effects on behavior that are independent of other influences such parental disapproval
of or peer involvement in sexual behavior and sexual efficacy beliefs (perceptions of one’s
ability to perform a sexually-related behavior). Motivations or reasons for having sex are
closely related to, although not identical with, sexual expectancies. The desire for pleasure
as a reason for engaging in sex, for example, implies an expectation that sex is likely to lead
to pleasure. Research has suggested that adolescents’ motivations for sex include intimacy,
coping, affirmation, partner approval, peer approval, and physical and emotional
enhancement (Cooper, Shapiro, & Powers, 1998). Importantly, this research showed that
these motivational dimensions were invariant regardless of sex, age, and sexual experience.
Males, however, were more likely to endorse all motivations for sex except intimacy, which
did not differ by gender. Age was positively related to intimacy motives and negatively
related to partner and peer approval motives. These motives showed complex relations with
sexual behaviors. Enhancement motives, for example, were negatively related to age of first
consensual sex, but positively related to lifetime frequency, number of partners, risky
behaviors, unplanned pregnancies, and sexually transmitted infections (STIs). In contrast,
intimacy motives were positively related to lifetime frequency of sex, but negatively related
to number of partners and risky behaviors. Such relations were observed both cross-
sectionally and longitudinally (Cooper, Shapiro, & Powers, 1998).

Overall, the available research suggests that sexual expectancies may be important for
understanding adolescents’ sexual behaviors. Few, if any, studies, however, have focused on
developing comprehensive measures of adolescents’ sexual expectancies or have thoroughly
investigated psychometric properties of such measures. The present paper reports on the
development and validation of a measure of adolescents’ sexual expectancies, the
Adolescent Sexual Expectancy Scale (ASEXS). Confirmatory factor analyses of three
annual waves of data from a large longitudinal survey of youth were used to investigate the
factor structure underlying the items in the ASEXS. Latent variable autoregressive structural
equation modeling (LVSEM) was then used to investigate the stability of adolescents’
sexual expectancies over time, the relationships among the dimensions of sexual
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expectancies, and their relationship with sexual behaviors. Multi-group analyses were used
to investigate the equivalence of the models for males and females and by age group. The
overall goal was to develop a reliable and valid measure of sexual expectancies for
adolescents that can be used in research and applied settings.

Method
Sample and Procedures

Participants—Data were obtained through a three-wave longitudinal study conducted
annually in the San Francisco Bay Area and Los Angeles County, California. The sample
was nearly evenly divided between females (48.2%) and males (51.8%), and consisted of
11.7% Latino, 6.6% African American, 7.1% Asian American (including Native Hawaiian
and Pacific Islander), 3.7% American Indian or Alaskan Native, and 70.9% European
American (White). Participants’ ages ranged from 10 to 17 at Wave 1 (M = 14.1). At Wave
1, 10.9% reported having engaged in oral sex, 8.0% vaginal intercourse, and 2.0% anal sex.
The corresponding prevalence rates at Wave 2 were 21.4% for oral sex, 14.9% for vaginal
intercourse, and 3.3% for anal sex. At Wave 3, these rates increased to 31.1% for oral sex,
24.3% for vaginal intercourse, and 6.3% for anal sex. Data from the 2001 California Health
Interview Survey (CHIS, 2005) reported similar prevalence rates of sexual intercourse
(25.7% of 15–17 year olds) as those we found for our third wave data (26.9% of 15–17 year
olds), suggesting that our data are consistent with those of other recent state studies.

Sampling—A list-assisted sample of households from the greater San Francisco Bay Area
(Alameda, Contra Costa, Marin, Napa, San Francisco, San Mateo, Santa Clara, Solano, and
Sonoma counties) and Los Angeles County in California was used to recruit study
participants. Specifically, households were sampled from a purchased list that consisted of
households identified as likely to contain respondents in the target age range. Household
composition, howver, could not be definitely determined until contact was made. The use of
multiple listed samples from credit card, utility companies, magazine subscription lists, and
other sources, screened for overlap, increases efficiency and coverage, substantially reduces
costs, while at the same time producing samples comparable to those obtained through other
less efficient techniques (Brick, Waksberg, Kulp, & Starer, 1995; Tucker, et al., 2002).

Data collection took place over three-month periods from September 2002 through
November 2002 (Wave 1), September 2003 through November 2003 (Wave 2), and October
2004 through February 2005 (Wave 3) using Computer Assisted Self Interviews (CASIs)
administered in the home. The CASI methodology has advantages over other survey
techniques. It allows more sophisticated branching procedures making the interview process
more efficient and increasing data quality. The branching capabilities also allow younger or
sexually inexperienced respondents to skip over questions that are inappropriate for their age
level and experience. Because the respondent interacts directly with a computer, without
mediation through an interviewer, greater confidentiality can be assured, potentially
improving the validity of self-reports of sensitive behaviors (Turner, Ku, Rogers, Lindberg,
Pleck, & Sonenstein, 1998; Romer, et al., 1997). Recent research suggests that adolescent
respondents are more likely to report risky behavior when they are interviewed with either
web or computer-based CASI procedures than with a paper and pencil questionnaire or
direct interviews, particularly for more sensitive attitudes and behaviors (Newman, Des
Jarlais, Turner, Gribble, Cooley, & Paone, 2002; Turner et al., 1998).

Survey procedures—Potential participants and their parents were first contacted through
a mailed letter and fact sheet that described the study and invited them to take part. A
follow-up telephone call was used to schedule interviews. Up to 10 telephone contact
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attempts were made before a number was retired from the sample. Once telephone contact
was made with a household a brief enumeration was conducted to ensure eligibility (e.g.,
presence of a youth in the target age range; located in the targeted geographical areas). If a
household included more than one eligible individual, the youth with the most recent
birthday was selected. At each in-home session, a trained interviewer explained the purpose
of the survey to youth participants, showed them how to proceed through the computer
program, and then left them in a private location to complete it. Parents were given a self-
administered questionnaire to complete in another room to further ensure privacy for the
youth respondents. The youth surveys averaged 25 to 35 minutes to complete. Active
parental consent was obtained for all respondents and adolescents were given a $30
incentive for participating in each survey wave.

Response rates—Altogether, 1,105 youth respondents completed the Wave 1 survey.
The estimated response rate was 75% using the CASRO method to distribute non-contacted
telephone numbers were distributed between eligible and ineligible in the same proportions
as for the numbers that were contacted (CASRO, 1982). This approach is conservative
because it is likely that a greater proportion of the non-contacted numbers are ineligible
(e.g., not working numbers). The cooperation rate (N completed interviews/N known
eligible numbers) was considerably higher (88%). The completion rate was 92% (N = 1,012)
at Wave 2 and 92% (N = 932) at Wave 3.

Measures
Sex expectancies—Expectancy items were initially created based on a review of
previous studies. The sex expectancy scale at Wave 1 included 14 items. Using the stem “In
your opinion, how likely or unlikely is it that each of the following things would happen to
you personally if you were to have sexual intercourse? (If you’ve never had sexual
intercourse, please try to imagine and make your best guess.)” The items were presented on
a four-point scale (“very unlikely”, “somewhat unlikely”, “somewhat likely”, and “very
likely”). The original 14 items included 1) get pregnant or get someone pregnant, 2) enjoy it,
3) get a sexually transmitted disease, 4) feel guilty, 5) be more popular, 6) get into trouble
with your parents, 7) get a bad reputation, 8) feel more loved and wanted, 9) lose your self-
respect, 10) feel more attractive, 11) keep your boyfriend or girlfriend from breaking up
with you, 12) feel closer to your partner, 13) fit in more with your friends, and 14)
disappoint people who are important to you. Preliminary analysis suggested that “fit in more
with your friends” overlapped with measures of peer norms and this item was dropped from
subsequent waves. At Wave 2, four items were added: get HIV/AIDS, feel happy, have fun,
and feel more grown up. Between Waves 2 and 3, we elaborated “feel happy” to capture
other more specific elements of pleasure-related expectancies: feel excited, feel satisfied,
and feel pleasure.

Sexual behavior—Items measuring sexual behavior used progressive questioning, from
going out alone with a boy/girl, holding hands, kissing or making out, through oral, vaginal
and anal sex. In the current analysis, sexual activity was measured using three questions
asking frequency of ever engaging in oral, vaginal, and anal sex (lifetime questions at each
wave).

Background and demographic variables—Background variables included gender
(male/female), age, race, and ethnicity (Latino/Hispanic). Because most of the racial groups
contained too few respondents for meaningful analyses, race was coded as a single dummy
variable (1 = White). These background variables were included in the models, where
appropriate, as controls.
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Missing data—Analysis of missing data among expectancy questions revealed items
missing at random among those who had responded in each wave. The EM (expectation-
maximization) estimation procedure in SPSS 14.0 for Windows was used to impute values
for participants who were missing on individual items and who did not have structurally
missing data.

Results
Confirmatory Factor analyses

Sexual expectancies—Preliminary analysis suggested that four-correlated factors
reasonably captured the structure of the expectancy items. The four factors corresponded to
Social Risk, Social Benefit, Health Risk, and Pleasure expectancies.1 Based on these results,
the four-factor solution was imposed on each of the waves in confirmatory factor analyses
using EQS 6.1 (Bentler, 1995). The four-factor structure was found to provide a good fit to
the items at Wave 1, χ2 (66, N = 932) = 161.7, p < .001, NFI = .96, CFI = .97, RMSEA = .
04, Wave 2 χ2 (107, N = 932) = 329.1, p < .001, NFI = .96, CFI = .97, RMSEA = .05, and
Wave 3 χ2 (138, N = 932) = 395.2, p < .001, NFI = .95, CFI = .97, RMSEA = .05. One item
(“How likely or unlikely is it that you would feel closer to your partner?”) significantly and
consistently cross-loaded on both the Pleasure and Social Benefit factors.

Sexual behaviors—Additional confirmatory factor analysis was also conducted for the
three sexual behavior items at each survey wave: frequency of oral, vaginal, and anal sex.
These three items formed a single factor (see Table 1).

Gender: A multi-group analysis with equality constraints on the corresponding
unstandardized factor loadings was conducted for each wave to compare the factor
structures for males and females. Results for the fully constrained models indicated that the
same factor structure fit equally well for both genders at Wave 1 χ2 (141, Ns = 454, 477) =
292.5, p < .001, NFI = .92, CFI = .95, RMSEA = .05, Wave 2 χ2 (226, N s= 454, 477) =
547.1, p < .001, NFI = .92, CFI = .95, RMSEA = .06, and Wave 3 χ2 (291, Ns = 454, 477) =
591.3, p < .001, NFI = .93, CFI = .96, RMSEA = .05. That is, there was factor equivalence
for males and females.

Age: A multi-group analysis with equality constraints on the corresponding unstandardized
factor loadings was conducted for each wave to compare the factor structures for three
groups based on Wave 1 age (≤13 years, 14–15, ≥16). The youngest group (age 13 and
under) reported no experiences of anal sex at Wave 1. Therefore, this variable was deleted
from the model for that group only at Wave 1. Equality constraints were included for the age
groups of 14 to 15 year olds and the 16 and over groups since they reported anal sex at all
three waves. Results indicated that the same factor structure fit equally well for all ages for
Wave 1 χ2 (216, Ns = 363, 382, 187) = 354.6, p < .001, NFI = .90, CFI = .96, RMSEA = .
05, Wave 2 χ2 (349, Ns = 363, 382, 187) = 586.0, p < .001, NFI = .92, CFI = .97, RMSEA
= .05, and Wave 3 χ2 (446, N = 363, 382, 187) = 734.7, p < .001, NFI = .91, CFI = .96,
RMSEA = .05.

Correlational analyses—Inter-factor correlations were then examined to determine
relationships among the expectancy and sexual behavior factors. Correlations were
significant among the factors within and across waves in the expected directions: Social

1Alternatively, the expectancy items might be conceptualized as hierarchically organized. That is, the four factors might be seen as
being related through a second-order factor representing overall expectations about the costs-benefits of having sex. Statistically, such
a hierarchical model cannot be distinguished from the model presented here.
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Risk and Health Risk expectancies were positively correlated, Social Benefit and Pleasure
expectancies were positively correlated, and the former were negatively correlated with the
latter. Social Risk and Health Risk expectancies were negatively correlated with frequency
of sexual behavior. Pleasure expectancies were positively correlated with sexual behavior.
Only the relationships between Social Benefit expectancies and sexual behavior were
consistently non-significant within and across waves.

Gender: Equivalence of the correlational models for males and females was assessed using
multi-group modelingto compare models that included constraints on covariances among
factors and the factor loadings and a second model that was unconstrained. The fully
constrained model fit reasonably well χ2 (3120, N = 454, 477) = 4805.5, p < .001, NFI = .84,
CFI = .93, RMSEA = .03 as did the unconstrained model χ2 (2952, N = 454, 477) = 4376.6,
p < .001, NFI = .85, CFI = .94, RMSEA = .03. Although the difference in χ2 between the
models is statistically significant (Δ χ2[168] = 428.9, p < .01), the change in other fit
statistics was not substantive enough to warrant using the unconstrained model. Thus, the
same model appears to hold for males and females. Correlations are presented in Table 2.

Age: Two models were compared, one that included constraints on covariances among
factors and the factor loadings across the age groups and a second model that was
unconstrained. The fully constrained model fit reasonably well χ2 (4708, N = 363, 382, 187)
= 6810.9, p < .001, NFI = .77, CFI = .91, RMSEA = .04 as did the unconstrained model χ2

(4373, N = 363, 382, 187) = 5929.6, p < .001, NFI = .80, CFI = .94, RMSEA = .03. While
the difference in χ2 between the models is statistically significant (Δ χ2[335] = 881.3, p < .
01), the change in other fit statistics was not substantive enough to warrant using the
unconstrained model. Thus, the same model appears to hold across age groups.

Reliability—Internal consistency was assessed for each of the subscales at each wave using
Cronbach’s α for scales with at least three items and Pearson’s r for scales with only two
items (see Table 3). The internal reliabilities were good, with αs ranging from .74 to .89 and
inter-item correlations ranging from .44 – .49. The same tests were run on males and female
separately, with αs ranging from .72 to .89 and correlations from .42–.51. Test-retest
reliability was assessed by regressing each factor on itself from the previous wave one
yearearlier. The resulting model was a good fit χ2 (1541, N = 932) = 2954.4, p < .001, NFI
= .90, CFI = .94, RMSEA = .03. Even though the precise content of some of the scales
changed over the course of the study as items were added or deleted, the stability
coefficients were very good, ranging from .66 to .83 and accounting for 43%–69% of the
variance in the factors across the waves.

Gender: Again, two multi-group models were run comparing males and females, one with
equality constraints on factor loadings and stability coefficients and one without. Equality of
the stability coefficients would indicate substantive equivalence of the relations among the
factors over time and test-retest reliability. The fit was reasonable for both the constrained χ2

(3165, N = 454, 477) = 5044.9, p < .001, NFI = .83, CFI = .93, RMSEA = .04 and
unconstrained models χ2 (3082, N = 454, 477) = 4776.3, p < .001, NFI = .84, CFI = .93,
RMSEA = .04. Although the difference in χ2 was statistically significant between the
constrained and unconstrained models (Δ χ2[83] = 268.6, p < .01), the change in other fit
statistics was not substantive enough to warrant using the unconstrained model.

Age: Multi-group models were also run comparing the three age groups. The fit was
satisfactory for both the constrained χ2 (4733, N = 363, 382, 187) = 6630.9, p < .001, NFI
= .77, CFI = .92, RMSEA = .04 and unconstrained models χ2 (4568, N = 363, 382, 187) =
6288.1, p < .001, NFI = .79, CFI = .93, RMSEA = .04. Although the difference in χ2 was
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statistically significant between the models (Δ χ2[165] = 342.8, p < .01), the change in other
fit statistics was not substantive enough to warrant using the unconstrained model.

Longitudinal analyses—The time ordered relations among expectancies and sexual
behaviors were investigated with autoregressive latent variable structural equation modeling.
Background variables gender, age, race (White/non-White), and ethnicity (Latino/non-
Latino) were included as covariates. In the first model, in addition to the effects of each
expectancy and behavior regressed on themselves, all expectancies at Wave 1 were entered
into the equation predicting sexual behavior at Wave 2 and all expectancies at Wave 2 were
entered into the equation predicting sexual behavior at Wave 3. Only Social Risk
expectancies were found to be significant in predicting changes in later sexual behavior so
the model was simplified to include only these expectancy effects. The resulting model had
a reasonable fit χ2 (1753, N = 932) = 3474.9, p < .001, NFI = .88, CFI = .94, RMSEA = .03.
Sexual behavior at the prior wave was then added to each equation predicting later sexual
expectancies. Sexual behavior at Wave 2 was found to predict both Pleasure and Social
Benefit expectancies at Wave 3 (see Figure 1) and the model was also a good fit χ2 (1753, N
= 932) = 3752.9, p < .001, NFI = .89, CFI = .94, RMSEA = .04.

Gender: Gender differences in the final model were again tested using two multi-group
analyses. In this case, equivalence would indicate that the relations among expectancies and
sexual behaviors over time were the same for both genders. That is, they are related in a
similar fashion for both groups. Both models were a good fit for the data: constrained χ2

(3155, N = 454, 477) = 5497.3, p < .001, NFI = .82, CFI = .92, RMSEA = .04 and
unconstrained χ2 (3082, N = 454, 477) = 5206.0, p < .001, NFI = .83, CFI = .93, RMSEA = .
03. Again, although the difference in χ2 is statistically significant (Δ χ2[73] = 291.3, p < .
01), the change in other fit statistics did warrant using the unconstrained model.

Age: Consistent with our prior findings, both the constrained and unconstrained models
provided a satisfactory fit to the data across age groups: constrained χ2 (5245, N = 363, 382,
187) = 7448.1, p < .001, NFI = .76, CFI = .91, RMSEA = .04 and unconstrained χ2 (5039, N
= 363, 382, 187) = 7017.4, p < .001, NFI = .77, CFI = .92, RMSEA = .04. Again, although
the change in χ2 is statistically significant (Δ χ2[206] = 430.7, p < .01), the change in other
fit statistics did not warrant using the unconstrained model.

Discussion
The current study examined the factor structure, reliability, and predictive validity of a new
measure of sex expectancies, the Adolescent Sexual Expectancy Scale (ASEXS). The study
also investigated the longitudinal relationships among sexual expectancies and sexual
behavior over a three year period. Multi-group analyses were used to investigate gender and
age differences in the factor structure of the items and the relations among the ASEXS
factors and sexual behaviors. Confirmatory factor analyses indicated that four correlated
factors were adequate to account for the sexual expectancy items. These factors
corresponded to expectations regarding the likelihood of Social Risk, Social Benefit, Health
Risk, and Pleasure. These subscales showed good internal consistency (α) and test-retest
reliability. In longitudinal analyses, Social Risk expectancies were significantly related to
sexual behavior after controlling for prior behavior and for background characteristics (e.g.,
age, ethnicity). Multi-group analyses indicated the factor structure, the relationships among
factors, and the relationships between the factors and sexual behaviors were equivalent for
males and females and across age groups.

Results suggest that sexual expectancies may influence sexual behaviors, which, in turn
modify later expectancies. Specifically, Social Risk expectancies appear to function as a
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protective factor with adolescents who believe that sexual behavior is likely to have such
negative consequences being less sexually active than those who believed such
consequences were less likely. Recall that Social Risk expectancies consisted of items such
as “lose your self-respect”, “disappoint people important to you”, and “get a bad reputation.”
Although correlated cross-sectionally, Health Risk, Pleasure, and Social Benefit
expectancies were not predictive of changes adolescent sexual behavior. It may be that
adolescents give more weight to social and personal costs than to other considerations when
making decisions about becoming sexually active. This serves as a reminder to parents about
the critical role they play in affecting adolescent sexual behavior (Rafaelli, Bogenscheider &
Flood, 1998; Whitaker & Miller, 2000). That is, parents may influence their child’s
expectations regarding the social consequences of being sexually active through
communication and thus discourage precocious or risky sexual behaviors. Additionally,
from a prevention perspective, programs which highlight self-respect, parental expectations,
and other social consequences may be more likely influence adolescent sexual activity than
programs that emphasize other negative consequences. Similar to the findings of other
studies (Guilano-Ramos, Jaccard, Dittus, Gonzalez, & Bouris, 2008), we found no
relationship between health risk expectancies and sexual behavior. It is also important to
note that health risk expectancies were not uniquely related to sexual behavior over time in
the autoregressive model. This finding has significant implications given that many
prevention programs stress negative health consequences associated with sexual behavior
such as pregnancy and STIs as a deterrent strategy. Such efforts may be misplaced.

Sexual experience also modified expectancies. In particular, frequency of sexual activity at
Wave 2 negatively predicted later Social Benefit and Pleasure expectancies, after controlling
for prior sexual behaviors and expectancies. It seems that increased sexual experience might
serve to disillusion teens of their unrealistic positive expectations for sex. Collectively, the
findings highlight a dynamic relationship between expectancies and sexual behaviors, a
relationship that educators should attend to as they facilitate the development of healthy
sexual beliefs both among those who have had sexual experience as well as those who have
not.

Finally, a strength of the ASEXS is the factorial invariance of the scale across age and
gender groups. While there may be differences scale mean scores or developmental changes
over time, the factor structure of sex expectancies and how they relate to sexual behavior is
consistent among males and females, and older and younger adolescents.

Limitations
Some of the weaknesses of this study have been mentioned previously. One potential
shortcoming of this new scale is the wording of the questions. We asked about participants’
expectations should they engage in vaginal intercourse. However, we did not note whether
this was protected sex (i.e., sex with a condom), which has implications for the items related
to STDs and pregnancy. Similarly, the expectancy items focused only on vaginal
intercourse, excluding other sexual behaviors such as genital play, oral sex, and anal sex.
Future studies should investigate whether the structure of expectancy beliefs differs between
these behaviors and whether expectancies relate to them in the same way (cf. Halpern-
Felsher et al., 2005).

Recommendations
The current paper reports on the development and validation of a new instrument for
measuring adolescent beliefs about anticipated consequences associated with sexual
behavior in four domains. Although the analyses indicated only minor gender and age
differences in the factor structure of these beliefs or in their relationships with one another
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and behavior, future research should consider whether such difference may emerge among
ethnic or other socio-demographic groups. Further research should also investigate more
thoroughly the developmental trajectories of sexual expectancies. The social processes
through which sexual expectancies are acquired and modified are as of yet unclear, but may
include parental, peer, and media influences as well as direct experience (Martino, et al.,
2005). These issues should be addressed. Sex expectancies also need to be considered in the
context of other important factors that influence young people’s sexual behavior such as
family and peer influences and related beliefs. The extent to which these factors are
mediated through expectancies or have independent effects is an open question that should
be addressed. Finally, additional studies are needed to identify sexual expectancies that may
not have been captured in the ASEXS and to ascertain their role in adolescent risky or health
promoting sexual behaviors.
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Figure 1.
Standardized path diagram of the longitudinal relations among sexual expectancies and
behaviors
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