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Abstract

Purpose: Obtaining affirmative consent, a hallmark of sexual violence prevention education on
college campuses, may influence sexual communication and behaviors such as condom use. This
study examined the relationship between self-efficacy to obtain sexual consent with sexual health
communication and behaviors among a sample of U.S. college students.

Methods: Data were from 2,291 students enrolled in a cluster-randomized controlled trial
conducted on 28 college campuses from 2015-2017. Students reported their self-efficacy to obtain
sexual consent, communication about sexual health, and sexual health behaviors. Multivariable
logistic regression, adjusted for school clustering, history of violence victimization, and STI
history, estimated odds ratios (OR) and 95% confidence intervals (ClI) for sexual consent self-
efficacy and sexual health communication.

Results: Females (n=1150) reported higher self-efficacy to obtain consent than males (b1=0.32,
Cl 95% 0.23, 0.41), but lower odds of communication about condom use (AOR 0.75, Cl 95%
0.60, 0.96) and HIV prevention (AOR 0.63, Cl 95% 0.48, 0.81). Black and other race students
reported higher odds of HIV/STI prevention communication compared to White students. Odds
of consistent condom use were highest among students reporting condom use communication and
high self-efficacy to obtain sexual consent (AOR 1.99, Cl 95% 1.58, 2.51).
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Conclusion: Campus sexual assault prevention education that focuses narrowly on obtaining
sexual consent may be missing an opportunity to enhance sexual health communication broadly,
including condom and contraceptive use discussion to promote overall sexual health.

Introduction

Sexual violence and unwanted sexual contact are prevalent on college campuses for men
and women. Approximately one in three women experience interpersonal violence in their
lifetime, with sexual violence being the most common form of violence encountered (1).
Rates of unwanted sexual contact reported by college women have ranged from 34% to
43% while 28% of college men report similar experiences (2-4). The short- and long-term
health consequences associated with sexual violence are myriad, including post-traumatic
stress disorder, eating disorders, depression, anxiety, and overall poorer quality of life (4).
Additionally, these experiences may increase risk of alcohol and substance use, unintended
pregnancies, and sexually transmitted infections (STIs) (5).

Adolescents and young adults ages 15 to 24 account for approximately half of all new

STIs nationally despite only making up 25% of the sexually active population (6). Although
contributors to STI risk are vast, the most notable behavioral risk factor is inconsistent
condom use. Only 50% of college students indicate always or almost always using a condom
(7, 8). In accordance with the Theory of Planned Behavior (TPB) (9), self-efficacy (10),
clear intentions, and holding positive beliefs toward the benefits of condom use encourage
condom use. However, these socio-cognitive models suggest a more complex notion behind
decision-making when it comes to the use of condoms. This includes introducing the
interconnection between psychological, behavioral, environmental impact of a behavior.
Furthermore, these social theories are reliable in predicting likelihood of sexual behaviors
such as condom use rather than guaranteeing said behaviors (11). Furthermore, these

social theories are reliable in predicting sexual behaviors such as condom use rather than
facilitating or guaranteeing said behaviors. Widman and colleagues have suggested that
moderating factors, such as sexual health communication, enhance the transition from
intention to action (12). Several studies have provided evidence that sexual communication
is a strong predictor of healthier sex practices (12-15). The persistently elevated rates of
STls and sexual violence among young adults suggest poor sexual health communication,
which in turn, is associated with inconsistent condom use (8). Strategies to promote sexual
health communication and condom use among young adults are needed.

The growing attention to sexual violence prevention on college campuses represent

an opportunity for promoting communication about sex including pregnancy, HIV, and

STI prevention. Policies such as the Clery Act (16), Title 1X (17), and the Violence

Against Women Act (18) were developed to mitigate sexual violence and broad forms of
discrimination. These policies ensure that colleges and universities address sexual violence
by offering sexual misconduct education, identifying resources for victims to encourage
reporting, and implementing prevention strategies. Sexual violence prevention efforts have
generally focused on changing attitudes or beliefs regarding unwanted sexual experiences,
encouraging bystander intervention, and underscoring the need for affirmative consent (e.g.,
consent cannot be obtained while under the influence of alcohol or other drugs) (19). While
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this emphasis on educating sexual consent appears to be an important component in sexual
violence prevention, little is known about the extent to which this emphasis on obtaining
affirmative consent might also influence sexual health communication and behaviors more
broadly in real life circumstances amongst college students (20).

Previous studies have reviewed the effectiveness of sexual violence prevention programming
on college campuses by observing rates of reported sexual assault and evaluating how
conceptualizing consent and sexual interactions change post-intervention (21, 22). However,
little is known about students’ self-perceived ability to incorporate healthy practices in their
own experiences to prevent unwanted sexual encounters in relation to their lived sexual
experiences. Therefore, the purpose of this study is to examine the relationship between
self-efficacy to obtain sexual consent and sexual health communication among college
students and evaluate if confidence in obtaining sexual consent is related to sexual health
communication and condom use. We hypothesize that higher self-efficacy to obtain sexual
consent will be associated with the presence of sexual health communication between sexual
partners and more consistent condom use among college students.

Data were from baseline surveys collected in a cluster randomized controlled trial of a
campus health center-based intervention designed to increase knowledge of sexual violence
resources and harm reduction strategies (23). Students (n=2,291) attending a campus health
or counseling center were recruited from 28 colleges and universities in Pennsylvania and
West Virginia. A 20-minute survey, including various sexual violence-related questionnaires,
were administered to students before their walkin or scheduled appointment (baseline),

as well as 4 months and 12 months post-intervention. The intervention involved training

for campus health center staff on providing sexual health education to students seeking
care. Participants were included in our study if they had complete data for age, sex, and
race/ethnicity (n=2,273) at baseline. Only students indicating sexual activity in the past 4
months were included. In this sample, 0.6% (n=7) of female respondents indicated having
sex with only women (n=4) or mostly women (n=3). These participants were removed from
the data analysis. Individuals identifying as trans female (n=2), trans male (n=3), nonbinary
(n=12) or other (n=3) were excluded in the present study due to the small sample. The final
analytic sample included 1,547 participants. Full protocol details and variables collected
are published elsewhere (24). This study was reviewed and approved by the University of
Pittsburgh Institutional Review Board.

Demographics—Participants were asked their age, level in school (15t-5™ year
undergraduate students, graduate, or other), and race/ethnicity (e.g. White, Black, Hispanic/
Latinx, Other).

Sexual History—Students were asked about their sexual history, including ever having
penetrative sex (vaginal or anal), if they were ever diagnosed with an STI, and their age
at first sex. Responses were reported as “yes” or “no” to each sexual behavior question
and age at first sex was a free response. Sexual orientation was determined by matching
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self-identified gender with reported gender of sexual partners. Responses were dichotomized
into heterosexual and not heterosexual.

Self-efficacy to obtain sexual consentwas assessed using a standardized 10-item scale
(e.g., “I feel confident that | could ask for sexual consent from a new partner” and “I

would have difficulty asking for consent because it would spoil the mood”) (25). Response
options used a 5-point Likert scale from “strongly disagree” to “strongly agree.” Items
were reverse-coded such that higher scores indicated higher levels of self-efficacy to obtain
consent (Chronbach’s alpha: 0.92). Average scores were reported across all answered items
by each participant.

Sexual communication questions focused on participants’ recalled conversations with sexual
partners about STI/HIV risk reduction during the past 4 months. Questions included “How
many times have you and the people you are having sex with talked about how to prevent
pregnancy?”; “How many times have you and the people you are having sex with talked
about how to use condoms?”; “How many times have you and the people you are having sex
with talked about how to prevent getting HIVV?”; and “How many times have you and the
people you are having sex with talked about how to prevent getting STDs?” (26) Participants
were also asked to report the number of times [never, 1-3 times, 4-6 times, and 7 or more]
they talked about each risk reduction topic (Chronbach’s alpha: 0.81). Responses were
dichotomized to 0 (never) and 1 (any communication reported) for each sexual health topic.

Condom use was assessed through one question about condom use frequency. Participants
were asked “When you had vaginal or anal sex in the past 4 months, how often did you or
your partner use a condom?” Response options used a 5-point Likert scale from “never” to
“every time”.

Violence victimization was assessed through reported intimate partner violence using a
modified version of the Sexual Experiences Survey (27-29) and the Revised Conflict Tactics
scale (30). Students were asked “Has someone you were dating or going out with ever
physically hurt you on purpose? (Include such things as being hit, slammed into something,
or injured with an object or weapon.)” and participants responded yes or no. Unwanted
sexual encounters were evaluated by asking if participants ever experienced the following
by someone: overwhelm you with arguments about sex or continually pressure you for sex,
threaten to physically harm you or someone close to you, use physical force (such as holding
you down), take advantage of you when you were incapacitated (e.g., by drugs or alcohol)
and unable to object or consent, or the person did something else that is not listed here
(Chronbach’s alpha: 0.84). Lifetime sexual and physical violence victimization was based
on ‘yes’ response to any physical partner violence or unwanted sexual violence items.

Statistical Analysis

Descriptive statistics were performed to examine the distribution and frequency of
sample characteristics and sexual behaviors. In relation to each demographic and sexual
characteristic group, self-efficacy to obtain sexual consent was examined using linear
regression, and logistic regression was performed for any sexual health communication
for each topic (e.g., pregnancy prevention, condom use, and STI and HIV prevention) and
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condom use. Beta coefficients and unadjusted odds ratios were reported. To further evaluate
these relationships, multivariable linear and logistic regression models were constructed,
adjusting for lifetime prevalence of STls, lifetime exposure to sexual or physical violence,
and school clustering.

To explore the mediating effect of sexual health communication on consistent condom use
with high self-efficacy to obtain consent as the primary exposure, multi-model analysis was
performed (Table 4). Using the Karlson-Holm-Breen (KHB) method (31), the direct effect
of high self-efficacy to obtain sexual consent on consistent condom use is displayed in the
base model. Models 1-4 demonstrate the adjusted odds ratios of consistent condom use with
the indirect effect of each sexual health communication topic, while model 5 exhibits the
effect of significant mediating sexual health topics combined. The variance of adjusted odds
as explained by the addition of mediating variables are reported as percentages. Confidence
intervals were reported at the 95% level and significant values are bolded (p-value<0.05).
Analyses were performed in Stata SE 15.1 (College Station, TX).

Of the total sample (n=1547), 68% were Non-Hispanic (NH) White and 75% identified as
the female sex. The mean age of this student sample was 20 (SD = 1.5) years. Students
reported on average 6 (SD = 6.8) sexual partners in their lifetime. Almost 9% of students
self-reported ever being told by a heath care professional that they had an STI. Self-efficacy
to obtain sexual consent was endorsed by roughly 65% of students (score >4). Almost 65%
of students indicated having experienced sexual or physical violence in their lifetime. Less
than half the sample communicated with sexual partners about HIV (24%) and STD (33%)
prevention in the past 4 months and 30% of students reported consistent condom use in the
past 4 months (Table 1).

When examining the relationship between demographic characteristics and sexual health
communication, female students demonstrated lower odds of communication about condom
use (OR 0.75, 95% CI 0.60, 0.96) and HIV prevention (OR 0.63, 95% CI 0.48, 0.81)
compared to males (Table 2). NH Black and other race participants reported higher odds

of communication about HIV and STD prevention than NH White students, while Asian
students had significantly lower scores for self-efficacy to obtain sexual consent compared
to White participants (b1=-0.30, 95% CI —-0.52, 0.09). Ever being diagnosed with an STI
significantly increased the odds of STD prevention communication (OR 2.58, 95% CI 1.80,
3.70), but significantly reduced odds of consistent condom use in the past 4 months (OR
0.26, 95% CI 0.15, 0.45).

A multivariable logistic regression was used to examine the odds of sexual consent self-
efficacy by sexual health communication (Table 3). Models were adjusted for ever being
diagnosed with an ST, ever experiencing sexual or physical violence, and school clustering.
Female students reported higher self-efficacy to obtain sexual consent (b1=0.32, 95% ClI
0.23, 0.41) and increased odds of communication about pregnancy prevention with partners
(OR 1.36, 95% CI 1.06, 1.77) than males. NH Black students had increased odds of
communication related to condom use (AOR 2.23, 95% CI 1.55, 3.19), HIV prevention
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(AOR 3.05, 95% CI 2.12, 4.40), and STD prevention (AOR 2.67, 95% CI 1.87, 3.81)

in adjusted models. Age was associated with reduced odds of communication related to
condom use (AOR 0.88, 95% CI 0.82, 0.94) and HIV prevention (AOR 0.90, 95% CI 0.83,
0.98) for every one-year increase in age. High self-efficacy to obtain sexual consent was
associated with significantly increased odds of each sexual health communication topic.

To further explore the relationship between consistent condom use and self-efficacy to
obtain sexual consent, we employed a multi-model approach to examine mediating effects of
sexual health communication (Table 4). All models were adjusted for lifetime STI diagnosis,
lifetime sexual and physical violence, school clustering, and use of birth control during last
vaginal sex. Other race students with high self-efficacy to obtain sexual consent exhibited
lower odds of consistent condom use across all models, regardless of communication about
any sexual health topic. Similarly, the direct effect of students with high self-efficacy

to obtain sexual consent was associated with increased odds of consistent condom use
regardless of the mediating effect of sexual communication (Base model, model 1-4). In
model 1, the indirect effect of communication about pregnancy prevention reduced odds of
consistent condom use (AOR 0.79, 95% CI 0.62, 1.01), but results were not significant.
Students reporting high self-efficacy to obtain sexual consent and communication about
condom use in model 2 displayed increased odds of consistent condom use compared to the
direct effect of high self-efficacy to obtain sexual consent on consistent condom use (AOR
1.99, 95% CI 1.58, 2.51). Condom use communication explained 12.48% of the variance in
the model and was statistically significant.

Discussion

We evaluated the relationship between self-efficacy to obtain sexual consent and sexual
health communication to determine their association with condom use among sexually active
college students. We hypothesized that consent self-efficacy and sexual communication
would be associated with consistent condom use, which was partially supported by our
findings. Most students indicated confidence in obtaining sexual consent, and those with
high self-efficacy were also more likely to communicate about sexual health topics. While
only 30% of students reported consistent condom use, our results demonstrated that odds

of regular condom use were greater with consent self-efficacy and communication about
condom use, exhibiting the healthy behavioral endorsement of sexual consent self-efficacy.

Guan and colleagues studied condom use intention, communication, and behavior among
young Black women ages 18-24 and determined that condom negotiation self-efficacy, or
one’s ability to discuss using a condom with sexual partners, was the biggest predictor

of consistent condom use (15). The authors also suggested that STI/HIV prevention
interventions should include communication strategies to build self-esteem and self-efficacy
for both men and women given that intention alone does not always result in greater condom
use (15). Though we did not measure condom negotiation self-efficacy specifically, we
examined the frequency of condom use communication along with self-efficacy to obtain
sexual consent, which were both related to condom use. In a meta-analysis including 53
articles examining the relationship between condom use and healthy sexual communication,
results support the strengthening link of intention, communication, and self-efficacy to
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translate into condom use (13). Consistent communication about sexual health behaviors is
increased when participants indicated having high self-efficacy to obtain sexual consent. As
nonverbal consent may be more common among college students (32-34), the practice of
obtaining verbal affirmative consent for sex may promote continued sexual communication
beyond exclusively obtaining consent.

Notably, communication about condom use was the only sexual health topic that mediated
the relationship between consent self-efficacy and condom use. This is consistent with
previous studies finding that condom use communication is a link between intention

and condom use during sex (12-14). However, in the present study communication

about HIV/STD prevention did not have this same relationship and pregnancy prevention
communication had a negative association with condom use. Pregnancy, HIV, and STD
prevention are all examples of healthy sexual behaviors that can be achieved with condom
use but discussing each specific topic does not necessarily translate into condom use.
Additionally, the quality of participants’ communication skills were not measured in this
study which may impact how effective sexual health dialogue is between partners. Further
research is needed on why communication about certain sexual health topics do not directly
impact condom use.

Sexual communication frequency and self-efficacy to obtain sexual consent differed by

both sex and race/ethnicity. Age and sex were two factors that influenced communication
with sexual partners and condom use self-efficacy in one study of international university
students (35). In another study assessing condom communication among African American
college students, the authors found gender differences in perception of partner’s beliefs
about condom use, but not in self-efficacy to communicate about condom use (36).

The authors found that among women, more positive perceptions of partner condom use
beliefs increased condom use behavior (36). Our findings, however, indicate that women
communicate more than men about pregnancy prevention. Women also demonstrated higher
self-efficacy to obtain sexual consent, perhaps because in the typical power dynamic

and traditional gender roles of heterosexual relationships, females offer consent while

males must obtain it. In keeping with this notion of multi-dimensionality of sexual and
reproductive autonomy, women may not communicate about topics over which they do not
perceive having control or mutual willingness, including condom use and HIV prevention
(37). This suggests an opportunity to further explore factors that promote communication
and condom use in the context of autonomy, perceptions of negative partner beliefs, and risk
of consequences such as violence.

Sexual violence and adverse sexual health outcomes occur across all racial and ethnic
groups, and research demonstrates that racial and ethnic minorities are exposed to higher
rates of violence and associated negative sexual consequences, such as HIVV/AIDS (38). For
example, some findings report up to 30% of Black women experiencing sexual violence or
coercion, 18% for White women, and 14% for Hispanic women (39). Our study revealed
additional racial/ethnic differences seen across sexual health communication and behaviors
that further highlight the sexual health inequities experienced by minorities. Minority youth
typically report lower sexual self-efficacy and knowledge compared to NH White youth
(40). The results from our study are consistent with previous research in that Asian students
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exhibited lower self-efficacy to obtain sexual consent, in addition to reduced odds of
consistent condom use. Counter to previous research, however, the NH Black students in
our study indicated more than twice the odds of sexual health communication than any other
race. Furthermore, there was no significant difference in condom use frequency compared to
NH White students. There may be intersectional cultural and racial determinants of sexual
health behaviors that merit further research on understanding racial differences in sexual
health decision making.

Our results highlight several opportunities to improve college campus sexual misconduct and
sexual health promotion programming. A systematic review of sexual violence prevention
studies uncovered that although there has been a surge of campuses implementing
interventions, most use strategies geared at changing individual attitudes and knowledge
that overlook more comprehensive approaches to addressing sociocultural factors such as
sex, race, and gender norms (21). Providing strategies on effective communication about
condom use and verbally obtaining sexual consent may promote healthier sexual behaviors
as well as empower students to feel confident and comfortable creating a sexual health
dialogue with partners (41). Further research on demographic differences in young adult
sexual decision-making and how such characteristics may influence behaviors is needed to
tailor culturally responsive interventions.

Despite the large sample across multiple college campuses, this study has several limitations.
First, our sample consisted of majority NH-White female students and lacked a larger sexual
and gender minority participant pool. In this sample, 0.6% of female respondents indicated
having sex with only women or mostly women. These participants were removed from the
data analysis, however including condom use as an outcome for women with same sex
partners may not be the most appropriate STI prevention method to examine. The study

was geographically limited to western Pennsylvania and West Virginia, and participants
were a care-seeking sample recruited from campus health centers, thus sampling bias limits
generalizability. Though we had information on participant STI history, collecting biological
specimens for STI data would be ideal for more accurate STI/HIV prevalence estimates.
Though frequency of sexual communication was examined, quality of communication was
not analyzed nor information regarding the nature of sexual relationships (casual versus
serious), which could influence both frequency and quality of communication. Finally, with
these cross-sectional data, sexual health communication and condom use frequency were
only assessed in the previous four months and changes in behavior over time were not
examined. Additional analyses, using longitudinal data from this trial as well as related
studies, may provide greater insights regarding the potential for promoting sexual health
behaviors in the context of sexual assault prevention education.

Though students generally display self-efficacy to obtain sexual consent, many are not
engaging in sexual health conversations and protective behaviors. Sexual health promoting
behaviors, such as consistent condom use, are impacted by several factors, including the
individual’s gender, race/ethnicity, STI history and communication frequency. College
campus sexual misconduct prevention programming could more intentionally integrate
comprehensive sexual health education that addresses elements of sexual behavior more
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explicitly and emphasizes the significance of sexual communication in addition to the vital
importance of affirmative sexual consent.
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Implications and Contribution

Sexual violence prevention on college campuses emphasizes communicating consent, but
the relationship between obtaining consent for sex and communicating about healthy
sexual behaviors is unclear. In this study, confidence in obtaining consent for sex was
related to greater frequency of sexual health communication. Consistent condom use was
associated with both consent self-efficacy and communication about condoms. Colleges
should enhance sexual assault prevention education beyond obtaining consent to include
more explicit sexual health communication related to condom and contraception use.
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Table 1.

Sexually active student sample demographic characteristics, n=1,547

Study Variables Lo(tg}(l) )sample
Self-ldentified Gender

Male 393 (25.5)

Female 1,150 (74.5)
Race or Ethnicity

Non-Hispanic White 1,059 (68.5)

Non-Hispanic Black/African American 164 (10.6)

Hispanic or Latino/a 209 (13.5)

Non-Hispanic Asian or Other 115 (7.4)
School type

Public 1,667 (72.8)

Private 624 (27.2)
Age (Mean (SD)) 20.14 (1.5)
Sexual orientation

Heterosexual 1422 (93.1)

Not heterosexual 105 (6.9)
Number of sexual partners 1

Mean (SD) 5.97 (6.8)

Range (Min, max) 1,65
Anal Sex

Yes 450 (29.1)
Age of sexual debut

Mean (SD) 16.81 (1.9)

Range (Min, max) 1,24
STI diagnosis !

Yes 138 (8.9)
Sexual & Physical violence 1

Yes 1004 (64.8)
Self-Efficacy to Obtain Cansentz

1-1.9 15 (1.0)

2-2.9 132 (8.6)

3-3.9 397 (25.8)

45 998 (64.7)
Communication about Pregnancy Prevention 3

Yes 1,053 (68.2)
Communication about Condom Use 3

Yes 800 (51.9)
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. Total sample

Study Variables N (%)
Communication about HIV Prevention 3

Yes 368 (23.9)
Communication about STD Prevention 3

Yes 508 (32.9)
Consistent Condom Use 4

Yes 466 (30.2)

Transgender male and female, nonbinary, none of the above gender n(%) = 7 (0.5)

1. . . .
Lifetime prevalence of any sexual & physical violence

Page 14

Responses were the mean average of 5-point Likert scale responses to 10 statements measuring self-efficacy to obtain sexual consent, with 5 being

highest

Communication was measured in past 4 months and responses were dichotomized into never communicated and at least one instance of

communication

Condom use was measured in students who reported intercourse in past 4 months and responses were dichotomized into inconsistent and

consistent (every time) condom use
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