1duosnue Joyiny 1duosnuen Joyiny 1duosnuen Joyiny

1duasnuen Joyiny

Author manuscript
Sex Health. Author manuscript; available in PMC 2015 June 02.

-, HHS Public Access
«

Published in final edited form as:
Sex Health. 2012 July ; 9(3): 240-246. d0i:10.1071/SH10098.

Gender differences in sexual risk behaviours and sexually
transmissible infections among adolescents in mental health
treatment

Puja Seth”AB.G” Delia L. Lang”™B, Ralph J. DiClemente”B, Nikia D. Braxton”, Richard A.
CrosbyC, Larry K. BrownPE, Wendy HadleyP-E, and Geri R. DonenbergF

ADepartment of Behavioral Sciences and Health Education, Rollins School of Public Health,
Emory University, Atlanta, GA 30322, USA

BEmory Center for AIDS Research, Social and Behavioral Sciences Core, Atlanta, GA 30322,
USA

CDepartment of Health Behavior, College of Public Health, University of Kentucky, Lexington, KY

40379, USA

PBradley/Hasbro Children's Research Center, Rhode Island Hospital, Providence, RI 02903, USA

EAlpert Medical School, Brown University, Providence, RI 02903, USA

FDepartment of Psychiatry, University of lllinois at Chicago, Chicago, IL 60606, USA

Abstract

Background—Adolescents with a history of psychiatric disorder(s) are particularly vulnerable
to contracting sexually transmissible infections (STIs) as a result of psychological and emotional
states associated with higher rates of risky sexual behaviour. The present study examined gender
differences in sexual risk behaviours and STI among adolescents in mental health treatment.

Methods—Three hundred and seventy nine sexually active adolescents, aged 13-18 years, from
a larger multisite study, who received mental health treatment during the past year, completed an

audio computer-assisted self interview assessing sociodemographics, psychiatric symptomatology
and HIV/STI risk behaviours, and provided urine specimens tested for STI.

Results—After controlling for covariates, multivariate logistic regression models indicated that
female adolescents were more likely to have had an HIV test (adjusted odds ratio (AOR) = 3.2, P
=0.0001), obtain their HIV test results (AOR = 2.9, P = 0.03), refuse sex out of fear for STI
acquisition (AOR = 1.7, P = 0.04), or avoid a situation that might lead to sex (AOR =2.4, P =
0.001), and were less likely to have a casual sex partner (AOR = 0.40, P = 0.002). Additionally,
females were more likely to report inconsistent condom use (AOR = 2.60, P = 0.001) and have a
STI (AOR = 9.1, P =0.0001) than their male counterparts.
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Conclusions—Female adolescents receiving mental health treatment were more than nine times
as likely to have an STI and more likely to use condoms inconsistently. The standard of care for
mental health practice for adolescents should include referrals for STI screening and treatment as
well as assessment and discussion of risky sexual behaviours as part of the treatment plan when
indicated. Effective programs should address gender-specific communication and behavioural
skills.

Additional keywords
risky sexual behaviour

Introduction

Although adolescents and young adults, between 15-24 years, represent 25% of the sexually
active population, they represent 50% of acquired sexually transmissible infections (STls).1
It is therefore not surprising that adolescents also continue to be at high risk for contracting
HIV. At the end of 2008, 68 600 youth between 13 and 24 years of age were living with
HIV, and alarmingly, 58.9% of youth had undiagnosed HIV.2 However, adolescents are not
a homogenous group; rather, they represent a diverse population, with subgroups engaging
in different HI\VV/STI-risk behaviours. One group at risk for acquiring HIV/STI are
adolescents with psychiatric disorders.3 Youth with major mental disorders have been found
to have a higher prevalence of engaging in certain HIV/STI risk behaviours than the rates
found among samples of youth from the normative population.#-8 HIV prevalence among
adolescents with psychiatric disorder(s) is less known, but this population is considered
particularly vulnerable due to psychological and emotional states associated with higher
rates of risky sexual behaviour and lower rates of HIV/STI preventive behaviours.3.
According to cognitive theory,8 negative thoughts associated with psychiatric diagnoses
influence not only how one feels about him or herself but also influence one's behaviour.
This can often lead to unhealthy decision-making in a variety of social contexts, including
sexual situations.%10

Previous research has indicated that adolescents in psychiatric care are more likely to test
positive for an STI, become pregnant, and engage in high risk sexual behaviours, including
more frequent sexual activity, sex while high on alcohol/drugs, multiple partners, earlier
sexual debut, and unprotected sex.34711-13 Two recent studies with female adolescents
found that those experiencing high levels of psychological distress were more likely to have
an STI, use condoms inconsistently, have sex while high on alcohol/drugs, have male
partners with concurrent female partners, have low sexual self-efficacy, and be more fearful
of communicating with their partners.14.15

According to the Theory of Gender and Power, gender-based inequalities and disparities can
negatively impact women's health.16:17 This theory has been applied in order to gain a better
understanding of women's increased HIV risk due to sexual division of labour (e.g. poverty,
education levels, ethnic minority, young age), sexual division of power (e.g. abuse history,
partner who refuses safe-sex practices, high-risk sexual partner, limited self-efficacy in
condom negotiation), and social norms and affective attachments (e.g. older male partner,
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family influence, conservative gender and cultural norms, depression).1” Additionally,
women are often considered to be at higher risk for contracting HIV due to partner's risk
factors, biological vulnerability, and inequality in sexual relationships, such as fear of
physical abuse for negotiating condoms.2-17-23

Therefore, while examining risky sexual behaviour among adolescents, it is also important
to examine gender differences to inform HIV prevention interventions.242> Although there
are similarities in HIV/STI risk factors and behaviours across gender, some differences exist
due to the impact of social and intimate relationships on risky behaviour.26 Previous
research has indicated that among adolescents, males are more likely to engage in multiple
health-risk behaviours than females.2” Factors affecting risky sexual behaviours and STIs
among females include lack of control in relationships, longer relationships, fear of condom
negotiation, less sexual communication, intimate partner violence, and older sexual
partners.226:28-35 Eor males, sexual communication with their partners, feelings of
contraception responsibility, early phases of a relationship, and perceptions of partners'
sexual experience have been associated with HIV/STI protective behaviours, such as
increased condom use.26:36-39 Among a nationally representative sample of disadvantaged
school youth 16-21 years old, young women were 50% more likely to be infected with HIV
than young men.“% Female adolescents have also reported higher rates of risky sexual
practices, lower condom use, and lower risk perceptions of their HIV risk than their male
counterparts.#1:42 However, female adolescents have been found to have higher self-efficacy
for making condoms enjoyable and avoiding risky sexual situations but less comfortable in
demonstrating their condom-use skills.24

Little research has been conducted on gender differences in HIV-risk behaviour among
adolescents with mental health issues or those in mental health treatment. Among
adolescents who were receiving psychiatric care, female adolescents reported higher rates of
risky sexual behaviour and overall sexual risk taking behaviour, including having sex
without a condom and having sex while high on alcohol or drugs, than male adolescents.*3
Another study examining HIV/STI-risk behaviours among youth in foster care with mental
health problems found that females were more likely to report HIV/STI-risk behaviours than
males.*4

Given that adolescents in psychiatric care are potentially at increased risk for HIV/STIs, it is
critical to gain a better understanding of their risk to develop efficacious HIV/STI
interventions to curb the burden of disease. Additionally, examination of gender differences
is pertinent to the development of HIV/STI interventions that may need to target gender-
specific risk behaviours. However, a limited number of studies have examined gender
differences in HIV/STI risk behaviours and STIs among adolescents receiving mental health
treatment. The aim of the present study is to extend upon previous research examining
gender differences in HIV risk behaviour among adolescents and to address a gap in the
literature. This is one of a few studies to examine gender differences in HIV/STI risk
behaviours and laboratory-confirmed STIs among adolescents receiving mental health
treatment.
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This is a substudy of a larger multisite family-based randomised clinical trial designed to
evaluate the efficacy of a HIV/STI intervention for adolescents diagnosed with
psychological disorders. Adolescents were eligible if they were between 13 and 18 years,
received a mental health treatment during the past year, lived with a parent or guardian who
was also willing to participate in the study, and provided informed consent. Adolescents
were excluded if they had a history of sexually aggressive behaviour (i.e. sexual assault or
molestation), were currently pregnant, were known to have tested positive for HIV, or had
cognitive deficits precluding them from completing assessments or participating in group
activities. Participants were enrolled in the study at three recruitment sites: Brown
University, University of Illinois, Chicago, and Emory University. Clinics and hospitals
providing mental health services to adolescents served as recruitment sites. Of 1102
adolescents who met eligibility criteria, 891 (81%) agreed to participate and subsequently
completed baseline assessments. A total of 379 participants were sexually active; therefore,
analyses for the current study were based on this subsample of adolescents, which consisted
of 60.4% females. The Institutional Review Boards at all three sites approved the study
protocol.

Adolescents completed an audio-assisted computerised interview at baseline. The adolescent
interview assessed sociodemographic characteristics, sexual behaviour patterns,
psychosocial characteristics as well as psychiatric symptomology. Finally, adolescents also
provided a urine specimen that was assayed for three common STls (chlamydia, gonorrhoea,
and trichomoniasis).

Sexually transmissible infections

Urine samples provided by adolescents were evaluated for Neisseria gonorrhoeae,
Chlamydia trachomatis and Trichomonas vaginalis. Assays were conducted at the Emory
University Molecular Diagnostics Laboratory. Chlamydia trachomatis and Neisseria
gonorrhoeae were detected using the BD ProbeTec (Becton Dickinson; Sparks, MD, USA)
assay utilising homogeneous strand displacement amplification technology as the
amplification method and fluorescent energy transfer as the detection method. Trichomonas
vaginalis was tested using real time polymerase chain reaction. Adolescents identified with
an STI were provided directly observable single-dose STI treatment, received appropriate
risk reduction counselling per Center for Disease Control recommendations, and were
encouraged to refer sex partners for treatment. Participants who were positive for chlamydia,
gonorrhoea, and/or trichomoniasis were categorised as ‘ST positive’ and subsequently this
was considered the main outcome variable of interest.

Condom use and partner variables

Participants were asked how often they used condoms with their sexual partners. Answer
options ranged from 1) always to 5) never. This variable was recoded such that participants
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who indicated they always used condoms with their sexual partner were categorised as
‘consistent condom users’. All other participants were categorised as ‘inconsistent condom
users’. Additionally, participants were asked to indicate whether they ever engaged in sexual
activity with a casual partner and whether they had multiple partners (i.e. more than one
partner) during the past 3 months. A casual sexual partner was defined as someone with
whom the participant does not have a steady relationship. These variables were used as
separate outcomes in this study.

Parental norms about sex

Adolescents' perceptions of parents' degree of approval regarding their sexual activity was
assessed with this seven-item measure.#> Sample questions include “My parent thinks that
sex is ok after 1 or 2 dates” or “My parent thinks sex is ok with a person | love”. Responses
ranged from 1) very true to 5) very false. Cronbach's alpha was 0.80.

Parental-adolescent general communication

This 20-item measure assessed positive and negative aspects of general parent—adolescent
communication and was completed by adolescents.#6 Sample items include “If | was in
trouble, | could tell my parent” or ‘I don't think I can tell my parent how | really feel about
some things’. Responses ranged from 1) strongly disagree to 5) strongly agree. Scores from
two subscales, Open Family Communication and Problems in Family Communication were
summed into two separate scores. Internal consistency of the two subscales was 0.78 to 0.90,
respectively.

HIV testing behaviour

HIV testing behaviour was assessed by asking adolescents whether they were ever tested for
HIV and whether they obtained their test results. Both variables were dichotomous (i.e. yes
or no).

Sex refusal and avoidance

Two preventive behaviours were assessed: refusal or avoidance of sex. Adolescent
participants were asked ‘In the past 90 days, have you refused having sex with someone out
of fear of getting an STD?’ and “In the past 90 days, did you avoid a situation that might
have led to having sex?’ Both variables were dichotomous (i.e. yes or no).

Data analyses

First, descriptive analyses were conducted to obtain means, standard deviations, and
proportions for relevant sociodemographic variables. x2 and independent t-tests were
conducted to examine differences in sociodemographic characteristics between male and
female adolescents for purposes of determining covariates that would subsequently be
statistically controlled for in multivariate analyses. Multivariate logistic regression models
were conducted to assess whether males or females were more likely to engage in a variety
of high risk sexual behaviours known to be associated with STI/HIV acquisition. For each
model, gender was the predictor variable and the specific sexual behaviours were the
criterion variables (DV). Laboratory-confirmed STI test results also served as the DV in one
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model. Specifically, dependent variables included condom use, sexual behaviour with casual
or multiple partners, refusal and avoidance of sex and HIV-testing behaviour after
controlling for potential confounders. Each logistic regression model controlled for the
following covariates: race/ethnicity, parental norms about sex, problems in family
communication, and study site. The model predicting differences in STI(s) by gender was
also adjusted for inconsistent condom use.

Of the 891 adolescent and parent dyads completing baseline assessments, 379 (42.5%)
adolescents reported a history of sexual intercourse and provided valid assessment data. The
average age was 15.27 years (s.d. = 1.29); 39.6% were male (n = 150) and 60.4% were
female (n = 229). When examining racial/ethnic groups, minority participants were
combined into one group; however, it is important to note that 60.7% of all participants were
African—American. Overall, 15.5% (n = 59) tested positive for STI(s), and 10.7% tested
positive for chlamydia, 3.1% for gonorrhoea, and 4.9% for trichomoniasis. Seven males
(4.6%) tested positive for an STI compared with 50 females (21.7%). Sociodemographic
characteristics comparing males and females are presented in Table 1. Of these, race/
ethnicity, parental sexual norms, parental communication, and study site were statistically
related to gender (P < 0.15), and were included as covariates in the multivariate logistic
regression model.#” Due to its association with STI/HIV acquisition, condom use was
controlled for in the multivariate model predicting STI outcome. The other models did not
include condom use as a covariate.

Multivariate logistic regression models (see Table 2) indicated that after controlling for
covariates, compared with male adolescents, female adolescents were more likely to have
had an HIV test, obtain their HIV test results, refuse sex out of fear for acquiring a STI, and
avoid a situation that might lead to sexual activity. Additionally, female adolescents,
compared with males, were 2.6 times more likely to report inconsistent condom use, and
nine times more likely to have a laboratory-confirmed STI. Finally, female adolescents were
less likely to report having a casual partner. No significant associations were found between
gender and multiple sexual partners.

Discussion

The present study is one of a limited number of studies examining gender differences in
HIV/STI-risk behaviours among a sample of adolescents in mental health treatment. The
findings indicated that despite being more likely to refuse sex due to fear of contracting STI,
female adolescents were more than nine times as likely to be STI-positive and more likely to
report inconsistent condom use, which ultimately is the strongest determinant of HIV/STI
transmission. In contrast, male adolescents were less likely to obtain HIV testing, receive
results from most recent HIV testing, refuse sex due to fear of contracting an STI, or avoid a
situation that they thought might lead to sexual activity, and were more likely to have a
casual sexual partner. In our current sample, these results were observed while controlling
for ethnic background, parental norms about sex, problematic family communication
patterns and study site.

Sex Health. Author manuscript; available in PMC 2015 June 02.



1duosnuen Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Seth etal.

Page 7

Compared with adolescents from the general population, the findings from this study are
consistent with some previous findings suggesting that female adolescents are less likely to
use condoms than male adolescents (69% v. 80%)*8 (58.1% v. 79.1%).4° However, the
reports of condom use are lower in the current sample of adolescents, and the differences
between female and male adolescents are more pronounced (43.4% v. 66.2%). Studies also
have found that female adolescents in the general population were more likely to engage in
HIV/STI-risk behaviours.#142 However, other studies have indicated that male adolescents
were more likely to engage in HIV/STI-risk behaviours, including an earlier sexual debut,
report unprotected sex with multiple partners, and consume alcohol before sex.27:5951 |n the
limited research conducted on adolescents in psychiatric care, females were more likely to
engage in HIV/STI-risk behaviours. This is, in part, consistent with the findings from the
current study suggesting that female adolescents were more likely to report using condoms
inconsistently and were also more likely to test positive for an ST1.43:44

According to the Theory of Gender and Power, gender-based inequalities or cultural/gender
norms may lead to negative health outcomes among women, including increased HIV-risk
behaviours and acquisition of HIV/STI.16.17 Previous research has indicated that women are
often considered to be at higher risk for contracting HIV/STI due to lack of recognition of
partner's risk factors, intimate partner violence, and inequality in sexual relationships, such
as fear of physical/sexual abuse for negotiating condoms.2:18:20.21.34 Bjological factors,
which lead to infections more easily transmitted from men to women, also contribute to
women's increased risk of being susceptible to HIV/STI.17:22 These psychosocial, structural,
and biological factors seem to play a significant role in explicating the gender differences in
HIV/STI risk behaviours as well as ST1 acquisition found in the present study. Given that
key factors affecting HIV/STI risk among female adolescents include lack of relationship
control, fear of condom negotiation, less frequency of sexual communication, and older
sexual partners,226.28-34 these factors may be associated with the decreased likelihood that
female adolescents in mental health treatment would negotiate condom use with their sexual
partners, resulting in a higher likelihood of inconsistent condom use. The absence of
consistent condoms use among females adolescents in our sample coupled with the
increased biological susceptibility of STI transmission from males to females, explains the
current findings of significantly higher STI rates among females adolescents in this study.
Although female adolescents were more likely to use condoms inconsistently and test
positive for an STI, they also were more likely to engage in protective behaviours, such as
refusing sex out of fear of contracting an STI and obtaining an HIV test. These findings
indicate that when compared with male adolescents, females take the initiative to reduce
certain health risks. Therefore, although differences may exist, both male and female
adolescents engage in risky sexual behaviours, which points to the importance of gender-
specific prevention interventions.

There are limitations to the present study. First, the findings can only be discussed as
associations and do not provide information regarding causality. The confidence interval for
the STI finding was large. It was likely driven by overall low sample of STI positive
participants and possible to the low number of STIs among males. However, this also could
be due to the fact that the true value of the effect is still large at either end of the confidence
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interval. Therefore, the adjusted odds ratio estimate should be interpreted with caution.
Additionally, the data on risky sexual practices rely on retrospective self-report data. It is
possible that participants had difficulty recalling important information, and/or they
provided socially desirable responses to sensitive questions. As a result, participants' self-
reported behaviours could be conservative estimates of their actual behaviour. However,
although health and risky sexual practices were self-reported, all STIs were laboratory-
confirmed. Despite these limitations, the potential implications of the findings for public
health practice are significant.

Given the limited research on this population and the alarmingly higher likelihood of
females being STI-positive, further examination is warranted. Psychiatrists, psychologists,
or mental health counsellors who are most likely to see these adolescents for mental health
treatment should assess and address risky sexual behaviours as part of the treatment plan.>2
Additionally, standard of care for mental health practice for adolescents should include
referrals for STI screening and treatment when indicated. Clinicians should provide
comprehensive information regarding risky sexual behaviours and the importance of
HIV/STI testing. By coordinating medical and mental health care, early detection of
potential mental and physical problems will be facilitated. Since psychological resources
serve as a protective agent against the effects of these risk factors, there is a need to identify
and intervene early rather than dismiss these psychiatric symptoms as transitory experiences.
Prevention and interventions at an earlier stage can lead to lower costs and less negative
consequences for adolescents, families, and communities.

The findings also underscore the importance of gender-sensitive HIV/STI programs for
adolescents receiving mental health treatment. For example, female adolescents are often
more likely to experience low self-esteem and are more likely to experience depression,
mania, and comorbid disorders.#3%:53 Male adolescents often make the decisions about
condom use, whereas, female adolescents often have to rely on their negotiation skills, or
lack thereof, and many female adolescents may be fearful of abuse resulting from condom
negotiation, despite having greater knowledge about STls.23 Effective programs should
address gender-specific communication and behavioural skills. Based on the findings from
this study and previous research, intervention and treatment approaches with female
adolescents should focus on skills such as increasing self-efficacy, condom negotiation, and
sexual communication.141535 Among male adolescents the focus should be on reducing
risky partnerships, improving communication skills, contraception responsibility, and
discussing HIV/STI testing with their partners.26:36-39.54 Qverall, condom use and
protective sex behaviours should be discussed as normative behaviours that will protect
themselves and their sexual partners.

Acknowledgments

Research was supported by NIMH grant MH 63008 to Rhode Island Hospital (P.l. Larry K. Brown, M.D.) and the
Lifespan/Tufts/Brown Center for AIDS Research. This work also was supported in part by the Center for AIDS
Research (P30 A1050409). Special thanks to the Project Style Study Group (for names and affiliations please see
Project Style Group listing).

Project STYLE study group

Sex Health. Author manuscript; available in PMC 2015 June 02.



1duosnuen Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Seth etal. Page 9
Principal investigators: Larry Brown, MD, Rhode Island Hospital, Providence, RI; Ralph DiClemente, PhD, Emory
University, Atlanta, GA; Geri Donenberg, PhD, University of Illinois at Chicago, Chicago, IL.
Steinvestigators: Chinmayee Barve, PhD, University of Illinois at Chicago, Chicago, IL; Richard Crosby, PhD,
University of Kentucky, Lexington, KY; Wendy Hadley, PhD, Rhode Island Hospital, Providence, RI; Delia Lang,
PhD, Emory University, Atlanta, GA; Celia Lescano, PhD, Rhode Island Hospital, Providence, RI; Cami McBride,
PhD, Rosalind Franklin University of Medicine and Science, Chicago, IL.
Consultants: Nancy Beausoleil, MS, Rhode Island Hospital, Providence, RI; Angela Caliendo, MD, PhD, Emory
University, Atlanta, GA; David Pugatch, MD, Rhode Island Hospital, Providence, RI; Ron Seifer, PhD, Rhode
Island Hospital, Providence, RI.
Project coordinators: Rhode Island Hospital: Renee Johnson, BS; Harrison Kell, AB; Erika Litvin, BS; Jonathan
Thompson, BS.
University of Illinois at Chicago: Gloria Coleman, MA; Emily Hasselquist, BA; Chisina Kapungu, PhD; Charu
Thakral, PhD.
Emory University: Cara Averhart, MA; Wayne Baudy, MPH; Emily Higgins, MPH; Ana Massey, MPH.

References

1. Weinstock H, Berman S, Cates W. Sexually transmitted diseases among American youth: incidence
and prevalence estimates, 2000. Perspect Sex Reprod Health. 2004; 36:6-10.10.1363/3600604
[PubMed: 14982671]

2. Torian L, Chen M, Rhodes P, Hall I. HIV surveillance — United States, 1981-2008. MMWR Morb
Mortal WKly Rep. 2011; 60:689-93. [PubMed: 21637182]

3. Brown LK, Danovsky MB, Lourie K, DiClemente RJ, Ponton LE. Adolescents with psychiatric
disorders and the risk of HIV. J Am Acad Child Adolesc Psychiatry. 1997; 36:1609-17. [PubMed:
9394948]

4. Brown LK, Hadley W, Stewart A, Lescano C, Whiteley L, Donenberg G, et al. Psychiatric disorders
and sexual risk among adolescents in mental health treatment. J Consult Clin Psychol. 2010;
78:590-7.10.1037/a0019632 [PubMed: 20658815]

5. Halifors D, Iritani B, Miller W, Bauer D. Sexual and drug behavior patterns and HI\V//STD racial
disparities: the need for new directions. Am J Public Health. 2007; 97:1-8.

6. Abrantes AM, Strong DR, Ramsey SE, Kazura AN, Brown RA. HIV-risk behaviors among
psychiatrically hospitalized adolescents with and without comorbid SUD. J Dual Diagn. 2006;
2:85-100.10.1300/J374v02n03_08 [PubMed: 17410281]

7. Donenberg GR, Emerson E, Bryant FB, Wilson H, Weber-Shifrin E. Understanding AIDS-risk
behavior among adolescents in psychiatric care: links to psychopathology and peer relationships. J
Am Acad Child Adolesc Psychiatry. 2001; 40:642-53.10.1097/00004583-200106000-00008
[PubMed: 11392341]

8. Beck, AT. Cognitive therapy: basics and beyond. New York: Guilford Press; 1995.

9. Beck, AT. Cognitive therapy and emotional disorders. New York: International Universities Press;
1976.

10. Sales, JM.; Spitalnick, JS.; Crittenden, CP.; DiClemente, RJ. Depression and sexual risk-taking in
adolescents. In: Columbus, F., editor. Sexual risk behaviors. Hauppauge, NY: Nova Science
Publishers, Inc; 2009.

11. DiClemente RJ, Ponton LE. HIV-related risk behaviors among psychiatrically hospitalized
adolescents and school-based adolescents. Am J Psychiatry. 1993; 150:324-5. [PubMed: 8422086]

12. Valois RF, Bryant ES, Rivard JC, Hinkle KT. Sexual risk-taking behaviors among adolescents
with severe emotional disturbance. J Child Fam Stud. 1997; 6:409-19.10.1023/A:1025041311780

13. Ramrakha S, Caspi A, Dickson N, Moffitt T, Paul C. Psychiatric disorders and risky sexual
behavior in young adulthood: cross sectional study in birth cohort. BMJ. 2000; 321:263—
6.10.1136/bmj.321.7256.263 [PubMed: 10915126]

14. Seth P, Raiji PT, DiClemente RJ, Wingood GM, Rose E. Psychological distress as a correlate of a
biologically-confirmed STI, risky sexual practices, self-efficacy, and communication with male

Sex Health. Author manuscript; available in PMC 2015 June 02.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Seth etal.

15.

16.
17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

28.

29.

30.

31.

32.

Page 10

sex partners in African-American female adolescents. Psychol Health Med. 2009; 14:291—
300.10.1080/13548500902730119 [PubMed: 19444707]

Seth P, Patel SN, Sales JM, DiClemente RJ, Wingood GM, Rose E. The impact of depressive
symptomatology on risky sexual behavior and sexual communication among African American
female adolescents. Psychol Health Med. 2011; 16:346-56.10.1080/13548506.2011.554562
[PubMed: 21491342]

Connell, RW. Gender and power Standford. Standford: University Press; 1987.

Wingood GM, DiClemente RJ. Application of the theory of gender and power to examine HIV-
related exposures, risk factors, and effective interventions for women. Health Educ Behav. 2000;
27:539-65.10.1177/109019810002700502 [PubMed: 11009126]

Hader SL, Smith DK, Moore JS, Holmberg SD. HIV infection in women in the United States:
status at the millennium. JAMA. 2001; 285:1186-92.10.1001/jama.285.9.1186 [PubMed:
11231749]

Suarez-Al-Adam M, Raffaelli M, O'Leary A. Influence of abuse and partner hypermasculinity on
the sexual behavior of Latinas. AIDS Educ Prev. 2000; 12:263-74. [PubMed: 10926129]

European Study Group on Heterosexual Transmission of HIVV Comparison of female to male and
male to female transmission of HIV in 563 stable couples. BMJ. 1992; 304:809-13.10.1136/bmj.
304.6830.809 [PubMed: 1392708]

Padian NS, Shiboski SC, Jewell NP. Female-to-male transmission of human immunodeficiency
virus. JAMA. 1991; 266:1664-7.10.1001/jama.266.12.1664 [PubMed: 1886189]

Spiegel HML, Futterman DC. Adolescents and HIV: prevention and clinical care. Curr HIV/AIDS
Rep. 2009; 6:100-7.10.1007/s11904-009-0015-y [PubMed: 19358781]

Raiford JL, DiClemente RJ, Wingood GM. Effects of fear of abuse and possible STI acquisition on
the sexual behavior of young African American women. Am J Public Health. 2009; 99:1067—
71.10.2105/AJPH.2007.131482 [PubMed: 19372531]

Murphy DA, Rotheram-Borus MJ, Reid HM. Adolescent gender differences in HIV-related sexual
risk acts, social-cognitive factors and behavioral skills. J Adolesc. 1998; 21:197-208.10.1006/jado.
1997.0141 [PubMed: 9585496]

Centers for Disease Control and Prevention. Sexually transmitted disease surveillance, 2007.
Atlanta: US Department of Health and Human Services; 2008.

DiClemente RJ, Crittenden CP, Rose E, Sales JM, Wingood GM, Croshy RA, et al. Psychosocial
predictors of HIV-associated sexual behaviors and the efficacy of prevention interventions in
adolescents at-risk for HIV infection: what works and what doesn't work? Psychosom Med. 2008;
70:598-605.10.1097/PSY.0b013e3181775edb [PubMed: 18541908]

Lindberg, LD.; Boggess, S.; Williams, S. Trends in the well-being of America's children and
youth, 1999. Washington, DC: Department of Health and Human Services; 2000. Multiple threats:
The cooccurrence of teen health risk behaviors.

DiClemente RJ, Wingood GM, Croshy RA, Cobb BK, Harrington K, Davies SL. Parent-adolescent
communication about sexuality-related topics and adolescents' risky sexual behaviors,
communication with sex partners, and self-efficacy to discuss sexuality-related issues with sex
partners. J Pediatr. 2001; 139:407-12.10.1067/mpd.2001.117075 [PubMed: 11562621]

Sionéan C, DiClemente RJ, Wingood GM, Crosby RA, Cobb BK, Harrington K, et al.
Psychosocial and behavioral correlates of refusing unwanted intercourse among African American
female adolescents. J Adolesc Health. 2002; 30:55-63.10.1016/S1054-139X(01)00318-4
[PubMed: 11755801]

Croshy RA, DiClemente RJ, Wingood GM, Sionean C, Cobb B, Harrington K. Correlates of
unprotected vaginal sex among African American female teens: the importance of relationship
dynamics. Arch Pediatr Adolesc Med. 2000; 154:893-9. [PubMed: 10980792]

Fortenberry JD, Tu W, Harezlak J, Katz BP, Orr DP. Condom use as a function of time in new and
established adolescent sexual relationships. Am J Public Health. 2002; 92:211-3.10.2105/AJPH.
92.2.211 [PubMed: 11818293]

Begley E, Crosby RA, DiClemente RJ, Wingood GM, Rose E. Older partners and STD prevalence
among pregnant African American teens. Sex Transm Dis. 2003; 30:211—
3.10.1097/00007435-200303000-00006 [PubMed: 12616137]

Sex Health. Author manuscript; available in PMC 2015 June 02.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Seth etal.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.
48.

49.

50.

Page 11

DiClemente RJ, Wingood GM, Crosby RA, Sionean C, Cobb BK, Harrington K, et al. Sexual risk
behaviors associated with having older sex partners: a study of African American female
adolescents. Sex Transm Dis. 2002; 29:20-4.10.1097/00007435-200201000-00004 [PubMed:
11773874]

Wingood GM, Seth P, DiClemente RJ, Robinson LS. Association of sexual abuse with incident
high-risk human papillomavirus infection among young African American women. Sex Transm
Dis. 2009; 36:784-6.10.1097/0LQ.0b013e3181b3567e [PubMed: 19704392]

Seth P, Raiford JL, Robinson LS, Wingood GM, Diclemente RJ. Intimate partner violence and
other partner-related factors: correlates of sexually transmissible infections and risky sexual
behaviours among young adult African American women. Sex Health. 2010; 7:25-30.10.1071/
SHO08075 [PubMed: 20152092]

Wilson MD, Kastrinakis M, D'Angelo LJ, Getson P. Attitudes, knowledge, and behavior regarding
condom use in urban black adolescent males. Adolescence. 1994; 29:13-26. [PubMed: 8036971]
Ku L, Sonenstein FL, Pleck J. The dynamics of youg men's condom use during and across
relationships. Fam Plann Perspect. 1994; 26:246-51.10.2307/2135889 [PubMed: 7867771]

Lindberg LD, Ku L, Sonenstein FL. Adolescent males' combined use of condoms with partners'
use of female contraceptive methods. Matern Child Health J. 1998; 2:201-9.10.1023/A:
1022304322327 [PubMed: 10728277]

Pendergrast RA, Durant RH, Gaillard GL. Attitudinal and behavioral correlates of condom use in
urban adolescent males. J Adolesc Health. 1992; 13:133-9.10.1016/1054-139X(92)90080-U
[PubMed: 1627581]

Valleroy LA, MacKellar DA, Karon JM, Janssen RS, Hayman DR. HIV infection in disadvantaged
out-of-school youth: prevalence for U.S. Job Corp entrants, 1990 through 1996. J Acquir Immune
Defic Syndr. 1998; 19:67-73.10.1097/00042560-199809010-00011

DiClemente RJ, Lodico M, Grinstead O, Harper G, Rickman R, Evans P, et al. African-American
adolescents residing in high-risk urban environments do use condoms: correlates and predictors of
condom use among adolescents in public housing developments. Pediatrics. 1996; 98:269-78.
[PubMed: 8692629]

Newman P, Zimmerman M. Gender differences in HIV-related risk behavior among urban
African-American youth: a multivariate approach. AIDS Educ Prev. 2000; 12:308-25. [PubMed:
10982121]

Donenberg GR, Wilson HW, Emerson E, Bryant FB. Holding the line with a watchful eye: the
impact of perceived parental permissiveness and parental monitoring on risky sexual behavior
among adolescents in psychiatric care. AIDS Educ Prev. 2002; 14:138-57.10.1521/aeap.
14.2.138.23899 [PubMed: 12000232]

Auslander WF, McMillen JC, Elze D, Thompson R, Jonson-Reid M, Stiffman A. Mental health
problems and sexual abuse among adolescents in foster care: relationship to HIV risk behaviors
and intentions. AIDS Behav. 2002; 6:351-9.10.1023/A:1021152813774

Baker SA, Thalberg SP, Morrison DM. Parents' behavioral norms as predictors of adolescent
sexual activity and contraceptive use. Adolescence. 1988; 23:265-82. [PubMed: 3407490]
Barnes HL, Olson DH. Parent-adolescent communication and the circumplex model. Child Dev.
1985; 56:438-48.10.2307/1129732

Hosmer, DW.; Lemeshow, SL. Applied logistic regression. New York: Wiley and Sons; 2000.
Fortenberry JD, Schick V, Herbenick D, Sanders SA, Dodge B, Reece M. Sexual behaviors and
condom use at last vaginal intercourse: a national sample of adolescents ages 14 to 17 years. J Sex
Med. 2010; 7:305-14.10.1111/j.1743-6109.2010.02018.x [PubMed: 21029387]

Reece M, Herbenick D, Schick V, Sanders SA, Dodge B, Fortenberry JD. Condom use rates in a
national probability sample of males and females ages 14 to 94 in the United States. J Sex Med.
2010; 7:266-76.10.1111/j.1743-6109.2010.02017.x [PubMed: 21029384]

Nkansah-Amankra S, Diedhiou A, Agbanu HLK, Harrod C, Dhawan A. Correlates of sexual risk
behaviors among high school students in Colorado: analysis and implications for school-based
HIV/AIDS programs. Matern Child Health J. 2011; 15:730-41.10.1007/s10995-010-0634-3
[PubMed: 20635195]

Sex Health. Author manuscript; available in PMC 2015 June 02.



1duosnue Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnuep Joyiny

Seth etal.

51.

52.

53.

54.

Page 12

Romero EG, Teplin LA, McClelland GM, Abram KM, Welty LG, Washburn JJ. A longitudinal
study of the prevalence, development, and persistence of HIV/STI risk behaviors in delinquent
youth: implications for health care in the community. Pediatrics. 2007; 119:e1126-41.10.1542/
peds.2006-0128 [PubMed: 17473083]

Danielson CK, de Arellano MA, Ehrenreich JT, Suarez LM, Bennett SM, Cheron DM, et al.
Identification of high-risk behaviors among victimized adolescents and implications for
empirically supported psychosocial treatment. J Psychiatr Pract. 2006; 12:364—
83.10.1097/00131746-200611000-00004 [PubMed: 17122697]

Essau CA, Lewinsohn PM, Seeley JR, Sasagawa S. Gender differences in the developmental
course of depression. J Affect Disord. 2010; 127:185-90.10.1016/j.jad.2010.05.016 [PubMed:
20573404]

Swenson RR, Rizzo CJ, Brown LK, Payne N, DiClemente RJ, Salazar LF, et al. Prevalence and
correlates of HIV testing among sexually active African American adolescents in 4 US cities. Sex
Transm Dis. 2009; 36:584-91.10.1097/0LQ.0b013e3181b4704c [PubMed: 19661840]

Sex Health. Author manuscript; available in PMC 2015 June 02.



Page 13

Seth etal.

Author Manuscript

"Modal 1usdS3jope Uo paseq

\
A (L5¥T) ¥9'29 (6e°eT) £0'gg  HONEIINULIOD JUBISIIOPEUAIES
7000 (80'9) vv'sz (22°9) L0°'TZ X85 INOGE SULIOU [EJus.Bd
(L0g) T2 (621) L2 30UBPIAOId
(r'6e) 16 (L28) 1S ofearyd
(6'62) 69 (rvv) 29 eluepy
€000 als Apnis
(e°29) szt (r19) 2L Teak/yoz<
(Lzv) €6 (98v) 89 1e9A/302>
120 (JeaA/>02>) awodul pjoyssnoH
(8'59) ST (eTL) L0T wwared ajbuis
(cve) 62 (282) ev diysuoe|as psILILIOD Ul Jusied
92'0 SnJels [eiliew juased
(z€9) 6ET (6'92) €11 AuouIN
(8'9¢) 18 (Te) ve uelseonen
9000 dnoub o1uy3
020 (vz'1) 02'ST (se'1) LE'GT 1uB0s3|0pE J0 8By
(%) N (ps)un (%) N (‘ps) ues N
d (62 =u)sweosojopedfewss  (OST = U) SILID[OpE 3 N
S1US0SO[OpR SeWd) pUR 3el JO SO1IS1B10e Jeyd d1yde JBowepoioos
Talqel

Author Manuscript

Author Manuscript

Author Manuscript

Sex Health. Author manuscript; available in PMC 2015 June 02.



Page 14

Seth etal.

"AIH Jo} pasa) Butag Jans paliodal Jeys Jaquinu ay) uo paseq (%) Zm_

"3SN WOPUO9 JUBISISUOIUI 0} S|0JIU0J OS|e [apow
1LS 8y} ‘811s Apnis pue ‘uoljealunwiwod Ajiwrey ul swajqoid ‘xas Inoge swiiou Jeyuased ‘Ajo1uyis/adel 1oy Bul|jo4iuod ale sjapow ‘Alofiares Juslayal syl se sjusdsajope ajew Buisn (HOW) olel sppo c&m:.—u,ﬂq

1000 YIv-T0'T  ve 0¢ (T'9v) 90T (8'22) v¢ Xas 0} Bulpes] uonen)is pIoAY
¥0'0 60T LT [ (L'vv) 86 (T'9¢) €5 ILS 40 Jea} 0} 8NP xas pasnjay
€00 19/2TT 62 €T (T'28) 10T (6°09) 82 g5 AIH J0 S)INSal paurlqo

70000 Tr's-/8T  C¢€ LT (L€g) gzt (8'0¢) ¥ 1531 AIH Ue pey Jang

7000 0€7-0ST  9¢ LT (999) et (8ee) 8y 35N LIOPUOD JUBISISUOIU|
vT°0 ST'T-960 90 L0 (¢12) 9% (8'62) ¢ ssauped ajdiniy

2000 69°0-6T0  ¥0 80 (6'02) 85T (6'v8) vet s1suped [ensed

10000 €2'8c-16C 16 LY (212) 08 (9v) 2 ansod-11S

d  [erRuIowpYuod %G  vIOV  onessouwsfereld 622 =N SIUSSIOPESfeWRS  OST =N SIUSISajope afe N

1UR3ILIUBIS 313/ TeY] SuoIIeId0SSe Sluasaldal aoejadAl pjog

S1us0sa jope Huouwre aouepione
pue [esnjo i Xas pue ‘sinoineyaq Bunsal AH ‘sinoineysq [enxas Axsid ‘(]11S) SUOIoo Ul 9|qsSIWSUR I A[[enxas Ul S30ud ,BJLIp JBpuas)
¢39l|qel

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Sex Health. Author manuscript; available in PMC 2015 June 02.



