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ABSTRACT 

 
Sexuality is a pivotal stage in adolescent development. Adolescents may engage in risky 

sexual behaviors (RSBs)—early sexual initiation, multiple and non-monogamous relationships, 

contraception inconsistency, and greater age difference between partners. These youths are more 

likely to have negative outcomes later in life, like unplanned pregnancy, contraction of sexually 

transmitted diseases, and other issues.  This project examines the relationship between various 

social and demographic factors and their implications on RSB with the National Longitudinal 

Study of Adolescent to Adult Health data (N = 4135). Of the unmarried teenage sample, 37% of 

respondents engaged in at least one risky sexual behavior. Delinquency, substance use, friends’ 

substance use and sexual knowledge increase the odds of RSB. Parental support and involvement 

reduce the risk of RSB. Logistic regression found that African American boys and girls had 

higher rates of risky sexual behavior than their white counterparts, and that the rates at which 

boys and girls engaged in risky sexual behavior also varied significantly among certain 

predictors. 
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CHAPTER 1 
 

INTRODUCTION 
 
 

In adolescent life, sexual activity and figuring out sexuality are both pivotal times in 

development. In the United States and Europe, researchers have found that most adolescents 

initiate sexual intercourse by age 17, with variations by ethnicity, race, gender, and region 

(Epstein, Bailey, Manhart, Hill, and Hawkins, 2014). By 18 years, more than 70% of adolescents 

report having a sexual relationship, and the mean duration of said relationships among 17 and 18 

year-olds may be 12 months or more (Shulman, Zlotnik, Shachar-Shapira, Connolly, and Bohr, 

2012).  However, when an adolescent initiates sexual activity earlier than the normative 

progression of development, negative outcomes arise (Epstein et al, 2014). These young people 

who participate in early sexual activity are susceptible to sexually transmitted diseases, 

unplanned pregnancy, and sexual promiscuity. According to the Center for Disease Control 

(2010), around 18 percent of new HIV diagnoses are among young people aged 13-24, and this 

same group has the highest rates of STD’s among all age groups. Younger adolescents also are 

likely to have difficulty purchasing or using contraception that would benefit them otherwise 

(Scott, Wildsmith, Welti, Ryan, Schelar, Steward-Streng, 2011). Three in 10 women become 

pregnant before the age of 20 (CDC, 2009). All of these outcomes have major effects on the 

outcome of adolescents, as well as long-term implications that continue well into adulthood 

(Scott et al, 2011). Cumulative risk hypothesis posits that the greater number of risk factors an 

adolescent has, the more likely they are to have negative developmental outcomes, regardless of 

other factors (Appleyard, Egeland, van Dulmen, and Sroufe, 2005). Adolescent/adolescence will 

encompass the ages between 10 and 18, with varying stages (early, middle, and late adolescence) 

defined throughout. In general, 10-12 is early adolescence, 13-15 is middle adolescence, and 16-
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18 is late adolescence/young adulthood (Kincade, Jones, Sterrett, and McKee, 2012). 

Adolescence is a pivotal developmental time, where sexual exploration is both normative and 

healthy (Albert, Brown, and Flanigan (Eds.) 2003); however, when adolescents engage in 

behaviors that could have negative consequences in the future, the cause for research is 

necessary and important for the health, both mental and physical, of young people. The timing of 

these risks also has the potential to determine later outcomes because they “set the course for the 

child’s subsequent interactions with their environment” (Appleyard et al, 2005). Various social 

factors also have correlations to risky sexual behavior: parental attachment, educational 

attainment (of both the adolescent and parents), academic aspirations, substance abuse, and peer 

influence and behavior all have the ability to increase or decrease the likelihood of engaging in 

risky sexual behavior (Scott et al, 2011; Chen, Thompson, and Beedy, 2010; Umberson Crosnoe 

Reczek, 2010). 

This study examines how these social predictors, as well as individual predictors, 

influence risky sexual behaviors, specifically early sexual debut, contraception inconsistency, 

multiple relationships, nonmonogomous relationships, and large age differences between 

partners. Individual characteristics, familial characteristics, and peer behavior are important 

influences on the construct of this project. These factors are seen as key influences on adolescent 

behavior, and are pivotal in understanding adolescent engagement in risky sex. The 

aforementioned risky sexual behaviors all have major implications for the future, so gaining a 

deeper understanding of how predictors influence risky sexual behavior can lead to 

improvements in education on adolescent health and behavior. Life course theory posits that each 

of these predictors can contribute to developmental trajectories and changes within adolescent 

life. Using the life course paradigm, a theoretical model will be used to understand these 
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particular behaviors have varying implications on adolescents and their developmental outcomes. 

Social structure and familial aspects contribute to the perceptions adolescents have about 

themselves and also on their behavior. These perceptions are internalized and are then reflected 

through various psychological and behavioral adjustment problems. These adjustment problems 

then can lead to an early initiation into adult roles, creating developmental trajectory changes 

that have implications on outcomes in adulthood. This study looks to create an understanding of 

the relationship of these predictors and risky sexual behavior through a conceptualization of the 

previous theoretical explanation. Social structures, including race and ethnicity, gender, and age, 

as well as familial aspects like parental control, perceived family support, and parental 

involvement have different or similar impacts on adolescent adjustment. When these adjustments 

become problematic, this is reflected through low self-efficacy, engagement in delinquent 

behavior, binge drinking and substance use, as well as association with sexually active friends 

who might encourage increased problematic behavior. Through an internalization and 

normalization of this behavior, adolescents then become susceptible to engagement in risky 

sexual behavior, causing possible problematic outcomes throughout adolescence and into and 

throughout adulthood. This study hypothesizes that there will be significant differences between 

certain predictors across race and gender, based on an in-depth literature review and examination 

of life course theory. This study is important because it looks to create an understanding of what 

implications these predictors have on adolescent trajectories, and to make clear how societal 

perceptions, as well as individual and familial contributions all influence an adolescent’s 

predisposition to engagement in risky sexual behavior.   

  



  

4 
 

CHAPTER 2 

LIFE COURSE THEORY  

The adolescent period in life represents much physical and mental change (Johnson, 

Crosnoe, and Elder, 2011; Elder, Johnson, and Crosnoe, 2003). There are many theories that 

have attempted to explain this stage of development; this project will use life course theory as the 

theoretical basis to understand how predictors contribute to the risky sexual behaviors that 

adolescents engage in.  

Life course theory has a long developing history. In the 1920s, scientists began to 

acknowledge that people experience life in different ways, and that these experiences contribute 

to their life history and how/why future events occur (Johnson et al, 2011). The life course can 

be defined as “the age-graded sequence of roles, opportunities, constraints, and events that shape 

the biography from birth to death” (Shanahan and Macmillan, 2008; Elder, 1998). Furthermore, 

life course theory posits that life stage cannot be understood singularly, and that each life stage 

must be examined holistically (Johnson et al, 2011). While every stage of the life course is 

important in its own right, each stage is more meaningful in the contextual examination of the 

other stages. Each life stage is seen as a developmental period, and thus has importance in future 

stage outcomes (Santelli, Sivaramakrishnan, Edelstein, and Fried, 2013; Elder et al, 2003). Life 

course theory examines how people’s lives, structural contexts, and various social changes 

influence the future (Santelli et al., 2013). Life course theory also places significant importance 

on understanding each life stage in the context of the entire life course so that one can understand 

how certain situations, experiences, and/or decisions shaped and/or changed the actor 

developmentally.  
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In life course theory, there are concepts that are key to an in-depth understanding of the 

theory itself: trajectories are the pathways that an actor is expected to or can follow throughout 

their entire life course; turning points are moments in life that create changes in the 

developmental trajectory of this particular life stage; and social roles are parts that the actor 

plays in and throughout their life course (Johnson et al, 2011). For example, a person can hold 

multiple roles, like boyfriend/girlfriend, son/daughter, peer/mentor; the actor must be able to 

navigate these particular roles, and these roles change in title and depth with age and 

development (Johnson et al, 2011). Through the navigation of these roles, an actor has the 

potential to experience significant changes in various trajectories, and can be thrust into other 

roles, through which they must again learn to navigate.  

The life course paradigm has four basic themes: lives and historical times, the timing of 

lives, linked lives, and human agency (Elder, 1994). From these four central themes, the 

paradigm consists of three premises: conceptual distinctions, new or reworked concepts, and 

theoretical integrations or synthesis. Life course theory posits that historical context in which 

pathways and trajectories happen is an important facet in understanding life choices and course. 

Elder (1994) posits that certain historical events shape the worlds of common age cohorts, and 

that the life courses of cohorts may reflect the influence of history. “Historical effects on the life 

course take the form of a cohort effect in which social change differentiates the life patterns of 

successive cohorts” (Elder, 1994). Elder (1994) also mentions how the Great Depression 

influenced children and families’ experiences during that time; the Great Depression affected 

familial relations, income and stability, and truly changed the experience of that cohort itself. 

Such large historical effects can create the aforementioned discontinuities and continuities that 

effect experiences into and throughout the rest of adolescence and adulthood.  
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 The timing of lives also influences life course trajectories and pathways. With different 

ages comes differing social expectations and meanings of what behavior should be exhibited and 

how one should act (Elder, 1994). “Social meanings and age-graded perspectives” arise through 

“incidents, duration, and sequence of roles, and the expectations and beliefs based on age” 

(Elder, 1994). For example, the act of becoming pregnant and giving birth to a child can have 

different societal expectations based on age (Elder, 1994). Some may believe that a person is too 

young (or too old) to have a child, and therefore their expectations of when is the right time to 

have a child play into the societal expectations held about their particular age and place in their 

life course.  These meanings develop from the aforementioned historical contexts that shape how 

certain age cohorts act and develop. Where a life occurs in a certain time context shapes 

pressures and expectations of the particular age cohort, and the impact of changes that occur 

during one’s life depends on where one is “in their life at the time of the change” (Elder, 1994; 

Tyler and Schmitz, 2013).  

 “No principle of life course study is more central than the notion of interdependent lives” 

(Elder, 1994). Social relationships encompass human lives, and this principle of life course 

theory posits that one’s social worlds interact with the individual’s own personal life. Their 

families, friends, coworkers, and other social worlds all have the capacity to change their life’s 

course and trajectory. These interactions shape socialization and behavioral trajectories, as well 

(Elder, 1994). Lives are embedded in social relationships and broader contexts than just their 

own. Experiences that parents have in their life course play part in the experiences that children 

have through income, educational attainment, failed/successful marriages; these decisions and 

actions play part in the actions that happen later and throughout life, and thus play active part in 
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the type of life and life course experiences held by their children that continue generationally 

(Elder, 1994).  

 Finally, life course theory relies on human agency to explain the pathways and 

trajectories of a life course. Actors have the ability to make their own choices, although not 

without the constraints placed upon them by their social worlds and other social contexts. These 

choices have implications on the outcomes of their life course. As environments change, so do 

people and similarly so do the choices they make and the outcomes that arise as result of those 

choices (Elder, 1994; Tyler and Schmitz, 2013; Elder et al, 2003). It is important to note here 

that people are different, as are the constraints upon them; decisions made are not necessarily 

completely external, but are made through the interwoven experiences held throughout their 

social environments. 

Self-efficacy is important to the development of human agency. It develops through an 

individual’s actions and their environment (King and Elder, 1998). Self- efficacy refers to the 

effectiveness one believes they have to deal with future, possibly stressful tasks, and influences 

how people think, feel, and behave (King and Elder, 1998). Life course theory posits that self-

efficacy is “developed out of early interactions between an individual and the environment” and 

that the quality interactions influence and promote self-efficacy (King and Elder, 1998). A 

person’s perception of themselves, their ability to handle future tasks, and their behaviors all 

contribute to their autonomy and agency, and can influence the choices they make in the future, 

both presently and into adulthood. Self-efficacy could influence decisions made, and therefore 

influence an adolescent’s engagement in risky sexual behavior (King and Elder, 1998). Actors 

act out of a reaction to the actions of their environment, creating behavioral continuities that 
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influence future decisions and future behavioral trajectories including, but not limited to, 

possible engagement in risky behaviors (Capsi, Elder, Bem, 1988).  

 The life course perspective can be used to describe how life changes through “multilevel 

phenomenon, ranging from structured pathways through social institutions and organizations to 

the social trajectories of individuals and their developmental pathways” (Elder, 1994). These 

trajectories and pathways are influenced heavily by the historical context in which they happen. 

While some individuals have the ability to choose their own pathways into older adult life stages, 

the life choices are heavily influenced by larger social structures (Tyler and Schmitz, 2013; 

Elder, 1994). Social structures of particular importance are places of education, families and 

peers, work, and society itself overall.  These social structures aid in imposing constraints and 

creating varying opportunities that have major implications on life choices, and therefore on the 

life course. Constraints include problem behavior, developmental changes in trajectory, 

disadvantages to education, problems in and throughout adulthood, and other factors.  

Life Course Theory and Adolescence  

Santelli et al (2013) describes specific vulnerabilities that adolescents experience during 

this life stage that are both psychological and biological: “physical growth, development in the 

brain and reproductive organs, and increased receptivity to social influences beyond the family;” 

all of which “have dramatic importance for later health outcomes.” People, including 

adolescents, also experience bouts of stressful situations, changes in geographical location, and 

social ties to other people that are always changing, leading to changes in behavior and societal 

expectations. One of the most influential points of the life course is adolescence; it is a time of 

high vulnerability (Santelli et al, 2013), and life course theory suggests that because of this, it is a 

time when the life course is especially altered because of stressful situations, like puberty 
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(Johnson et al, 2011), and stress from peer and societal expectations (Umberson et al, 2010), that 

adolescents may not have the knowledge to navigate through, especially if they lack the social 

ties (to family, peers, society) to do so (House, Landis, Umberson, 1988;Umberson et al, 2010; 

Santelli et al, 2013).  

 Johnson et al (2011) posits that continuity and discontinuity in life pathways, role of the 

individuals in their own development, and the importance of historical change are particularly 

salient in adolescence. The first theme, continuity and discontinuity in life pathways, discusses 

how development that happens in adolescence can change further future development. Could 

engaging in risky sexual behavior during this stage of life lead to future engagement in risky sex, 

or could it simple be a one-time, non-continuous life occurrence?  There is a possibility for either 

event; certain changes in adolescence, like engaging in delinquent behavior or using and 

becoming dependent upon various illicit substances, have the possibility to create departures 

from the normal path of development, and these changes can create departures in “behavioral 

trajectories” allowing for “risks that send young people on divergent paths in and through 

adulthood” (Johnson et al, 2011). Behavioral trajectories are significant in this period of the life 

course because they have the potential to shape what experiences might be had into and 

throughout adulthood.  

 Social structures influence the trajectory of the life course, but to what extent does the 

actor play in their own development? Personal experiences, relationships with others, and certain 

social settings all create changes in the life course trajectory, and adolescent’s engagement in 

each of these influences decisions made and trajectories taken (Johnson et al, 2011).  For 

example, puberty can be accelerated by “instability in parental relationships,” and early puberty 

can lead to depression, an earlier engagement in risky sex for girls, and other behavioral 
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trajectory changes through decisions girls make themselves about relationships, both friendly and 

romantic (Johnson et al, 2011). Through no fault of the actor herself is her puberty started early, 

but this early onset can change the types of decisions she herself makes. Life course theory is 

particularly useful in understanding how interpersonal relationships with peers and family 

influence, change, and contribute to decisions made by the actor themselves, and how decisions 

that might seem external to the actor can in fact be seen as internal through the “interplay of 

biology and environment” (Johnson et al, 2011). 

 Understanding how historical changes in development shape life course is also important 

in viewing life course theory and adolescence. Considering various historical changes in a 

societal context creates a frame for the overall understanding of adolescent changes and 

decisions. Linking together historical facts through cohort experienced changes, like economic 

changes (like the aforementioned effects of the Great Depression, or perhaps the effects of the 

more recent Recession in 2008), creates a better understanding of how particular age groups 

experience this particular life stage, as “developmental processes are embedded in the broader 

currents of history” (Johnson et al, 2011; Elder, 1994).   

Using these premises, this section will discuss how life course theory can be used to 

describe why and how adolescents become involved in risky sexual behavior. Moreover, this 

section will use life course theory to better understand how the chosen predictors influence risky 

sexual behavior, and how choices and social worlds’ interaction to shape adolescent lives and 

their likelihood of engaging in risky sexual behavior.   
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Life Course Theory and RSB in Adolescence 

Much like the premise of life course theory, this project focuses on the early risky sexual 

behavior factors that might later cause adverse health outcomes. Behaviors like early sexual 

debut, contraception inconsistency, and multiple, nonmonogomous relationship all have the 

potential to lead to unwanted consequences for adolescents in their futures. The past affects the 

future in many ways. Humans are agents who make decisions and set goals that create and guide 

their outcomes in the future. Engaging in these behaviors should have implications for the future 

(Santelli et al, 2013; Umberson et al, 2010) like early pregnancy and sexually transmitted 

diseases. These consequences can remain with the adolescent into their adult life, thus resulting 

in a developmental change in their trajectories, roles, and opportunities. People may be 

constrained to make these decisions because of the places in which they are born, and the 

conditions that surround them throughout life or societal or cultural influences. Engaging in RSB 

can send youth on divergent developmental paths that influence their life outcomes into and 

through adulthood (Johnson et al, 2011).  
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Life Course Theory and Individual Factors:  

Demographics 

Indeed, demographics play into the basis of explaining life course theory and its influence 

on the lives of adolescents. Race, class, and gender all play major roles in socialization, as well 

as the experiences people have, and these can create different trajectories throughout life. 

Demographics lead to experiencing certain social phenomena differently, and therefore actors 

behave differently based on their position in society (House et al, 1988; Santelli et al, 2013). 

Experiences influence trajectories, and these vary by race and gender. For example, while their 

pregnancy and birth rates are dropping faster than Whites, Black and Latina girls are still more 

than twice as likely to become pregnant during adolescence (Wiltz, 2015).  Because of the 

intersectional experiences people have, their life course trajectories are affected in different 

ways. Therefore, it is important to study how these demographics play in the outcomes of 

adolescents throughout their entire life course. The role that the adolescent individual plays in 

their own development is shaped through their “personal experiences, intrapersonal relationships, 

and social settings” (Johnson et al, 2011). Figure 1 illustrates how demographics can be seen as 

part of the social structures that influence these experiences, relationships, and social settings 

that all shape possible adjustment problems. 

Delinquent Behaviors 

 Delinquent behaviors like substance use and vandalism can also be explained through a 

life course perspective. Health and societal connections are intertwined throughout the life 

course, and therefore it is important to understand them in a holistic context (Umberson, et al, 

2010). Lives are embedded in larger contexts, and so social ties and expectations must be 
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examined in terms of its context. For some adolescents, engaging in delinquent behavior is a 

response to stress from straining social relationships with peers or parents (Umberson et al, 

2010). Often times when behavior that is witnessed, through parental and peer behavior, it 

becomes normative for adolescents, and their delinquent and deviant behaviors become central to 

their life course (Umberson et al, 2010). While parents and peers influence this behavior and can 

limit it through decreasing stressful relationships and increasing feelings of connectedness, once 

it becomes normative for the actor themselves it becomes directly related to the actor’s life 

course and influences their developmental trajectories, as shown in Figure 1.  

Self-Efficacy  

As previously mentioned, self-efficacy has the ability to influence future behavioral 

outcomes, based on the perceived interactions, goal attainment, and experiences had by an actor 

(King and Elder, 1998). Life-course theory posits that these behavioral trajectories can continue 

from adolescence into adulthood for both males and females (Capsi et al, 1988).  King and Elder 

(1998) note that “perceived self-efficacy is linked to a variety of health-promoting and health-

impairing behaviors like depression, pain tolerance, stress reactions and self-regulation of 

addictive behavior.” These behaviors can create changes in certain behavioral trajectories, and 

can have continuity through adolescence into adulthood. Therefore, it is important to understand 

how these health-impairing behaviors lead to possible engagement in risky sexual behavior 

(Capsi et al, 1988; King and Elder, 1998). Figure 1 illustrates how social structure and perception 

influence self-efficacy, and shows self-efficacy’s impact on possible engagement in risky sexual 

behavior. “[A]dolescents… are not passively acted upon by social influence and structural 

constraints;” the choices they make are based upon alternative choices they might perceive are 

before them (Elder et al, 2003). These choices are influenced by the limitations the actor has in 
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their world, and specifically for adolescents by their “self-confidence, intellectual investment, 

and dependability” which is developed through both through self-promotion and creation and 

various social relationships (Elder et al, 2003; Clausen, 1993; King and Elder, 1998; Capsi et al, 

1988). All of these factors play into how well the adolescent can “prepare themselves for adult 

roles” (Clausen, 1993).  

Life Course Theory and Outside Factors 

Familial Factors 

 Socialization first begins in the home, and this is where children first learn what is 

acceptable in society based on what their parents (or primary adults) teach them, either directly 

or indirectly (Santelli et al, 2013). Differing parenting methods as well as parental norms and 

behaviors have the potential to shape the likelihood of an adolescent to engage in various risky 

behaviors. Life course theory would also posit that different family structures (e.g. 

divorced/separated parents, single parents) will influence the life course in different ways 

(Umberson et al, 2010). These differences in parental structure influence the ways in which their 

adolescent children see the world, and how they behave and make decisions. All of these 

contexts can lead to weak family ties, which (in life course theory) is important to the 

connectedness one has, and their ability to adapt in other, potentially stressful, situations (House 

et al, 1988; Umberson et al, 2010). Parents can provide social support for adolescents, which in 

turn can lead to future health benefits, like a reduction of stress, and thus a lower likelihood of 

using illicit substances, and less stressful social relationships (Umberson et al, 2010). Their role 

as a means of social support to adolescents can impact a child’s life in these positive ways; 

however, social support can also lead to unhealthy behavior, depending on the type of person 

exhibiting the behavior and “the ways in which people perceive the support” (Umberson et al, 
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2010). Figure 1 illustrates how, for example, increased parental supervision can lead to lower 

engagement in risky behavior, but if the perception of this supervision is viewed as authoritarian 

and negative, then the opposite can happen: adolescents could engage in more risky behavior if 

they believe their parents’ control over them is too demanding (Umberson et al, 2010; Dair et al, 

2012).   

Peer Influence 

Social ties influence the life course trajectories (House et al, 1988), and life course theory 

posits that the types of people with which one has ties influence one’s life and expectations. 

Umberson et al (2010) discusses how social networks and peer influences play a large part in the 

creation of normative behavior for adolescents: peers have the potential to contribute to the 

engagement in RSB, or they can act as inhibitors of RSB, depending on their own engagement or 

lack of engagement in risky behavior. For example, Umberson et al (2010) illustrates how “peers 

have the ability to influence immediate behavioral decisions (like drinking at a party)” which can 

lead to other behavioral decisions as well. While their influence can be inhibitors of risky sexual 

behavior, it can also lead to the normalization of risky behavior in adolescents (Umberson et al, 

2010).   

              

 

 

  



  

16 
 

CHAPTER 3 

LITERATURE REVIEW 

 

Risky Sexual Behaviors 

An appropriate definition for risky sexual behavior is any behavior or action that will lead 

to an increased risk of a negative outcome during adolescence or throughout life. Often, these 

negative outcomes come in the form of the contracting or transmission of a sexually transmitted 

disease or infection, or an unplanned or unwanted pregnancy (Epstein et al, 2014). In previous 

research, there are varying discrepancies in how to operationalize certain variables for usage in 

data analysis. These differences and similarities have significant influence on how the construct 

of this project will be conceptualized, and how that conceptualization will be operationalized. 

Drawing from several definitions, it is this project’s task to pinpoint one general 

operationalization that will lead to a better, more thorough understanding of risky sexual 

behavior. There are however three behaviors that are great indications of risky sex: early sexual 

debut; contraception inconsistency; and multiple, nonmonogomous relationships. These three 

behaviors have been found to be associated with increased risk of unplanned pregnancy and 

acquisition of an STD/STI (Scott et al, 2014).  

Early Sexual Debut 

Overall, research settles on the idea that sexual debut before the age of 15 is one of the 

most predominant signs of risky sexual behavior (Scott et al, 2014; Pflieger, Cook, Niccolai, and 

Connell, 2013, Simons, Burt, and Tambling, 2012; CDC, 2009; Shneyderman and Schwartz 

2012; Vasilenko, Lefkowitz, and Welsh, 2014).  Sexual behavior before this age is considered to 

be predevelopmental; while sexual feelings of arousal are normal around age 16, and importance 
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on finding a romantic partner is common, engaging in this behavior before the developmental 

stage has detrimental consequences for behavior, empowerment, and self-efficacy in future 

relationships (Leech and Dias, 2012).  This behavior is a primary concern of researchers of RSB 

because it is linked to many other risky behaviors. For example, early sexual debut is associated 

with inconsistent contraception use, which leads to a higher change of teenage pregnancies, most 

of which are unplanned (Scott et al, 2014).  In addition to unplanned pregnancies, this young age 

and early sexual debut is associated with increased odds of acquiring an STD, both in 

adolescence and young adulthood (Scott et al, 2014). Early sexual initiation has an association 

with both contraception inconsistency and nonmonogomous relationships. This relationship can 

serve as a means to explain why these three behaviors are of particular interest to researchers: 

their associations with one another are important in the understanding of implications in both the 

present and in the future.   

Contraception Inconsistency 

Similarly, another pivotal indication of risky sexual behavior is contraceptive 

inconsistency (Scott et al, 2014; Simons et al, 2012, Pflieger et al, 2013, Vasilenk et al, 2014, 

Shneyderman and Schwartz, 2012). Adolescents who consistently fail to use contraceptive 

measures (in regards to birth control, condoms, and other forms of emergency contraception) 

with their sexual partners are engaging in RSB (Scott et al, 2014; Simons et al, 2012). 

Contraceptive use in relationships during adolescence is highly associated with use in young 

adulthood and future relationships (Scott et al, 2014). Those who do not use condoms are more 

susceptible to STIs/STDs, and those who use them inconsistently are susceptible as well 

(Pfileger et al, 2013).  
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Vallarruel, Jemmott, Jemmott, and Ronis (2004) describe the beliefs that influence 

condom usage among adolescents. Availability beliefs are those that refer to the confidence 

adolescents have that they can obtain and use condoms when they need them. Impulse control 

reflects the confidence that an adolescent will be able to control him or herself and use condoms 

when they are in risky sexual situations. Technical skills refer to the adolescent’s ability to 

effectively use condoms, and negotiation beliefs reflect the adolescent’s confidence that they will 

be able to get their partner to agree to using condoms, regardless of if they do not want to use 

them otherwise. Coyle, Basen, Engquist, Kirby, Parcel, Banspach, Harrist, Baumler, and Weil 

(1999) found that these control beliefs are relevant to condom use among adolescents, and their 

navigation through these beliefs influences whether or not they will use condoms effectively, 

thus limiting their risk. However, inconsistency in these control beliefs among adolescents leads 

to inconsistent usage of contraception and thus higher risky sexual behaviors (Kapungu, 

Holmbeck, and Paikoff, 2006).  

 Factors that contribute to inconsistent usage of contraception are rooted in both social and 

demographic characteristics. For example, females report lower initiation of condom use than 

males and are often powerless in making decisions regarding use of condoms with males 

(Pfileger et al, 2013). This increases their exposure to STIs and unplanned pregnancies. 

Perceived ability also leads to condom usage or lack thereof. Having the confidence to use 

condoms, both correctly and effectively may be considered out of reach for risky youth 

(Vallarruel et al, 2004).   

Multiple Nonmonogomous Relationships 

The third commonly agreed upon indication of risky sexual behavior is multiple, 

nonmonogomous relationships (Scott et al, 2014; Simons et al, 2012; Pflieger et al, 2013; 
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Vasilenko et al, 2014; Scott et al, 2011; Shneyderman and Schwartz, 2012). Adolescents that 

have multiple sexual partners increase their risk of unplanned and unwanted pregnancies (Scott 

et al, 2014), sexually transmitted diseases and infections (STDs/STIs) (Khan, Berger, Wells, and 

Cleland, 2012), and are more likely to engage in this behavior past the first experiences (Albert 

et al, 2012). Contraception use in relationships is also an important justification for research. As 

it has been previously mentioned, inconsistent contraception usage and nonmonogamous 

relationships are both pivotal indicators of risky sexual behavior. When adolescents engage in 

both of these behaviors at the same time, they are not only putting themselves at risk, but their 

partners as well.  

Youth engage in nonmonogamous relationships for many reasons: to seem cool to their 

peers (Khan et al, 2012), in order to gain more sexual experience (Scott et al, 2014), and/or as a 

result of a lack of experience and low parental involvement or safe sex and healthy relationship 

discussion (Albert et al, 2003). Those youth most at risk are often ethnic minority males 

(Dariotis, Sifakis, Pleck, Astone, and Sonenstein, 2011); however, females are not exempt from 

engaging in nonmonogomous relationships, as well. While overweight females are less likely 

than their normal weight counterparts to engage in sexual activities, if they are sexually active, 

they are more likely to have multiple nonmonogomous relationships (Lee and Dias, 2012). These 

three behaviors are so associated with each other and they have the ability to influence the 

outcomes of adolescent lives in the future. A youth who engages in early sexual debut is less 

likely to have adequate knowledge on contraceptive usage and is more likely to use it 

inconsistently (Scott et al, 2014). This leads to an increased exposure to sexually transmitted 

diseases and infections, as well as a heightened risk of an unplanned pregnancy.  
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Additional Risky Sexual Behaviors  

While these three behaviors are included in virtually all areas of risky sexual behavior 

research, researchers have included other characteristics in their models to better understand 

adolescent behavior. Many researchers have focused on others (both physical and environmental) 

that can both be considered and/or influence RSB.  Borrowing from an examination of the 

outcome and effects of risky sexual behavior in adolescence (Scott et al, 2011), this thesis will 

examine five behaviors associated with adolescent sexual risk: contraceptive inconsistency, age 

at first intercourse, older sexual partner, nonmonogamous relationships, and nonromantic 

partners. Understanding the similarities and differences in the definitions provided by previous 

research will help strengthen the operationalization of the construct, both in this project and 

future research.  

Engagement in risky sexual behaviors is influenced by individual factors, familial factors, 

and peer factors. Examined here are individual factors including: race, ethnicity, culture, gender, 

self-efficacy, substance use and delinquency; familial factors including: family structure, 

parental attachment, parental communication, and various styles of parenting and; peer factors 

including: peer’s influence and their own engagement in risky behaviors. All of these factors 

have been found to contribute both to the promotion and deterrence of risky behaviors (Scott et 

al, 2011; Chen et al, 2010; Umberson et al, 2010). 

Individual Contributing Factors   

Race and Ethnicity  

Racial and ethnic characteristics, as well as sex and age all have correlations to RSB. For 

example, the Center for Disease Control (CDC) reports that overall, one quarter of adolescent 
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and young adult females are diagnosed with a new STI each year (2009). These rates are even 

more disparaging between race and ethnicity categories. Of that one quarter, most STIs are 

reported in Black females age 15 to 24. Black females in this age range are 8.7 times more likely 

than White females to contract chlamydia and 20.5 times more likely to contract gonorrhea 

(CDC, 2009). Racial and ethnic composition also factors into the usage of condom usage. 

Hispanic females are the least likely to use contraceptive measures, and are less likely to initiate 

condom usage with their partners (Smith 2015). This cultural phenomenon can be used to 

explain why Hispanic females are two times more likely to contract an STI than Whites (CDC, 

2009), and why they are more likely to sexually debut before both Black and White females 

(Smith, 2015). Because of this research and life course theory, I hypothesize that there will be 

significant differences in risky sexual behavior engagement across race and ethnicity.  

Gender 

 As it has been mentioned throughout this review of previous research thus far, there are 

differing implications for both female and male adolescents. Still, the predominant predictors of 

RSB (early debut, condom inconsistency, and multiple nonmomongomous relationships) can be 

used to predict risky sex between both genders. Black male youth are more likely than their 

Latino and White counterparts to use condoms, but their rates of STDs are higher than either of 

those race categories (Dariotis, Sifakis, Plek, Astone, and Sonenstein, 2011). According to the 

CDC (2009), 26% of black males, 12% of Latino males, and 6% of white males debuted sexually 

before age 13, and black males are more likely to have multiple partners than Latino or white 

male youth.  

In 2006, the CDC found that the majority of persons between 10 and 14 years old 

diagnosed with AIDS were female youth. Persons between the age of 15 and 24 have the highest 
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rates of sexually transmitted diseases, due largely in part of risky sexual behavior and limited 

access to proper healthcare (CDC, 2009). Female youth also had higher rates of chlamydia and 

gonorrhea. These findings by the CDC illustrate just how important understanding adolescent 

sexual activity is, and how further research can help combat these disparaging numbers. Because 

of this previous literature and theoretical background, I hypothesize that there will be significant 

differences in risky sexual behavior engagement across gender. 

Self-Efficacy  

When a person believes that they have the ability to navigate safely through sexuality, 

and if they believe that they can control their own actions and make choices that are safe and 

involve little risk, they are more likely to behave in such a manner. Self-esteem is often most 

stable in the years between 12 and 15, and becomes more stable with increasing age (Meier, 

Orth, Denisen, Kühnel 2011). However, girls this age often have lower self-esteem than boys 

(Robins and Trzesniwski, 2005). Still, adolescents become more stable, their temperament 

stabilizes, and through their developmental changes, their self-esteem increases (Robins and 

Trzesniewski, 2005; Meir et al, 2011). Lower levels of stability during childhood and 

adolescence, though changing relationships, dramatic life changes (biologically and socially), 

and changes in (personal and societal) expectations lead to lower levels of self-esteem during 

these life stages (Robins and Trzeniewski, 2005).  

When a person’s sexual self-efficacy is high, they are less likely to engage in risky sexual 

behaviors because they feel that they have the knowledge to maneuver safely through these 

experiences, and that they can deny unwanted and unsafe sexual encounters (Van Campen and 

Romero, 2012). However, research suggests that when sexual self-efficacy is low, then the 
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person is more likely to engage in risky sexual behaviors that are detrimental to their health in 

the future.  

As discussed above, self-efficacy plays a pivotal role in the likelihood to engage in risky 

sexual behavior, and culture also has the ability to influence decisions made regarding risky 

sexual behavior. Adolescents with strong self-efficacy and familial communication are better 

prepared to evade harmful situations (Van Campen and Romero, 2012).  Familial relationships 

and their importance vary cross culturally (Kapungu et al, 2006), and this also has a role in 

shaping adolescents’ thoughts of both themselves and their ability to navigate through tough 

sexual situations. High priority of familial closeness, both physically and emotionally, is shown 

to lead to higher amount of self-efficacy, including sexual self-efficacy, as well as lower 

substance use and juvenile delinquency, especially in Native American and Latino youth (Van 

Campen and Romero, 2012).  Because of the importance placed on parental pride in these 

cultures, the youth who value their parent’s influence and perception of them are less likely to 

engage in risky sexual behaviors (Villarruel et al, 2004). Because of this literature and life course 

theory, I hypothesize that lower levels of self-efficacy will lead to increased engagement of risky 

sexual behavior.  

Substance Use  

  Because many life course development theorists know that adolescence is the time in 

which the most risk is taken (Schantz, 2012), a large body of research focuses on the ways in 

which certain risk factors influence others.  As much research would posit, risky behavior comes 

in many forms, and these behaviors all influence not only the likelihood to participate in one 

another, but also the health outcomes for adolescents (Khan et al, 2012). Substance use, both 

alcohol and drug usage, lowers inhibition and thus have the ability to negatively impact 
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adolescent decision making, and also has implications for future outcomes in young adulthood 

(Schulte, Ramo, and Brown, 2009). Binge drinking—five or more drinks in a single setting 

(CDC Underage Drinking Fact Sheet)—also influences risky behavior: adolescents who engage 

in binge drinking are seen to have all of the effects of substance use (cognitive impairments, 

internal organ issues, lower inhibitions), and are also more likely to be sexually active and take 

higher risks (being in a car with a drunk driver, using more illicit substances) (Schulte et al, 

2009; Windle, 2003). Peer influence on adolescents can determine their likelihood to use 

substances as a way to make them seem cool and acceptable (Kretsch and Harden, 2014).  

 Research has also found that substance use and recreational drug use is associated with 

early sexual debut, and also can increase the likelihood of sexually transmitted infections and 

diseases, the most damaging of which is HIV (Leigh and Stall, 1993).  However, that is not to 

say that the usage of drugs and alcohol is what causes early debut and risky behaviors; these 

behaviors are associated with one another, and they each influence the other in both direct and 

indirect ways (Schantz, 2012). Because of previous literature and life course theory, I 

hypothesize that respondents who have higher levels of substance use will have higher levels of 

risky sexual behavior.  

Families and Risk  

Familial influence is an important factor in adolescent development (Simons et al, 2012). 

For many people, the family is the most influential agent of socialization, and it is in the familial 

setting where most behavior is learned. Family structure and factors have been proven to show 

relation to participation in risky sex later in life. Families also influence how children perceive 

health, both physically and mentally (Repetti, Taylor, and Seeman, 2002). Children often model 

the health practices they view in their family surroundings; bad health practices are more likely 
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to carry throughout life, influencing both mental and physical health immensely. These bad 

health practices include smoking, alcohol and drug abuse. Families that are characterized by 

conflict, anger, aggression, deficient nurturing, cold and unsupportive relationships, and 

neglectfulness have been shown to have damaging effects on the lives and health of relationships 

for adolescents later in life (Repetti et al, 2002). Consequences from these characteristics often 

include increased likelihood to engage in behaviors like smoking, drinking, and drug abuse 

(Repetti el al, 2002). 

Aspects of Parenting that Affect RSB  

Self-efficacy is developed first in the familial setting (Van Campen and Romero, 2012): 

parents provide children with opportunities to develop this self-knowledge in a controlled 

environment. Then, as children develop into adolescents, parental influence becomes more 

indirect; adolescent’s behavior is geared more from their own decisions, and parental 

contribution comes more from what they hear about what their child is doing rather than what 

they see (Van Campen and Romero, 2012). Because of this familial development, youth who 

have a stronger connection and higher communication with their parents are seen to have higher 

levels of self-efficacy and are thus less likely to engage in risky sexual behaviors.  

 Parenting styles also impact adolescents’ likelihood to engage in risky sexual behavior 

(Kao, Gibbs, Clemen-Stone, and Duffy, 2012). Behavioral control and parental monitoring act as 

both implicit and explicit means of parenting. Through behavioral control, parents often have 

knowledge of what their child is doing, who they are with, and this ideally enables them to limit 

their children’s exposure to risky sexual behavior (Kincade et al, 2012) Parental engagement and 

influence over their child’s behavior act as a major form of social control and when this for 

influence happens in a healthy way, through warmth and support and non-coercive, children are 
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more likely to respond in a positive way and are less likely to engage in RSB; however, when 

parenting styles become totalitarian and restrictive, children are more likely to defy their parents 

and thus engage in RSB (Kinkade et al, 2012; Kao et al , 2012). Because of findings in previous 

research and life course theory paradigms, I hypothesize that respondents with higher levels of 

parental control will exhibit higher levels of risky sexual behavior.  

Familial structure can combat risky sex, as well. Having a stronger connection to one’s 

parents during adolescence is a protective factor against risky sexual behavior (Simons et al, 2012; 

Pflieger et al, 2013, Scott et al, 2012). For example, in African American families, particular 

emphasis is placed on strong familial ties, attachment, loyalty to parents and community (Kapungu 

et al, 2006). These attributes act as protectors from risky sex, and often lead adolescents to limit 

their exposure to bad behaviors. African American youth who feel a strong connection to their 

parents often times are less likely to engage in RSB (Kapungu et al, 2006). Overall, adolescents 

who are close to their parents have later sexual debut, have fewer and more stable partners, and 

use contraception more consistently (Kapungu et al, 2006).  Family status can have negative effects 

on RSB. Adolescents from divorced or separated homes have a greater risk of engaging in risky 

sex, and those with single parents are more likely to engage in an early sexual debut (Simons et al, 

2012). Shulman et al (2012) suggest that children of recently divorced parents are more likely to 

engage in risky sexual behaviors because “this transition to a sing-parent family has been 

associated with lower levels of parental supervision.” Parents are less able to monitor their child’s 

behavior, and this can be “linked to an increased likelihood of dating” and risky romantic 

encounters (Shulman et al, 2012).   Because of this previous research and life course theory, I 

hypothesize that respondents with higher levels of parental involvement and perceived family 

support will exhibit lower levels of risky sexual behavior.  
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Peers 

Much of the socialization and information about normative behavior comes from the 

family and from their peers (Potard, Coutois, and Rusch, 2008). As adolescents conform to the 

norms of their peer group, this conformity can be both negative and positive. If a young person is 

surrounded by a group of peers who encourage negative behavior, like substance use and abuse, 

aggression, and risky sexual behavior, as a means to fit in an adolescent forging their identify 

might mistakenly adhere to these behaviors and view them as socially acceptable (Baumgartner, 

Valkenburg, and Peter, 2011). They ignore the negative consequences and become susceptible to 

negative implications in the future (Potard et al, 2008; Ajilore 2013).  

Regarding risky sexual behavior, adolescents who are forging through their peer groups, 

attempting to gain popularity and a niche may often engage in behaviors that they believe will 

make them seem more acceptable to the peers whom they believe to be more mature and socially 

conscious (Kotchnick, Shaffer, Miller, and Forehand, 2001).  “Social learning and deviance 

training may lead adolescents to engage in health risky behavior that they observe to be socially 

rewarding” (Kretsch and Harden, 2014).  Research suggests that the likelihood of engaging in 

peer-influenced RSB decreases as age increases (Ajilore, 2013), but older aged peers are often 

more influential in risky decision making (Kretsch and Harden, 2014).  Because of this previous 

literature and life course theoretical framework, I hypothesize that respondents whose peers 

exhibit higher levels of sexual knowledge and substance use will engage in high levels of risky 

sexual behavior themselves.   

Current Study 
 
 Because of the information from the literature review and the theoretical concepts outline 

in life course theory, the current study is important in understanding the implications risky sexual 
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behavior has on adolescents. While sexual exploration is both normative and part of adolescent 

development, it is important to note that some behaviors can become risky to adolescent 

developmental outcome. The aim of this study is to better understand how each predictor 

contributes to risky sex, so that it can be used as a starting point for policy reformation and 

establishing a more thorough distinction between risky and healthy behavior. Using the 

theoretical model from Figure 1, Figure 2 contextualizes the concepts from life course theory 

using predictors that have influence on risky sexual behavior in adolescents.    

                                                                                                                             

This study also has several hypotheses of interest: that there will be significant differences in 

risky sexual behavior across race and gender; respondents who engage in more delinquent 

behavior and substance use will have increased engagement in risky sexual behavior; lower 

levels of self-esteem will lead to increased odds of risky sexual behavior for both boys and girls; 

respondents who report higher levels of parental control will engage in more risky sexual 

behavior, and those who report higher parental involvement and support will engage in less RSB; 

and respondents who report their friends’ having higher sexual knowledge and who use more 

illicit substances will report higher odds of risky sexual behavior.  
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CHAPTER 4   
 

METHODOLOGY 

Sample 

This study is based on data from the National Longitudinal Study of Adolescent Health 

(Add Health). Add Health is a longitudinal study of a nationally representative sample of United 

States adolescents in grades 7-12 in the years 1994-95. Add Health was created to examine 

adolescent health and its relationship with social, behavioral, and physical contexts. By using 

systematic sampling methods, Add Health was able to ensure that the data was nationally 

representative of U.S. schools with respect to region of country, urbanicity, school size and type, 

as well as ethnicity (Harris, 2013; Mahabee-Gittens, Huang, Dorn, Ammerman, and Gordon, 

2011).  

From September 1994 to April 1995, in-school questionnaires were administered to 

students in the 132 schools that were selected to participate in the Add Health study (Harris, 

2013). 90,118 students were interviewed in school, and 20,745 in-home questionnaires were 

completed by adolescents. Questionnaires measured various themes such as school context, 

friendship network, school activities, future aspirations and expectations, and a multitude of 

adolescent health conditions. Add Health followed up with a series of in-home interviews in 

1995, 1996, 2001-02, and 2007-08. At Wave I, a sample size of 20,745 adolescents in grades 7-

12 were interviewed.  

This study uses public-use data from the in-home interviews, at Wave I (1994-1995) and 

Wave II (1996) to assess how various predictors influence risky sexual behavior in adolescents. 

It is limited to 4,500 unmarried adolescents between the ages of 11 and 18 years of age who 
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completed the study variables for Waves I-II. Respondents who did not have responses to all 

predictors were removed from the dataset using a list-wise deletion command.   

Measures 

Dependent Variable: RSB Measure 

 In order to calculate risky sexual behavior from the Add Health dataset, several steps 

were taken to code multiple variables into one overall variable. Add Health survey questions 

regarding the following five measures can be found in appendix B. Wave II respondents were 

asked about the ages of their three most recent romantic partners. First, the age difference 

between the respondent and up to three different partners was calculated. If an adolescent had at 

least one partner more than three years older than their current age, they were given a value of 1.  

 Next, a variable to measure birth control inconsistency was created. Wave II respondents 

were asked the frequency of birth control with the aforementioned three romantic partners, if 

they used birth control the first time they had sex, and if they used birth control in their most 

recent sexual encounter. A new variable was created to illustrate how infrequently a respondent 

used birth control in sexual encounters based on those responses. If respondents had not always 

used birth control in these sexual encounters, the final variable was coded 1.  

   The next step in creating the risky sexual behavior outcome variable involved creating a 

variable that measured multiple sex partners. Wave II of Add Health asked respondents if, since 

the original interview, they had a sexual relationship with anyone that was not classified as a 

romantic relationship, and if they had had sex with any other person. Neither of these 

relationships were classified as romantic, so they counted as non-romantic, multiple sex partners.   
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From these variables, a dichotomous measure was created that assessed if the respondent had 

more than one, non-romantic, sexual partner (either concurrently or consecutively).  

 The fourth step involved calculating the nonmonogamous relationships. First, the 

duration in which the romantic relationships between the aforementioned partners lasted was 

calculated. Wave II of Add Health contained questions regarding the start and end dates of the 

relationships; these variables were compiled into a new variable for each partner that contained 

the time spans of the relationships. Then, to determine if any adolescent was engaged in multiple 

relationships at the same time, three new variables were created to determine if any of the 

relationships occurred at the same time. Finally, an overall variable to measure nonmonogamous 

relationships was created from all of the aforementioned data which was coded 1 if any of these 

relationships overlapped in duration.  

 The next step in creating the RSB measure involved calculating the dates at which 

respondents engaged in their first sexual encounter. Wave II of the Add Health dataset contained 

questions pertaining to the year and month of first sexual encounter. A dummy variable for the 

specific day was created to reflect the 15th of the month. Then, the day, month, and year of first 

sexual encounter were combined together into one variable that illustrated the first sexual 

encounter for those respondents in Wave II. Then, a new variable was created from this variable 

to reflect the age at which adolescents engaged in sex for the first time, using another variable 

that contained birthdates for all respondents at Wave I. These numbers were then transformed 

into a new variable: a value of 1 meaning that they had engaged in sexual activity for the first 

time before age 16 and a value of 0 meaning they engaged in sexual activity for the first time 

after 16.  
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 Finally, all of the five aforementioned variables were added together to create an index of 

Risky Sexual Behavior: sexual onset age at Wave II, different ages between partners at Wave II, 

Birth Control Inconsistency at Wave II, Nonmonogomous Sex at Wave II, and Multiple Sexual 

Partners at Wave II. Because of the infrequency at which adolescents in Add Health participated 

in risky sex, the distribution of the RSB index was not ideal, and was highly skewed. To account 

for this, that variable was recoded so that any respondent who had engaged in any risky sexual 

behavior was given a value 1 and any respondent who did not participate in any risky sexual 

behavior was given a value of 0, thus creating a binary variable of RSB.  

Demographics 

Race. The Add Health race variables from Wave I are complex in nature. Respondents 

were allowed to choose from whichever racial/ethnic category they wanted, and could choose 

multiple racial/ethnic identities as well. Because of this, the decision was made to place each 

respondent in the minority category should they have chosen one. For example, if a respondent 

chose Black and White as their racial identity, they were placed in the black category; similarly, 

if a respondent chose Black and any kind of Hispanic ethnic origin, they were placed in the 

Latino category. Students who identified as other were combined with the American Indian 

respondents because there were so few cases in both categories. The final race variable includes 

five categories: White, Black, Latino, Asian, and Other.  Four dummy race variables were 

created (with Whites as a reference group) for future statistical analyses.  

Gender. Wave I from Add Health included a variable that measured the biological sex 

distribution of the sample. This variable was coded so that a value of 1 meant the respondent was 
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male, and value of 2 meant that respondent was female. This variable was recoded into a binary 

variable so that a value of 0 meant male, and value of 1 meant that the respondent was female.  

Age/Birthdate. In order to determine the age of the respondent, a variable was created 

from Wave I of Add Health which included variables that contained the birth month and year for 

respondents. These values were combined into one variable that gave the values for birthdates of 

all of the respondents. Another variable was created from this date to compute the age of the 

respondent at the time of the interview.  

Individual Factors 

Delinquency Index. Add Health included fourteen variables that measured delinquency. 

Adolescents reported how often they had, in the past 12 months, deliberately damaged property; 

painted graffiti on someone else’s property or in a public place; lied to their parents about where 

they had been or whom they were with; taken something from a store without paying for it; ran 

away from home; stolen something worth more than $50; driven a car without the owner’s 

permission; went into a house or building with intentions of stealing something; used or 

threatened to use a weapon to get something from someone; sold marijuana or other drugs; stolen 

something less than $50; acted loud, rowdy, or unruly in a public place; take part in group fights; 

or been initiated into a named gang. These variables were initially coded so that a response value 

of 0 meant they never engaged in said behavior; 1 meant one or two times; 2 meant three or four 

times; and 3 meant five or more times. Each variable was dichotomized so that a value of 0 

indicated that respondents never engaged in the behavior, and 1 indicated that they had engaged 

in it at least once. The new dichotomized variables were added together to create an index that 

would measure the overall concept of delinquency in the sample. The response categories ranged 
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from 0 to 14; a value of 0 indicating that the respondent engaged in no delinquent activity, and a 

value of 14 indicating that the adolescent engaged in all of the behaviors listed at least once. This 

measure’s creation was influenced and modeled from a well-established delinquency index 

(Haynie, 2001).   

Binge Drinking. Wave II of Add Health included a variable that measured how many 

drinks the respondent had each day they drank in the past year. A new variable was created in 

order to measure how many respondents engaged in binge drinking. The original variable ranged 

from 1 (indicating the student only drank one drink each time they drank in the past year) and 90 

(indicating that student drank 90 drinks each time they drank). This variable was recoded so that 

1 through 4 drinks meant that they did not binge drink, and 5 drinks or more meant they did 

engage in binge drinking; it was then recoded so that a value of 0 indicated that they did not 

binge drink, and a value of 1 indicated they did.  

Substance Use. Wave II of Add Health included four variables that asked respondents 

about their participation in the use of illicit substances. These variables asked if the respondent 

had used drugs like marijuana, cocaine, inhalants, and other drugs since the original interview. 

Variables were coded so that a value of 0 indicated that the respondent had not used the drug, 

and a value of 1 meant that they had tried it at least once. These four variables were added 

together to create an index of substance use that had a range of 0 to 4: a value of 0 meaning that 

they had not tried any of the drugs, and a value of 4 meaning they used all of the drugs at least 

once.  

Self-Esteem Scale. Add Health also included six questions pertaining to self-esteem. 

Respondents were asked about various aspects of their current perceptions of themselves: if they 
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had good qualities, if they were proud of themselves, if they felt loved and wanted, if they felt 

they did things just right, if they felt socially accepted, and if they liked themselves just as they 

were. The response values were reverse coded so that 5 was equal to “strongly agree,” with 1 

representing “strongly disagree.” A reliability analysis computed Cronbach’s alpha, yielding a 

value of .85. All six variables were then added together to create a variable that measured self-

esteem with a range of 6 to 28; a value of 6 indicating a low self-esteem, and a value of 28 

indicating a high self-esteem. This scale is consistent with the Rosenberg self-esteem scale, and 

its creation was influenced by previous, well-established measures from previous research 

(Russell, Crocket, She, and Lee, 2007).  

Familial Factors  

Parental Control. Wave II from Add Health included five variables asking respondents 

about the amount of parental control they experience at the time of the current interview. 

Questions covered topics regarding their weekend curfew, who they hung out with, their 

bedtime, the amount of television they watch, and the types of television programs they watch. 

Respondents were asked if their resident parent(s)/parental figure allowed them to make their 

own decisions about the topics, or if parent(s) made the decision for them (if they had no 

parent/parental figures, this section was skipped). Variables with a response of 0 meant that 

respondent did not make the decision about the topic, indicating that their parents made the 

ultimate decision, and 1 meant that the respondent made their own decision regarding the topic. 

These five variable were added together to create an index that measured parental control that 

ranged from 0 to 5, with a value of 0 indicating that the respondent had high parental control (or, 

the respondent’s parents made all of the decisions covered in the variables), and a value of 5 
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indicating that they had very low parental control (or, the respondent made all of the decisions 

covered in the variables). 

Perceived Family Support. Wave II of Add Health contained five questions that 

measured perceived family support. All respondents in the dataset were asked if they felt that 

their resident parents cared about them, if their family understood them, if they wanted to leave 

home, if they had fun with their families, and if their family paid attention to them. Responses 

were labeled with 1 indicating that the respondent did not agree with the statement, and 5 

indicating that they did agree with the statement. A reliability analysis computed Cronbach’s 

alpha, yielding a value of .74. All five variables were then added and averaged together to create 

a variable that measured perceived family support with a range of 1 to 5; a value of 1 indicating a 

low perceived family support, and a value of 5 indicating a high perceived family support. 

Parental Involvement.  Wave II of Add Health also included ten questions that measured 

whether or not a respondent spent time doing activities with their resident parents. Five topics 

were asked of both parents: going shopping, playing sports, going to the movies, eating at least 

one meal a week together, and working on school project. These questions were coded so that a 

value of 0 meant that they did not engage in this activity with their parent, and 1 meant that they 

did engage in the activity. These five variables were then added together separately for each 

parent. The two new variables were summed and then the average was taken of this new measure 

to create the overall measure of total parental involvement. Because some respondents only had 

one resident parent, the final measure represented the involvement of single-parent households. 

A value of 0 on this index meant the respondent had no parental involvement, and a value of 1 

meant that they had the maximum amount of parental involvement with parents.    
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Peer Factors  

Friends’ Substance Use. Wave II respondents were asked questions about their friends’ 

substance use. Questions asked how many of their three best friend’s smoked cigarettes, if the 

respondent’s best three friends drank more than once a month, and if those same friends smoked 

pot more than once a month. These three variables were averaged together to create the friends’ 

substance use measure; a value of 0 meaning that their friends used no illicit substances and a 

value of 3 meaning that they used all substances listed.  

Friends’ Sexual Knowledge. Wave II respondents were asked questions regarding their 

friends’ sexual knowledge. Questions asked if the respondent’s friends knew about the 

withdrawal method, if they knew how to use a condom, and if they knew the rhythm method. 

Responses were coded so that a value of 1 meant that the respondent strongly agreed, a value of 

2 meant they agreed, 3 meant they neither agreed nor disagreed, 4 meant they disagreed, and a 

value of 5 meant they strongly disagreed. Variables were reverse coded and summed together to 

create a new variable that measured friend sexual knowledge; a value of 3 on this index meant 

the respondent’s friends had low sexual knowledge, and a value of 15 meant that the friend had 

high sexual knowledge.  
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CHAPTER 5 

RESULTS 

Univariate Analysis 

Dependent Variable 

 This analysis first examined univariate statistics. There were a total of 4165 respondents. 

The binary of RSB had a mean of 0.37, meaning that at least 37% of respondents engaged in at 

least one risky sexual behavior at least once, as seen in Table 1.  

 Included in the dependent variable are five dichotomous variables that measure specific 

risky sexual behaviors. Twelve percent of respondents had a three-year age difference between 

their partner and themselves (Table 1.1). Eleven percent of respondents used birth control 

inconsistently (Table 1.2). Thirteen percent had at least more than one partner in their sexual 

history (Table 1.3). One percent of respondents engaged in nonmogonomous relationships (Table 

1.4), and 23.3% engaged in early onset sexual activity (Table 1.5).  

Individual Variables 

 The sample was divided evenly between males and females, with White non-Hispanic 

(69%) as the majority racial composition (Table 1). The average age of respondents was between 

15 and 16 years old (Table 1). Forty-nine percent of respondents engaged in at least one 

delinquent behavior (Table 3), and this index had a mean of 1.41 (Table 1). This indicated that 

the average student engaged in at least one delinquent act. Twenty-one percent of students 

engaged in binge drinking (Table 4). Twenty-eight percent of students had used some sort of 

illegal substance at least once (Table 5). The substance use index had a mean of 0.37 (Table 1), 

meaning that that average respondent had used less than one illicit substance (Table 5). 
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Family Variables 

 The mean of the parental control index was 3.83, SD=1.15, indicating that respondents, 

on average, were allowed to make about four decisions (Table 1). In fact, 31% of the sample 

indicated that they were allowed to make all of their decisions, while 1.6% were not permitted to 

make any decisions (Table 7). The mean of the index of perceived family support was 3.96, 

SD=.71, meaning that overall, students felt relatively supported by their families (Table 1). 

Finally, the index of parental involvement was 1.37, SD=1.04 (Table 1). This indicates that 

parents, on average, engaged in at least one of these activities with their children. 

Peer Variables 

 The peer substance index had a mean of 0.94, SD=0.90, indicating that respondents’ 

peers used about one substance, on average (Table 1). The mean of the peer sexual knowledge 

index was 11.01, SD=2.50, indicating that students perceived that their friends had a fairly high 

knowledge of sexual practices (Table 1).  

Bivariate Analysis  

Chi-Square  

 A chi-square test was conducted to assess which races were more likely to engage in 

risky sexual behavior, as shown in table 12. Asian respondents said they engaged in the least 

amount of risky sexual behavior (only 25%); 35% of White students said they engaged in risky 

sexual risky sexual behavior; and 39% of Latino students engaged in risky sexual behavior. Of 

minority status respondents, those who identified as other reported the highest risky sexual 

behavior engagement (51%), with Black respondents trailing only slightly (50%). There is a 
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strong, statistically significant relationship between race and risky sexual behavior (x2=62.50, 

df=4, p < .001). 

Another chi-square test was conducted to assess the relationship between sex and risky 

sexual behavior. 40.3% of female respondents engaged in risky sexual behavior, and 34.6% of 

males engaged in risky sexual behavior. There is a strong statistically significant relationship 

between sex and risky sexual behavior (x2=14.88, df=1, p < .001), as seen in table 13.  

A final chi-square test was conducted to assess the relationship between binge drinking 

and risky sexual behavior. While most students did not engage in binge drinking (n=3300), 

32.9% engaged in risky sexual behavior. Of those who did binge drink (n=865), 54.8% engaged 

in risky sexual behavior. There is a strong, statistically significant relationship between binge 

drinking and risky sexual behavior (x2=140.59, df=1, p < .001), as seen in table 14. 

T-Test  

An independent samples t-test was conducted to evaluate the difference between risky 

sexual behavior engagement and age. Table 15 shows that those who responded that they had not 

engaged in risky sex were, on average, younger than those who responded that they had engaged 

in risky sex. The average age for those who responded no was 15 ½ (SD=1.49) and for those 

who had engaged in risky sexual behavior, the average age was 16 (SD=1.35). The difference 

was both statistically significant (t=-13.25, p < .001), and meaningful (Cohen’s D=-0.40). 

Another independent samples t-test was conducted to evaluate the difference between 

risky sex and engagement in delinquency, as shown in table 16. Of those who responded that 

they engaged in no risky sex, the average amount of delinquent behavior was one delinquent 

behavior (SD=1.73). Of those who did engage in risky sexual behavior, the average amount of 
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delinquent behavior was two (2) delinquent behaviors (SD=2.61). The mean difference was both 

statistically significant (t=-12.39, p < .001), and meaningful (Cohen’s D= -0.35).  

A third independent samples t-test was conducted to evaluate the difference between 

risky sex and substance use. Those who did engage in risky sex averaged higher substance use 

(x̄=0.64, SD=0.64) than those who did not (x̄=0.22, SD=0.52). The difference between these 

means was both statistically significant (t=-17.76, p < .001), and meaningful (Cohen’s D=0.50), 

as shown in table 17. 

A fourth independent samples t-test was conducted to evaluate the difference between 

risky sex and self-esteem.  Table 18 shows that respondents who engaged in risky sex reported 

slightly lower self-esteem (x̄=24.60, SD=3.59) than those who did not engage in risky sex 

(x̄=25.53, SD=3.32). The difference between the two means is significant (t=8.30, p < 0.001), 

however equal variances could not be assumed. 

Another independent samples t-test was conducted to evaluate the difference between 

risky sex and parental control, as shown in table 19. Respondents who engaged in risky sex 

reported less parental control (x̄=3.95, SD=1.12) than those who did not engage in risky sexual 

behavior (x̄=3.75, SD=1.12), indicating that respondents who engaged in risky sexual behavior 

made more of their own decisions. This difference was statistically significant (t=-5.52, p < 

.001), but was not meaningful.  

Again, an independent samples t-test was conducted to evaluate the difference between 

perceived family support and risky sex. Those who engaged in no risky sexual behavior reported 

slightly higher averages of familial support (x̄=4.07, SD=0.66) than those who engaged in risky 
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sex (x̄=3.78, SD=0.74). This difference was both statistically significant (t=12.51, p < .001) and 

meaningful (Cohen’s D=0.39), as shown in table 20. 

A seventh independent samples t-test was conducted to examine the difference between 

parental involvement and risky sexual behavior. Those who reported no risky sexual behavior 

reported higher averages (x̄=1.52, SD=1.06) of parental involvement than those who engaged in 

risky sexual behavior (x̄=1.12, SD=0.96). This difference was both statistically significant 

(t=12.35, p < .001) and meaningful (Cohen’s D=0.37), as shown in table 21. 

An independent samples t-test was then conducted to evaluate the difference between 

friends’ substance use and risky sexual behavior, as shown in table 22. Those who engaged in 

risky sex reported more substance use by friends (x̄=1.34, SD=0.94) than those who engaged in 

no risky sexual behavior (x̄=0.71, SD=0.79). This difference was both statistically significant 

(t=-22.25, p < .001) and meaningful (Cohen’s D=-0.67).  

A final independent samples t-test was conducted to evaluate the difference between 

friends’ sexual knowledge and risky sex. Respondents who engaged in risky sex reported that 

their friends had a slightly higher average sexual knowledge (x̄=11.40, SD=2.39) than those who 

engaged in no risky sex (x̄=10.78, SD=2.54). This difference was both statistically significant  

(t=-7.88, p < .01) and meaningful (Cohen’s D=0.24), as shown in table 23. 

Multivariate Analysis 

Logistic Regression: Four Model Analysis  

Interpretation. A logistic regression analysis was then conducted to evaluate how four 

models contributed to the explanation of the variables prediction of involvement in risky sexual 
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behavior. Table 24 shows how odds ratios increase or decrease after the introduction of new 

model segments. Models 1, 2, and 4 all had Hosmer and Lemeshow tests that were significant, 

indicating that these models did not fit well. However, model 3, after adding in the family 

segment and before adding in the peer segment, had a Hosmer and Lemeshow test that was not 

significant, indicating that this model fit the best out of the four. The model that accounts for the 

most variance in the Nagelkerke r2 is model 2; with a value of 0.20, it accounts for almost 13% of 

the change in predictions.  

Logistic Regression: Full Model   

Interpretation. A logistic regression analysis was conducted to evaluate how well the 

variables of race, sex, age, delinquency, binge drinking, substance use, self-esteem, parental 

control, perceived family support, parental involvement, friends’ substance use, and friends’ 

sexual knowledge predict whether or not a student will engage in risky sexual behavior. Table 25 

shows that African American students were two and half times as likely to engage in RSB as 

White students. Latino and those who identified as other race were both more likely to engage in 

RSB than Whites.  Older students were more likely to engage in risky sexual behavior. Increases 

in delinquency and substance use led to greater probability of risky sex, meaning that higher 

levels of engagement in delinquency and substance use led to higher odds of RSB. Binge 

drinkers were more likely to engage in RSB than those who did not binge drink. Increases in 

parental involvement and perceived family support led to lower probability of risky sex; students 

whose parents were involved and who perceived that they had family support were less likely to 

engage in risky sexual behavior. An increase in both friends’ substance use and friend’s sexual 

knowledge led to higher odds of RSB in respondents. The Hosmer and Lemeshow test was 

significant, meaning that this model did not fit well. The Nagelkerke r2 was 0.26.  
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Logistic Regression: Full Model Comparison by Gender  

Interpretation. The logistic regression was run separately for boys and girls in table 26 

and indicated an acceptable fit according to the Hosmer and Lemeshow test, which was not 

significant. For boys, African Americans were over three times more likely than Whites to 

engage in risky sexual behavior. Latinos, Asians, and males who identified as “other” were not 

statistically less likely than Whites to engage in RSB. A one-year increase in a boy’s age, and 

increases in both delinquent behavior and illicit substance use led to higher odds of risky sexual 

behavior. An increase in friends’ substance use and sexual knowledge led to higher odds of RSB.  

For girls, African Americans were significantly more likely to engage in risky sexual 

behavior than White females. Girls who identified as “other” were over twice as likely to engage 

in risky sexual behavior. An increase in age led to higher odds of engagement in risky sex.  Girls 

who engaged in binge drinking had a higher probability of engaging in risky sex, and an increase 

in illicit substances used led to a greater likelihood of RSB. An increase in family support and 

parental involvement decreased the probability of RSB. An increase in friends’ substance use 

and sexual knowledge led to higher odds of risky sex. This suggests that girls whose friends used 

more illicit substances were significantly more likely to engage in RSB, and girls whose friends 

had higher sexual knowledge were also more likely to engage in risky sex.  

 Modified Chow tests were performed on statistically significant coefficients.  The 

modified Chow test showed that the coefficients between African American girls and boys were 

statistically different. Therefore, black boy students were more likely to engage in risky sexual 

behavior than black girl students. This difference is perhaps an indication of the societal 

perceptions and expectations held about African Americans and gender.  
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Goodness of Fit. An interesting phenomenon from this regression can be seen in how the 

models change for boys and girls. In the original regression (Table 24), the Hosmer and 

Lemeshow test showed that model did not fit well, with biological sex as a variable in the model. 

However, when the model is compared for boys and girls (i.e. removing sex from the model) the 

Hosmer and Lemeshow test show that the models fit well for the regression.  
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CHAPTER 6 

DISCUSSION  

Adolescence is an important stage in life. It is a time in which relationships are created, 

developed, and explored, and it is a time in which many decisions about health are made that can 

have major implications well into adulthood (Potard et al, 2008). This study sought to investigate 

which predictors had the most influence on risky sexual behavior for young women and men 

during adolescence.  Certain social structures influence adolescent adjustment problems, and 

these were illustrated in the results of this study. For example, engaging in binge drinking 

increased the likelihood of risky sexual behavior for females, but not for males; and for every 

additional delinquent act committed, boys were significantly more likely to engage in risky sex. 

There were also significant differences in predictors that reduced RSBs amongst boys and girls: 

increased family support among girls led to a lower likelihood of risky sex, but this predictor was 

not significant among boys. However, for both boys and girls, increased parental involvement 

led to reductions in risky sexual behavior. Social structures and familial aspects affect boys and 

girls in different ways, but they all have the ability to influence early initiation into adult roles 

through the predisposing adolescents to engagement in risky sexual behavior.  

What was perhaps the most intriguing result from the analysis was effects for African 

American boys. Black boys were over three and a half times as likely as Whites to engage in 

risky sex, and were more likely than Black girls to engage in risky sex overall. This is perhaps a 

testament to the expectations held about Black boys, as well as their place in society. Black male 

youth are often seen as hypermasculine and hypersexual (Slatton and Spates, 2014), and these 

perceptions might influence their behavior through an internalization of the expectations held 

about them to behave this way. Through their own assessment of how society views them, they 
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make behavioral decisions that lead them to risky sexual situations. Through no fault of their 

own are they stereotyped, but because of the assumptions regarding their sexuality and 

masculinity, they may feel no escape from these stressful assumptions but to behave in a way 

that adheres to them and leads to future sexual health risks.  Previous literature can be used to 

explain why this particular difference exists. While expectations held about Black boys differ 

among people, Black youths’ perception of these expectations play a large role in their self-

efficacy, how they behave, and in the risky behaviors they engage in (King and Elder, 1998). 

Previous studies stated that while Black males are more likely to use condoms than Hispanic or 

White males, they still have higher rates of STDs (Dariotis et al, 2011). Research indicates that 

Black youth initiate sexual intercourse earlier than Whites and Latinos, leading to increased risk 

of STD infection (Hallfors, Iritani, Miller, Bauer, 2007).  Another explanation could be 

explained by the hypersexuality and hypermasculinity that society stereotypes Black male youth 

to have. Black male youth may feel pressured to not initiate condom usage because it is not seen 

as masculine enough, leading to an increased risk of contracting an STD.  Other researcher posits 

that Black male youth are not being made aware of their increased risk and are therefore even 

more susceptible to STDs: Black males are more susceptible to contracting STDs because 

education regarding them is directed solely at the individual level (which often is beneficial to 

White male youth), but does not take into account the “environment, institutional, and contextual 

disadvantages that contribute to these racial disparities” (Hallfors et al, 2007). Here, it is visible 

that social structures like race and gender influence how adolescents view themselves, how they 

internalize outside perceptions, and thus the behavior they engage in. There is a need for directed 

media encouraging Black male youth to seek regular STD testing because of their high risk of 
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infection, and a focus on how structural constraints, societal and personal perceptions all play 

into contributing to the racial disparities in STD rates. 

 Experiences differ among racial categories because of varying implications of social 

structures, and these experiences shape behavioral trajectories and health outcomes (Johnson et 

al, 2010; Elder et al 2011). As mentioned, adolescents are not just passively acted upon by social 

structures; they also play a large role in their own development through choices they make 

because of certain experiences, including relationships with others and racial experiences (Elder 

et al 2003; Capsi et al, 1988). The perceptions of these experiences and relationships vary based 

on their position in society (Elder et al, 2003; House et al, 1988; Santelli et al, 2013; Johnson et 

al, 2011; King and Elder, 1998), and influence certain outcomes differently. The results from this 

study mirror literature and lend to the need of exploration of sexual behavior and experiences of 

Black boys and girls have, their own perceptions of those relationship, and how these perceptions 

create changes in behavioral trajectories specially based on race.  

While parental factors were not as influential as originally hypothesized, there were 

particularly notable differences at both the bivariate and multivariate levels. At the bivariate 

level, youth who engaged in RSB had less parental control.  However, in the multivariate 

analysis, the degree of parental control did not increase the odds of RSB for either gender, and 

there were no significant values in the logistic regression. These differences in the multivariate 

findings are inconsistent with some previous literature which has found that “setting firm rules 

and monitoring activity proved important in protecting adolescents from sexually risky 

behaviors” (Daire et al, 2012). Umberson et al.’s (2010) research affirms the significance of 

social connectedness through creating firm rules and boundaries.  This difference should be 

further investigated. It may be due to measurement artifacts which are outdated. Re-
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conceptualizing how parent-child relationships are defined, reviewing what is or what is not a 

healthy relationship, and using both parental and adolescent perceptions of how they themselves 

view these relationships could help create a more valid measure and increase understanding of 

how parental control really affects adolescents’ likelihood of engaging in risky behavior.   

For both boys and girls, odds decreased in risky sexual behavior with increased parental 

involvement.  These findings support previous literature’s assertion that higher levels of positive 

parental involvement, stronger connections to one’s parents during adolescents, and stronger 

family ties all act as inhibitors of risky sex (Umberson et al, 2010; Kinkade et al, 2012; Kao et al, 

2012; Simon et al, 2012; Pflieger et al, 2013; Scott et al, 2012).  As discussed, life course theory 

posits that perception of relationships with parents and family can influence what behavioral 

trajectories adolescents engage in (Dair et al, 2012; Umberson et al, 2010). These perceptions 

arise both from the adolescent’s perceptions of the expectations they believe are held about the 

relationship (Capsi et al, 1988) and their own perceptions of themselves and their place in the 

relationship (King and Elder, 1998). Developing an understanding of various perceptions and 

expectations (both self and otherwise) could lead to a deeper explanation of how individual 

adolescents view certain parenting aspects, and how said views influence risky sexual behavior.   

Substance use was another interesting result that should not go undiscussed. Substance 

use was greater among those respondents who engaged in risky sex, for both boys and girls.  

Substance use is thought to contribute to long-term cognitive development and could create 

health factors that could lead to risky sexual behavior into adulthood (Khan et al, 2012). The 

findings in this study contribute to existing literature in that they show that substance use does 

contribute to risky sex (Leigh and Stall, 1993; Schulte et al, 2009; Windle, 2003). Using illicit 

substances leads to lower levels of inhibition, declines in cognitive reasoning, and thus lowers an 
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adolescent’s ability to refrain from engaging in other risky behaviors (Schulte et al, 2009). 

Adolescents who use more illicit substances increase their likelihood of being sexually active 

(Windle, 2003), and increase their risk of negative outcomes like STD/STIs, and taking higher 

risks (using more, stronger illicit substances) (Schulte et al, 2009).  

Finally, the influence of peers on the amount of risky sexual behavior in respondents was 

also particularly interesting, and did increase the likelihood of risky sex in respondents. For both 

boys and girls, friends’ substance use was particularly influential on risky sex in respondents. 

Peers have the ability to influence in the moment decision making, like encouraging drinking 

more, using illicit substances or taking higher risks (being in a car with drunk drivers, using 

stronger illicit substances) (Umberson et al, 2010; Schulte et al, 2009; Windle, 2003). Peers had 

a significant influence on the odds of risky sex that respondents engaged in, mirroring previous 

literature. Relationships formed and explored help to shape identities, and these relationships 

help create perceptions and norms about sexuality and other behaviors (Potar et al, 2012; Lagna, 

1999).  

Limitations  

 Survey data from Add Health is dated. Using this data to understand risky sexual 

behaviors among adolescents is possible, but the datedness leads to a difficultly in applying 

results from the 1990s to adolescents today.  Furthermore, variables in this dataset are limited in 

how they measure certain aspects, and therefore creation of accurate measures is difficult. 

Creating more precise questions would lead to increased and more accurate results from 

respondents, and possibly to more applicable statistical data. For example, creation of questions 

that measure the perception of parental involvement as either positive or negative could help 

improve the understanding of how that predictor influences or inhibits risky sexual behavior.  
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 For Latina youth, previous literature suggested that this group of adolescent females were 

much more likely to not engage in condom usage, especially if they exhibited high levels of 

religiosity, therefore increasing their risk of unplanned pregnancy (Smith, 2015). Religion also 

has a role in risky sexual behavior participation. “Western Christianity-based religion 

emphasized self-control, honesty, responsibility, and respect for authority and one’s body,” and 

these pennants have their effects on adolescent decisions regarding risky behavior. (Landor, 

Simons, Simons, Brody, Gibbons, 2011). Highly religious Latinas have “lower refusal and 

avoidance skills compared to their less religious peers,” perhaps because of a lack of discussion 

of sex in general with high levels of religiosity (Smith, 2015). Smith (2015) posits that 

Catholicism’s prohibition of birth control can also explain the low rates of condom usage by 

Latinas. Being able to further understand religiosity’s implications on risky sexual behavior by 

race could have contributed significantly to understanding risky sexual behavior engagement 

among this group.  

Conclusion 

 Risky sexual behavior influences many outcomes of adolescents, both in the present and 

future.  The predictors examined here have influences on risky sexual behavior that link to 

previous literature. From the time that data was collected for the dataset, there have been changes 

in risky sex outcomes. For example, according to the U.S. Department of Health and Human 

Services and the Office of Adolescent Health (2014), in 1991 the U.S. teen birthrate for 

unmarried females was 61.8 births for every 1,000 adolescent females; that number has declined 

to 24.2 births for every 1,000 adolescent females in 2014 (U.S. Department of Health and 

Human Services, 2014). These numbers are also changing by race and ethnicity. With a birthrate 

of 38 births per 1,000 adolescent females, Hispanic adolescent females had the highest birthrate 
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in 2014, followed by Black female adolescents (34.9 births per 1,000 adolescent females) and 

White adolescents (17.3 births per 1,000 adolescent females) (U.S. Department of Health and 

Human Services, 2014). However, since 1990, Hispanic girls’ birthrates have declined by 62% 

from 100.3 births per 1,000 adolescent females, Black girls’ declined by 70% from 116.2 births 

per 1,000 adolescent females, and White girls’ declined by 59% from 42.5 per 1,000 adolescent 

females (U.S. Department of Health and Human Services, 2014).  

Even though these numbers are encouraging, it is likely that contraception use plays a 

role with rates for females increasing significantly over the past two decades (Kost and 

Henshaw, 2012). With that in mind, the results from this study show significant differences exist 

between race and engagement in risky sex, as African American girls were 75% more likely to 

engage in risky sex compared to White girls. Even though contraception use has increased since 

the time this data was collected, why then are the rates of risky sexual behavior outcomes 

(pregnancy) still so elevated for Blacks and Latinas today? Much like Black male youth, Black 

female youth are seen as hypersexual and sexually promiscuous (Corneille, Lee, Britton, and 

Barker, 2011). These assumptions, again, influence how Black female youth view themselves 

and have the ability to create developmental changes in trajectories based on those views (Capsi 

et al, 1988). This stigma can lead to a lack in education through the “othering” of this group, or a 

disregard and distrust of sexual education because it implicitly regards Black youth’s sexuality as 

deviant and other (Corneille et al, 2011). This distrust therefore creates a possible lapse in 

education for a group whose birth rates prove they need it, limiting their access to quality sexual 

education. An important takeaway from the study as well as the previous literature is that the 

stigma surrounding Black youth’s sexuality needs to be addressed so that their trust in the system 

is reestablished and they are not limited to something from which they could benefit.  
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As mentioned, for Latina youth, previous literature suggested that this group of 

adolescent females were much more likely to not engage in condom usage, especially if they 

exhibited high levels of religiosity, therefore increasing their risk of unplanned pregnancy 

(Smith, 2015). This relationship between religiosity, sexuality, and condom changes must be 

further addressed in order to explain the elevation in Latina adolescent birthrates, regardless of 

the increased condom usage over the past two decades. An important takeaway from this study is 

that while there were no appreciable differences between Latinas and Whites in RSB risks in this 

study, young women who identified as an “other” race were over two times more likely to 

engage in RSB, so these differences in risky sexual engagement across racial groups should be 

further examined. As life course theory illustrates, social structures like race and gender can lead 

to differences in adolescent outcomes that lead to early initiation into adult roles, and risky 

sexual behavior.  

The results from this study show that there are notable similarities in predictors that 

influence risky sexual behavior across both genders including race, age, substance use, parental 

involvement, and friends’ substance use and sexual knowledge. All of these predictors led to 

higher odds of risky sexual engagement, so they are of particular importance in understanding 

risky sexual behavior of adolescents and the possible outcomes they have for their futures. The 

theoretical and conceptual models illustrate how each predictor influenced adolescent adjustment 

problems and implications on risky sexual behavior. Social structures, through race/ethnicity and 

gender, as well as family aspects like parental involvement all influenced adolescent’s possibility 

of early initiation into adult roles through their engagement in risky sexual behaviors. Adolescent 

substance use, and association with sexually active friends, through higher sexual knowledge and 

substance use also influenced risky sexual behavior engagement. Having a deeper understanding 
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of how all of these predictors influence adolescent risky sexual behavior will lead to a more 

comprehensive understanding of young adolescent sexual health, and could lead to overall 

increased health and life course trajectories for young people into and throughout adulthood.  
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APPENDIX A 

TABLES  

TABLE 1 
 

 DESCRIPTIVE STATISTICS FOR VARIABLES AT WAVES I AND II (N=4165) 
 

  Mean or % SD Range 
Dependent Variable     
   Risky Sexual Behavior Binary 0.37   0-1 
Demographics     
   White  0.69    
   African American 0.14    
   Latino 0.13    
   Asian 0.03   
   Other 0.02    
   Female 0.50 0.50   
   Age 15.74 1.46 11-18 
Individual      
   Delinquency 1.41 2.15 0-14 
   Binge Drinking 0.21  0-1 
   Substance Use 0.37 0.69 0-4 
   Self-Esteem 25.18 3.45 8-30 
Family      
   Parental Control 3.83 1.15 0-5 
   Perceived Family Support 3.96 0.71 1-5 
   Parental Involvement 1.37 1.04 0-5 
Peers     
   Friends’ Substance Use  0.94 0.90 0-3 
   Friends’ Sexual Knowledge  11.01 2.50 3-15 

 

TABLE 1.1 
 

FREQUENCY DISTRIBUTION OF AGE DIFFERENCE OF SEXUAL PARTNER(S) AT 
WAVE II  

 
Age Difference of 
Sexual Partner(s) Frequency (f) Percentages  
< 3 Year Difference 3662 87.9 
3+ Year Difference 504 12.1 
Total N=4165 100.0 
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TABLE 1.2 
 

FREQUENCY DISTRIBUTION OF BIRTH CONTROL INCONSISTENCY AT WAVE II 
 

Birth Control Use Frequency (f) Percentages 
Consistent 3706 89.0 

Inconsistent 459 11.0 

Total N=4165 100.0 

TABLE 1.3: 
 

 FREQUENCY DISTRIBUTION FOR NUMBER OF SEXUAL PARTNERS AT WAVE II 
 

Number of Sexual Partners Frequency (f) Percentages  
One 3627 87.1 
More than One 539 12.9 
Total N=4165 100.0 

TABLE 1.4: 
 

FREQUENCY DISTRIBUTION FOR NONMONOGAMOUS RELATIONSHIPS AT WAVE II 
 

Relationship Status Frequency (f) Percentages  
Monogamous 4116 98.8 
Nonmonogamous 50 1.2 
Total N=4165 100.0 

 
 
 
 
 
 
 
 
 
 

TABLE 1.5: 
 

 SEXUAL ONSET AGE AT WAVE I 
 

Age of First Sexual Encounter Frequency (f) Percentages 

15 years or older 3196 76.7 
<15 (early onset) 969 23.3 
Total N=4165 100.0 
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TABLE 1.6  
 

FREQUENCY DISTRIBUTION OF RISKY SEXUAL BEHAVIORS AT WAVE II  
 

Number of Risky Sexual Behaviors Frequency (f) Percentages 
0 2606 62.6 
1 849 20.4 
2 502 12.1 
3 171 4.1 
4 32 0.8 
5 5 0.1 
Total N=4165 100.0 

TABLE 1.7  
 

FREQUENCY DISTRIBUTION OF RISKY SEXUAL BEHAVIORS BINARY 
 

Engaged in Risky Sexual Behavior Frequency (f) Percentages 

No 2606 62.6 
Yes (at least 1) 1559 37.4 
Total N=4165 100.0 

TABLE 2 
 

 FREQUENCY DISTRIBUTION OF RACE AT WAVE I  
 

Race Frequency (f) Percentages 
     White 2857 68.6 

     Black 600 14.4 
     Latino 522 12.5 

     Asian 116 2.8 
     Other 70 1.7 

     Total N=4165 100.0 
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TABLE 5 

 
 FREQUENCY DISTRIBUTION FOR SUBSTANCE USE AT WAVE II 

 
Drugs Used: Frequency (f) Percentages 
0 2995 71.9 
1 889 21.4 
2 192 4.6 
3 75 1.8 
4 14 0.3 
Total N=4165 100.0 

TABLE 3  
 

FREQUENCY DISTRIBUTIONS OF DELINQUENT ACTS COMMITTED AT WAVE I 
 

Delinquent Acts 
Committed Frequency (f) Percentages 

0 2129 51.1 
1 672 16.1 
2 440 10.6 
3 365 8.8 
4 207 5.0 
5 137 3.3 
6 71 1.7 
7 47 1.1 
8 29 0.7 
9 18 0.4 
10 13 0.3 
11 15 0.4 
12 8 0.2 
13 4 0.1 
14 9 0.2 
Total N=4165 100.0 

TABLE 4 
 

 FREQUENCY DISTRIBUTION OF BINGE DRINKING AT WAVE II 
 

 Binge Drink? Frequency (f) Percentages 
    Never  3301 79.2 
    At Least Once  864 20.8 
    Total N=4165 100.0 
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TABLE 6 
 

 FREQUENCY DISTRIBUTION OF SELF-ESTEEM SCORE 
 

Self-Esteem Score: Frequency (f) Percentages 
8      2 0.0 
10      1   0.0 
11       4 0.1 
12      3 0.1 
13      4 0.1 
14    10 0.3 
15    15 0.4 
16    29 0.7 
17    27 0.6 
18    65 1.6 
19    67 1.6 
20 136 3.3 
21 134 3.2 
22 283 6.8 
23 318 7.6 
24 900 21.6 
25 360 8.6 
26 248 6.0 
27 301 7.2 
28 316 7.6 
29 365 8.8 
30 578 13.9 
Total N=4165 100.0 

 

 

 

TABLE 7  
 

FREQUENCY DISTRIBUTION FOR PARENTAL CONTROL AT WAVE II  
 

Decisions About Independence Made: Frequency (f) Percentages 
0 67   1.6 
1 146   3.5 
2 318   7.6 
3 667  16.0 
4 1677  40.3 
5 1290  31.0 
Total N=4165 100.0 
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TABLE 8 
 

FREQUENCIES FOR PERCEIVED FAMILY SUPPORT AT WAVE II  
 

Perceived Family Support: Frequencies (f) Percentages  
1.00    2   0.0 
1.20    3   0.1 
1.40    5   0.1 
1.60    5   0.1 
1.67    1   0.0 
1.80   22   0.5 
2.00   19   0.4 
2.20   35   0.8 
2.25     0   0.0 
2.40   58   1.4 
2.50     1   0.0 
2.60   87   2.1 
2.75     3   0.1 
2.80 102   2.5 
3.00 146   3.5 
3.20 188   4.5 
3.25     3   0.1 
3.40 292   7.0 
3.50   10   0.2 
3.60 338   8.1 
3.67     3   0.1 
3.75     1   0.0 
3.80 434 10.4 
4.00 491 11.8 
4.20 479 11.5 
4.25    0   0.0 
4.40 457 11.0 
4.50    3   0.1 
4.60 322   7.7 
4.75    4   0.1 
4.80 290   7.0 
5.00 364   8.7 
Total N=4165 100.0 
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TABLE 9 
 

FREQUENCIES FOR TOTAL PARENTAL INVOLVEMENT AT WAVE II 
 

Involvement: Frequency (f) Percentages 
0.0 654 15.7 
0.5 576 13.8 
1.0 1013 24.3 
1.5 495 11.9 
2.0 669 16.1 
2.5  266 6.4 
3.0 292 7.0 
3.5 90 2.2 
4.0 79 1.9 
4.5 19 0.4 
5.0 14 0.3 
Total N=4165 100.0 

TABLE 10  
 

FREQUENCIES OF FRIENDS SUBSTANCE USE AT WAVE II  
 

Average Substance Usage  Frequency (f) Percentages 
0.00 1212 29.1 
0.33  524 12.6 
0.67  427 10.2 
1.00  522 12.5 
1.33  359 8.6 
1.67  318 7.6 
2.00  301 7.2 
2.33  177 4.3 
2.67  148 3.6 
3.00  177 4.2 
Total N=4165 100.0 
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TABLE 11 
 

 FREQUENCY OF FRIEND SEXUAL KNOWLEDGE SCALE AT WAVE II  
 

Sexual Knowledge Frequency (f) Percentages 
3       55 1.3 
4         7 0.2 
5       25 0.6 
6                        118 2.8 
7       85 2.0 
8     190 4.6 
9     721 17.3 
10     509 12.2 
11     477 11.5 
12    1034 24.8 
13     251 6.0 
14     169 4.1 
15     525 12.6 
Total N=4165 100.0 
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TABLE 12  

RISKY SEXUAL BEHAVIOR BY RACE 

 Engaged in Risky Sexual 
Behavior   

Race No Yes Total 

White (n=2857)    

     Row   65.2%       34.8%       100.0% 

Black (n=599)    

     Row 50.1%      49.9%       100.0% 

Latino (n=522)    

     Row 61.4%      38.6%       100.0% 

Asian (n=117)    

     Row 75.2%   24.8%    100.0% 

Other (n=70)    

     Row 48.6%       51.4% 100.0% 

Note: Chi-square (4, N = 4165) = 62.50, p <.001. 

 

TABLE 13  
 

RISKY SEXUAL BEHAVIOR BY SEX 
 

  Engaged in Risky Sexual Behavior   
Sex No Yes Total 
Male (n=2080)     

     Row 65.4%           34.6% 100.0% 
Female (n=2085)     
     Row 59.7%           40.3% 100.0% 
Note: Chi-square (1, N = 4165) = 14.88, p <.001.                                       
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TABLE 15 
 

COMPARISON OF MEANS, AGE BY RISKY SEX 
 

Risky Sex  n Mean SD t-test 
No 2606 15.51 1.49 -13.25***^ Yes 1559 16.11 1.35 
*p < .05. **p < .01, ***p < .001; ^Cohen's D .2 < x>.4        

 

 

TABLE 16 
 

 COMPARISON OF MEANS, DELINQUENCY BY RISKY SEX 
 

Risky Sex  n Mean SD t-test 
No 2606 1.07 1.73 -12.39***^ 
Yes 1559 1.99 2.61 
*p < .05. **p < .01, ***p < .001; ^Cohen's D= .2<x>.4      

 

 

 

 

 
TABLE 14  

 
RISKY SEXUAL BEHAVIOR BY BINGE DRINKING 

 

  
Engaged in Risky Sexual Behavior 

  

Binge Drink? No Yes Total 

No (N=3300)     

     Row 67.1% 32.9% 100.0% 

Yes (N=865)     
     Row 45.2% 54.8% 100.0% 
Note: Chi-square (1, N = 4165)=140.59, p <.001.                                       

TABLE 17 
 

COMPARISON OF MEANS, SUBSTANCE USE BY RISKY SEX 
 

Risky Sex  n Mean SD t-test 
No 2606 0.22 0.52 -17.76***+ Yes 1559 0.64 0.84 
*p < .05. **p < .01, ***p < .001. +Cohen's D= .4<x>.6     
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TABLE 20 
 

 COMPARISON OF MEANS, PERCEIVED FAMILY SUPPORT BY RISKY SEX 
 

Risky Sex  n Mean SD t-test 
No 2606 4.07 0.66 12.51***^ Yes 1559 3.78 0.74 
*p < .05. **p < .01, ***p < .001, ^Cohen's D= .2 <x>.4 
     

 

TABLE 21  
 

COMPARISON OF MEANS, PARENTAL INVOLVEMENT BY RISKY SEX 
 

Risky Sex  n Mean SD t-test 
No 2606 1.52 1.06 12.35***^ 
Yes 1559 1.12 0.96  
*p < .05. **p < .01, ***p < .001, ^Cohen's D= .2 <x>.4   
 

 

 

 

 

TABLE 18 
 

COMPARISON OF MEANS, SELF-ESTEEM BY RISKY SEX 
 

Risky Sex  n Mean SD t-test 
No 2606 25.53 3.32 8.30***^1 
Yes 1559 24.60 3.59 
*p < .05. **p < .01, ***p < .001; ^Cohen's D= .2<x>.4; 1= equal variances not assumed      

TABLE 19 
 

COMPARISON OF MEANS, PARENTAL CONTROL BY RISKY SEX 
 

Risky Sex  n Mean SD t-test 
No 2606 3.75 1.16 -5.52*** Yes 1559 3.95 1.12 
*p < .05. **p < .01, ***p < .001.        
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TABLE 22  
 

COMPARISON OF MEANS, FRIENDS’ SUBSTANCE USE BY RISKY SEX 
 

Risky Sex  n Mean SD t-test 
No 2606 0.71 0.79 -22.25***~ Yes 1559 1.34 0.94 
*p < .05. **p < .01, ***p < .001. ~Cohen's D=.6<      

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

TABLE 23  
 

COMPARISON OF MEANS, FRIENDS’ SEXUAL KNOWLEDGE BY RISKY SEX 
 

Risky Sex  n Mean SD t-test 
No 2606 10.78 2.54 -7.88**^ Yes 1559 11.40 2.39 
*p < .05. **p < .01, ***p < .001. ^Cohen's D=.2<x>.4     



  

75 
 

TABLE 24  
 

LOGISTIC REGRESSION: PREDICTING CHANGES IN ODDS OF ENGAGING IN RISKY 
SEXUAL BEHAVIOR 

 
  Model 1   Model 2   Model 3   Model 4 
        

Demographics w1        
   African American 1.80 *** 2.28 *** 2.26 *** 2.43 *** 
   Latino 1.18  1.13  1.14  1.24 * 
   Asian     0.58           * 0.62 * 0.62 * 0.71 
   Other 2.09 ** 1.94 ** 1.85 * 1.77 * 
   Female  1.32 *** 1.46 *** 1.52 *** 1.49 *** 
   Age  1.34 *** 1.30 *** 1.24 *** 1.20 *** 
Individual w2        
   Delinquency Index -  1.13 *** 1.13 *** 1.09 *** 
   Binge Drinking -  1.53 *** 1.49 *** 1.20    
   Substance Use -  1.93 *** 1.85 *** 1.47 *** 
   Self-Esteem -  0.96 *** 0.98 * 0.97 ** 
Family w2        
   Parental Control -  -  1.06  1.05    
   Perceived Family Support -  -  0.86 ** 0.88 * 
   Parental Involvement -  -  0.79 *** 0.81 *** 
Peers w2        
   Friends’ Substance Use -  -  -  1.60 *** 
   Friends’ Sexual Knowledge  -  -  -  1.09 *** 
Constant  5.34***  -4.38***  -3.49***  -4.13*** 

Nagelkerke R-square 0.08***   0.20***   0.22***   0.26*** 

Note: Odds ratios reported. *p < .05. **p < .01, ***p < .001. W1 and w2 refer to the wave of the study from which the variable 
was constructed. W1 variables are taken from Wave 1 and w2 variables are taken from Wave 2 of the study.  
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TABLE 25 
 

LOGISTIC REGRESSION: FACTORS RELATED TO RISKY SEXUAL BEHAVIOR 
ENGAGEMENT  

 
Variable    Parameter 

Estimate  
  SE Odds Ratio 

Demographicsw1      
   African American   0.90 *** 0.10 2.43 
   Latino   0.22 * 0.11 1.24 
   Asian  -0.35  0.24 0.71 
   Other   0.57 * 0.26 1.77 
   Female   0.40 *** 0.08 1.49 
   Age   0.19 *** 0.03 1.20 
Individualw2      
   Delinquency Index   0.09 *** 0.02 1.09 
   Binge Drinking   0.18  0.10 1.20 
   Substance Use   0.38 *** 0.06 1.47 
   Self-Esteem Index   -0.03 ** 0.01 0.97 
Familyw2      
   Parental Control    0.05   0.03 1.05 
   Perceived Family Support   -0.13 * 0.06 0.88 
   Parental Involvement    -0.21 *** 0.04 0.81 
Peersw2      
   Friends’ Substance Use    0.47 *** 0.05 1.60 
   Friends’ Sexual Knowledge   0.08 *** 0.02 1.09 
      
Constant   -4.13 *** 0.55 0.02 
            
Nagelkerke r-square = 0.26*** 
Note: 0 = did not engage in risky sexual behavior; 1 = engaged in RSB.  
 *p < .05. **p < .01, ***p < .001. 
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TABLE 26  
 

LOGISITIC REGRESSION: FULL MODEL COMPARISON BY GENDER 
 

  Male   Female   

Variables  B   SE 
B 

Odds 
Ratios    B   SE 

B 
Odds 
Ratios 

Demographicsw1          
   African American 1.31 *** 0.15 3.70 ^ 0.54 *** 0.14 1.72 
   Latino 0.23  0.16 1.25  0.22  0.15 1.24 
   Asian -0.48  0.36 0.62  -0.28  0.33 0.76 
   Other 0.46  0.35 1.58  0.75 * 0.39 2.12 
   Age 0.15 *** 0.04 1.17  0.21 *** 0.04 1.23 
Individualw2          
   Delinquency Index 0.15 *** 0.03 1.16  -0.02  0.03 0.98 
   Binge Drink 0.10  0.13 1.11  0.35 ** 0.14 1.42 
   Substance Use 0.40 *** 0.09 1.49  0.39 *** 0.09 1.48 
   Self-Esteem -0.03  0.02 0.97  -0.03  0.02 0.97 
Familyw2          
   Parental Control  0.05  0.05 1.05  0.04  0.05 1.04 
   Perceived Family Support 0.01  0.09 1.01  -0.28 *** 0.08 0.75 
   Parental Involvement -0.19 ** 0.06 0.83  -0.25 *** 0.05 0.78 
Peersw2          
   Friends’ Substance Use 0.50 *** 0.07 1.64  0.46 *** 0.07 1.58 
   Friends’ Sexual 
Knowledge 0.09 *** 0.02 1.09  0.08 *** 0.02 1.08 

 Constant -4.48 ***    -3.26 ***    
Nagelkerke R-square   0.29     0.24   
N     2081         2084   
*p < .05 **p< .01, ***p < .001.  

^Chow > +/- 1.95, difference significant at p <.05   
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APPENDIX B  

OUTCOME VARIABLE: QUESTIONS FROM ADD HEALTH SURVEY 

 

Contraception inconsistency measure included the following questions: 

From section 23: Contraception 

Did you or your partner use any method of birth control the first time you had sexual 
intercourse?  

 Responses: Yes, No, Refused, Legitimate skip, Don’t know 

Did you or your partner use any method of birth control when you sexual intercourse 
most recently?  

Responses: Yes, No, You only had intercourse one, Refused, Legitimate skip, 
Don’t know 

From section 24: Relationship Information   

Each question was asked of respondent’s three most recent partners: 

Did one of the other of you use some method of birth control every time you and 
[INITALS] had sexual intercourse?   

  Responses: Yes, No, Refused, Legitimate skip 

Throughout these months [of relationship], did one or the other of you use some method 
of birth control every time you and [INTIALS] had sexual intercourse?   

 Responses: Yes, No, Refused, Refused, Legitimate skip, Don’t know  

Multiple relationships measure included the following questions:  

From section 25: Non-relationship history 

Not counting the people you have described as romantic relationships, since original 
interview [MOLI] have you ever had a sexual relationship with anyone? 

 Responses: Yes, No, Refused, Don’t know 

A respondent who has reported the existence of sexual activity with people who are not 
romantic partners is asked to identify as many as three such people, and to answer 
questions about their characteristics: 

And have you had a sexual relationship with any other person?  

  Responses: Yes, No, Refused, Legitimate skip 
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Nonmonogomous relationships measure included the following questions  

From section 24: Relationship Information  

Each question was asked of respondent’s three most recent partners:  

In what month [and year] did your romantic relationship with [INITIALS] begin? That is, 
when did you first consider [INITIALS] to be a special friend? If you don’t remember the 
year, press the [F8] key for year and enter month. If you don’t remember the month, press 
[F8] again for month. If you don’t consider this person to be a romantic friend, enter “00” 
for both month and year.  

Responses: This person is not a romantic friend, Range from January to 
December, Refused, Legitimate skip, Don’t know  

In what [month and] year did your romantic relationship with [INITIALS] begin? That is, 
when did you first consider [INITIALS] to be a special friend? If you don’t remember the 
year, press the [F8] key for year and enter month. If you don’t remember the month, press 
[F8] again for month. If you don’t consider this person to be a romantic friend, enter “00” 
for both month and year.  

Responses: This person is not a romantic friend, Range from years 1978-1996, 
Refused, Legitimate skip, Don’t know 

In what month [and year] did your romantic relationship with [INITIALS] end? If you 
don’t remember the month press, [F8] key for month and enter year. If you don’t 
remember the year, press [F8] again for year.  

Responses: Range from January to December, Refused, Legitimate skip, Don’t 
know  

In what [month and] year did your romantic relationship with [INITIALS] end? If you 
don’t remember the month press, [F8] key for month and enter year. If you don’t 
remember the year, press [F8] again for year.  

Responses: Range from 1980-1996, Refused, Legitimate skip, Don’t know  

Age difference between respondent and partner measure included the following questions 

From section 24: Relationship Information  

Each question was asked of respondent’s last three partners (also using information from above 
measure): 

 How old is [INITIALS] now?  
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Sexual Debut measure included the following questions  

From section 23: Contraception 

 In what month [and year] did you have sexual intercourse for the very first time? 

Responses: Range from January to December, Refused, Legitimate skip, Don’t 
know  

 In what [month and] year did you have sexual intercourse for the very first time?  

Responses: Range from 1976-1996, Refused, Legitimate skip, Don’t know  

 

 

 

  

 

 

 

 

 

 


