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Advisor: 
Dr. Richard Barham 

In this grounded theory qualitative study, 22 femaie, heterosexual, undergraduate 

students were interviewed about the health related sexual communication (HRSC) that 

occurred with their most recent new sexual partner pnor to intercourse. Semi-structured 

interviews were used to develop insight into the content and extent of HRSC occurring 

prior to intercourse; the perceived barriers and facilitators ta HRSC; and the strategies 

used to initiate such discussions. The open and axial coding process resulted in the 

development of ten categones. Subsequent data analysis facilitated the development of a 

substantive theory of young women's experiences engaging in HRSC with a new partner. 

Until there is widespread change in societal attitudes towards talking about sex, serious 

deficiencies in HRSC will continue to put young women's sexual health at risk. 
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Introduction and Literature Review 

Introduction 

Since acquired immune deficiency syndrome (AIDS) was first identified in 198 1, 

there has been a plethora of research aimed at developing an understanding of how the 

transmission of human immunodeficiency virus (IIIV)/AIDS and other sexually 

transmitted infections (STIs) cm be controlled within Our population. Researchers have 

attempted, and in some substantial measure succeeded in developing an undentandins of 

the factors influencing one's propeiisity to practice safer sex. However, it has become 

apparent that the individualistic rnodels that dominate this research, namely the theory of 

reasoned action (Ajzen & Fishbein, 1980), the health belief mode1 (Janz & Becker, 1984) 

and the self-efficacy mode1 (Bandura, 1986) are not able to capture, adequately, the 

complexity of sexual interactions. They explore condom use with the focus of analysis 

on the individual, either his or her personality characteristics or attitudes. However, 

sexual encounters occur within a dyadic interaction, involving the agreement and 

cooperation of both partners. The researchers who developed these models have ignored 

a key component to sexual encounters, the actual substance of the interactions that occur 

between the partners (Edgar, 1992). We can no longer study sexual behaviours in 

isolation from the social relationships in which they occur. 

Sexual communication has been identified as one of the key components to 

understanding the dyadic interactions that facilitate and impede sexual health protective 

behaviours, including condom use (Edgar, 1992). Researchers have successfull y 

identified that there is a relationship between health related sema1 communication 

(HRSC) and semial heakh protective behaviours, such as condom use (Catania, Dolcini, 



Coates, Kegeles, Greenblatt, Puckett, Corman & Miller, 1989)- However, there still 

remains little understanding of this communication process (Le. content, timing, barriers 

and facilitators). 

Although there is a necessity to investigate the experiences of coziples with semial 

commulîication, this cannot be undertaken without a preliminary, more detailed, 

understanding of young women's and young men's sexual communication experiences. 

This would enable the investigators to have a much clearer and complete understanding 

of the communication process and allow for the richness of the couple's experience to 

emerge. Therefore, this study was limited to exploring this communication process with 

yozing wonzen prior to intercourse with a new partner. 

Sexual Communication 

Sexual communication continues to be an area that has not been extensively 

studied, ". . . with few exceptions communication researchers have not studied 

communication in the context of sexual encounters" (Edgar & Fitzpatnck, 1993, p.239). 

Much of the research in the area of sexual communication has focused on sema1 

communication satisfaction, which refers to "an individual's satisfaction with his or her 

own communication (and with his or her partner's communication) about sexual 

behaviour, what is satisQing, what is communicated by the behaviour and the ability to 

communicate with one's partner" (Wheeless & Parsons, 1995, p.39). 

In a study of sexually intimate college students, Wheeless, Wheeless and Baus 

(1 984) found that sema1 communication satisfaction increased through escalation stages 

of the relationship and decreased during de-escalation stages. This increase in sexual 

communication satisfaction is most likely due to the fact that, as social penetration theory 



hypothesizes, as the relationship progresses, more persona1 information is exchanged 

(Wheeless et al., 1984). In a subsequent study, the relationship between semal 

communication satisfaction and relationship quality was fùrther supported. Baus (1 987) 

found that sexual communication satisfaction was positively correlated with relationship 

satisfaction among sexually intimate college students (as cited in Metts & Cupach, 1989). 

Other research in the area of semal communication has focused on the fi-equency 

and quality of sexual communication within relationships. Chesney, Blakeney, Chan and 

Cole (1981) found that sex therapy clients reported less sexual communication than 

individuals not in therapy. These findings are not surprising considering the previously 

mentioned correlation between sema1 communication and relationship satisfaction. 

However, researchers have speculated that it might not be the fiequency of sexual 

communication that is important but rather the quality of this communication. Banmen 

and Vogel(1985) found a strong positive correlation between highly skilled sexual 

communicators and relationship adjustment. However, becoming a skilled sexual 

communicator has particular challenges associated with it because many individuals are 

not cornfortable talking about sex (Buyess & Ickes, 1999; Lear, 1995; Metts & Cupach, 

1989). 

A study by Buyess and Ickes (1999) explored couples' comfort level talking about 

sex. They compared the reaction differences evoked by couples' discussions of safer sex 

and joint leisure time. They found that safer sex discussions among intimate partners 

were characterized by withdrawal and avoidance communication patterns, longer pauses 

in discussion, longer gazes and that such discussions referred less to shared experiences 

(we-ness). The generalizability of their findings is limited because the discussions took 



place in a laboratory setting, which inevitably influenced the reality (validity) of the 

discussions. Their findings do, however, provide evidence of the challenges that many 

couples experience when talking about sexuality. 

Numerous studies have concluded that gender significantly influences the sema1 

communication that occurs between heterosexual couples (Galligan & Terry, 1993; 

Hunter, 1998; Metts & Cupach, 1989; Taylor, 1995). It is crucial to understand the 

sexual scripts that guide and influence gendered behaviour in sexual interactions, 

specifically within the context of sexual communication. 

Sexual Scripts and Sexual Communication 

Sexual scripting has been proposed as a usefùl perspective to provide insight into 

the dynamics of sexual communication (Edgar & Fitzpatrick, 1993; Metts & Cupach, 

1989). Sexual scripting is derived fiom the broader concept of scripting theory (Simon & 

Gagnon, 1986). According to Gagnon and Simon (1973) sexual scripts are "involved in 

learning the meaning of intemal States, organizing the sequences of specifically sexual 

acts, decoding novel situations, setting limits on sexual responses, and linking meanings 

from nonsexual aspects of life to specifically sexual experience" (p. 19). Sexual 

behaviour is scnpted at three levels: cultural, interpersonal and intrapsychic (Simon & 

Gagnon, 1986). Cultural scripts are the sema1 messages that an individual learns from 

the mass media, parents and peers; interpersonal scripts are an individual's generic script 

that is individually tailored to a specific context; and intrapsychic scripts are an 

individual's persona1 motives and reasons that guide one's sexual behaviours. 

Several studies have supported the notion that gender largely governs sexual 

scripts (LaPlante, McCormick & Brannigan, 1980; Maticka-Tyndale, 199 1 ; McCoxmick, 



1979). The traditional gender script for heterosexual behaviour says that men are 

expected to initiate sema1 interactions and women are expected to set the limits on the 

interaction (Edgar, Freimuth, Hammond, McDonald & Fink, 1 992). 

"Males and females l e m  the content of their respective sexual scripts 
f?om an array of media, peer, and parental messages; they test and 
formulate specifics of these scripts in peer and courting interactions; and 
they generate dyadic sexual scripts within the dynamics of their sexual 
relationships" (Metts & Cupach, 1989, p. 139). 

Although adherence to the traditional sexual script is not universal, and diversion fiom it 

has become quite common, it still large1y govems the sexual interactions that occur 

between men and women. It is evident that in addition to sexual scripts largely 

influencing sexual behaviours, they also play a key role in influencing the 

communication that occurs during sexual interactions. As Metts and Cupach (1 989) 

stated, 

"It is important to note that the association between the traditional male 
and female sex-role scripts and communication is cornplex and interactive. 
Patterns of communication within and between the sexes serve to reinforce 
the prevailing sex-role scripts, and prevailing sex-role scripts strongly 
influence how and what is communicated" (p. 146). 

A study by Lawrance, Taylor & Byers (1996) found that men were more expressive (Le. 

affectionate, compassionate, tender) within sexual relationships than they were in general 

situations because this was perceived to be the ideal behaviour for men. They also found 

that women reported Iess instrumental attributes (Le. assertive, strong personality, 

aggressive, individualistic) in sexual situations than in general situations. They 

speculated that this lack of instrumental attributes in semal situations was due to the fact 

that women feared that their male partners would react negatively to  their non-traditional 



sexual behaviours. As Lear (1995) concluded &om her study of senial communication 

among young adults: 

"Both young men and women were aware that women nsked their 
reptation by acknowledging their sexual desires. Wornen found it 
difficult to tell their partners they wanted sex because of what they had 
been taught about the physical and emotional risks involved and the 
messages that they have received about appropriate behaviour for young 
women" (p. 1321). 

Therefore, despite some recent changes in attitudes among men and women, traditional 

gender roles, it seems, continue to guide men's and wornen's sexual behaviours and 

communication within sexual relationships. In addition to adherence t o  the traditional 

sexual scripts, individuals' lack of comfort in sema1 self-disclosure influences what is 

discussed between potential partners. 

Sexual Self-Disclosure 

Sexual self-disclosure is a key component in understanding sexual 

communication because communicating with a potential partner about sexual issues often 

involves revealing issues about one's own sexuality. Although there has been a 

significant amount of research on self-disclosure in general, there has been a relative lack 

of research on s e d  self-disclosure Pyers  & Demmons, 1999; Herold & Way, 1988). 

Sexual self-disciosure can be defined as the extent to which individuals reveal persona1 

and private information about their sexuality. Herold and Way (1988) and Snell, Belk, 

Papini and Clark (1989) were among the first researchers to explore sexual self- 

disclosure as a distinct area of research, acknowledging the need to develop a better 

understanding of individuals' self-disclosure about specific sexual topics and the 

particular challenges that people are faced with when discussing their sexual selves with 

another person. 



There are three theoretical perspectives that are helpfùl in understanding sema1 

self-disclosure: social exchange theory, social penetration theory, and topic avoidance 

theoiy. According to social exchange theory, individuals are more likely t o  disclose 

personal information if they perceive that this disclosure will have positive implications 

(Roloff, 198 1). In the context of sexual encounters, people will be less likely to sexually 

self-disclose if they anticipate that such disclosure might have a negative influence on the 

relationship within which they are disclosing. Especially at the begiming of  a new 

sexual relationship, individuals want to make a good first impression (Goffman, 1959, as 

cited in Pliskin, 1997). This objective is particularly worrisome for those who have 

contracted an STI and choose not to disclose this information to their partner. A study by 

Pliskin (1997) strongly supported social exchange theory in regards to this aspect of 

initial sexual self-disclosure. Her findings are based on 123 in-depth interviews with 

adults (ages 21-63) who were infected with genital herpes. She concluded that although 

her participants were comfortable speaking to  her about having the herpes virus, a large 

proportion of them did not fully self-disclose about having herpes, or discuss STIs with 

their sexual partner because of the possible negative implications of such disclosure. The 

more imminent possibility of social and sexual rejection was more important to these 

individuals than the more distant Iikelihood of transmitting herpes to their sexual partner. 

Social penetration theory states that self-disclosure gradually increases fiom non- 

intimate to more intimate disclosure as the relationship develops (Altman & Taylor, 

1 973). In the context of a sema1 encounter, this theory assumes that individuals taIk 

about more personal aspects of their sexuality as their reiationship develops. Numerous 

researchers have found that there is a relationship between dating status and sema1 self- 



disclosure, more cornrnitted relationships resulting in more extensive sexual self- 

disclosure (Booth, 1999; Byers & Demmons, 1999; Herold & Way, 1988). Individuals 

often avoid self-disclosing details about their previous sexual relationships or sexual 

health to a new sexual partner until they are more cornfortable with that partner. 

The third theory, topic avoidance theory, States that there are certain topics that 

individuals will avoid discussing due to the possible negative implications of such 

disclosure. Researchers have noted that individuals fiequently consider certain topics 

'taboo' and will avoid related disclosure (Afn & Guerrero, 1998). This is particularly 

worrisome because many of the topics that are often considered 'taboo' are important 

issues, at least in relation to sexual health, which should be discussed with potential 

partners prior to becoming sexually involved. Baxter and Wilmont (1 985) identified six 

primary types of 'taboo' topics within the context of an opposite-sex relationship. These 

topics included the state of the relationship, extra-relationship activity, relationship 

norms, prior relationships with opposite-sex parties, conflict-inducing topics, and 

negatively-valenced self-disc1osures. The prevaience of 'taboo' topics within 

relationships was illustrated by the fact that only 3% (3 out of 90) of the undergraduate 

students who were interviewed for Baxter and Wilmont's study indicated that there were 

no topics that were off limits within their relationship. 

Each of these theoretical perspectives can help us understand the lack of sexual 

communication that occurs between partners, especially at the beginning of a 

relationship. Unlike other areas in which one theoretical perspective can be used to guide 

the research, al1 three of these perspectives provide valuable insight into the disclosure 

process. Together, they acknowledge many of the persona1 and relationship implications 



of sexual self-disclosure and recognize the context of relationship development on this 

disclosure process. 

Although there has been a limited body of research in the area of semal self- 

disclosure, some interesting findings have emerged. Herold and Way's (1988) study on 

sexual self-disclosure explored university women's sexual self-disclosure to four target 

groups including mother, father, fi-iend and partner. They concluded that, m o n g  the 

women who participated in their study, there was minimal explicit sexual self-disclosure 

about: sexual morality, premarital sema1 intercourse, oral sexy masturbation, sema1 

thoughts or fantasies, sexual techniques, use of contraception, and sexual problems. They 

found that although their participants had disclosed in some detail about the various eight 

topics, they had not fùily self-disclosed to their partners nor to the other three target 

groups. Herold and Way identified a number of factors that were potential predictors of 

the level of  sema1 self-disclosure. They found that college women (virgin and 

nonvirgin), were more likely to sexualiy self-disclose to their partner if they were more 

committed to their relationship, had positive attitudes towards sexual self-disclosure, a 

high perceived cornfort level with the target person in discussing sexual topics, high 

levels of self-esteem, placed high levels of importance on sex and frequently participated 

ir, oral sex. Although only partially supported for virgins, a perceived simiiarity with a 

target person's attitudes was positively related to sexual self-disclosure, and sex guilt was 

negatively related to sexual self-disclosure. 

A decade later, Byers and Demmons (1999) found similar results to those of 

Herold and Way (1 988) in the arnount of senial self-disclosure occumng among college 

students. Mean scores indicated that men and women were disclosing in some detail, but 



not M y .  They found that women self-disclosed more than men about sexual and 

nonsexual issues and that participants reported more self-disclosure about non-sexual 

topics than sexual topics. They also found that the participants and their partners more 

fiilly disclosed about their sexual likes than sexual dislikes. 

However, a study by Booth (1999) found some different results fiom those of 

previous studies by Baxter and Wilmont (1985), HeroId and Way (1988) and Byers and 

Demmons (1999), which had al1 concluded that there are a significant number of sexual 

topics that partners choose not to self-disclose. Booth adrninistered a questionnaire that 

included an open-ended question that asked participants if there were any topics that they 

considered to be 'off limits' in talking with their sema1 partner. He found that eighty 

percent (n=20) of the university women whose responses were used in this portion of his 

study indicated that there were no sexual topics that were off limits. In accordance with 

the social penetration theory, these young women might have been more comfortable 

sexually self-disclosing due to the length of their relationships (mean duration of 

relationship = 1.9 years). However, the studies by Byers and Demmons (1999) and 

Baxter & Wilmont (1985) found significantly different results within samples with mean 

relationship duration of 1.1 and 1.7 years respectively. Booth's unique findings might 

well be attributabIe to the small sample size andor  to the methodological approach 

employed. Other quantitative studies such as those of Herold and Way (1988) and Byers 

and Demmons (1999) used a methodological approach that gave the participants a list of 

sexual topics and asked them the extent of the disclosure about each topic. This approach 

is easier for participants to record 'off limit' topics because they don't have to personally 

think of the topics as they had to in Booth's study. 



Sexual communication has generally been investigated independently of sexual 

self-disclosure. However, it has become increasingly evident that researchers can no 

longer wisely separate the two, since semai self-disclosure is a key component of sexual 

communication. In order to more fûlly understand sexual communication, we must 

develop a better understanding of the factors influencing an individual's comfort level 

and willingness to sexually self-disclose. Sexual self-disclosure is particularly important 

in the prevention of the transmission of sexually transmitted infections and pregnancy 

prevention as it enables potential partners to make informed decisions about their sexual 

behaviours. 

Health ReIated Sexual Communication 

Health related sexual communication W S C )  refers to communication content 

that includes discussion about sexually transmitted infections, contraception and sema1 

histones. According to Catania, Binson, Dolcini, Moskowitz, & van der Straten, (in 

press), who refer to this communication as health protective sema1 communication 

(HPSC), these discussions are important for several reasons including: 

(1 "HPSC may facilitate the translation of shared intentions into action 

(e.g mutual intention to use condoms); 

(2) HPSC may act as a reminder of Hn; and influence the saliency of safer 

sex concerns over other sexual desires; 

(3) HPSC may have a persuasive function, for example, by changing the 

mind of an umotivated person; 

Whereas cooperation may be obtained in order to please the partner, or 

out of fear o f  punishment, HPSC may, in fact, reduce uncertainties 



regarding safe sex behavior, and increase social support by allowing an 

expression of support, perhaps even encouragement, for safer sex; 

( 5 )  HPSC may reinforce subjective noms about condom use which, in 

turn, facilitates the enactment of the behaviour" (p.25). 

It is important to note that although HRSC can help facilitate condom use it has 

other important fùnctions. Contrary to the widespread belief that as long as you use 

condoms, you are safe, condom use is not 100% effective at preventing pregnancy or the 

transmission of STIs (Crooks & Bauer, 1996; Davis & Weller, 1999). A study by Davis 

& Weller (1999) found that although condoms are 97% effective in pregnancy 

prevention, they are estimated to be only 87% effective in preventing HIV transmission. 

Condom use is even less effective in preventing the transmission of herpes, genital warts 

and ectoparasitic infestations such as pubic lice (Crooks & Bauer). These rates are based 

on consistent and correct use of condoms and do not take into consideration, for exampie, 

that 23% of men aged 17-22 reported having a condom break dunng the past 12 months 

(Lindberg, Sonenstein, Ku & Levine, 1997). 

These findings illustrate the importance of engaging in HRSC with sexual 

partners to obtain information about their STI history prior to beginning a semai 

relationship. These discussions do not ensure that people will be honest about their STI 

history, especially if they are (or have been) infected. Pliskin (1997) found that among 

her sample of adults infected with genital herpes, a large proportion of them did not 

reveal this information to their sexual partner. In addition, Payn, Tanfer, Billy and Grady 

(1997) found that 25% of the 466 participants in their study (al1 of whom had had an STI) 

reported having sex while infected. The importance of HRSC, however, is illustrated by 



the fact that 85% of these men (who were aware that they had an STI) did report 

informing their partner prior to intercourse. Although having health related discussions 

with a potential partner is not a guarmttee that you will receive accurate information, the 

likelihood of being able to make more infonned decisions does increase. 

For many, however, there are numerous challenges associated with HRSC. Many 

sexual health issues are not discussed within sexual relationships because they are 

considered 'taboo' topics and ofien the relationships have not developed to a point where 

there is a comfort level that is conducive to these discussions. In addition, many partners 

perceive that such disclosure might have negative implications for their relationship. 

There has been a substantial amount of research that has explored the influences 

of HRSC on individuals' sexual behaviours. Specifically, there is strong evidence that 

there is a positive relationship between HRSC and sema1 health protective behaviours 

(Catania, Coates, Golden, Dolcini, Peterson, Kegeles, Siegel & Fulilove, 1994; Quina, 

Harlow, Morokoff, Burkholder & Dieter, 2000) and that a lack of such communication 

often results in unprotected sex (Edgar et al., 1992; Monaham, Miller & Rothspan, 2 997) 

To date, much of the research in this area has focused on discussions about 

condom use and the positive health protective implications of such discussions. 

Numerous studies have shown a direct correlation between communication about condom 

use and higher rates of actual condom use @oldero, Moore and Rosenthal, 1992; Catania 

et al., 1989; Cvetkovich & Grote, 198 1; Hillier, Harrison & Warr, 1998; Poilt-OYHara & 

Kahn, 1985; Sheeran, Abraham & Orbell, 1999; Shoop & Davidson, 1994; Tschann & 

Adler, 1997). A recent study by Dilorio, Dudley, Lehr & Soet (2000) explored some of 

the factors that have been found to influence safer sex communication (such as 



communication self-eflcacy, communication outcorne expectancies, perception of sexual 

partner's attitude towards safer sex communication, general communication with parents 

and sex-based communication with parents) and their imporîance in determining condom 

use. The findings firom their hierarchical multiple regression analysis found that each of 

these measures was associated with the incidence of safer sex communication. However, 

they found that safer sex discussions were very weakly associated with condom use, 

accounting for only 0.5% of the variance in condom use. 

It is important to note that some researchers have questioned the relationship 

between health related discussions and health protective behaviours such as condom use 

(Welch C h e ,  Freeman & Johnson, 1990; Sheer & C h e ,  1994). They believe that health 

related discussions can actually increase the likelihood of risky sexual behaviours 

because of the positive impression and false sense of security associated with individuals 

who initiate such discussions. As Sheer and C h e  stated: " this result.. .showed that 

disclosure about sexual history, HIV status, and similarity in socio-economic status tend 

to elevate tmst in, and attradon toward, the partner and leads to risky behavior (e.g. 

multiple partners and unprotected sex)" (p.297). 

Although some investigators have found that general sexual communication 

between partners increases the likelihood of condom use purger & Inderbitzen, 1985; 

Cvetkovich & Grote, 198 l), the majority of the researchers have concluded that condom 

use is not influenced by general sexual communication but rather by communication 

specifically about condom use (Catania et al., 1989; Tschann & Adler, 1997; Sheeran et 

al., 1999; Quina et al., 2000). In a meta-anaiysis of the correlates of heterosexual 

condom use, Sheeran et al. (1999) found that arnong 121 empirical studies, 



communication about condoms stood out as having had the strongest average correlation 

with reported condom use. These findings are not surprising because previous research 

has shown that most overt attempts to use a condom are not, in fact, met with resistance 

(Edgar et al., 1992; Watkins & Akarnatsu, as cited in Lewis, Malow & Ireland, 1997). 

Numerous researchers have acknowledged the need to better understand the 

barriers and facilitators to sexual communication in general, and more specifically 

communication reiated to condom use (Buysse, 1998; Carter, McNair, Corbin & 

Williams, 1999; Moore & Davidson, 2000; Sheeran et al., 1999; Pliskin, 1997; Tschan & 

Adler, 1997; Wong, Archibald, Roy, Goh, Tah & Goh, 1994). 

"Why don? sexually active college students use condoms? Part of the answer 
seems to be the reluctance to communicate about condom use. But what is it 
that makes college students so reluctant to tdk about issues, including condom 
usage? We believe that future research could profitably address this and 
related questions" (Hocking, Turk & Ellinger, 1999, p.366). 

Some of the most womsome findings that have emerged fiom the research on 

HRSC relate to when this communication is likely to occur. Most of the research has 

found that discussions about sexual health issues, including contraception and STI 

protection rarely precede first intercourse (Cvetkovich & Grote, 198 1 ; Gross & Bellew- 

Smith, 1983; Hawkins, Gray & Hawkins, 1995; Lewis et al., 2997; MacDonald, Wells, 

Fisher, Wuren, King, Doherty & Bowie, 1990; Mitchell & Wellings, 1998; Polit-O'Hara 

& Kahn, 1985; Welch C h e ,  Johnsons & Freeman, 1992). A 1985 study by Polit-O'Hara 

and Kah found that only 27.7% of the eighty-three couples that participated in their study 

agreed that birth control was discussed prior to first intercourse. A more recent study by 

Rickman, Lodico, DiClernente, Morris, Baker & Huscroft (1 994) found that adolescents 

who never communicated with their partners about their sexual history were twice as 



likely to also report that they had never used a condom during sexual intercourse. Due to 

the established correlation between HRSC and health protective behaviours, it is evident 

that it is crucial that individuals discuss sexual health issues with their partner prior to 

intercourse in order to facilitate safer sexual interactions- However, sexual health related 

discussions at the onset of a relationship are challenging for most and this seeming 

reluctance to talk about these issues appears to be fuelled by numerous perceived 

persona1 and relationship barriers. It is also worth noting that "discussing and 

negotiating sex in the beginning of a new relationship has never been part of our dating 

repertoire" (Pliskin, 1997, p.89). 

Bamers and Facilitators to Health Related Sexual Communication 

Despite the importance of communicating with one's sexual partner, many people 

find it difficult, if not impossible, to talk about sexual health issues (Le. condom use, 

sexual histories, contraception and sexually transmitted infections) with their partner. 

Numerous persona1 factors have been identified as barriers to HRSC. Lack of comfort, 

feelings of awkwardness and ineptness with sexual health related discussions, including 

condom use (Welch C h e  et al., 1992); Iack of effective communication skills (Boldero 

et al., 1992; Buyess & Ickes, 1999; Edgar, 1992; Edgar et al., 1992; Freimuth, Hammond, 

Edgar, McDonald & Fink, 1992; Galligan & Teny, 1993; Lever, 1995; Lewis et al., 

1997; Polit-OYHara & Kahn, 1985; Weich C h e  et al., 1992); lack of a belief in their 

ability to communicate (Dilono et al., 2000; Edgar, 1992; Freimuth et al., 1992; Galligan 

& Terry, 1993; Shoop & Davidsons, 1994); negative attitudes towards sexuality andor 

condom use (Fisher, Byrne & White, 1983; Freirnuth et al., 1992; Quina et al., 2000); low 

levels o f  assertiveness (Lear, 1995); use of dmgs and alcohol (Freirnuth et al., 1992); 



extemal locus of control (Freimuth et ai., 1992); expected outcornes of having such 

discussions (DiIorio et al., 2000) and low cornfort level with their own sexuality 

(Tschann & Adler, 1997); have al1 been identified as personal factors that negatively 

influence the likelihood of discussing sema1 health issues with a sexual partner. Fear of 

embarrassrnent and shame are also commonly cited reasons why individuals avoid such 

discussions (Metts & Cupach, 1989). 

In addition, the possible negative relationship implications of discussing sexual 

health issues with a potential partner are among the most commonly cited reasons for 

individuals to avoid this type of communication. A study by Welch Cline et al. (1990), 

examined the factors differentiating those who actually talk about AIDS with their 

partners (or potential partners) from those who do not. They concluded that relational 

issues rather than health issues differentiated between the two groups. Those who did net 

talk to their partners about AIDS (nontaikers and want-to-be talkers) were more 

concemed about the possibility of such discussions threatening their relationship. Welch 

Cline et al. stated that the four groups (safe-sex talkers, general AIDS talkers, nontalkers 

and want-to-be talkers) did not significantiy differ in their current relationship status. 

However, they did not explicitly state that they inquired about the relationship context 

(committed vs. new/casual) of the relationships the participants were reporting. This 

information might have provided some additional insight into the factors differentiating 

those who discuss ALDS with their partner and those who do not. 

Several studies on communication about condom use have elicited similar 

findings. Burger & Inderbitzen's (1985) study explored the role of sexual 

communication in predicting contraceptive behaviour among college students. They 



found that those individuals who were confident in their relationships were more likely to 

have established a carïng and tmsting relationship that facilitated the discussion of 

condom use (Burger & Inderbitzen, 1985)- For those who have not developed these more 

intimate relationships, the persistent fear is that discussions about condom use and other 

sexual health related issues might damage their "early and fiagile relationships - both the 

sema1 and the social" (Welch Cline et al., 1992, p.54). 

A potential partner's anticipated reaction to sema1 health reiated discussions has 

also been noted as a potential barrier/facilitator to KRSC (DiIorio et al., 2000; Quina et 

al., 2000). Dilorio et al. (2000) found that University students who believed that their 

partner would welcome sexual health discussions were more likely to discuss sema1 

health issues, including their options for reducing HIV risk, with their partners. They 

speculated that this miglit be because partners who are perceived to be willing to discuss 

sexual health issues may create an environment conducive to open discussions. 

There is also the concern that discussing condom use implies a lack of trust in a 

potential partner. Hocking et al. (1 999) found that many of the university students who 

participated in their study thought that talking about the use of condoms with their partner 

might cause their partner to perceive them as promiscuous, a homosemal andor more 

likely to have an STI. In addition to a fear of destroying the relationship, many people 

are concerned that discussion about condom use will min the romance and reduce the 

intimacy and spontaneity in their relationship (Galligan & Terry, 1993; Gross & Bellew- 

Smith, 1993; Hocking et al., 1999). Gross and Bellew-Smith (1993) did a series of 

interviews with young men and women to develop a better understanding of the social 

factors that were associated with contraceptive neglect. They found that their male 



participants believed that any discussion of sex or contraception pnor to a sexual 

encounter wouId reduce their chances of being sexuaily successful. Therefore such 

discussions were often avoided. Many of the women in their study stated that 'it just 

happened', not acknowledging any prior thoughts or discussions about contraception, 

consequently reducing their sexual guilt. They concluded that the spontaneous view of 

sex had become largely ingrained within the sexual script for both young men and 

women. This is not surprising as the media's portrayal of sexual encounters is 

characterized by little, if any communication about semal health issues including 

condom use, and is dominated by encounters which are spontaneous, romantic and 

perceived to be consequence f?ee (Orbuch, 1989). 

The rnajonty of the research that explores relationship context and contraceptive 

use has concluded that those in committed relationships are less likely to use condoms 

(Anderson, Wilson, Doll, Jones & Barker, 1999; Hammer, Fisher, Fitzgerald, Fisher, 

1996; Reisen & Poppen, 1995; Soskolne, Aral, Magder, Reed & Bowen, 1991). 

However, some contradictory findings have emerged fiom this research. Several other 

researchers have found that those in committed relationships are more likely to use 

condoms then those who have just met (Gdligan & Teny, 1993; Manning, Longmore & 

Giordano, 2000). A recent study by Manning et al (2000) found that adolescents who 

had just met their sema1 partner were 66% less likely than those who were going steady 

to practice contraception at first intercourse. A limitation of this study is that like many 

other studies that have explored such issues, the quantitative methodology that they used 

did not enable them to explore why those who had just met their partner were less likely 

to use contraception at first intercourse. However, their findings do reinforce the 



importance of developing an understanding of  the challenges associated with HRSC at 

the onset of a sexual relationship. 

To date, the majonty of the identified factors that facilitate and impede HRSC 

have been demonstrated prirnarily by quantitative work with college students, in which a 

limited number of questions have explored this aspect of communication. These 

quantitative studies have successfùlly identified a large number of factors that are 

presurned to idluence HRSC. However, they rarely move beyond establishing a 

statistical relationship and provide minimal insight into the actuai substance of the 

communication process. Notably, there has been very little research aimed at developing 

a better understanding of this communication process in the context of new relationships 

(Catania et al., in press). As research has indicated, it is at this point that people are at 

most risk for reaping the potentially damaging outcomes of unprotected sex (Cooper, 

Peirce & Huselid, 1994). 

A study by Edgar et al. (1992) is among the few studies that have focused on 

developing a better understanding of this communication process in the context of new 

sexual relationships. Edgar et al. (1992) were particularly interested in how college 

students sought sexual health information from their partner and the particular strategies 

that they used to persuade their partner to use a condom dunng their first sexual 

encounter. In accordance with previous research findings, only 57% of their participants 

had used a condom the last time that they had sex with a new sexual partner and only a 

third of the non-users said that they had wanted to use a condom. Among non-users, 

women who wanted to use condoms were less likely than men to communicate their 

wishes to their partner. The most commonly cited reasons for not communicating 



included embarrassrnent or discornfort with asking a partner to use a condom, fear of 

'ruining the moment' and the belief that condom use was not necessary because other 

birth control rnethods were being used. Arnong those who did use condoms, women 

rnost ofien used a direct request to ask their partner to use a condom, whereas men used 

pnmarily non-verbal strategies. Many of the men reported that they ofien used condoms 

without their partner knowing. Non-verbal strategies, such as simply putting on a 

condom, were used to avoid the need to verbally communicate with their partner. 

A recent study by DiIorio et al. (2000) also explored the correlates of safer sex 

communication among college students. A total of 1349 participants were used in the 

analysis. They found that communication self-eEcacy and outcome expectancies 

influenced the safer sex communication that occumed within these students' sexual 

relationships and that these factors were strongly influenced by parents and partners. 

Participants who discussed sex with their parents and those who believed that their 

partner would have a favourable reaction to such discussions were more effective 

communicators about safer sex issues. 

Most recently, Catania et al. (in press) have explored the dernographic and 

psychosocial correlates of health protective sexual communication among a sample of 

heterosexuals who have had a new sexual partner within the past year. They use the tenn 

health protective sexual communication (HPSC) to describe "communication content that 

pertains to HiV, STDs and birth control" (p.24). They concluded that high levels of 

HPSC were significantly associated with perceived STD risk, greater sexual self- 

regulation skills and condom regulation skills, a history of being tested for HW, age 

(younger individuals have higher HPSC), drug and alcohol use (intake = less HPSC), 



gender (fernales = more HPSC), ethnicity (non-white = more HPSC). Sexual guilt, 

cornmitment to use condoms, and interestingly, perceived HW risk were found to be 

unrelated to health protective sexual communication. This study addresses a wide variety 

of factors that might influence the HRSC that occurs within the context of new 

relationships. However, it was not stmctured to elicit information beyond establishing 

the correlates of health protective sexual communication. 

Although al1 of these studies (DiIorio et al., 2000; Edgar et al., 1992, Catania et 

aI., in press) successfùlly explored various aspects of the communication process in 

greater depth than previous studies, their use of quantitative designs did not give the 

investigators access to the process issues or to the analysis of real, discrete experiences. 

Qualitative designs, on the other hand, can provide in-depth information on 

some of the complex dynamics of communication and on some of the social, relationship 

and persona1 influences on such behaviours. In addition, qualitative methods allow the 

participants to tell their own specific story as they expenenced it. These methods 

especially provide room for the exploration of meaning in reported expenences, and for 

acceptance of the variance, or individual differences which so cornpelfingly distinguish 

human behaviour and development. Increasingly, investigators are observing that there is 

a need for qualitative work in this area that would "make a key contribution to the kinds 

of knowledge and understanding that will ultimately be necessary to develop more 

effective responses to the nsks posed by sexual health issues" (Lear, 1995, p. 1323). 

The richness of the findings fiom an in-depth qualitative investigation conducted 

by Wonç et al. (1994) provides evidence of the usefulness of qualitative research in this 

area. These investigators undertook an in-depth study of sex workers in Thailand to 



explore the perceived barriers and facilitators experienced in negotiating condom use 

with their clients. They administered an initial questionnaire to establish who were the 

successfùl and non-successful negotiators of condom use. Subsequently, they chose 20 

sex workers who were successfid negotiators and 20 who were not successfiil to 

participate in subsequent in-depth interviews. This methodology was effective in 

enabling thern to analyze the differences in values, attitudes, perceptions and 

communication approaches adopted by the more successfùl and non-successfùl condom 

negotiators. It also enabled them to develop a better understanding of the factors that 

infiuenced success or failure in gaining cornpliance to use condoms. According to Wong 

et al., "The findings fiom this qualitative research provided us with relevant in-depth 

information on peer noms, values and motives influencing the sensitive process of 

condom use negotiation that can be used in planning practical intervention programs" 

(p.63). This type of design is needed in other populations. 

More focused work in this area, we would anticipate, would enable researchers to 

establish a better, more complete understanding of theprocess of discussing sexual health 

issues with sexual partners at the onset of a sexual relationship. The findings would 

better enable sexual health educators to design intervention programs whose specific aim 

is to foster confidence, motivation and ski11 in discussing a wide range of sexual health 

issues between new partners prior to their first semial encounter. 

Summarv 

The current research in the area of sexual communication has begun to explore 

the implications of HRSC on sema1 behaviours. These studies have provided valuable 

insight into the role of HRSC in influencing sexual health protective behaviours. It is 



evident that in addition to adherence to the traditional sexual scripts, the willingness to 

self-disclose persona1 sexual information and the potential persona1 and relationship 

implications of such disclosure play a key role in influencing what is (and is not) 

discussed between potential partners. 

The body of research has now brought us to the point where we need to more 

closely explore the social and interpersonal influences that both impede and facilitate 

communication about sexual health issues. In order to  facilitate our understanding of this 

communkation process, we must consider the development stage of the relationships that 

we are explonng and aim to understand individuals' experiences in the context that they 

occur. To date, little is known about the factors intluencing HRSC in the context of new 

relationships (Catania et al., 1994, Edgar et al., 1992, Galligan & Teny, 1993). " There 

needs to be much more detailed examination of how emotional concems actually 

constrain the negotiation of safe sex between men and women in casual sexual 

encounters and at the b e g i ~ i n g  of new sexual relationshipsyy (Galligan & Terry, 1993, 

p. 1706). 

In addition, we cannot seek to understand the social and interpersonal factors that 

influence HRSC by examining the quantitative studies that have explored a limited 

number of variables and do not allow for the participants' personal experiences to 

emerge. As previously discussed, there needs to be qualitative work in the area that will 

strive to establish a preliminary understanding of the communication process and 

individuals' unique experiences. 



Research Questions 

To date, much of the research conducted in the area of senial communication has 

focused on issues such as relationship sa~isfaction, sexual satiflaaction and 

communication satisfaction rat her t han the possible role of sexual communication in 

promoting sexual healt h protective be haviours. The typicall y quantitative studies that 

have been conducted in this area have seldom gone beyond the identification of predictor 

relationships existing between sexual communication and such health protective 

behaviours as condom use (Burger & Inderbitzen, 1985; Byme, 1983; Catania et al., 

1989; Cvetkovich & Grote, 198 1; Edgar et al., 1992; Polit-O'Hara & Kahn, 1985; 

Sheeran et al., 1999). 

We continue to have very Little understanding of the actual characteristics of the 

communication which might be specifically health promoting. Likewise, we know very 

little about the barriers to effective communication which individuals might commonly 

experience. Many researchers have acknowledged this gap in the literature and the need 

to develop a better understanding of the communication process itself (Buysse, 1998; 

Carter et al., 1999; Sheeran et al., 1999; Pliskin, 1997; Tschann & Adler, 1997; Wong et 

al., 1994). As Catania et al. (in press) state, " Many qualitative issues that we have not 

yet explored may be of primary importance in leaming how to discuss safe semai 

practices" (p.29). 

This study addressed some of the omissions in the current body of literature and 

explored, in greater depth and detail: 

1) What sexual health issues, if any, do fernale university students report having 
discussed with their most recent sema1 partner, prior to their engaging in 
intercourse for the first time? What is the extent and detail of this discussion? 



2) What factors do they identi@ as having inhibitedlfacilitated that communication? 

3) Which of the following variables that have been previously identified as influences 
on HRSC, do participants report as having facilitated or inhibited the sexual 
health related communication that occurred with their partners prior to 
intercourse, and in what ways? 

i) dnig and alcohol use; 
ii) communication self-efficacy; 
iii) partner's anticipated response to such discussions; 
iv) perceived nsk; 
v) peer influence; and 
vi) cornfort with sexual self-disclosure. 

4) What strategies do female university students report using to initiate sema1 health 
related discussions with their partners? 

Method 
Participants 

Critenon for inclusion 

The interview participants had to fulfill the following inclusion criteria. 

They had to be: (1) female; (2) heterosexual; (3) undergraduate students; (4) have 

had a new sexual partner within the past 12 months; and (5) have been born in 

Canada. 

Recruitment of partici~ants 

Twenty-two participants were recruited to participate in the study. As an 

incentive for participation al1 of the participants were automatically entered into a 

draw. Once al1 of the interviews were compieted, three participants were 

randomly chosen to receive one of three monetary prizes (1"' prize = $80.00, znd 

prize = $50.00 and 3rd prize = $30.00). 

After receiving initial approval fiom course instmctors, the researcher 

made a brief presentation to several undergraduate courses each with between 50- 



300 students. This announcement included a brief explmation of the study, the 

inclusion cnteria, the possible monetary reward, how to contact the researcher if 

they were willing to participate and the distribution of the written Irwitation to 

Participate (see Appendix A). In addition, participants were recruited fiom on- 

line sexuality and human development courses by a siightly different message 

posted in the main class forum (see Appendix B). It can be estimated that alrnost 

one thousand students were invited to participate in this study (although quite a 

few of these participants would not have fùlfilled the inclusion criteria). It is 

important to note that because of the methods of distribution and some use of 

participants being recruited by their peers, there is no way of knowing exactly 

how many students were approached. Of the approximate 45 participants who 

took an idormation package fiom in-class announcements about the study, 22 

voiunteered for the study. 

For the purpose of this study, heterosexual female university students were 

the focus of analysis. These participants were chosen for specific reasons 

including: accessibility to a sample, the high levels of unprotected sex that occur 

within this population (Baldwin & Baldwin, 1988; Breakwell, 1996; Hawkins et 

al., 1995; MacDonald et al., 1990; Reisen & Poppen, 1995; Sirnkins, 1984; Wendt 

& Solomon, 1995), the prevalence of  multiple sex partners (Hawkins et al., 1995; 

MacDonald et al., 1990; Welch Cline et al., 1990), and opportunities for some 

comparisons with related published research. Although the rnajority of  this 

research is on US data and cannot be assumed to describe the Canadian 

population, it does provide some valuable insight into the sexual behaviours of 



young women. It is important to note that the findings from a Canadian study that 

explored high-risk STI/HIV behaviours among more than 5500 first year 

community college and university students found similar results to the findings 

that have emerged fiom comparable research in the United States. MacDonaId et 

al. (1 990) found that consistent condom use was uncornmon: only 15 -6% of the 

women reported ahuqs using a condom and 30.4% reported never using one; 

43 -8% reported sometimes and 10.2% reported @en using a condom. They also 

found that 1 in 11 women reported having had 10 or more sexual partners and that 

condom use declined with an increase in the number of partners. 

Another reason for electing to explore young women's experiences was 

because of the crucial role that communication plays for women in their 

negotiation of safer sexual interactions. Men who want to use protection fiom 

STXs are at least in some degree, in a position to put on a condom without 

discussing it with their female partner. However, women must activeIy 

communicate those wishes to their partner unless the partner is self-rnotivated to 

use condoms (Edgar et al., 1992; Freimuth et al., 1992). In addition, Reinisch, 

Hill, Sanders & Ziemba-Davis (1995) found that college men have more sexual 

partners than college women. These differences result in the lack of 

communication about sexual histories posing a significantly greater risk to college 

women (Moore & Davidson, 2000). 

Characteristics of the participants 

A brief questionnaire was administered to the participants before the 

interview began (see Appendix C). The questionnaire included basic demographic 



questions concerning the participants' age, gender, sexual orientation, l e n a  of 

time they have lived in Canada, program and year of study. It also included a 

measure of participants' condom use (e-g. how ofien do you use a condom when 

you have sexual intercourse?, 1 = always and 4 = never) and their concern about 

contracting a sexually transmitted infection (e-g. are you worried about 

contracting a sexually transmitted disease?, 1= very womed and 4= not at al1 

womed). In addition, two questions were asked to ensure that they had a new 

semai partner within the past 12 months and the length of time that the 

relationship lasted. 

Al1 of the twenty-two participants met the inclusion criteria which meant 

that the entire sample was female, bom in Canada, identified themselves as only 

having sex with men and had a new sexual partner within the past twelve months. 

In addition, al1 of the participants were undergraduate students. Nine of them were 

registered in their 1" year, eight in their 2nd year, three in their 3rdyear and two in 

their 4" year. In addition, 15 of the participants were registered in a BA program, 

four in a BASc. and three in a BSc. The participants ranged in age fiom 19 to 23, 

with a mean age of 20.2. 

Nine of the participants indicated that they alrnost always used a condom 

when they had sexual intercourse. Of the remaining participants, nine reported 

that they sometimes used a condom, three reported that they always used 

condoms and one reported never using condoms. 

There was a rnuch wider range of responses about how womed the 

participants were about contracting a sexually transmitted infection. Only three of 



the participants reported that that they were very womed. Of the remaining 

participants, six reported that they were womed, eight reported that they were 

slightly worried, and five reported that they were not at al1 worried. The 

interviews provided a means to obtain some insight into these responses and why 

so few of the participants reported being very womed. 

Procedure and Analvsis 

Ouest ionnaire 

As previously indicated, a brief questionnaire was administered to the 

participants before the interview began. It included several measures of sexual 

communication that wîll be used in future analysis. Prelirninary analyses, 

however, were made on two of these measures: The Health Protective SexuaI 

Communication Scale (HPSC) and a 5-point Likert scale measure of the 

participants' reported ease or difficulty discussing sexual issues with a potential 

partner pnor to intercourse (see Appendix D for a detailed description of these 

measures). 

The current study, however, used pnmaril y the dernograp hic information 

obtained fiom the questionnaire. The questionnaire was pilot tested on eighteen 

young women who fulfilled the inclusion cnteria (see Appendix E). A few slight 

changes were made based on their feedbaclc about the wording of some of the  

questions. The pre-established scales, however, were not modified to maintain 

the previously established reliability of the measures. 

It is important to  note that sexual intercourse was defined on the 

questionnaire as "sexual intercourse in which the penis penetrated the vagina or  



anus". Oral sex was not included in the definition of sema1 intercourse for 

several reasons including: the wish to be consistent with the variables used in 

most of the previous literature, and the fact that there are more sexual health risks 

associated with penetrative sexual intercourse. 

An oveniew of the study and the consent form were attached to the 

questionnaire (see Appendix F). Participants were made aware that participation 

was voluntary and that they could withdraw £kom the study at any point. To 

ensure anonymity and confidentiality, the students were asked to read and sign the 

consent form and then place it in an unmarked envelope. The researcher then 

instmcted the participant to place the sealed envelope into a box labelled 'Consent 

Forms for Sexual Communication Study'. This process ensured that at no point 

during the study would the researcher be aware of the participant's real name, if 

they did not want it revealed. In addition, it ensured to the participants that there 

could be no link made between the information provided on the consent forms 

and the data. An identification number was assigned to each participant and was 

recorded on their completed questionnaire and their interview tape. This allowed 

the researcher to link the participants' completed questionnaires and interview 

transcripts without identifyin2 the participants. 

Interviews 

As previously discussed, a qualitative methodology was chosen because it 

provided the best means to develop real insight into and some understanding of 

the communication process. It enabled the researcher to explore, in some depth, 

young women's specific recent experiences in discussing sema1 health issues 



with their partners. Qualitative investigations have been repeatedly noted as 

being a key component in the process of developing a deeper understanding of 

HRSC than presently exists (Catania et al., in press; Lear, 1995). More 

specifically, a methodology using individual i n t e ~ e w s  rather than focus groups 

was chosen because of the persona1 and sensitive nature of the interview topic. 

After informal consultation with several young women about their comfort level 

in discussing such issues, it becarne apparent that the researcher is more apt to 

elicit frank and relatively cornpiete accounts of their experiences frorn participants 

without the presence of any peers. 

The interviews consisted of a series of semi-structured questions that were 

used to guide the discussion (see Appendix G). The interviews began with a series 

of general questions that were used to establish rapport with the participant. 

These questions included questions such as: "Can you tell me a little bit about 

yourself?" and "What program are you in?" This was an important part of the 

interview process due to the persona1 nature of the questions being asked and the 

necessity that the participant felt cornfortable disclosing such persona1 

information to the researcher. Once the researcher felt as though she had 

established sufficient rapport, she asked questions developed to obtain some 

insight into her knowledge about sexual health issues and her concem and 

perceived risk of contracting and STI or HIV. Subsequently, she asked the 

participant to describe her relationship with their most recent, new sema1 partner. 

This enabled the researcher to develop some understanding of the context and 

developrnent of the relationship that was going to be discussed throughout the 



remainder of the interview. Once a preliminary understanding of their 

relationship was established, the researcher asked questions that were developed 

to address each of the research questions (content and extent of HRSC, perceived 

barriers and facilitators to HRSC and the strategies used to initiate HRSC). It is 

important to note that many of these questions were developed to further explore 

some of the factors that have been identified, within the quantitative literature, as 

potential barriers to and/or facilitators of this communication process such as: 

drug and alcohol use, communication self-eficacy, partner's anticipated response 

to such discussions, perceived risk, peer influence and cornfort with sexual self- 

disclosure. 

The interview questions were pilot tested on two participants and slight 

changes were made to the questions based on the feedback that they provided and 

the primary researcher's feelings about the wording, order and appropriateness of 

the questions. It was at this point, because of some dificulties that the researcher 

encountered in the use of the term anal sex, that the decision was made to not 

specifically ask if the participant had vaginal or anal sex. We can assume, based 

on the discussions with the young women, that they were reporting about the first 

time that they had vaginal penetrative sex. 

Each of the twenty-two interviews took between 40-60 minutes depending 

on the extent of the elaboration and detail provided. In accordance with the 

grounded theory approach (Glaser & Strauss, 1967; Strauss & Corbin, 1990, 

1998) used to make sense of these narrative data, as themes emerged f?om the 

subsequent analysis of the narratives the researcher added questions to provide 



further insight into and development of these themes. Although the list of 

questions served as a general guide, each participant's expenence was unique. 

Therefore, different thoughts and ideas were explored with each participant, 

depending on what seemed important fkom their experience. The i n t e ~ e w s  were 

tape-recorded for Iater analysis. In addition, the interviewer (the primary 

researcher) recorded persona1 memos after each interview to note her own 

perceptions, biases and hunches about the themes that she perceived to be 

developing. 

Immediately following each interview, the participants were read the post 

interview feedback (see Appendix H) and were asked if they had any questions or 

concerns that they wanted to raise about the interview. In addition, the 

participants were encouraged to contact the researcher if they remembered 

something that might be helpfùl in understanding their experience after they had 

leR the interview. The researcher encouraged the participants to share their post 

intenriew thoughts with her due to her own tendencies to reflect on  and realize 

things of importance (or examples) that she did not articulate dunng an interview. 

Two of the participants sent brief e-mails that provided a little more insight, detail 

andor elaboration about their experiences. 

The interviewing proceeded until the researcher felt as though she had 

reached theoretical saturation (Strauss & Corbin, 1998) and no new information 

seemed to be emerging. According to Strauss & Corbin (1998), theoretical 

sahiration is "the point in category development at which no new properties, 

dimensions or relationships emerge during the analysis" (p. 143). 



Use of grounded theory 

The grounded theory approach, originally developed by Glaser & Strauss 

(1967) and fùrther deveIoped by Strauss and Corbin (1990, 1998), was used to 

analyse the narratives. This method of qualitative data analysis was chosen for 

several reasons, induding its ability to take a qualitative study beyond a 

descriptive level, and to develop theory that is grounded in the data. Originally, 

grounded theorists proposed that a researcher using a grounded theory approach 

needed to enter the field with as few preconceived ideas as possible so that the 

emergent theory would be grounded in the data, and not on theoly driven 

assumptions or expectations about what the data might or should reveal (Cutcliffe, 

2000; Rennie, Phillips & Quartaro, 1988). Subsequently, the rules guiding 

grounded theory have evolved and this 'tabula rasa' approach is no longer a 

totally unyielding requirement for using grounded theory (Daly, 1992; Strauss & 

Corbin, 1990). Researchers &en have a general knowledge of the research 

findings in the area of study. It is necessary, however, that investigators using 

grounded theory be genuinely open and willing to explore novel ideas that emerge 

during data collection. 

Due to the lack of qualitative work in this area, the researcher was curious 

to hear about what was going to emerge fiom the young women's stones. A more 

rigid approach would not have allowed the primary researcher to explore what 

seemed meaningful to the participants as these experiences ofien diverged from 

the original area of focus. As Lincoln and Guba (1985) stated, 'Wo a priori theory 

could anticipate the many realities that the inquirer will inevitably encounter in 



the field, nor encompass the many factors that make a difference at the micro 

(local) level" (p.205). It is important to note that during the 10 months that the 

researcher was collecting and analysing the data she purposely did not read 

literature in the area. In fact, in order to ensure that scientific inquiry did not 

influence the theory development process, the second body of literature was not 

examined until the theory had been developed and the final write up was 

underway . 

Limitations of wounded theorv 

Although grounded theory is among the most commonly used approaches 

to qualitative inquiry, it is not without its limitations and cnticisms. Lincoln and 

Guba (1985) have referred to grounded theory as "an inadequate approach to 

theory developmenty' because it is underdetermined (p.207). Underdetennination 

refers to the fact that an inductive approach to theory developrnent, such as 

grounded theory, results in the possibility that many conclusions can emerge fiom 

the data. There is no guarantee that difEerent researchers would develop the same 

theory if they were working with the same data and both were using a grounded 

theov approach to data analysis. 

Due to the nature of the data analysis, the analyst's interpretation of the 

narratives influences the data analysis process. The analysty s pnor knowledge 

will inevitably inform the reading of the narratives. It is suggested that analysts 

must acknowledge and speculate how their knowledge, values and beliefs might 

have influenced the theory developrnent (Cutcliffe, 2000). There are some critics 

of grounded theory who believe that there is no place for such personal influences 



in the research process. As Cutcliffe (2000) stated, "Attempts to discount the 

researcher's values, knowledge, beliefs and experiences could also be regarded as 

an attempt to gain credibility with scientists who use quantitative or positivistic 

methods by decreasing any chance of persona1 bias" (p. 1479). Qualitative 

researchers, however, argue that there is not one tme reality and that "reality is 

constructed fiom human perspectives, shared (social) and individual interactions 

and meanings of given situations and phenornena" (Cutcliffe, 2000, p. 1479). 

Critics have also questioned the use of verbal reports as data (Rennie et 

al., 1998). As Rennie et al. ( 2  988) explained, the use of participants' verbal 

reports means that the data includes onfy substance of which the participant is 

aware and not intemal processes that might be well beneath their awareness. The 

data analysis works only with what was said and does not take into consideration 

what was not said. In addition, the data cm be misrepresented by a participant's 

account of her or his experiences (Rennie et al., 1988). Researchers mu t  be 

aware of this (and acknowledge it), not assuming that they are hearing the entire 

story but rather their participants7 interpretation of their story. 

The time cornmitment necessary to do a grounded theory study negatively 

influences the number of participants included in the research project. Although 

grounded theory researchers would !deally compare their findings across different 

groups, this is often not possible, and grounded theory studies often include only a 

small number of participants. For some, especially quantitative researchers who 

place so much emphasis on generalizability, this is a real concern. However, "the 

problem of limited generalizability of grounded findings is not resolved but is 



accepted by grounded researchers as a legitimate pnce to pay for research that is 

intimately tied to the phenornena it addresses" (Rennie et al., 1988, p. 147). 

Reliability and validity in aualitative research 

Many qualitative researchers do not address the 'validity' and 'reliability' 

of their findings because of their position that these ideas go against the very 

nature of qualitative inquiry, and that positivist assumptions underlie the 

traditional descriptions of these terms. The researcher agrees with Maxwell's 

(1992) statement that these typically quantitative descriptions of validity "cannot 

be applied directly to quaiitative research without distorting what qualitative 

researchers actually do in addressing validity issues, and tautologically 

confirming quantitative researchers' critiques" (p.2 1 5). 

In grounded theory, the constnict of validity refers to the meaningfulness 

of the findings (Frontman & Kunkel, 1994). In this case, meaningfulness is how 

the data, categories and substantive theory reflect the participants' actual 

experiences in discussing sexual health issues with a new partner prior to 

intercourse. Maxwell (1 992) proposed three types of validity: (1) descriptive 

validity - which is concerned with the factual accuracy of the researcher' s 

account, (2) interpretive validity - which is concerned with the interpretive 

accuracy of the researcher's account, and (3) theoretical validity - which is an 

account's validity as a theory of a phenornenon (Maxwell, 1992). 

In the current study, to ensure descriptive validity of the narrative 

accounts, the characteristics of the discourse (such as pauses, laughs, signs of 

embarrassmed, etc.. .) were included in the interview transcripts. In addition, 



after the initial transcription, each of the transcripts was proofed with the 

audiotape of the i n t e ~ e w  to make sure that nothing was missed or rnisreported. 

The researcher addressed the interpretive and theoretical validity of her 

interpretation of the participants' expenences by meeting with two of the 

participants and sharing with them a summary of the categories and their 

relationship to the develaping theos.. This meeting was used to obtain feedback 

about whether (or not) these participants heard their own story within the 

researcher's account of their experiences and the application of the developing 

theory to their experiences. 

In grounded theory, reliability is "the degree that there is correspondence 

between the data and the data's assimilation to categories" (Frontman & Kunkel, 

1994, p.496). This does not mean that the categorization would be the same 

across researchers and time. Rather it means, at this point in time and with the 

researchers' current understanding of the participants' experiences, that these data 

'fit' with the categories that were developed. To ensure that the data 'fit' with the 

categories that were developed, the researcher revisited the transcripts afier she 

had developed the categones and while she was in the process of selective coding, 

to make sure that her categorization of the data did not have glaring omissions. 

Data analpis 

Mean scores were calculated for two of the sexual communication 

measures: the Health Protective Sexual Communication Scale and a 5-point Likert 

scale measure of the participants' reported ease or difficulty discussing sexual 

issues with a potential partner pnor to intercourse. 



Each interview was tape recorded and transcribed by the prirnary 

researcher. In accordance with the use of a grounded theory approach, the 

researcher was aware of the need to collect and analyse data simultaneously 

(Cutcliffe, 2000; Glaser & Strauss, 1967). "This recursiveness is an essential 

component of grounded theory methodology and allows the researchers to 

confirm, disconfirm, alter, discard, and add hypotheses; in sum, to allow findings 

to emerge fiom the data" (Helmeke & Sprenkle, 2000, p. 473). However, due to 

the availability of participants at the beginning of the semester and the time 

required to transcribe the interviews, the researcher needed to modie this process. 

Although the analysis of each interview did not always precede the next 

scheduled interview, the researcher took many notes dunng and following each 

interview. These memos included any thoughts, insights, biases or feeling that 

the researcher experienced during the interview. These reflective comments 

ensured that the researcher acknowledged her biases and opinions and how they 

might have an influence on the interpretation of the data. These memos also 

sumrnarized the researcher's reflections on how each interview seemed to 'fit' 

with the themes that were emerging fiom the young women's experiences. In 

addition, this 'in-the field analysis' of the interviews allowed her to be aware of 

evidence of diversity within categories and to make decisions about additional 

areas that needed to be explored during subsequent interviews. Therefore, 

although the traditional recursive nature of a grounded theory study was not 

possible, the constant cornparison between and within the data was present during 

the data collection process. The analyst worked through the three steps used in 



the grounded theory analysis process (open coding, axial coding and selective 

coding). 

Open Coding; 

Open coding is the "analytic process through which concepts are identified 

and their properties and dimensions are discovered in the data" (Strauss and 

Corbin, 1998, p. 101). In this particular study, a tine-by-line analysis was used to 

generate a list of codes (see Appendix 1). Initially, each code was noted in the 

margin of the text and subsequently added to the code list that was fiequently 

updated and reviewed. Most oflen, the analyst named the code based on what she 

perceived to be a descriptive statement that descnbed the action, process, attitude, 

feeling or experience (for example: experience-learn how to communicate; female 

initiates discussion prior-always; HIV test-partner had one). However, 

occasionally "in vivo codes" were used, this tenn referring to the use of 

participants' own words to create a code (Strauss & Corbin, 1998). The use of 

codes serves to "summarize, synthesize and sort many observations made of the 

data. By providing the pivotal link between the data collection and its conceptual 

rendering, coding becomes the fundamental means of developing the analysis" 

(Charmaz, 1983, p. 112). In addition to coding for properties, dimensions and 

relationships, the analyst simultaneously coded for process. According to Strauss 

and Corbin (1997), coding for process is an essential part of the analysis. It 

involves "purposefully looking at actionhnteraction and noting movement, 

sequence, and change as well as how it evolves (changes or remains the same) in 

response to changes in context or conditions" (Strauss & Corbin, 1997, p. 167). 



The development of these codes helped the researcher to identie the 

categories that were reflected in the narratives. Throughout the analysis, the 

analyst recorded on the transcripts and in her memos her thoughts, ideas, 

questions, and comments about the evidence of emerging categories. These 

comments were repeatedly referred to throughout the analy sis, especially while 

developing and defining categories. Unlike other approaches to qualitative data 

analysis (Miles & Huberman, 1994) grounded theory does not work with a pre- 

created list of codes. Rather the code list develops as the analyst works through 

the narratives. This facilitates the development of codes that are grounded in the 

participants' stories and not based on the preconceived ideas of the researcher and 

the literature. 

Axial Coding 

It is important to note that although axial coding is commonly referred to 

as the second step in the data analysis process, it does not occur in such an orderly 

fashion. In fact, open coding and axial coding occur sirnultaneously as categories 

begin to emerge during open coding (Strauss & Corbin, 1998). Axial coding is a 

more conceptual process of developing categories that aim to summarize the 

themes that are emerging from the analysis of the transcripts. Throughout the 

data collection process, the researcher recorded any hunches that she had about 

the emerging categories and further explored and developed these possible 

categones in subsequent interviews. During this process, any hunches that the 

researcher had about the relationships between the categones, the possible 'core 

category', were noted in memos. Once the categories (for example: education; 



feelings of few, responsibility for semal health) were established and defined (see 

Appendix J), the researcher reviewed each of the categories in detail to ensure that 

they represented the variability of the youog wornen's experiences. Subsequently, 

the researcher moved on to the final stage of analysis, which involved establishing 

what linked these categories together. 

Selective Coding 

The final stage of analysis, selective coding, involved trying to understand 

how the categories are related to each other. At this point, the analyst is no longer 

working with what was said but rather is trying to read between the lines, ofken 

drawing on ideas and linkages that were not explicitly stated. To facilitate this 

process, she repeatedly reviewed her memos and interview transcripts to refkesh 

her memory about the many thoughts and ideas that she had throughout the 

analysis process and to stimulate her thinking process. As Strauss and Corbin 

(1998) suggest, she also wrote a storyline memo that helped establish the 

relationships between the 'core category' and the other categories that were 

developed earlier in the analysis (see Appendix K). In addition to clarieing the 

relationships between the categories, this process enabled her to work on 

articulating and making sense of her thoughts and ideas. At this point, 

diagramming was used to help create a visual representation of the relationships 

among categones (see Appendix L). "Diagramming is helpful because it enables 

an analyst to gain distance âom the data, forcing him or her to work with 

concepts rather than with details of data. It also demands that the analyst think 

very carefully about the logic of the relationships because if the relationships are 



not clear, then the diagram comes across as muddled and confùsed" (Strauss & 

Corbin, 1989, p. 153). It is important to note that this diagram was created 

primarily as a tool to facilitate the data analysis process. It is not intended to be a 

mode1 that can be used to explain other populations' experiences or dl of the 

factors that might potentially influence HRSC. Rather it is a visual representation 

of the categones and relationships that emerged f?om the researcher's analysis of 

the participants7 narratives about their experiences with HRSC. 

As Strauss and Corbin (1998) noted, " It is important to determine how 

well that abstraction fits with the raw data and also to determine whether anything 

salient was omitted fi-om the theoretical scheme" (p. 159). Subsequently, in 

separate meetings with the original interviewer, a few of the participants provided 

feedback about whether or not they were able to 'hear' their own story within the 

narrative account of sexual communication which emerged from the overall 

analysis of the interview scripts (see Appendix M). In addition to increasing the 

validity of the findings, this process also enabled the researcher to further refine 

the substantive theory that was developed and thus to get some additional insight 

fiom the participants. Al1 of the participants reported feeling as though the 

researcher had understood their experience and that it was reflected within the 

overall summary of the research findings. 

Results 

Semial Communication Measures 

Preliminary analysis of two of the sexual communication measures indicate that 

there are differences between what the participants reported on the questionnaire about 



their experiences discussing SHI with a potential partner, and the experiences that they 

shared with the researcher through the personal interview. Scores on the HPSC ranged 

fiom 3 to 6 with higher scores indicating more extensive HRSC occumng pnor to 

intercourse. For Our participants, the average score on this measure was 5.2 out of 6. This 

finding is in stark contrast to the minimal sexual health related communication which will 

be revealed in the qualitative analysis of the participants' narratives. 

Scores on the second measure recorded the participants' reported ease or 

difEculty in communicating with a potential partner about sexual issues. A 5-point Likert 

scale (1= extremely easy and 5= extremely difficult) was used. For our participants, the 

average score on this measure was 2.1 out of 5 and the range of scores was fiom 1-3. 

These results indicate that none of the participants acknowledged experiencing any 

difficulty discussing sexual health issues with a potential partner pnor to sexual 

intercourse. Once again, this finding is in direct contradiction to the findings that 

emerged through the in-depth interviews. 

Open Coding and Axial Coding 

The open coding process resulted in the development of more than 800 codes. 

The axial coding process developed 10 conceptual categories based on the overall themes 

that emerged from the open codes. Although the process of categorizing human 

behaviour and attitudes is an effective way to help understand a complexity of factors, it 

is, nevertheless, an artificial imposition of order. The researcher attempted to ensure that 

the development of the categories resulted in minimal overlap but the complexity of the 

relationships between factors inevitably resulted in the categories not being mutually 

exclusive. The ten categones that emerged were:(l) education (formal and informal), (2) 



responsibility for senial health, (3) importance of feeling cornfortable, (4) feelings of 

fear, (5) assumptions, (6) peer influences, (7) experience, (8) relationship cornmitment, 

(9) personal charactenstics, and (10) partner influences. Each of these categories is 

described below, listed in order from the broader influences to the more irnmediate ones: 

Education 

This category was defined as "statements identiQing how forma1 (school- 

based prograrns) and informa1 (family, peers and the media) sexuality education 

had, or had not, influenced the participants' attitudes, skills and knowledge, and 

how this reportedly influenced the HRSC that occurred pnor to intercourse with a 

new partner." Although the original list of questions used in the interview 

included only one explicit question related to education (to get some insight into 

the participants' knowledge about sexual health issues), as the interviews 

progressed, education became a topic that was explored in depth. This was 

because of the richness of the experiences and the influence that educational 

experiences appeared to have on the communication process. 

The narratives provided extensive detail about the forma1 and informal 

education that young women report having. There were four distinct sources of 

educational experience: (1) family, (2) peers, (3) school, and (4) the media. 

Participants each told a different story about the extent of education they received 

from each of these four sources and its perceived influence on their experience in 

discussing sexual health issues with a potential partner. It is important to note 

that the influence of religious institutions did not emerge as one of the four 

distinct, self-recognized, sources of education. Rather, it appeared to be a factor 



that, for some, influenced several of the sources of education collectively. For 

example, participants who attended religiously affiliated schools also tended to 

grow up in families in which religion had an influentid role on the values, beliefs 

and attitudes they were taught. 

Aithough there were a few participants who reported extensive education 

fiom either forma1 or informal sources, the majority of the participants reported a 

lack of effective sexuality education (especially about senial health issues) and no 

communication related skills training. The implications of these deficiencies 

were evident in their lack of knowledge about sexual health issues, perceived risk, 

awareness of the need to have health related discussions with their partners pnor 

to intercourse, and the participants' perceived lack of skills to facilitate such 

discussions. 

The participants' attitudes towards school-based sexuaIity education 

programs were generally quite negative and they fkequently noted that these 

programs were 'a joke': 

"As sad as it is though, no matter how sexual awareness is 
taught in schools it is always going to be taken as a 
joke.. .no matter what, no matter how it is taught in schools, 
unless the complete strategy is changed it is just always 
going to be a joke." (P#8, p. 11) 

Many of the participants reported that the focus of this education was on 

reproduction (and especially how to avoid it) rather than on sexual health issues: 

R- "So did you have any forma1 education about STDs or 
anyt hing like that?" 
p- cc No7' 
R- " Not at dl?" 
P- " Not at dl .  There was like sometimes they hand out 
little pamphlets and stuff like that but nothing, because they 



are not supposed to.. .like it was just not taiked about at 
ail." o)#io, p.5) 

As evident in that quotation, participants who attended religiously 

affiliated schools repeatedly noted that they had been offered very little (to no) 

sexuality education. Inevitably, this resulted in even less self-perceived 

knowledge about sexual health issues than participants who attended non- 

religiously afiliated schools. It was interesting that those participants who 

attended schools with abstinence on& programs did not report any less sema1 

activity (among themselves or their peers) than those who were not exposed to 

such programs. 

This lack of knowledge was seen, through the analysis, to be directly 

related to a lack of HRSC with their pariners. Participants who felt knowledgeable 

about sexual health issues often observed that this knowledge increased their 

confidence in having these discussions with their partners because they felt 

confident that they knew what they were talking about: 

"1 think that probably having some education prior to it, 
knowing what you are talking about.. . it is kind of hard to 
ask someone about being tested when you don't know 
yourself what it entails." (P#1 9, p. 18) 

Young women who did not perceive themselves to be knowledgeable fiequently 

reported learning on their own (via the use of the intemet, magazines and books) 

or by talking to their peers: 

"Most of the st& that 1 know about it is fiom outside of 
school, fnends and stuK " (P#3,p.2) 

"The big thing is that most of my sexual education was 
Erom rny girlfkiends, honestly . . . " (P#4,p. 32) 



Although it was encouraging to see that these young women cared enough to take 

on this learning process, there are some risks involved in young women educating 

themselves because there is no way to ensure that they are getting accurate 

information. 

In addition to the participants reporting very little sexuality education, 

none of the participants reported having any sort of formal training in how to 

communkate with a partner (what to say? how to say it? when to Say it?). They 

reported that the curriculum appears to place so much emphasis on teaching the 

'birds and the bees' that it does not address the interactive context in which sema1 

relationships occur and the skills needed to  have such discussions with a potential 

partner. They were ofien just told that they should talk to their partner: 

"Our education is too strict and too technical for any of us 
to get that out of it. All you got out of it was like 'the 
condom goes on the banana and pinch the end' you know, 
like there was no 'what are you going to Say before you put 
that on?' you know because that is that space before that 
happens that you are like uhhhhh.. . they Say that we have to 
do this now and they don't talk about it." (PM, p.31) 

'Wo, they Say that you should (talk to  a partner) but they 
never told you how. ..they never give you a situation to be 
like, how to sit down and actually have a conversation." 
(P12Y p. 11) 

These skills are necessary not only to facilitate HRSC but ako to help facilitate 

general relationship communication. The participants often reported having 

similar challenges discussing pleasure, commitment and other issues that arose 

during their relationship. 

Some of the young women reported having developed these skills through 

informa1 education from their parents. Those who grew up in environrnents in 



which their families were open to and welcomed discussions about sexudity were 

much more likely to feel comfortable with, and confident in, their abilities to have 

such discussions with their partner: 

"My family has been comfortable not just with sex 
conversations but with anything that you want to talk 
about.. . it's what' s comfortable for you.. . there was nothing 
that you couldn't talk about which is why there is nothing 
that 1 can't talk about with someone that 1 am with ..." 
P#47 p-20) 

Conversely, those who grew up in families where discussions about sexuality 

were taboo often reported carrying those same attitudes regarding sexual 

communication with them into their sexual relationships: 

"Some of the barriers just um. When 1 was brought up it 
was always like you don? really talk about that. It is kind 
of a non-issue." (P#2, p. 13) 

Most participants in this sample of university female students, reported growing 

up in families in which sexuality was rmt discussed. This lack of exposure to such 

discussion was closely associated with a self-reported lack of comfort and 

confidence in discussing sexual health issues with their partners. 

Peers cm  also play an important role in developing these skills. Young 

women with no formal education (skills training) about communication and who 

grew up in families with little (to no) sema1 communication seemed to rely on 

their peers to mode1 these communication related behaviours. Peers who 

welcomed sexuality related discussions, and who recognized the importance of 

having these discussions with their partners were recognized as being both 

educators and motivators for these young women: 



"On an al1 girls floor there are different levels of experience 
al1 over the place so the more experienced people just kind 
of give off stories and the less experienced people more or 
less tried to calm some fears and some rumours 1 
guess.. . .just more curious as to, if 1 were to bnng this up 
how would I do that? And people that have done it before 
kind of help them out." (P#S,p.20) 

Many of the participants in this study, however, did not think that 

discussion about sexual health issues was necessary prior to sexual intercourse. 

When asked why they did not believe these discussions were necessary, the 

participants gave various explanations that revolved around their perception of 

low perceived nsk, not knowing what they would t a k  about, and their beliefs that 

they were protecting themselves adequately. Often they did not perceive that 

there was a need to have such discussions if they knew that they were protecting 

themselves in other ways (such as being on the pi11 andor having condoms 

available). They frequently reported that condom use took place with no formal 

discussion about its use. For many, the use of condoms replaced the need for 

conversation: 

"AIthough 1 might not talk about it doesn't mean that 1 
don? protect fiom it . . -1 don't have a sit-down conversation 
about what 1 think of STD's ... how to ... but 1 mean 
condoms.. . they almost.. . kind of, eliminate the 
conversation ... I use the condom thing as a way of not 
talking about it. It overtakes the conversation, sort of, in 
my point of view" (P#3, p. 18) 

One participant explained this attitude as being a product of the emphasis 

that educators place on  the importance of using a condom and the perception that 

condom use is equated with safe (not "safer") sex. She said that you just feel as 



though you are being safe because you are doing what you were told to do - using 

a condom. 

Forma1 and informal educational experiences appear to be among the most 

influential factors distinguishing those who had health related discussions with 

their partner and those who did not. The findings that emerged frorn this 

category highlight the need for educators, parents, peers and the media to 

recognize and respond to the role that they can have in ensuring that young 

women have the knowledge, skills and anitudes necessary to facilitate HRSC. 

Res~onsibility for sema1 health 

This category was defined as "statements conceming the participants' 

reports about who takes responsibility for sexual health including providing 

contraception, concem about sexual health, STI testing, reproductive health, and 

how this reportedly influenced the HRSC that occurred prior to intercourse with a 

new partner." It became very evident early in the research that women appear to 

be taking full responsibility for sexual health concems. Not only did women 

report having to be the initiators of HRSC (if it took place) prior to intercourse; 

they also reported being the ones who provided the condoms, and insisted on 

condom use and STI tests: 

"Because if 1 didn't bring it up (wearing a condom) 1 don't 
know when it would have been brought up ... ya 1 am in 
charge o f  birth control completely. 1 go and get the pi11 and 
1 buy the condoms. He will give me money for it but it is 
left up to me.. . yep we split the cost eveniy but other than 
that it is up to me to actually go out and do it." (P#21, p.24) 

In most cases, the men had not previously had an STI test and occasionaily 

they were even unaware of what this entailed. Among the few men who initiated 



discussions prior to sex, these discussions rarely addressed senial health issues. 

Most of their questions were reiated to sex in general or their parnier's sema1 and 

relationship past, seemingly to evaluate the relationship andlor sexual potential of 

their partner. Some of the participants said that their partners did not initiate such 

discussions pnor to intercourse because they did not want their partner to perceive 

them as a "typical male who just wants sex". 

Only one male was reported to have specifically addressed sema1 health 

issues with his partner prior to intercourse. It appeared to be his lack of sexual 

experience compared to his partner that fuelled the extensive questions and 

discussion, and differentiated this male fiom al1 of the others. He was aware that 

his partner had previous partners and he was obviously aware of the potential 

risks involved. In addition to his lack of experience, his partner reported that he 

was a very confident, articulate person who was with a partner who appeared to 

be open and cornfortable having such discussions. In a similar case (the male was 

a virgin with a much more experienced partner), the male asked NO questions and 

did not insist on condom use. Although his partner tried to initiate such 

discussions, he did not want to talk about anything related to sexuality even 

though there were significant sexual health risks associated with this sexual 

encounter. This was a good example of how men in extreme cases, men either do 

not seem to be concerned or alternatively are too uncordortable in talking about 

sexual health issues and the risks involved in their sema1 relationships. 

Throughout the study, the researcher explored why women take on this 

responsibility. It seemed that there were several reasons including: (1) the focus 



placed on wornen to protect themselves f?om pregnancy; (2) the fear of becorning 

pregnant; (3) being more aware of their reproductive health; (4) the perceived 

need for the women to set the boundaries; (5) how it bothers them when they do 

not have these discussions prior to sex; and the fact that (6) men were not taking 

responsibility, so they felt that they had to. It is important to note, however, that 

although these young wornen seemed to be taking much more responsibility than 

men, this responsibility did not aiways involve having semal health related 

discussions with their partners and was ofien associated only with condom use 

and/or being on the pill. This is evidenced by the fact that the majority of the 

participants reported minimal (to no) HRSC occuning pior to intercourse with a 

new partner. Nevertheless, it is worth noting that only three of the twenty-two 

participants did not use condoms during this same encounter. It is unknown, 

however, how many of these participants had unprotected oral or anal sex prior to 

having intercourse because the interview was limited to explorhg 'sexy within the 

context of vaginal sexual intercourse. 

The findings f?om this category indicate that wonien believe that they are 

the ones who take responsibility for sema1 health, including initiating HRSC, 

within their relationships. It is unclear if this is actually what is occumng within 

these relationships or if this is how the young women perceive it (potentially 

contrary to what young men might report). Nevertheless, these findings provide 

some insight into the behaviours perceived as 'taking responsibility', which were 

often limited to condom use, and the reported gender diflerences of those 

initiating these behaviours. 



Importance of feeling comfortable 

Feelings related to 'cornfort' were often used to explain the participants' 

perceived barriers and facilitators to HRSC. This category was defined as 

"staternents reflecting feeling comfortable (or uncomfortable) with partners, 

peers, semai health education, parents and sexual self-disclosure, and how these 

feelings reportedly infiuenced the HRSC that occurred pnor to intercourse with a 

new partner." More specifically, feeling comfortable was most ofien perceived to 

be a facilitator of HRSC, whereas feeling uncomfortable was most often 

perceived to be a barrier against HRSC. 

Those young women who were able to initiate HRSC ofien explained that 

they felt "comfortable" in doing so. Conversely, young women who were not 

able to initiate such discussions ofien stated that they did not feel comfortable: 

"No we didn't talk about it a lot because 1 wasn't very 
comfortable" (P#3, p. 10) 

These feelings of cornfort often developed over time, in more committed 

relationships, and with experience having such discussions. OAen this comfort 

level developed some time after a sexual relationship had begun: 

"1 just don't feel comfortable enough to ask them before 
(sex). . ." (P#16, p. 12) 

"1 didn't feel comfortable right at the very 
begiming.. .asking those things." (Wfl, p.21) 

In addition, their partner's perceived comfort level also contributed to the 

participants' feelings of comfort in having such discussions: 

"1 think that the biggest reason that 1 was confident was 
because he made me comfortable. 1 wasn't embarrassed to 



talk about it because he wasn't embarrassed to talk about 
it." (l?#4, p.18) 

It was cornrnonly noted that partners' lack of cornfort discussing health related 

issues was a powerfùl barrier to the communication process: 

"1 am pretty comfortable with that, like where it gets 
uncodortable is where the other person is a little uhhh.. .a 
little wishy washy about talking about it, a little 
uncornfortable.. ." (PM 7, p.25) 

Consequently, the participants seemed very aware of not wanting to make their 

partner feel uncomfortable: 

"It is hard for me because 1 don't like prying or making him 
feel uncomfortable." (P# 1 5, p. 1 1) 

"1 knew that he would feel uncomfortable and probably get 
on the defensive.. . " (P# 1 8, p.22) 

Participants who felt comfortable having these discussions often noted that 

these feelings developed as a result of their education a d o r  family upbringing. 

Conversely, those young women who were not comfortable with HRSC reported 

growing up in families with little (to no) sexual communication. This lack of 

discussion within their families appeared to send a powerfùl message about what 

was (and was not) appropriate to discuss with others. 

Other participants explained that their extensive sexuality education and 

consequent knowledge base enabled them to feel comfortable with HRSC. They 

fiequently mentioned the strength of sexuality education programs and educators 

that strive to make you feel comfortable. They made it clear that feeling 

uncomfortable was a strong barrier to effective sexuality education programs 



because these programs failed to foster an environment conducive to such 

discussions and education. 

Sexual self-disclosure seemed particularly difficult for many of the young 

women and they often reported feeling very uncomfortable discussing their 

persona1 sexual histories with a potential partner: 

R - "How did you feel about disclosing that information 
about yourself?" 
P - "A little uncomfortable [laugh] um I am always going 
to feel a little uncomfortable whether he is going to view 
me as being slutty and you know.. . stop at that like.. . okay 
then 1 am not going to have sex with you kind of thing." 
(P#18, p.30) 

The participants often reported that their partners, aIso, did not 

seem very cornfortable sexually self-disclosing and that this was ofien 

reported to be a barrier to effective HRSC. It seemed to make it very hard 

to have such a discussion if their partner was not willing to disclose 

persona1 information about his sexuality. 

Although very few participants were aware of using strategies to 

facilitate HRSC prior to intercourse, it became apparent that among those 

that did, the communication strategies revolved around 'making it more 

cornfortable' for themselves and their partner. Feeling cornfortable with 

such discussion, and perceiving one's partner to be so too, was reportedly 

an essential component in facilitating HRSC, but not something that was 

easily attainable within the context of a new sexual relationship. 



Feelings o f  fear 

This category was defined as "statements conveying a feeling of  

fearfùlness about the initiation, implications (persona1 and relational) a d o r  

process of  discussing sexual health issues with a partner, and how this reportedly 

influenced the HRSC that occurred prior to intercourse with a new partner." After 

a few interviews, it became evident that the participants were very fearful about 

initiating and having sexual health related discussions with their partners. This 

fearfulness appeared to be a result of several factors including: (1) their concern 

about Iosing the relationship/sexuaf encounter; (2) their fear of being judged; (3) 

their fear of offending their partner; and (4) sirnply scared about talking about sex. 

Many of these feelings seem to be guided by wornen's adherence to traditional 

gender roles that emphasize their need to have and maintain a relationship at al1 

costs. 

Due to the fact that this study was exploring the HRSC that occurred pnor 

to intercourse, many of the young women expressed fear of losing their 

relationship by initiating such discussions with their partner. They &en referred 

to their fear of 'scaring him off by asking al1 sorts of questions: 

"So 1 don? want to sort of.. . scare him off.. ." (P# 1 7, p.27) 

"Like you want to keep that person, you don? want to cross 
that line, you know and if you bring it up you rnight 
embarrass them or make them run away and you might 
embarrass yourself " (P #4, p. 1 8) 

Especially for the young women with more extensive sexual histones, the 

feu of being judged was a barrier to the communication process. These young 

women were fearful of initiating health related discussions because this meant 



that they would have to disclose information about their personal sexual history. 

Many of the participants shared with the interviewer their concern about 

jeopardizing the potential for a sexual relationship with their partner because of 

their belief that disclosing this information would resuit in their partner not liking 

them anymore: 

"1 think that I was probably concerned as to would his 
opinion change of  me. .." (PH, p. 1 1) 

"Um if you are afiaid t o  tell like me7 you are afiaid t o  tell 
them that you have been with a number of people. .." 
(P#18, p.39) 

One of the most commonly cited reasons for feelings o f  fear and 

embarrassment about the communication process was participants' fears of 

offending their partner. Many of the participants were concerned about what 

initiating these discussions would imply about their partner and his sexual history: 

"1 didn't want it to sound like '1 know that you have been 
al1 over the place but' (laugh) so 1 didn't.. ." (P#5, p. I l )  

"1 didn't want to offend him and 1 didn't want to like scare 
him and 1 didn't want to bother him kind of thing.. ." 
(P#17, p. 18) 

And some young women were simply scared about talking about 

sex. As one participant said: 

"1 mean 1 didn't really want to talk about anything at dl ,  1 
was so scared.. -1 was pretty shy in general but it increased 
when talking about anything to do with sex.. ." (P#3, p. 19) 

Although not always explicitly stated, it was easy to sense the 

feelings of fear associated with HRSC at the onset of a relationship among 



most of the participants. This feu,  at least for these participants, ahvqys 

acted to block the initiation of discussions about sema1 health issues. 

Assumptions 

Very early in the interview process the researcher noticed the fiequent use 

of the word 'assume' to describe the process o f  evaliiating risk and the need to 

have health related discussions with a partner. The category of assumptions was 

described as "statements highlighting how the participants' assumptions, with 

little (to no) objective knowledge, about things such as a partner's STI s tatu and 

sema1 histow, and how these assurnptions reportedly influenced the HRSC that 

occurred pnor to intercourse with a new partner." 

It became apparent that although not al1 of the participants articulated their 

use of assumptions, and that they used assumptions in different ways and to 

different extents, these assumptions seemed to influence each participant's 

behaviour in some way. Initially, this was very surprising but further reflection 

and questioning led the researcher to recognize that relationship characteristics 

such as trust, honesty and commitment are not easily developed without the use of 

some assumptions. These assumptions appear to be guided by several factors 

including: (1) the desire to w m r  to trust and believe a potential partner; (2) the 

stereotypical beliefs held about people who have ST17s; and (3) the use of 

assumptions to replace the need to have these discussions with a partner, and 

avoid the awkwardness ofien associated with them. 

If the young women discussed sexual health issues with their partners, 

they frequently mentioned that they assumed that their partner was being honest 



to them about their sexual history. It was not uncornmon for young women to 

believe everything that they were told and to base decisions about sexual health 

protective behaviours, such as condom use, on this information: 

P- "We kind of talked about it a bit more and he told me 
that he had been tested and he had been safe in his past and 
everything so . . . 9, 

R- "did you believe him?" 
p- 

"1 couldn't tell if he was being honest with me. I assumed 
that he was. So  that brought the fear down.. . " (PH 4, p.6) 

This is not surprising because of the strong desire to want to trust the person that 

you are involved with: 

"1 am an honest person and 1 am assuming that he is being 
honest, you know what 1 mean? Like you just expect the 
best for the person so.. . ." (P#9, p.8) 

The participants fiequently assumed that their partners shared similar 

values and beliefs about sexuality issues and consequently posed very little (to no) 

risk to their sexual health. This appeared to further inhibit the need to have sexual 

heaIth related discussions: 

"1 kind of  feel Iike 1 know that he probably doesn't want to 
hear too much because 1 don? want to hear too much." 
(P#l5, p.20) 

"We didn't really brhg it up and there was almost no 
reason to because you assumed that guys u e  going to c q  
condoms with them and he probably assumed that if we did 
have sex he would have to Wear a condom, he would for his 
own sake because he doesn't know me and so.. . " (P#l 1, 
P. 7) 



Participants also seemed to make a lot of assumptions about their partner7s 

previous sexual expenences based on their partner's behaviours. For example, this 

young man was very concerned about STIs so his partner said: 

"1 assumed that, I guess 1 made an assumption, but 1 
assumed that the fact that he was so paranoid about it 
meant that he didn't exactly have one himself so.. ." p # 3 ,  
P-8) 

One participant, who reported never having used a condom with her current 

partner (who was significantly more experienced than her), believed everything 

that he told her about his semal history. There were a few participants, however 

who did question their partner' s honesty: 

"He could lie to you. Ifyou don't know them that well they 
could tell you that they have only slept with two people 
meanwhile you are like the 11". You know what I mean. 
That's why you use a condom whatever." (P#16, p.4) 

It seemed as though those who hesitated to  make decisions based on assumptions 

seemed to have a more realistic perception of the risks involved in having sex. 

Assumptions were also used to avoid discussions about condom use, and 

the potential awkwardness, often associated with HRSC. Instead of initiating 

conversations related to wndorn use, young women assumed that their partners 

would know that they needed to use a condom. In other cases, the men seemed to 

assume that the women would be taking care of the contraception. These 

assumptions seemed to eliminate the perceived need to have health reIated 

discussions: 

"1 didn't really have to ask him, 1 knew that he hadn't (had 
an STI test)" (PM, p. 1 1) 



"It is just sort of  an assumed thing. He assumed that 1 was 
on the pi11 so he didn't get a condom." (P#7, p, 17) 

In addition, the use of assumptions was influenced by the relationship 

context and consequently how well they knew their parîner. It seemed as though 

women in casual relationships were less likely to  make assumptions, especially 

regarding the partner's STI status and the need to  use condoms, because they 

often knew very little about their partner. This lack of assumptions, however, was 

not replaced with more extensive HRSC but rather wîth an increase in health 

protective behaviours, such as condom use. Unlike casual relationships, 

participants who had known their partners for an extensive period of time or who 

had developed a close relationship, seemed to be more likely to make assumptions 

about a person based on their reputation, upbnnging and appearance: 

"We didn't talk about anything but we just knew because 
we had been fnends for so long. We knew what each other 
thought and knew how each other feIt about things like 
that ... and like 1 didn't know definitely for sure that he 
didn't have any STDs because his ex-girlfiend is a bit of a 
skank.. ." (P#17, p. 19) 

It was evident that many of the participants did not think that there were 

any substantive risks involved in having a senial relationship with their partner. 

Most used untested assumptions in making their own decisions on condom use 

and contraception. Under these circumstances, they felt quite safe. 

Peer influences 

An entire paper could be written on what emerged from the narratives 

about peer influences on a variety of semality related issues. For the purpose of 

this study, however, the discussion will be limited to the participants' perceptions 



about their peers' influence on the communication process. This category was 

defined as "statements related to the reported influence that a peer's attitude, 

behaviours, experiences, skills and/or iuiowledge had on the HRSC that occurred 

prior to intercourse with a new partner." Peers seemed to influence young women 

in a variety of ways including: (1) often being their primary educator about 

semality related issues; (2) providing advice about 'how to' communicate with a 

partner; (3) modeling behaviours; and (4) learning fiom their fnends' experiences. 

As previously discussed, participants repeatedly stated that their peers 

were their primary source of sexuality education. The young women, however, 

reported very little discussion specifically about HRSC with their peers. Many of 

the participants were unaware of whether or not their peers had sexual health 

related discussions with their partners because this was not a common topic of 

conversation within their peer group. This lack of discussion about this topic was 

interesting because their peers seemed willing, and able, to educate each other 

about virtually al1 sexuality issues except HRSC. As one participant said " We 

talk about the good stuff ,  not the scary stuff." (PH 6, p. 16). 

This phenornenon was explored in more detail to try to understand why 

this was not a topic of conversation within these peer groups. It appeared to be a 

result of the low perceived risk among these peer groups, the lack of education 

about the purpose of having such discussions, and the lack of these discussions 

occumng among their peers and their partners. Not talking about it seemed to 

send a powernil message that it is not something that needs to be talked about. 



Their peers' modeling shaped their perception of what occurs within sexual 

relationships, ofien completely ignonng HRSC. 

The participants fiequently mentioned that some of their peers had trouble 

discussing sexual health issues with each other. They felt as though there was no 

way that these young women would be abIe to have such discussions with their 

partners, if they are unable to have them with their fiiends: 

"1 said 'are you going to tell him?' (about contracting an 
STI fiom her partner) and she said 'ohhh' like she was 
so.. .she can't talk about it, it is very hard to talk about it 
with me let alone with him." (P#15, p. 19) 

It is important to note, however, that there were some participants who 

reported having such discussions with their peers. This was not the nom but 

rather occurred in cases in which the young women were very aware of, and 

committed to, having these discussions. Participants occasionally reported that 

peers shared their insight with each other about how to initiate such discussions: 

what to Say, when to Say it, and what to expect. For many of these participants, 

this type of education about the communication process was the ody 

communication skills training they had reported ever having had. 

In addition, young women whose peers had become pregnant or had 

contracted an STI seemed more likely to realize the importance of having health 

related discussions before having sex with a new partner, and these people 

typically attempted to initiate such discussions. This was ofien noted as the 

tuniing point for the participants. They felt as though their peers' experiences 

made them more aware, more cautious, made them realize how easy it was to 



become pregnant or  to contract an STI, and reinforced the importance of being 

safe: 

" It was one of my close fnends that this happened to right 
before University started so that's when 1 was with my 
present partner, that was one of the things that really made 
me want to talk about it ...j ust knowing it can happen" 
(P#21, p.22) 

"That was the whole reason that 1 aarted to becorne really 
aware of using a condom and stuff because ii  fcontracting 
an STI) niined her life and it ruined her relationship." 
(P#l 1, p.20) 

In addition, participants noted that they ofien used peersy expenences to 

help facilitate HRSC with their own partners. They felt as though this was a more 

effective way to initiate such discussions because it would seem to their partner 

that there was a genuine reason why they were concemed enough to want to have 

these discussions: 

"1 can just Say my fiend back home (contracted an STI) 
because nobody knows anybody here which is kind of nice 
in a way because they can sort of understand where 1 am 
coming fi-om and things like that." (P#13, p.20) 

"It helped it go a little smoother because he knew that 1 
knew what 1 was talking about, 1 wasn't just kind of like 
throwing out random shots in the dark."(P#12, p. 34) 

As illustrated in the above quotation, the participants also noted that these 

experiences were perceived to have increased their own knowledge base, so their 

partner perceived that they were aware that "she knew what she was talking 

about". The few young women, however, whose peers had not directly or 

vicariously confronted the potential negative outcornes of unsafe sex seemed to be 

much less motivated to have health related discussions pnor to intercourse. 



Especially at this point in young women's lives, peers are among the most 

influential people with respect to sexuality education. They play an active role in 

educating each other, and in identi&ing what is (and is not) appropriate and 

necessary behaviour within sexual relationships. Occasionally~ these exchanges 

include discussion about HRSC and provide (a first-time) insight into how to 

initiate such discussions. 

Experience 

Experience was defined as "statements conveying how persona1 sexual 

and relationship experience reportedly influenced the HRSC that occurred pnor to 

intercourse with a new partner." This is one of the most complex categories that 

emerged fiom the narratives due to the numerous ways in which experience 

seemed to influence the communication process. As discussed within the 

previous category (peer influence), it was not only the young women's persona1 

expenences but also their peers' sexual and relationship experiences that were 

perceived to be influential. This current category, however, is limited to the 

participants' persona1 experiences and how these experiences influenced the 

communication process in both positive and negative ways. 

Due to the dificulty that many young women reported havinç discussing 

sexual health issues with a potential partner pnor to intercourse, experience 

initiating such discussions made it an easier thing to do with subsequent partners. 

Several o f  the young women stated that they perceived their own cumulative, 

direct expenence of sexual intimacy to be the "education": 

"This is going to sound bad but the education isn't enough; 
it is the experience and that is the education" (P#4, p, 16) 



They explained that this experience made them feel more cornfortable, confident, 

taught them how to communkate effectively, gave them the opportunity to 

'practice', let them know what to expect, how to handle it and they leamed what 

they would do differently in future relationships: 

"1 think just mostly the experience (helped facilitate the 
communication with her partner). 1 have been through it 
once, 1 know what to expect and how to handle it." (P#2 1, 
P-12) 

A few young women reported that their first sexual experience was 

characterized by extensive HRSC prior to sex: 

"See 1 was actually a virgin before 1 slept with him so 1 was 
very, 1 needed to know everything." (P#4, p.7) 

The majority of  the young women, however, reported very little (to no) 

HRSC occumng prior to the first time that they had sema1 intercourse. Women 

explained this lack of discussion as being a result of a lack of concem and 

perceived risk, not knowing what to expect, not knowing how to say it, and being 

less responsible. 

This lack of HRSC seemed to have potentially long-term effects because 

the participants reported that these previous experiences set precedence for the 

level of communication occurring within their most recent sexual relationship. 

For example, women who had been in previous relationships in which there were 

extensive discussicns expected the same amount of discussion within their new 

relationship (and vice versa): 

"1 guess the problem with this current guy is that 1 keep 
kind of comparing, like you know we should be talking 
about this, this other guy and I talked about it." (P#6, p. 17) 



This phenomenon can be quite dangerous due to the participants' report of the 

tendency to have minimal (to no) HRSC with first partners. 

In many cases this lack of communication seemed to relate to the lack of 

sexual experience that many of them had had compared to their often older, more 

experienced partners. Women who had less sexual experience than their partners 

often reported not initiating such discussions because of their insecurities about 

their lack of sexual experience. Conversely, a few women with less sexual 

experience reporîed that this condition actually faciliiared the communication 

process because they didn't feel ashamed or  embarrassed about their previous 

sexual experiences: 

"Maybe because he is older than me and he has experience 
so 1 don't feel ashamed or embarrassed because he's done 
more wrong things than me." (P#I, p. 12) 

However, those who reported being more sexually experienced than their partners 

were also generally reluctant to initiate such discussions, in this case because they 

did not want to disclose information about their sexual histories: 

"Sometimes when 1 know that the guy hasn't had very 
much sexual expenence or he has only had one specific 
girlfriend, 1 remember one situation, he only had one 
girlfiiend so it was weird saying that I've had like ten 
partners." (P#12, p. 14) 

The extent of their partner's experience (i.e number of previous partners) 

was also used to evaluate the partner's potential risk and the perceived need to 

have health related discussions. It was repeatedly noted that partners who (they 

believed) had had only one previous partner (or not extensive sexual experience) 

were not perceived to pose a risk to the young women's health, so these 



discussions were judged to be unnecessary. However, as previously noted, young 

women ofien did not ask their partner directly about his previous sexual 

experiences but rather used extemal factors such as reputation and previous 

number of self-disclosed relationships (rather than objective knowledge) to 

evaluate their partnery s risk status. 

The young women's previous experiences with HRSC and their sexual 

experience compared to that of their partners were reportedly very influential 

factors in either facilitating or inhibiting HRSC. For many, these experiences 

were their only education about HRSC. 

Relationshi~ commitment 

This category was defined as "statements conveying the reported influence 

of the couple's relationship development and commitment on the HRSC that 

occurred pnor to intercourse with a new partner." Due to the fact that this study 

was exploring the HRSC that occurredprior to intercourse, this early phase of the 

couple relationship development was an influential factor in many of the young 

women's experiences. They provided several reasons for the Iack of HRSC 

occurring at the onset of their relationships. Many of them were concerned that 

initiating such discussionsprior to sex would make their partner think that they 

were ready (and wanting) to have sex: 

"If I had just discussed it and discussed protection then he 
would assume that it was going to happen.. . I  think that if 
we had discussed it then he would have assumed that 1 was 
ready.. ." ( P H ,  p.15) 

In addition, young women were very concemed about ruining the romance that 

often characterizes the beginning of relationships: 



"1 guess because we were so caught up with the whole 
romance of the thing that we didn't really bring it up and 
there was almost no reason to." (PH O, p.7) 

"You just don? want to because it's not, it doesnyt fit in 
with the whole atmosphere and the mood so ... or how it 
should be. Your first should be just whisked off your feet 
and thrown down on the bed." (P#ll, p. 16) 

Due to the self-disclosure necessary in such discussions, many young 

women did not want to initiate these discussions because they did not want to 

discuss such persona1 aspects of their life with sorneone that they did not know 

very well, nor raise them when they were still uncertain about the relationship 

potential. 

Casual relationships, such as one-night stands, seemed not to be associated 

with HRSC. In many cases, casual encounters were unique in the sense that, in 

many cases, both partners seemed very aware of the fact that it was only a sexual 

encounter with no chance of developing into a relationship. This type of 

encounter was not perceived by the participants to be conducive to such 

discussions because of the lack of time to have them, the mutual understanding 

that it is only about sex, and the belief that condom use was sufficient protection: 

"If it is a one night stand it is kind of hard to get too 
involved.. . well because there just isn't enough time. If it is 
a one-night stand you meet them at 8:00 at Mght, you hang 
out and you are gone by 8:00 in the morning or something 
like that. There just isn't enough time to do that.. .You 
don't want to be asking them their whole life story when 
you know good and well that you are only having a one- 
night stand.. . " (P# 12, p. 10) 

These casual encounters, or sexual activity early in a relationship, were a bamier 

for several of the young women who reported extensive HRSC in their previous 



relationships. This appeared to  be a result of their fearfiilness about darnaging 

their new and often fiagile relationship. They had not established the comfort 

level that they felt was necessary to initiate such discussions, and in some cases 

they just did not perceive such discussions to be necessary within this type of 

relationship. Several of these participants reported NO discussion within this 

context: 

"1 had a one night stand and 1 didn't know anything about 
hirn ... after we slept together I never spoke or saw hirn 
again because I was disgusted with myself and 1 didn't like 
him anymore and like 1 didn't know his last name, how old 
he was or anything like that. Before that and &er that 1 
have known pretty much everything that 1 want to know 
about someone that I am going to be sleeping with." (P#16, 
P. 10) 

A few of the participants, however, found it easier to initiate discussion at 

the onset of a relationship, or casual encounters, because they didn't have an 

emotional attachment or commitment to the partner: 

"Him and 1 both knew that um there was going to be.. . like 
it was just a sexual encounter or a couple of them and there 
was realIy no commitment there whatsoever.. -1  guess there 
wasn't that emotional attachrnent so 1 didn't have that fear 
of what he is going to think. It was just here it is, this is 
what we are doing and if you don? want to do it, see you 
later." (P#14, p. 14) 

In most cases, however, the necessary cordort level to have such discussions 

came after a sexual relationship had begun and when they knew that they had 

established a committed relationship: 

"There is no point telling such persona1 details to someone 
that you are going to  break up with in the next week ..." 
(P#9' p. 19) 



"1 just don't feel comfortable enough to ask them before. 1 
don't know why, 1 really don't know why, maybe it is 
artificial how you feel aftemards because you feel so much 
closer to the person but in reality you might not even be 
because you don't know them." (P#16, p. 12) 

"1 don't want to discuss anything too serious unless 1 know 
that 1 am going to be with him and stny with hirn." (P#15, 
P- 16) 

More comrnitted couple relationships were reported to be both facilitators 

and barriers to the communication process. The perceived facilitators included 

the availability of time (which was often several months) to have such discussions 

and the agreement and acknowledgment by the partners that a sema1 relationship 

was likely going to take place at some point. In addition, the participants felt 

more cornfortable in initiating such discussion because they felt as though they 

had established a relationship cornmitment; they felt an emotional attachment to 

their partner; and they felt more comfort able with sexual self-disclosure: 

"It definitely needed that time to be comfortable with each 
other and 1 know that he totally trusts me and 1 trust him 
and the whole.. -1 know that he still loves me issue and he 
never lefi me right afler." (P#20, p.20) 

In addition, some young women who reported no HRSC occumng in their 

previous relationships ofien reported being able to facilitate such discussion if 

they had, by this point, established a more cornmitted, emotional relationship: 

"1 actually think that we actually do love each other and 
before I wasn't in a relationship like that so it is a lot easier 
for me to talk to him about anything." (PH, p. 16) 

For some participants, however, these more committed couple relationship 

proved to be a barrier to the communication process. Several participants noted 

that the longer the relationship progressed before intercourse, the less concerned 



they were about the sema1 health risks associated with having sex with their 

partner, and the less likely they were to initiate such discussions. This appeared 

to be due to the positive feelings that they developed towards their partner rather 

than objective knowledge about their partner' s sexual health. Participants 

fiequently noted their decreased use of condoms over tirne: 

"You can only trust someone's word as their word but 
ya.. .after a month if things are still going great, you kind of 
trust hirn a bit more (to not use condoms)." (P #5, p. 10) 

The extent of the relationship commitment established prior to first 

intercourse was repeatedly noted as being one of the more influential factors 

influencing the occurrence of HRSC. These findings are particularly conceming 

in the context of new or casual encounters in which the sexual relationship begins 

before any relationship commitment has been established, and which are often 

characterized by little (if any) HRSC. Consequently, in these circumstances, the 

sexual health of the young women and their partners is at risk. 

Persona1 charactenstics 

This category was defined as " statements reflecting the participants' 

personality characteristics, behaviours, attitudes and feelings that reportedly 

influenced (either positively or negatively) the HRSC that occurred pior to 

intercourse with a new partner." Due to the pervasive nature of the category, there 

was considerable overlap between codes in this and other categories. However, 

the other categories did not capture al1 of the ways in which persona1 

characteristics influenced the communication process so it has been selected as a 

distinguishable category in its own right. 



Not surprisingly, personality characteristics were perceived to influence 

the pre-coital HRSC. Confidence and self-esteem were often cited (or indirectly 

referred to) as being facilitators to the communication process, and lack of these 

traits as being a barrier: 

''1 am a very confident person.. .confidence definitely plays 
a role like if you have low selfiesteem you are not 
generally going to ask stuff because you just don? feel 
cornfortable with yourself and 1 see that in a lot of my 
fnends and I am NOT like that. 1'11.. .if 1 want sornething 
done 1 will go and get it." (P#12, p.9) 

R -"What do you think prevented you fiom saying, 'Look, 
I really don't want to?"' 
P - "Self-esteem and self-confidence.. . " (WC22, p. 13) 

These feelings often appeared to be related to their lack of corifidence in their own 

communication skills and their ability to initiate such discussions: 

"But how do you ease into a conversation about.. .you 
know we talk about cornputers, he's in cornputer 
engineering. . .go  from that to sornething more personal.. . I 
have thought about ways but I haven't corne up with 
anything." (P#6, p. 16) 

In addition to confidence and self-esteem, some participants reported how being 

open and assertive facilitated their ability to discuss sexual health issues with their 

partner: 

"It (discussions with her partner) just came with me being 
an open person.. ." (P#4, p.28) 

"So 1 am very blunt and uh.. .I don? let.. . there is no 
i@...no grey area." (P# 15, p.19) 

Conversely, many other participants referred to how being shy negatively 

influenced the communication process, especially at the onset of a relationship, 

and if they had a lack of experience compared to their partners: 



"1 might have been a little bit shy to b r h g  something like 
that up. . . " (P#9. p. 16) 

"Well, he is very ... a lot more experienced than me and I 
was not at al1 so it was more.. .I was very shy. 1 couidn't 
even Say the word sex without my cheeks going red but, um 
[pause].. .we didn't really talk about it that much really." 
P#3, p. 10) 

There were a few participants, however, who reporîed that although they 

considered themselves to be shy in general, they were not shy when it came to 

protecting their health and having such discussions with a potential partner: 

"1 am not really shy when it cornes to my own health and 
stuE" (PW, p. 8) 

It seemed as though what distinguished these two types of people was their 

perceived risk of contracting an STI or getting pregnant. Those who perceived 

themselves to be at risk were more likely to  initiate such discussions regardless of 

their tendency to be shy. The majorïty, however, reported a low perceived risk 

about contracting an STI or becoming pregnant. This low perceived risk was 

ofien attributed to the fact that they did not participate in the behaviours that they 

perceived necessary to put people at risk: 

R- "Are you concemed about STDs and stuff?" 
P- " Um not particuiarly for myself because 1 am not like, 1 
don? go around sleeping with everyone." (P#3, p.3) 

"I know for me personally I am not concenied for myself 
because 1.. . I  am tested regulariy. I am not like this, 1 don't 
sleep around or anything." (PH 6, p.4) 

This lack of perceived risk was almost always associated with a lack of HRSC 

occumng prior to intercourse and a lack of concern about sexual health issues: 

"Like 1 never really thought '1 wonder if he has an STD', it 
just wasn't an issue." (p.18) ..." there hasn't been an 



excessive amount of discussion because it really just 
doesn't seem like.. . not an issue.. .I  don't reaily feel that we 
need to." (P#17, p.23) 

There were, however, some participants who had more realistic perceptions of the 

risks involved and who were at least somewhat concerned about sema1 health 

issues. ORen this was reportedly associated with being knowledgeable about 

sexual health issues, the possible implications, and/or someone close to them (or 

they themselves) had contracted something: 

"1 am concerned but [pause]. . . myself personally . . -1 know 
how to take precautions to prevent them especially afier 1 
had a minor, rninor scare that wasn't even significant but 
Iike.. ." (P#I7, p.7) 

Some of the participants simply did not want to, or did not think about, 

discussing sexual health issues with their partners before intercourse: 

"Ya, 1 really don't sit and have a conversation about STDs 
with somebody. Like 1 may ask about their sema1 
relationships but 1 don't necessarily taik about sema1 health 
issues as a topic." p # 3 ,  p. 15) 

"The whole topic I guess. It's not something that 1 usually 
discuss, particularly with the other sex. 1 joke around with 
my friends but that's the extent of it.. ." p#2, p.6) 

These discussions were ofien not perceived to be part of their discourse with a 

new partner. Many of the participants obviously had a certain, we would assume 

higher than average, cornfort level discussing sexual health issues because they 

had volunteered to participate in this study. Furthemore, many had (or were) 

taking university level courses in the area of human sexuality and reported being 

interested in reading, researching and learning about sexuality related issues: 



"Talking about sex in general interests me so 1 am not 
going to find it as difficult as someone who is h a i d  of 
talking about those things." (P#18, p.30) 

Considering these facts, it was surprising how many of them still struggled, and 

often did not have such discussions with their parniers. This might be partly 

explained by the fact that sexual encounters occur within an interactive context 

and one must also consider theirparhler 's influence on the communication 

process. 

It appears that of equal importance to developing the confidence, self- 

esteem and other personality characteristics necessary to initiate such discussions, 

is the need for young women to realize and to personalize the real, yet 

manageable sexual heaith risks involved in having sexual relationships with any 

new partner. 

Partner influences 

This category was defined as "statements related to the reported influence 

that a partner's attitudes, behaviours, experiences, skills andor knowledge had on 

the HRSC that occurred prior to intercourse with a new partner." These 

influences have been acknowledged within the description of other categories but 

will be discussed in more detail in the following section because partner's played 

a very important role in either facilitating or inhibiting the communication 

process. Even the most articulate, educated, skilled young women were not able 

to have discussions with those partners that were unwilling to so engage. 



Participants reported that partners who inhibited the communication 

process often did not want to talk, in any measure, about sema1 heaith issues, 

sexual pasts andlor sexually self-disclose: 

"And sometimes he would Say things like, 'Well, is that 
r d l y  necessary for us to talk about' because he hated 
talking about the past. Obviously, you don't want to talk 
about the past with someone new ... but he would be like 
'Do we have to talk about this? 1 don? want you to get 
upset blah blah blah' . . ." (P#4, p.9) 

"But when talking about sex, he has never said '1 don? 
want to talk about it'. Like he kind of won't even 
acknowledge that we have been talking about sex.. ." (P#6, 
P-24) 

There was one particular case that really illustrated the powerful influence that a 

partner can have. In this case, the young woman really wanted to discuss sexual 

health issues with her partner because there were things that she thought he 

needed to know. She was very confident in her communication skills and tried to 

initiate the discussion on several occasions. Her partner, however, did not want to 

have such discussions and his negative reaction to her attempts made an otherwise 

open and articulate young woman completely close down and, after a while, not 

even bother trying. This highlights the need for a partner's CO-operation and 

willingness to have these discussions. 

As previously discussed, participants who were more experienced than 

their partner were hesitant to initiate such discussions, and sexually self-disclose, 

because of their partnery s possible negative reaction to their sexual seIf- 

disclosure, their fear that their partner's opinion of them would change, and not 

wanting to offend their partner: 



"1 was a bit concemed about if he would be shocked or 
angry or whatever.. . I don? know [long pause]. . . " (Pe, 
P-8) 

"Ya 1 think it was the hardest of al1 the issues to deal with 
(her sexual history). Um because 1 don't know, I don? 
want to make him look at me differently . . ." (PM 5, p.20) 

The young women's perception that their partner would be open, and 

willing, to have sexual health related discussions was the most frequently cited 

reason why they felt able to initiate such discussions. It was clearly an enabling 

condition: 

"1 think that it was mainly because of him (that she was 
able to initiate a discussion). He was really open.. . "(P#ll, 
P. 12) 

"1 think that the biggest reason that 1 was confident was 
because he made me cornfortable.. .I wasn't embarrassed to 
talk about it because he wasn't embarrassed to t ak  about 
it." (P#4, p. 18) 

"1 was the one that asked 'How many people have you had 
sex with?' but it was a hard, hard question to get out just 
because it was the first one and it was like.. .scary to Say 
and.. . whether or not he would tell me the answer., . then 1 
was like.. .you can talk about this so that is cool because 
that means that 1 can." (P#7, p.29) 

Participants often referred to the importance of not feeling as though they were 

having a one-way conversation but rather that their partner was an active 

participant in the conversation. Paitners who shared similar values and beliefs, 

and more specifically those values relating to the couple relationship, were 

perceived to be easier to taIk to: 

'Knowing that STIys and pregnancy are not things that you 
want to have stand in your way. Knowing that you are in 
the same boat makes it a Lot easier to talk about." (P#20, 
P-9) 



Partners play a very active role in influencing what is (and is not) discussed 

within the context of a new sexual encounter. So much so, that partners who were 

open and willing to have such discussions were able to facilitate discussions with 

young women who did not otherwise feel cornfortable. 

The Develo~ment of a Substantive Theory 

During the final stage of analysis, the researcher revisited consideration of the 

comrnon threads between the ten identified categories. This involved reviewing the 

transcripts, mernos and the codes within each category to try to establish the connections. 

In addition, the researcher met with participants to help fiirther refine the theory that was 

being developed. This process resulted in the development of a 'core category' or more 

specifically a substantive theory that potentially explained the factors influencing young 

women's experiences discussing sexual health issues with a new partner prior to 

intercourse. 

Although there were a few participants in this study who reported discussing 

sexual health issues with their partners prior to having sex, the majonty descnbed very 

little (to no) HRSC occurring with their partners prior to intercourse. Each participant 

told a very different story about the extent, content, timing of these discussions and the 

factors that influenced the communication process. However, ztnderlying aZZ of their 

stories was their intemalized (either positive or negative) perception of societal noms 

and attitudes about semality, relationships and se& cornmunication that they lemmi 

thruugh their families, schooZs, peers and the media. None of the participants specificall y 

addressed the societal influences on the communication process but rather it was 

something intertwined in the experiences that they shared with the interviewer. It became 



evident that societal attitudes and values towards sexuality, relationships and sema1 

communication is the cornmon thread within each of the conceptual categories. 

The diagram (see Appendix K) c m  help us to visualize the relationship within and 

between each of these categories and the more conceptual 'core category'. As evident in 

the diagram, this 'core category' influences each component (category) of the diagram, 

with the ones closer to the top being influenced more directly than those located at the 

end of the 'trickle'. The trickle effect can be defined as the immediate (to less 

immediate) influence that societal attitudes, values and beliefs have on each of the factors 

that were identified as influencing the communication process. These societal attitudes, 

values and beliefs seem to  directly influence both forma1 and informal education, which 

appear to have a trickle effect into the other categones identified as influencing the HRSC 

occumng pnor to intercourse with a new partner. 

This process has similar characteristics to  that of a child in a mother's womb. The 

mother's nutrition and lifestyle cm either positively or negatively influence the health of 

her child. Mothers ofien do not realize the extent of the influence that their actions can 

(and often do) have on their unbom child. The choices that she makes then influence 

various other, seemingly unrelated, aspects of the child's cognitive and physical 

development such as his or her growth, temperament, birth date and the overall 

characteristics of the pregnancy. This rnetaphor helps illustrate how easy it is to 

underestimate the powerfùl influence of one's actions (or in this study, society's actions) 

on others' daily lives. 

It appeared that the education that young women receive about sexuality (through 

both formal and informal sources) was related to societal values and beliefs that guide the 



context within which they were educated and dictated what was (and was not) perceived 

acceptable to teach them. -Although a lack of formal sexuality education was noted 

across contexts (religiously affiliated and non-religiously affiliated schools), for those 

young women who attended religiously affiliated schools, the virtually complete lack of 

discussion about sexuality seemed to send quite a strong message to them about sexuality 

not being something that is appropriate (or necessary) to talk about. In addition, the lack 

of integration of communication skills training in sexuality education programs may be 

the result of society's and consequently parents' and educators', lack of cornfort 

discussing sexual issues, or their false belief that this information is not necessary for 

young adults because they are not sexually ac~ive. Many reject the conduct of such 

discussion on the belief that it would prompt, promote and legitimize "prorniscuity". 

Although some (very few) of the participants reported growing up in 

environments in which their farnilies and fiiends were open to and welcomed discussions 

about sexuality issues, such contextual factors were quite rare. This is not surprising in 

view of the negative stigma that is commonly associated with sex in general, and more 

specifically the acceptability of tdking about it. This reported lack of open 

communication among family and friends, and growing up and being socialized in a 

culture that does not readily talk about sex, often resulted in young women not feeling 

cornfortable or confident in their own ability to  have such discussions with their partners. 

Consequently, they often reported relying on socially transmitted stereotypes about the 

types of people (and behaviours necessary) to contract an STI, to "evaluate" the risks 

involved in starting a sexual relationship with a new partner. 



Similar to many other aspects of life, these initial educational experiences helped 

shape the young women's attitudes, values and beliefs about the importance, and 

acceptability, of having such discussions with a sexual partner. Even young women with 

extensive education reported feeling scared, nervous and uncornfortable (although not to 

the same extent as those with little, to no, education) about initiating such discussions. It 

seemed as though these feelings were largely a product of society's own widespread 

discodort in engaging in discussion about many aspects of sex and sexuality and 

consequently, what is perceived to be appropriate for young women to discuss in the 

context of a new relationship. 

The finding that the majority of the young women in this study seemed to be 

taking practical responsibility for sexual health in their relationships may be a resuk of 

the emphasis that society piaces (via formal and informal education, doctors and the 

media) on women's reproductive health. Society places more emphasis on protecting 

young women fiom becoming pregnant, which results in at least some emphasis being 

placed on how they can (and should) take responsibility for their broader sema1 health. It 

seemed as though this was a circular pattern in which women feel as though they should 

take responsibility for sexual health, and then men begin to assume that they will do so, 

which further supports the need for women to assume that responsibility. 

It also seemed as though the importance of having a sexual partner, and possibl y a 

relationship, was a more immediate concem to these young woman than the perceived 

necessity of HRSC. In most cases, given that they were using a condom, they considered 

themselves as being 'protected'. It appeared that their lack of knowledge about the 

seriousness of the risks involved, even when condoms were being used, made any 



concern for safety pale in comparison to their desire to make the relationship work. 

There seems to be significant pressure on young women to maintain a relationship, more 

or less regardless of the costs involved. Another example of these societal pressures is 

that many of these women appeared hesitant to initiate HRSC, which would inevitably 

involve sexual self-disclosure. This disclosure wodd challenge the typical gender scripts 

which tend to denigrate women with extensive sexual experience, or those who openly 

state their desire for a sexual relationship. 

The results fiom this analysis support the need to look beyond the individuai, 

persona1 factors that are typically used to understand and explain sexual behaviours (such 

as HRSC and condom use). Rather, there needs to be a focus on the relationship and 

societal factors, the systemic factors, that seem equally, if not more influential in 

governing these behaviours. 

Discussion 

The goal of this study was to develop a better understanding of women's 

expenences discussing sexual health issues with a new partner pnor to intercourse. More 

specifically, it aimed to develop some insight into the extent and content of the HRSC 

occumng pnor to intercourse; the perceived barriers and facilitators to that 

communication; and the strategies that young women use to initiate such discussions. 

Content and Extent of HRSC Reported Prior to Intercourse 

In accordance with much of the previous research (Cvetkovich & Grote, 1 98 1 ; 

Hawkins et al., 1995; Lewis et al., 1997; Mitchell & Wellings, 1998; Welch Cline et al., 

1992), the participants in this study reported very little HRSC occumng prior to 

intercourse. In fact, many of the participants reported - discussion about sexual health 



issues prior to intercourse. We can assume, based on these findings, that there are sexual 

topics that are considered 'off limits' within the context of a new relationship. This is 

very different fiom Booth's (1999) report that for most of his participants there were no 

sexual topics that were 'off limits' . These differences cannot reasonably be attributed to 

the characteristics o f  the participants because both samples were predominantly white, 

heterosexual, South-western Ontario university students taking social science courses at 

the same university. They, however, might be a result of a difference, between the two 

samples, in relationship duration. In Booth's study the participants had had an 

established relationship with their dating partners for an average of 1 -9 years. In the 

current study the participants were reporting only what was discussed prior to their first 

occasion of sexual intercourse. The duration of these "relationships" ranged h m  a few 

hours following their very first meeting, to a maximum of three months afier having first 

established the relationship. These seemingly contradictory findings are, in fact, 

consistent with social penetration theory and Herold and Way's (1988) findings that 

individuals in committed relationships were more likely to disclose sexual information to 

their partner because they are more confident in their relationship and less scared of 

rejection. 

Furthermore, these differences may be a result of the way that the question was 

asked. Booth's use of an open-ended questionnaire item may have resulted in the 

participants providing a socially desirable response or simply a convenient response of 

'none'. The current study did not directly ask this question. Rather the participants' 

accounts of the HRSC occumng in their sexual relationships were elicited through a 

reiatively in-depth probing of the topics that were actually discussed. Previous research 



has reported that more valid sema1 behaviour data is collected through in-depth 

interviews rather than through survey data (Wight & West, 1999). The dramatic contrast 

between the quantitative and qualitative findings in the current study provide their own 

evidence of discrepancies which may exist between questionnaire responses and those 

elicited through probing qualitative methodologies. These differences highlight the need 

for sexual communication researchers to be, perhaps acutely aware of the potential 

influence of the research method used on the data that is obtained. 

These findings about the lack of HRSC would typically be concerning due to the 

established correlation between =SC and health protective behaviours such as condom 

use (Catania, et al., 1989; Cvetkovich & Grote, 1981; devisser & Smith, 2001; Hillier et 

al., 1998; Sheeran et al., 1999). Contrary to these research findings, however, the 

majority of the participants (al1 except three) reported using condoms during their first 

senial encounter. It appeared that for a majority of this sample of young women, HRSC 

was not directly related to condom use. 

Although it is a positive indicator that so many of the participants used condoms, 

regardless of the HRSC that occurred during these f rs t  sexual encounters, there is still a 

need for these young women to have sexual health related discussions with their partners 

due to the risks involved with sex, regardless of whether a condom is used or not. 

Among the participants who did report having sexual health related discussions with their 

partner prior to intercourse, this communication was not extensive and was ofien simply 

focused on ensunng condom use to protect themselves fiom pregnancy. Rarely did they 

discuss sexual histones, STI history, STI testing andor participation in high-nsk sexual 

behaviours. Many of the participants seemed completely unaware that condom use does 



not protect you from breakage or fiom al2 STIs. Nor is its use a guarantee that you will 

not get pregnant. Although beyond the focus of this study, it is important to note that 

these high levels of reported condom use during first sexual encounters, were reported by 

participants to have decreased over time, often with Little (if any) discussion about sexual 

health issues before the decision to stop using a condom was made. 

This lack of reported HRSC prïor to  intercourse seemed directly related to their 

lack of understanding about the -ose of having such discussions and the false sense of 

security that condom use provided. We, as a society, cannot expect young women to 

have health reIated discussions if we never teach them why these discussions are 

important and how they can help protect their sexual health. We need to develop 

prograrns that emphasize the importance of condom use, contraception and HRSC. 

Individuals must realize that these are complementary behaviours rather t han behaviours 

that replace each other. 

Perceived Barriers and Facilitators to HRSC 

As described in the results section, the participants reported numerous barriers 

and facilitators that influenced the HRSC that occurred with their most recent partner 

prior to intercourse. This present discussion, however, will focus on some of the key 

findings that emerged from this study and wili attempt to provide some explanations for, 

and possible implications of these findings. These key findings include: (1) the reported 

deficiencies in formal sexuality education programs; (2) the reported deficiencies in 

informal sexuality education; (3) gender differences of those who typically take 

responsibility for sexual health; (4) the influence of 'immediate' implications rather than 

the 'less immediate' ones; (5) the influence of a young woman's partner on HRSC; and 



(6) the role that these i n t e ~ e w s  had on challenging, and potentially working through, 

some of the identified barriers to this communication process. 

The reported deficiencies in formal sexuality education 

Firstly, it became evident very early in this study that young women believe that 

their formal education was far fiom adequate, ofien not developing the knowledge, skills 

and attitudes perceived to be necessary to facilitate HRSC with a new partner. Although 

many studies report that sexuality education programs significantly increase knowledge 

about sexuality issues (Shoop & Davidson, 1994; Welch Cline et al., 1990) other studies 

have found that adolescents frequently report that their sexuality education pior to 

university was far from adequate (Fay & Yanoff, 2000; Lear, 1995) and that they have a 

substantial lack of knowledge about reproductive health and the behaviours that place 

individuals at nsk for unintended pregnancy and STIs (Flowers-Coulson, Kushner, & 

Bankowski, 2000). The majonty of the participants in this study repeatedly noted, and 

regrette4 their perceived lack of knowledge about such issues. This reported lack of 

knowledge resulted in the young women being unaware of the syrnptoms, modes of 

transmission, methods of protection (and limitations of these methods), and the sexual 

and reproductive health implications of contracting an STI. This, in hini, resulted in 

many of them not being concerned about sexual health issues nor perceiving themselves 

to be at risk. 

This reported lack of knowledge, and consequently lack of concern and perceived 

risk, was especially evident for those participants who attended religiously afiliated 

schools and other schools that work fiom an abstinence model, neither of which appear to 

typically address sexual health issues or protective behaviours. These participants almost 



always reported never discussing sexual health issues within the sexuality education 

programs at school, nor, for the majority of the- at home. These religiously afiliated 

school boards can no longer ignore the reality that their students are sexually active. In 

essence, this reported lack of discussion within these schools appears to be putting these 

young women at risk. They are not being given the necessary information to make 

educated, responsible decisions about their sexual behaviours. Even though participants 

who did not attend religiously &liated schools did not report extensive formal education 

about semial health issues, the minimal education that they reported having, appeared to 

make a & difference. They reported more realistic perceptions of n s k ,  knowledge about 

STIs and more concern about their sexual health. 

As noted in the literature, many individuals, including the participants in this 

study, report that their partners are 'low' or 'no' rïsk, based on assurnptions rather than 

objective knowledge (Civic, 2000; Hillier et al., 1998; Keller, 1993; Misovich, Fisher & 

Fisher, 1996;Williams, Kimble, Covell, Weiss, Newton, Fisher & Fisher, 1992). 

Researchers have recently noted that there is a need for prevention programs to focus on 

emphasizing the need to assess their partner's STIIHIV risk objectively (Civic, 2000; 

Hutchinson, 1998; Misovich et al., 1992; Williams et al., 1992). It is possible that part of 

the reason that individuals do not use objective knowledge, which inevitably involves 

HRSC with their partners, is because of their lack of cornfort, confidence and desire to 

initiate such discussions. Developing these skills mcy be the more pressing issue for 

prevention programs to address. 

Researchers and educators are increasingly recognizing the importance of sexual 

communication skills. A recent review of HIV/STI intervention programs conduded that 



the inclusion of specific behavioural skills training was a commonality among the 

effective intervention programs (McKay, 2000). Health Canada's most recent 

publication (1994) of the Canadian Guidelines for Sexual Health, stated that, among other 

things, the components of sexual health education "will enable learners to acquire the 

skills they may need to maintain and enhance sexual health and avoid sexual problerns" 

(p. 18-20. For a more detailed description of this component of sexual health education 

refer to Health Canada, 1994). None of the participants in this study, however, reported 

any formal sexual communication skills training. So although Health Canada's advice is 

that curricula should include ski11 building within their sexual health education programs, 

the findings fiom this study support previous reports that adolescents are still rarely given 

any formal training to develop these communication skiIls (Troth & Peterson, 2000). 

Sexual health educators might ideally give young women skill-building exercises that 

involve practicing in articulating sema1 health issues before they find themselves in a 

position where they need to talk about it. 

The reported deficiencies in informal sexualitv education 

Secondly, participants reported that their informal sexuality education was also 

ves, limited. Since most of the participants reported not receiving the necessary 

information within the school system, they oflen relied on asking their peers, a source 

that has been repeatedly noted as often providing misinformation (Moore & Davidson, 

1999). In addition, many of the participants reported seeking out the information 

themselves, often refemng to magazines, books and the intemet. The use of the internet 

is especially risky in view of the lack of quality control which applies to the conduct of 

many web pages (Flowers-Coulson et al., 2000). Occasionally, participants reported 



relying on their parents to  provide sexual health related education. These people, 

however, ofien reported that their parents were not comfortable having such discussions 

with them. This is not surprising because parents are not often provided with parent 

sexuality education (Berne, Patton, Milton, Hunt, Wright, Peppard & Dodd, 2000) and 

according to Klein and Gordon (1992) oflen do not have extensive knowledge themselves 

(as cited in Berne et al., 2000). 

Consistent with the findings of much previous research (Barone & Wiederman, 

1997; Dilorio et al., 2000; Moore & Davidson, 1999; Moore & Davidson, 2000, Troth 

and Peterson, 2000; Whitaker, Miller, May & Levin, 1999), participants in the current 

study who reported growing up in families with open communication about sexuality 

related issues were much more likely to feel comfortable initiating such discussions with 

a potential partner. This observation highlights the important role that parents might play 

in developing the knowledge, skills, attitudes and comfort needed to facilitate HRSC 

between young women and their partners. Evidence and experience would lead us to 

presume that it will take a broad cultural shift in attitudes towards sexuality, such as has 

been evident in sorne Northern European countries, to bring about any widespread shift in 

parents' typical reluctance and discornfort in talking easily and openly about issues of 

substance regarding sexuality. Where such parent-child communication does occur, 

though, there appears to be a real benefit to the "child". 

Gender differences of those who t p i c a l l ~  take responsibility for sexual health 

Thirdly, there was evidence of significant gender differences with respect to who 

typically took responsibility for sexual health within the participants' relationships. 

Although previous research has indicated that men tend to provide condoms (Carter et al., 



1999; Hillier, 1998; Mitchell and Wellings, 19971, many of the female participants in this 

study reported purchasing and providing condoms in addition to initiating their use. 

Furthermore, a recent study by Carter et al., (1999) also found that women tended to 

initiate condom use. They concluded that the male college students in their study played 

"a more reactive role in the negotiation of condom use, waiting for their partner to initiate 

condom use7' (p.223). It is unclear, then, if the participants in this current s ~ d y  are 

evidence of a changing trend in who provides condoms in relationships, or if this finding 

is reflective of a sample bias. An analysis of Canadian women's contraceptive trends 

fiom 1984-1 998 found that condom use as a method of contraception had increased fiom 

6.2% in 1984 to 21% in 1998 (Fisher, Boroditsky & Bridges, 1999). This change might 

be a result of the increasing emphasis now being placed on using condoms to protect 

against STI/HrV transmission. It is possible that women are realizing that it is essential 

that they be prepared in case their partner is not. They have decided to have their own 

condoms available. This possible change in who provides the condoms rnight be a 

worthwhile topic to explore in a subsequent study. Why is it that women are cornfortable 

providing condoms and initiating their use but are not comfortable with HRSC? The 

answer may be that they are not wmfortable canying condoms but are more motivated to 

use them (due to their cornmitment to not becoming pregnant) than to initiate sema1 

health related discussions with their partner. The findings from this study support the 

view that these young women are not motivated to have such discussions because they 

are not aware of the purpose or necessity of HRSC and many of them are more fearful of 

damaging their relationship than of contracting an STI. 



Very few participants reported that their partners asked them any questions about 

sexual health issues pnor to intercourse. This supports previous findings by Catania et ai. 

(in press), that higher rates of HRSC were related to being female and Lear (1995) who 

found that men did not tend to ask questions about their partner's sexual history. Some 

of the participants reported that their partner would discuss general sexuality issues but 

not sexual health specifically. This is evidence of the gender differences identified in 

previous studies that found that men are significantly less comforîable than women with 

safer sexual activities such as asking their partner about her sexual history (Elammer et 

al., 1996; Jadack, Hyde & Keller, 1995; Lear, 1995; Troth & Peterson, 2000; Welch 

Cline et al., 1992). This might be a result of society's attitudes that emphasize the need 

for women to protect themselves fiom an unwanted pregnancy, HTV and other STIs and 

the regular inclusion of intemal examinations during their annual physicals. Ail of these 

factors seem to make young women much more aware (and seemingly concerned) about 

their sexual health. It is important to note that women are faced with an additional 

challenge when negotiating condom use, namely the need for them to get theirpmtner to 

use a condom. As Catania et al. (in press) state, "In the context of AIDS, women are told 

that they should protect themselves when having penetrative sex, even though men 

control the means of protection" (p.30). In this study, the men's reported behaviours 

showed no indication of their taking any responsibility for their sexual health. It appears 

that young men need to be educated about their role in ensuring that their sexual 

encounters are not placing thern at risk. 



The influence of 'immediate' implications rather than the 'less immediate' ones 

Fourthly, many of the participants reported being scared of the immediate, 

possibly negative, implications of HRSC (such as, fear of ruining the relationship, 

embarrassment and his perception of her changing), rather than the less immediate 

benefits of having such discussions. These findings are supported by numerous studies 

(Buyess & Ickes, 1999; Galligan & Terry, 1993), including a recent study by Fay and 

Yanoff (2000) that found that ". . . teens seemed more fearful of embarrassment fiom 

taiking about sex with a partner than they were fearful of STDs and pregnancy" (p. 1 72). 

This supports our previous argument that researchers cannot study HRSC, which 

inevitably involves sexual self-disclosure, without considering the fears often associated 

with such disclosure. The participants in this study reported that their fear was magnified 

within the context of a new sexual relationship. The participants who were able to have 

such discussions seerned more self-confident and less concerned about the possible 

negative implications of discussing sema1 health issues with a partner than those who 

were unable to engage in such talk. This is not surpnsing considering Herold & Way's 

(1988) findings that young women with higher self-esteem are more likely to  sexually 

self-disclose to a partner because they felt more confident in themselves and are 

seemingly less concerned about losing the relationship. 

The participants also fkequently mentioned their fear of ruining the spontaneity 

and romance that they associated with their new sexual relationship. In accordance with 

the social exchange theory (Roloff, 1981), potential negative implications (relational and 

personal) of HRSC pnor to intercourse seemed to be more influential than their f e u s  of 

contracting an STI. 



The influence of a vounp; woman's Dartner on HRSC 

Fifthly, this midy made it very clear that we cannot understand HRSC, or more 

specifically, the negotiation of heaith protective behaviours such as condom use without 

considering how a young women's partner influences this process. One-way discussions 

do little to increase one's knowledge about a partner's sema1 heaIth. An active 

discussion (fiorn both parties involved) is necessary but was often reported to be a 

challenging thing to facilitate with young men. Consistent with previous research 

findings (DiIorio et al., 2000; Herold & Way, 1988), participants noted that partners who 

are willing and cornfortable discussing sexual health issues were perceived to facilitate 

such communication by increasing their cornfort and confidence in having such 

discussions. Very few participants, however, reported having a partner who made them 

feel this way. 

The role that the interviews had on challengina some of the identified barriers 

Finally, throughout the interviews, many of the participants noted how they had 

never had a conversation, nor thought about many of the issues that we discussed. 

Several of these participants commented on how the discussion that took place during the 

interview made them more aware of the importance of HRSC and the risks that they have 

taken by not having such discussions with their partners. It seemed as though many of 

them just needed the time to talk about, articulate and reflect on the communication 

process. They ofien left the interview seemingly more confident and rnotivated to have 

such discussions. It is unknown, and probably unlikely, that this discussion had a lasting 

influence on their behaviours but none-the-less this self-reflection process raises an 

interesting question: 1s this what is missing from sexual health programs? These findings 



might provide some insight into something that is lacking in young women's education 

and upbringing - an opportunity to tdk about HRSC and to actively think about it. 

Simply being told that you should t a k  about sexual health issues with your partner does 

not involve the active participation and thought that such a discussion elicits. It would 'De 

interesting to examine if such a forum does in fact increase confidence and awareness 

about the importance of having these discussions and result in an increase in HRSC 

occumng within the context of new relationships. 

These six key findings have helped identify areas where program development, 

curriculum changes and widespread changes in attitudes towards sexuality, and more 

specifically sema1 communication, are needed. 

StratePies Reoortedly Used to Initiate HRSC with a Potential Partner 

The findings from this study provided little additional insight into the strategies 

that young women used to initiate sexual health related discussions. This does not appear 

to be a result of the questions asked during the interview but rather a result of the lack of 

HRSC that occumed in the participants' sexual relationships prior to intercourse. Among 

those who knew that it was important to have these discussions, most of them reported 

that they did not know how to bnng such issues up with their partner. This finding, in 

itself, provides some insight into the lack of strategies available to these young women 

and a possible understanding of why they report not having these discussions. 

There were a few participants, however, who did use particular strategies to help 

initiate HRSC. Some of the participants reported using games, bringing up an issue 

within the context of their peers, and joking around about sex in general in order to lead 

the discussion to more serious, persona1 issues. More fiequently cited were strategies 



that involved planning discussions and practicing articulating themselves, although they 

fiequently stated that this planning was not very helpful and that they ended up asking 

their partner directiy. Edgar et a l 3  study (1992) found similar uses of direct strategies to 

initiate such discussion. This is surprising if we consider that questions about sexual 

health are typically characterized by ambiguity and indirectness (Metts & Fitzpatrick, 

1992; Pliskin, 1997). It is worthwhile to point out that for many of the participants, direct 

strategies were not their approach of choice but rather what they used when their other 

strategies did not successfully facilitate HRSC. 

It is evident fiorn the participants who did (and did not) report using strategies to 

initiate HRSC, that there is a need for educators to implement some role playing 

exercises that give young women a forum to practice articulating themselves and develop 

effective, realistic strategies that they can use to initiate such discussions. Such a forum 

should be made available to men as weI1 because otherwise we continue to give women 

the message that this is their responsibility. 

The Trickle Effect 

It is difficult, if not impossible, to explore and understand sexuality without taking 

into consideration the role of the dominant values and beliefs that pervade the culture. 

The researcher did not expect that she would be able to explore this phenornenon without 

taking into consideration social influences, including the sexual scripts that guide young 

wornen's behaviours. The clear emergence of societal influences as the 'core category' 

was not a preconceived idea or expectation of the researcher but rather something that 

was repeatedly referred to (ofken indirectly) in the narratives of the young women's 

experiences discussing sexual health issues with a new partner pnor to intercourse. The 



researcher was impressed by the magnitude of this influence and the fact that each one of 

the ten categories that emerged fiom the data analysis was grounded within societal 

attitudes about sexuality, relationships and sexual communication. Most oflen, the 

participants discussed how these various categories were influenced by their upbringing 

and education. This was then taken one step further because the way we, as individuals 

in a localized community, are educated and socialized about sexuality is influenced by 

broader societal influences about sexuality. The construct of a 'trickle effect' seems to 

represent this process. 

Other sexuality researchers studying sexual communication have noted the power 

of societal influences on the communication process and the possible negative 

implications of these intluences (Pliskin, 1997; Catania et al., in press). As Pliskin 

"It is easier to have sex than to talk about it. The difficulty of talking 
about sex is a cultural issue. The subject is fiaught with emotions 
and laden with social and physical irnagery. It is also burdened by 
taboos.. . Unfortunately, the cultural difficulties surrounding the 
discussion and negotiation o f  sexual interaction are related to 
practices that engender risky sexual behaviour that can result in, 
among other things, contracting a sexually transmitted disease 
(STD), which could prove fatal in the era of AiDS" (p.89). 

This study further developed Our understanding of societal influences on sorne of the 

specific factors that have been identified as barriers and facilitators to the communication 

process. Although small changes at the micro level can have influences on macro level 

influences, such as educational policies, it is unlikely that widespread changes in societaI 

attitudes, values and beliefs will occur. Therefore, we need to focus on how we c m  

work, within this culture, to try to develop the attitudes and skills necessary to facilitate 

HRSC within relationships and more specifically prior to intercourse. How can we 



expect couples to discuss sema1 health issues with a potential partner when they have 

been brought up in a community that does not approve, nor encourage, open discussions 

about sexuality-related issues - a community that does not teach them what to Say, how to 

say it or when to Say it? The community, itself, needs to take some responsibility for its 

role in influencing the HRSC that occurs within sexual relationships. 

Future studies that want to fbrther explore this substantive theory of HRSC might 

explore how different social attitudes influence the HRSC occumng within sexual 

reiationships. This could involve conducting a comparative study of individuals raised in 

a social context that is not open and willing to talk about a range of sexuality issues 

(some would Say a more conservative attitude) versus individuals raised in a social 

context that is open to discussing a full range of sexuality issues (those with a more 

liberal attitude). For example, a study could compare individuals raised in traditionally 

more conservative rural areas of Canada with those raised in areas with more typically 

open attitudes, such as Our larger, metropohtan cities. Are there differences in the extent 

of the HRSC occumng in these two cohorts? If so, these findings may be evidence that 

societal attitudes do in fact have a 'trickle effect' into the HRSC occumng in sema1 

relationships. On a larger scale, researchers should venture beyond North America to 

explore HRSC in societies with very open attitudes towards talking about sexvality (Le. 

Denmark, Sweden) and societies with very little openness (Czechoslovakia and the 

former Soviet Union) (Friedman, 1992), to see if in fact differing societal attitudes about 

sexuality, relationships and sexual communication have widespread influence on the 

HRSC occurring prior to intercourse. 



Limitations of this Studv 

It is important to note the limitations of this study. As is inevitably the case with 

qualitative studies with modest sample size, wide scale generalizations cannot be made 

about the findings from this study. In addition to the small sample size, the participants 

were heterosexual, predorninately white, female undergraduate students attending one 

specific Canadian university. Furthermore, the participants cannot be considered 

representative of the diversity in HRSC experiences. Due to the nature of the study, the 

researcher believes that the participants in this study are probably more comfortable and 

confident in discussing sexuality issues than are the majority of their peers. This was 

supported by their frequent reference to themselves as the 'person most comfortable 

talking about sex within their peer group' and the fact that they volunteered to discuss 

HRSC with the researcher. According to Bennet & Bozionelos (2000), "Individuals who 

are inclined to provide information about such a subject may differ in their attitudes and 

beliefs toward sexual behaviour, and in turn to practising safer sex, fiom those who are 

not inclined to do son (p.3 11). Although initially perceived to be a limitation of the 

sample, this is actually a very interesting part of the findings due to the lack of HRSC 

occumng in their relationships even though they were comfortable enough to talk to the 

researcher about such issues. 

Contrary to much of the previous research (Catania et al., in press; Freimuth et al., 

1992; Kelly, 1993; MacDonald et al., 1990; Williams et al., 1992), dmgs and alcohol 

reponedly had minimal influence on the communication process. This appeared to be 

related to the lack of excessive consumption by the participants pnor to intercourse, 

rather than the lack of influence. The fact that the participants in this study reported very 



little drug/alcohol use might be a reflection of the types of people who volunteered to 

participate in this study. Most of the participants were obviously not ashamed or 

embarrassed about their most recent sema1 experience and, more fiequently than would 

have been expected, reported being in some sort of established relationship pior to first 

intercourse. 

The use of the participants' narratives resulted in the data being limited to issues 

and topics that the participants reported, tapping in on things within their awareness. We 

must also acknowledge that the use of retrospective self-reports can be infiuenced by 

many forms of bias including recall bias and social desirability bias. This concem was 

significantly reduced when follow-up discussions with the participants, many months 

afier the initial interview, revealed that there was consistency in their stories over time. 

Due to the interactive nature of HRSC, it would have been beneficial to hear their 

partnet's perception of the HRSC that occurred pnor to intercourse and how it was 

similar andor different fiom the participant's account. 

It is also important to note that this study was limited to explorhg verbal 

communication. Although non-verbal communication is ofien used to negotiate condom 

use, we were interested in the specific discussions occurring prior to intercourse because 

it is fiom these discussions that individuals are able to obtain sexual heaIth information 

from their partners. 

As a qualitative researcher it is important to acknowledge and speculate how 

one's knowledge, values and beliefs might have influenced the theory development. As a 

young woman, with many demographic similarities to the participants, the researcher 

often felt as though she 'understood' these young women's experiences. Sometimes 



these assumptions of understanding resulted in her not asking questions, that would have 

forced the participants to state their feelings more explicitly, which might have been 

significantly different than the researcher's understanding of the same phenomenon. In 

addition, the researcher's initial lack of experience in conducting i n t e ~ e w s  was a 

limitation of the study. In the initial interviews she struggled to establish rapport with the 

participants yet maintain enough distance to not share her own opinions by indicating 

agreement and support of the participants' ideas and experiences. The process of 

transcribing the interviews gave her the opportunity to recognize, reflect on and work 

towards improving her interviewing style during subsequent interviews. 

Future Directions 

It would be a valuable contribution to the literature to replicate this study with 

young men. Very little is known about men's sexual experience in general (O'Connor, 

2000), and more specifically their experience with HRSC (Lear, 1995). In addition to 

addressing a gap in the literature, the findings fiom such a study would provide insight 

into the perceived barriers and facilitators to HRSC that men report experiencing. Are 

they different or similar to those identified by young women? Do young men not initiate 

such discussions because they are scared of being perceived as being a 'typical guy who 

just wants sexy? Do men support young women's belief that they do not take 

responsibility for sexual health in their relationships? If there is a discrepancy in their 

accounts; why do young women feel as though the responsibility is lefi up to them? The 

findings fiom such a study would enable researchers to study couples more effectively 

because they would have at the foundation of their work an understanding of women and 

men' s experiences with HRSC . 



To date, the research in this area has not specifically addressed individuals' 

attitudes towards the importance and need to have such discussions with a partner. The 

findings from this study raise an important question. 1s it possible that in some cases 

these discussions are not occurring because the individuals do not realize the importance 

or purpose of having them rather than the challenges associated with the communication 

process? Future research shodd address, more specifically, participants' attitudes 

towards the perceived importance and need of having these discussions. 

The majority of research on HRSC has explored it within a university population. 

Researchers need to venture beyond this sample, to other populations that are equally (if 

not more) challenged by such discussions and faced with equal sexual health risks. We 

cannot assume that university educated students7 experiences are reflective of the general 

population as they have been noted as being more able to have such discussions than 

other, potentially less educated individuals (Lewis et al., 1992). 

Future research should also explore HRSC in queer populations. Are there 

different perceived barriers and facilitators for those of different sexual orientations? 

How do the gender differences in these relationships (male-male, female-fernale) 

influence HRSC and the strategies used to initiate such discussions? 

The exploration of ethnic differences in HRSC would also be an interesting, and 

worthwhile area of study. Catania et al. (in press) found that Afncan Americans are more 

likely to be skilled communicators compared to Whites aiid Latinos. Further, possibly 

qualitative work in this area might provide some insight about how different ethnic 

backgrounds facilitate the development of the skills and attitudes necessary to have such 

discussions. In addition, fùture studies might well address, more specifically, some of the 



categones that emerged ffom this study as perceived infiuences on the communication 

process. 

Conclusion 

In addition to addressing the need for more qualitative research in this area, the 

findings fiom this study provided a different level of confirmation of the findings fiom 

previous quantitative studies (Buyess & Ickes, 1999;Gailigan & Terry, 1993 ; Hocking et 

al., 1999). At the same time it provides a means to elaborate and offer a potentially more 

real understanding of this communication process. The persona1 accounts used in this 

study have helped further inform the curent  literature about potential reasons why young 

women report so little (if any) HRSC occumng in their sexual relationships. The 

findings have also provided insights that will be helpful for educators who are attempting 

to develop more effective ways of fostenng the skills necessary to facilitate HRSC, and 

for the development of more complete models andfor theories conceming the factors 

influencing health protective behaviours, such as condom use. 

Before we can expect STI and teenage pregnancy rates to decrease, we need to 

reflect on how we, as a community, or indeed as a nation, are fbelling the ignorance 

towards the importance (and necessity) of HRSC. On the basis of the findings in this 

study, we appear to be failing dismally in enabling the nation's young people to know 

why HRSC is important and how it may protea their sexual health, their fertility, and in 

the extreme, their lives. 
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Appendix A 

ANNOUNCEMENT TO CLASS 

Hi! My name is Jennifer Cleary. 1 am a graduate student in the Department of Farnily 
Relations and Apptied Nutrition here at the university. 1 am doing research on health 
related sexual communication. In particular, 1 am exploring some of the communication 
that occurs between female undergraduate students and their partners, pnor to their first 
sexual encounter with a new partner. A major purpose of this study is to improve on the 
information and education prograrns which help young adults to achieve sexual health 
and safety. 

1 am here today to invite female volunteers to participate in a persona1 confidential, in- 
depth interview. The inteMews will be scheduled to take place during the fa11 semester 
(October - November) at a time of your own choosing. This commitment wili involve 
completing a brief ( 3 4  minute) questionnaire and an individual interview that will take 
about 30 minutes. For scientific reasons, and especially to limit the scope of this study, 
there are some inclusion criteria that we have to meet. Participants must: 

O be female, 
O heterosexual, 
O undergraduate shident, 
O bom in Canada, and 
O have had a NEW sexual partner within the past year. 

Those who complete the interview will be entered into a random draw and will have a 
chance to win one of three prizes: 1' pnze = $80.00,2"d pnze = $50.00 and 3" prize = 
$30.00. There will be no more than 30 students chosen for the study, so the odds of being 
a winner are pretty good. 

1 would like to make it very clear that al1 communication with me will be confidential. 
Participants will not be required to  provide any identiQing information. At no point will 
participants' responses on the questionnaire or the interview transcnpts be linked to any 
persona1 identiQing information. In fact, you are quite welcome to use a fictitious name 
throughout any contact you have with me. 

If you are interested in participating in this study, or would like some more information 
about it, please pick up an information letter on your way out of class. This letter will 
provide you with al1 of the necessary information about the study and how you can get 
involved. 

1 will be available afier class to answer any questions. 1 would really appreciate your 
help and suspect that you might find this an interesting and worthwhile experience. 

Thank You! 



Appendix B 

ANNOUNCEMENTS TO DISTANCE EDUCATION SEXUALITY A N D  HUMAN 
DEVELOPMENT COURSES 

Subject: Participants Needed to Take Part in Semal Communication Study 

Hi! My name is Jennifer Cleary. 1 am a graduate student in the Department of Family 
Relations and Applied Nutrition and one of the TA'S for this course. 1 am doing research 
on health related sexual communication. In particular, 1 am exploring some of the 
communication that occurs between female undergraduate students and their partners, 
prior to their first sexual encounter with a new partner. A major purpose of this study is 
to improve on the information and education programs which help young adults to 
achieve sexual health and safety. 

Due to your obvious interest in the area of human sexuality, 1 am wondering if any of the 
young women in the class would be interested in participating in a personal confidential, 
in-depth interview? The interviews will be scheduled to take place during the Winter 
semester (January- February) at a time of your own choosing. This cornmitment will 
involve completing a brief (3-4 minute) questionnaire and an individual interview that 
will take about 30 minutes. For scientific reasons, and especially to  limit the scope of 
this study, there are some inclusion critena that we have to meet. Participants must: 

O be female, 
O heterosexual, 
O undergraduate student, 
O bom in Canada, and 
O have had a NEW sexual partner within the past year. 

Those who complete the interview will be entered into a random draw and will have a 
chance to win one of  three prizes: la prize = $80.00, 2nd prize = $50.00 and 3rd prke = 

$30.00. There will be no more than 30 students chosen for the study, so the odds of being 
a winner are pretty good. 

I would like to make it very clear that al1 communication with me will be confidential. 
Participants will not be required to provide any identifying information. At no point will 
participants' responses on the questionnaire or the i n t e ~ e w  transcripts be linked to any 
persona1 identieing information. In fact, you are quite welcome to use a fictitious name 
throughout any contact you have with me. 

Ifyou are interested in participating in this study, or  would like some more information 
about it, please e-mail me at jlcleary@uoauelph.ca &ou can use the icon ' Jennifer' on the 
lefi hand column) or cal1 me at 766-1052. 

Please don? hesitate to  contact me if you have any questions about the study andor your 
eligibility to participate. 1 would really appreciate your help and suspect that you might 
find this an interesting and worthwhile expenence. Thank You! Jennifer O 



1 am copying below an invitation for you to volunteer to participate in a research study 
being undertaken by a Graduate Student in my department. 1, of course, will have no 
knowledge if you choose to participate or not, but it IS a university policy to engage 
undergraduate students in research wherever we reasonably cm. Here is a chance for you 
to learn something quite directly, about research in our field. Do consider offering to take 
part.. . . . . . . 

Subject: Participants Needed to Take Part in Sexual Communication Study 

Hi! My name is Jennifer Cleary and 1 am a graduate student in the Department of Family 
Relations and Applied Nutrition. 1 am doing research on heaith related sexual 
communication. In particular, 1 am exploring some of the communication that occurs 
between female undergraduate students and their partners, prior to their first sexual 
encounter with a new partner. A major purpose of this study is to improve on the 
information and education progarns which help young adults to achieve sexual health 
and safety . 

1 am wondering if any of the young women in the class would be interested in 
participating in this study through a personal and codidential, in-depth interview? The 
interviews will be scheduled to take place over January- February at a time of your own 
choosing. This commitment will involve completing a brief (3-4 minute) questionnaire 
and an individual interview that will take about 30-40 minutes. For scientific reasons, 
and especially to limit the scope of this study, there are some inclusion criteria that we 
have to meet. Participants must : be female, heterosexual, undergraduate student, born in 
Canada, and have had a NEW (not necessarily the first) sexual partner within the past 
year. You will also need to be available to participate in this persona1 interview here in 
Guelph. 

Those who cumplete the interview will be entered into a random draw and will have a 
chance to win one of three prizes: 1st prize = $80.0072nd prize =$50.00 and 3rd prize = 
$30.00. There will be no more than 30 students chosen for the study, so the odds of being 
a winner are pretty good. 

1 would like to make it very clear that al1 communication with me will be fiilly 
c ~ ~ d e n t i a l .  Participants will not be required to provide any identifying information. At 
no point will participants' responses on the questionnaire or the interview transcripts be 
linked to any personal identiQing information. In fact, you are quite welcome, should 
you wish, to use a fictitious name throughout any contact you have with me. 

If you are interested in participating in this study, or would like some more information 
about it, please e-mail me at jlcleary@uoguelph.ca or cal1 me at 766-1052. Please don't 
hesitate to contact me if you have any questions about the study andor your eligibility to 
participate. 1 would really appreciate your help and, given the experience of participants 
to date, anticipate that you will likely find this an interesting and worthwhile experience. 
Thank You! - Jennifer 



Appendix C 

QUESTTONNAIRE 

Participant Number: 

SEXUAL COMMUNICATION QUESTIONNAIRE 

INSTRUCTIONS 

1. Do NOT write your name or student identification number on the 
questionnaire. 

2. Please circle your answer to each question on the questionnaire. 

3. Please answer each question as accurately as possible refemng to the way 
your expenence unfolded and not how you rnight have wished it had unfolded 
- thank you! 

4. The questionnaire should take only 4-5 minutes to complete. 

**Please note that vour participation in this studv is vo lun tq  and that you may 
withdraw tiom the study at mv   oint. ** 

1 appreciate your taking the time to cornplete the questionnaire. 
Thank You O 



PZease respond to the following questions by circling the answer that rnost 
accuratefy describesyou ut this tirne. 

1. Gender: male femaie (circle one) 

2. Were you born in Canada? 

Yes No (circle one) 
If no, how long have you lived here? 

3.  Age: years (please print your age clearly) 

4. What program are you currently enrolled in? 

B.A. BSC- B.ASc. B-Comm- B-Sc.(Agr-) 

B.Sc. (Eng) B-Sc. (Env.) D.V.M. Other: 

5 .  What year of study (full-tirne equivalent) are you currently enrolled in? 

year znd year Yd year 4Lh year 
Other: 

6. Have you ever had sex (sema1 intercourse in which the penis penetrated the 
vagina or anus)? 

Yes No 

7. Whorn do you have sex with? 
(1) Only men 
(2) Mostly men 
(3) Men and women 
(4) Mostly Women 
(5) Only women 

9. How oflen do you use a condom when you have sexual intercourse? 

Always Almost Always Sometimes Never 

10. Are you worried about contracting a sexually transmitted disease (STD)? 

Ves, Womed Womed Slightly Womed Not at dl Worried 

1 1. Have you had sexual intercourse with a NEW sexual partner within the past 
12 months (since October, 1999)? 

Yes No 



Appendix D 

MEASURES USED IN TEOZ PRELIlMINARY ANALYSIS 

Heaith Protective Communication Scale CHPSC) 

Following each statement, please indzcate if that happened with your most recenl sexual 
partner prior to your first occasion of intercourse by circling the appropriate answer. 

1. You asked your newlcurrent partner how he felt about using condoms 
before you had sexual intercourse. 

No Yes 

2. You asked your newlcurrent partner about the number of past sex partners he 
had before he had intercourse with you. 

No Yes 

3. You told your newkurrent partner that you wouldn't have sexual intercourse 
unless you used a condom. 

No Yes 

The HPSC (Catania, Kegeles & Coates, 1990) scale is a three item, self-report 

scale which, when explorhg experiences with a single partner, has used a yedno measure 

to record the scores (yes = 2 and no = 1, score range 3-6). Overall scores (to a maximum 

of six) are obtained by summing across the three items. Higher scores identify those who 

discussed sema1 health issues with their partner prior to intercourse. The items on the 

scale address health protective concems related to safer sex, sexual histones and 

contraceptive use. For the purpose of this study, one of the strengths of this scale is that it 

distinguishes communication that has health protective consequences from sexual 

communication that may be related to enhancement of sexual pleasure (Davis, Yarber, 



Bauserman, Schreer, & Davis, 1998). Previous studies have established that this scale 

has excellent intemal reliability (Cronbach's alpha= -84). 

For Our participants, the average score on this measure was 5.2 out of 6 .  This 

finding is in stark contrast to the minimal HRSC which was revealed in the qualitative 

analysis of the participants' narratives. 

Measure of the oartici~ants re~orted ease or difficulty discussine. sexual issues 

1. How easy/difficult do you find it to discuss sexual issues with a potential 
partner prior to sexual intercourse? 

I 2 3 4 5 
Extremely Easy Easy Neither Easy Dificult Very Difficult 

nor Difficult 

The second measure, which recorded the reported ease or dificulty in 

communicating with a potential partner about sexual issues, was developed for the 

purpose of this study. A 5-point Likert scale (1= extremely easy and 5= extremely 

dificult) was used. No independent reliability data is available. 

For our participants, the average score on this measure was 2.1 out of 5 and the 

range of scores was fiom 1-3. These results indicate that none of participants 

acknowledged experiencing any difficulty discussing sexual issues with a potential 

partner pnor to sexual intercourse. Once again, this finding is in direct contradiction to 

the findings that emerged through the in-depth interviews. 



Appendix E 

INFORMATIONLWQUEST FOR VOLUNTEERS 
TO PARTTCIPATE IN PILOT STUDY 

Hi! 

My name is Jennifer Cleary. 1 am a graduate student in the Department of Family 
Relations and Applied Nutrition here at the university. 1 am doing research on health 
related sexual communication. In particular, 1 am exploring the health related sexual 
communication that occurs between female undergraduate students and their partners 
prior to their first sexuat encounter. The findings fiom research such as this are expected 
to help people working in the field of  sexual health to develop more effective safer sex 
information and education programs. 

My study will have two parts: 

1. A brief questionnaire (taking 4 or 5 minutes), and.. . 
II. A more in depth persona1 interview (taking around 30 to perhaps 40 minutes). 

Pnor to beginning my study 1 need to pilot test, first, the questionnaire and then 
subsequently, the interview, in order to get constructive feedback about both components 
of my study before beginning my research. Partici~ants in the pilot s tud~  will not be 
reauired to provide anv identifking information. 

I hope that you will be able to provide me with some constructive feedback about 
the enclosed questionnaire. Please note any questions or comments that you have about 
the questionnaire on the Feedback Form, or directly on the questionnaire itself. Ifyou 
choose to record your comments on the questionnaire, then please ensure that you have 
clearly marked exactly which part of the questionnaire you are referring to. Please pay 
special attention to the following details: 

3 Are the questions easy to understand? 
P Are the directions clear and easy to read? 
P 1s the questionnaire well designed and easy to follow? 

When you have completed the questionnaire please put it in the pre-addressed 
envelope and place it in the campus mail. 1 would really appreciate it if you would be 
able to return it to me within the next c o u ~ l e  of days. 

Ifyou are interested in helping mey fùrther, in pilot testing my interview 
questions, please complete the information below and I will contact you within the next 
couple of days to schedule an appointment to meet. 1 anticipate that the interview will 
take approximately 30-40 minutes of your time. 

1 am interessted in participating in the pilot study of the interview 
Please continue tu the next page ... 



Contact name (you do not need to provide your red name): 

Contact information (please provide phone number, e-mail address or some other means 
of contact): 

If you have any questions or concerns, please do not hesitate to contact me, 
Jemifer Cleary (jlcIeq@,uoeuefph.ca) or  Dr. Richard Barharn (my Advisor) at (5 19) 
824-4120 extension 241 9, (rbarham@uoguelph.ca), Department of Family Relations and 
Applied Nutrition at the University of Guelph. 

Thank you for taking the time to  read this letter and for your participation if you 
agree to take part. My guess is that you will find this an interesting, and perhaps even 
worthwhile experience. 

Jennifer Cleary, M. Sc Candidate 
Department of Family Relations and Applied Nutrition 
University of Guelph 
Box #7 

Would you like to receive a copy of the research findings once the study has been 
completed? 

Yes No 

If so, please provide an e-mail or mailing address that you expect to be valid in July 
2001(you do not need to use your reai name): 



Appendix F 

INTERVIEW PARTICIPANT 
INFORMATIONKONSENT FORM 

Thank you very much for volunteenng to participate in my research project. 1 
really appreciate your help and 1 am looking fonvard to talking with you about your 
expenences discussing sema2 health reluted issues with ymr most recent, new sexual 
partner, if indeed you had any such discussions. 1 will be inviting you to talk to me about 
the kinds of things you did talk about which relate to sexual health and safety, and also to 
share your insight into the ease or diEculty you experienced in having any such 
discussions with your partner. The goal of this study is to attempt to develop a better 
understanding of this communication process and more ultimately to reduce sexual health 
risks. 

Participation in this study is complet el y voluntary, confidential, and at your 
choice, can be entirely anonymous. The completed questionnaires and interview 
transcripts will not be able to be linked to any persona1 identifying information. By 
agreeing to participate in the study and completing the interview, you will be entered into 
a random draw and will have a chance to win one of three prizes: ln prize = $80.00, 2nd 
prize = $50.00 and 3d prize = $30.00. You may withdraw fiom the study at any point 
without penalty, even after consent has been given and the interview has started. 

The interviews will be audio taped and transcribed for analysis. The completed 
questionnaires, tapes and transcripts will not contain any identieing information. The 
project director and primary researcher will be the only individuals with access to any 
data. Verbatim quotes may be used in the final report but no identiGing information will 
be included. The audiotapes, questionnaires and transcripts will be kept for three years 
to permit work on scientific publications. Following that period they will be destroyed. 

Thank you for taking the time to read this letter and for your participation if you 
agree to take part. The chances are that you may find the interview both interesting and 
perhaps even personally worthwhile. If you have any questions or concems, please do not 
hesitate to contact me, Jemifer Cleary ~lcle~@uomrelph.ca)  or Dr. Richard Barham 
(Project Director) at (5 19) 824-4 120 extension 24 19, (rbarham@uoguelph.ca), 
Department of Family Relations and Applied Nutrition at the University of Guelph. 

S incerel y, 

Jennifer Cleary, M. Sc. Candidate 
Department of Family Relations and Applied Nutrition 
University of Guelph, Box #7 



1 have obtained adequate information about this research project and 1 agree to participate 
in this study on health related sexual communication. 

Name (print) : Signature: 

Date: 

Would you like to receive a copy of the research findings once the study has been 
completed? 

Yes No 

If so, please provide an e-mail or mailing address that you expect to be valid in July 
2001: 

**PLEASE PUT TKIS COMPLETED CONSENT FORM INTO THE ENVELOPE 
PROVIDED AND SEAL THE ENVELOPE. PLEASE PLACE YOUR ENVELOPE 

IN THE SEALED BOX"" 

Tliank you! 

If you have any questions or concems, please do not hesitate to contact me, Jennifer 
Cleary (jlcleary uormelph.ca) or Dr. Richard Barham (Project Director) at (5 19) 824- 
4 120 extension 24 19, (rbarham@uomielph.ca), Department of Family Relations and 
Applied Nutrition at the University of Guelph. 

Ifthis questionnaire andor interview raise some persona1 issues for you that are of any 
conceni, then please consider contacting Student Health Services at (5 19) 824-4 120 
ext.2131. 



Appendix G 

INTERVIEW QUESTIONS 

Prior to beginning the formal interview the researcher will ask the participant if 

2) They are comfortable with having the interview audio-taped? 
me m s o n  that 1 am raping the interview is thar it allows me fo 

f o m  on our conversations and not take c o n e t  notes. After the 
interview 1 will transcribe the tape. irhis wiZl ensure that I have a record 
of the entire discussion and will allow me to refer back to andreflect on 
our conversation throughmt this research study. 

2) Do you have any concems about this interview that 1 can clear up for 
you before we begin? 

The following questions were asked: 

Can you tell me a little bit about yourself that would help me get to know 
you? (For example: where are you fiom? What program are you in? 
What are your interests and hobbies? ect.. .) 

1 am wondering if you could describe to me the extent of the sexual health 
education that you have received? Would you have any idea about the 
prevalence of chlamydia within your age group? Gonorrhea? 

In general, are you concerned about your sexual health? Have you ever 
had an HIV or STD test? Why or why not? 

How would you describe your relationship with your most recent, new 
sexual partner? 1s there anything else that you c m  tell me that would help 
me understand your relationship with this person? 

i. Were you fiiends before you became romantically involved? 
ii. How long had you known each other? ... 

111. How long did the relationship last? 
iv. How long were you involved with your partner before having 

intercourse for the first t h e ?  

Were you concemed about starting a sexual relationship with this 
individual? Why or why not? Did you ever think about the sexual health 
nsks associated with becoming sexually active with your partner? 

P ior  to having sexual intercourse for the first time, did you discuss any 
sexual health concerns with your partner? If so, what did you discuss? To 
what extent did vou discuss these concerns? 



7) When and where did these discussions take place? At what point in your 
relationship were these sexual health concerns first discussed? Why? 

8) Did you ask your partner if they have ever had and HN or STD test? Why 
or why not? Who initiated the discussion(s)? 

9)  If they inztiated the dis~~ssiun(s): Did you plan ahead of time to discuss 
these concerns with your partner? If so, what was the extent of your 
planning? Did you have a particular strategy that you planned to use to 
trigger the discussion? Have you used this approach with other partners? 
Was it effective? 

10) l f they did mt initiate the discussion(s): Can you explain to me why you 
did net initiate any discussion about sexual health concerns with your 
partner prior to intercourse? 

11) What factors do you think influenced (positively and/or negatively) the 
sexual heaith discussion(s) that occurred within your relationship prior to 
intercourse? Why do you think these factors were influential? 

12) Were there sema1 health concerns that you wanted to discuss with your 
partner but did not do so? What do you think prevented you from having 
these discussions? Can you think of anything that might have made these 
discussions easier for you? 

13) Do you think that the sexual health issues that you discussed with this 
partner prior to intercourse were similar or different fi-om any other 
previous sexual relationships that you have had? Why? 

14) Do you think that your partner's anticipated response influenced in any 
way the sexual health concerns that you discussed with him pnor to 
intercourse? 

15) Do you know if your fiends typically discuss sexual health concems with 
their partners prior to intercourse? in what ways do you think this might 
have influenced the discussions that you had with your partner? 

16) Do you think that alcohol andor dmg use influenced the sexual health 
related discussions that occurred with your partner? 

17) Did you feel that you were able to talk adequately with your partner about 
any of the sexual heaIth concerns that you might have had? 

18) Did you feel cornfortable disclosing persona1 sexual information to your 
partner prior to intercourse? Why or why not? 



19) 1s there anything else that you would like to discuss that might help me 
understand your experience? 

20) What is it that motivated you to participate in the interview? 



Appendix H 

POST ILNTERVIEW FEEDBACK 

The aim of this study is to M e r  explore the role of semai communication in 
influencing semai health protective behaviours. There has been a lot of research that has 
concluded that health related sexud communication positively influences the likelihood 
of individuals' practicing safer sex. However, we don't know a lot about this 
communication process and what differentiates those who successfùlly discuss sexual 
health issues with their partner and those who do not. We hope that this study wiil be 
able to provide some insight into this communication process. Do you have any 
questions or concems that you would like to raise about our discussion? 



Appendix 1 

CODE LIST 

Ability to laugh about challenges of taiking 
about sex 
Ability to say no 
Actual knowledge - somewhat 
Actual lcnowledge - very little 
Age - assumed older partner hows  what he is 
doing 
Age - influence extent of discussions 
Age - influence îhoughts 
Age - older partner did not use condoms 
Age - partner older 
Age - students neai to be able to relate to sex 
educators 
Age - younger less mature about sex 
Age group - low perceived risk 
Age- influences concern (older more concemed) 
Age -Young but felt ready 
Agreement of partner to use condoms 
Alcohol - amount influences discussion 
Aicohol consumption - reason not to have ses 
Aicohol use - don? rernember a lot 
Alcohol use - influenced condom use 
Alcohol use - iduenced total lack of discussion 
AicohoVdrug use - aware of what was going on 
AlcohoVdnig use - did not inauence discussion 
AIcohoVdrug use - made her blunt 
AlcohoVdrug use - makes you want ses 
AlcohoVdmg use - might have influenceù what 
happened 
AicohoVdrug use - wouidn't be in the situation 
othenvise 
AlcohoVdmg use- don? remember what you 
disçussed 
AicohoVdnrgs - lack of use 
AlcohoVdrugs - use 
Anticipating ses -more likely to discuss SHI 
wi th partner 
Artificial feeling of closeness- a e r  sex 
Assumption - partner did not have an STD 
Assumption - partner is on pi11 
Assumption - that pers do not have discussions 
prior 
Assumption - used to evaluate partners se.& 
histoly 
Assumption - Wgin so no wncerns 
Assumption of partner's values (her) 
Assumption that (he) didn't have anythmg to 
worry about (STDs) 
Assumption that partner does not have STD (no 
previous partners) 

Assumption that partner has condoms 
Açsumption that partner is aware of need to wear 
condoms 
Assumption that partner is honest 
Assumption that partner knew what he was 
doing 
Attended Catholic grade school (her) 
Attended public hi@ school 
Attitudes about communication - should be able 
to communicate anything 
Attitudes about discussing # of previous partners 
@rior) - shows partner is interested in her 
Attitudes about discussion pnor (her) - 
important to discuss previous partners that (his) 
partners had 
Attitudes about discussion prior mer) - 
necessary for safety 
Attitudes about discussion prior (her) - there are 
things people should know 
Attitudes about discussions - casier d e r  ses 
Attitudes about discussions (him)- will m v e r  
don't ask 
Attitudes about discussions @rior) - doesn't fit 
in with the atrnosphere 
Attitudes about discussions @rior) - focused on 
evaluating relationship potential 
Attitudes about discussions @rior) - knew that 
discussion(s) were going to take place 
Attitudes about discussions (prior) - necessary- 
won? go into îhings blindly 
Attitudes about discussions (prior) - said 
eveqrthing needed (her) 
Attitudes about discussions @rior) - what do 
they talk about? 
Attitudes about discussions (prier)- anticipated 
that it wodd be airight mer) 
Attitudes about discussions about ses - never 
discussed it before with a partner 
Attitudes about discussions about ses - tough 
subject to discuss 
Attitudes about discussions prior - important 
Attitudes about discussions prior (her) - 
important to discuss previous partners 
Attitudes about discussions prior mer)- 
important to discuss condom use 
Attitudes about discussions prior (him) - will 
talk about it if she initiates the discussion 
Attitudes about sex ed - don't pay attention, too 
Young 



Attitudes about the use of strategies - worked 
well 
Attitudes prior to sex (her) - evaiuaîe if potential 
partner will stick around if something bad 
happem 
Attitudes prior to sex (ber)- concern about new 
sexuai relationship 
Attitudes towards advice fiom sexual health 
nurse- helped 
Attitudes towvards advice fiom sexval hedth 
nurse- wasn't judging me 
Attitudes towards condom use - better safe than 

Attitudes towards condom use - most important 
thing to discuss prior mer) 
Attitudes towards condom use - most people 
don't use hem in long-term relationships 
Attitudes towards condom use - people don't 
cafe 
Attitudes towards condom use - people would 
rather not 
Attitudes towards condom use - rather initiate 
discussion than not have it happen (her) 
Attitudes towards condom use - very important 
Attitudes towards condom use- al1 that is needed 
to protect oneseif fiom STDs and pregnancy 
Attitudes towards condom use- for safety 
reasons 
Attitudes towards condom use- used to protect if 
partner is lying 
Attitudes towards discussing STDs @rior) - 
doubt anyone would be honest 
Attitudes towards discussion (in general) - 
basics are easy 
Attitudes towards discussions - become 
necessary when foresee a sexval relationship 
Attitudes towards discussions (in general) - 
everyone taiks about ses 
Attitudes towards discussions pnor - lack of 
perceived need to know # of partners (her) 
Attitudes towards discussions prior (her) - 
partner knew she wouldn't judge him 
Attitudes towards having ses - very carefid 
Attitudes towards sex ed (re: communication) - 
inform students that it is important to talk 
Attitudes towards sex ed - anonymity (at Health 
Dept) very beneficial to ensure codor t  
discussing SHI 
Attitudes towards sex ed - cheesy stufT 
Attitudes towards ses ed - didn't care 
Attitudes towards sex ed - disnissed it 
Attitudes towards sex ed - informative 
Attitudes towards sex ed - is a joke 
Attitudes towards sex ed - lack of interest 
Attitudes towards sex ed - lack of puts people at 
ri& 

Attitudes towards sex ed - need more education 
Attitudes towards sex ed - need to catch up wvith 
reality 
Attitudes towards sex ed - needs to be 
realistidable to relate 
Attitudes towards ses ed - reatly good to be 
fiinny but informative 
Attitudes towards ses ed (re: communication) - 
need to encourage people to talk 
Attitudes tonards sex ed (re: cornmunication) - 
neais to be age appropriate 
Attitudes towards sex ed (re: communication) - 
would have been helpfiil 
Attitudes towards sex ed- ignore îhem when told 
to abstain 
Attitudes towards sex ed- important not to feel 
like you are k ing  looked down on 
Attitudes towards sex ed- open discussions are 
really important 
Attitudes towards ses ed- people don? listen 
because they know it al1 ffom tv 
Attitudes towards sex ed- very effective to hear 
people's stones 
Attitudes towards ses ed- veq- open atmosphere 
Attitudes towards sex education - not effective 
for her (not personally ready) 
Attitudes towards STDs - not going to happen to 
me 
Attitudes towards STDs- haven't aiways been 
careiùl 
Attitudes towards STDs- needs to be carefd 
Aware of s e . d  health nsks in travelling contehT 
Aware of SH ri& in university population 
Aware STDs are around a lot 
Awareness of pers' behaviours - watching her 
Awareness of se-wal issues 
Awareness of STDs 
Awareness of STDs - not everyone is cIean 
Barrier - 'ses is bad' 
Barrier - acknowledging starting a new 
relationship (her) 
Banier - bad emotional state 
Barrier - k ing  d m &  
Barrier - bring it up out of the blue (no way in) 
Bamer - di£Ferent experience levels (re: rel't) 
Bamer - discussions at onset don't fit into the 
atmosphere 
Bamier - don't feel cornfortable opening up 
Barrier - don't know how to bring it up 
Bamer - don't know the partner well 
Banier - don't know what to say 
Barrier - don? want to be perceived as weird by 
asking so many questions 
Barrier - family upbringing 
Barrier - fear of k ing  judged 
Barrïer - fear of damaging relationship mer) 





Concem about pregnancy 
Concern about SH - a littie bit 
Concern about SH - alleviateci by condom use 
Concern about SHI 
Concem about SHI - always present 'in back of 
mind' 
Concem about SM - not at the forefront at that 
moment 
Concern about SHI - not present in long terrn 
relationships 
Concem abu t  SHI - not present -not having sex 
Concern about SHI - will increase with next 
partner (not onIy one) 
Concern about SHT mer) 
Concem about SHI @rior) 
Concern about starüng a sexuai relationship 
Concem about starting a sexual relationship - 
fear alleviated after discussing his semai history 
Concem about starting se.wal rel't mer) 
Concern about STD - cease after test 
Concern about STDs - always present 
Concem about STDs - most salient 
Concem about STDs (for others) 
Concem about STDs- due to previous scare 
Condom use - fie) did not want to use one 
Condom use - almost always 
Condom use - always 
Condom use - continues prior to STD test 
Condom use - decreases over tirne in 
rela tionship 
Condom use - female told him condom needed 
to be used 
Condom use - fïrst t h e  
Condom use - just doesn't corne up 
Condom use - h e w  it would be used 
Condom use - hck of 
Condom use - hck of (peers) 
Condom use - lack of but didn't let him 
ejaculate inside her 
Condom use - lack of desire to use one mer) 
Condom use - lack of desire to use one (him) 
Condom use - necessary if intimacy is going to 
progress 
Condom use - necessary or won't have ses 
Condom use - not a discussion thing an action 
Condom use - not always 
Condom use - partner adamant about using 
condoms 
Condom use - partner perceived negatively for 
not wanting to use one 
Condom use - partner wanted to use condoms 
Condom use - protection fkom pregnancy 
Condom use - protection from STDs 
Condom use - reason to use 
Condom use - stops after STD test 
Condom use - stops when girl goes on pi11 

Condom use - h u g h o u t  the entire relationship 
Condom use - used with piU 
Condom use - very rare 
Condom use - will always use mer) 
Condom use - with new partner 
Condom use- consistently before on pill 
Condom use- implied 
Condom use- infiuenced by perceived risk 
Condom use- only thing she thinks about at the 
moment 
Condom use -parmer willing to use condom 
Condom use- unies she realiy trusts partner 
Condom use -with people that you don't know 
well 
Condoms - he provided hem 
Condoms - thrown at yoi? at university 
Condoms- male couldn't be bothered to buy 
them 
Confident partner will respond honestiy (her) 
Continued se.- rel't d e r  rel't ended 
Contraceptive responsibility - split cost only 
Cultural influence on farnily's attitudes about ses 
Cultural influence on perceived risk 
Cultures - exposeci to rnany 
Cultures - only have sex with certain races 
Curious about se.wality course material (him) 
Curious person (her) 
Dad - does not get embanassed talking about 
sex 
Dad - fear he will &un boyfriend if he knows 
what is going on 
Dad - no condemning 
Dad - sex is natural 
Dad - very nice relationship with daughter 
Dad - very open 
Dad - would answer questions 
Dad- a little scared to tak to him about sex 
Dating - think about SHI 
Dating - when r d  discussions about ses began 
Desire to discuss previous relationships (her) 
Desire to just have fun 
Desire to know - # of partners - didn't ask 
Desire to know things mer) 
Desire to know things a m )  
Desire to know things about semdity fier) 
Desire to make relationship work 
Desire to please partner 
Desire to talk to partner @rior) about previous 
relationships mer) 
Detaches sex fiom love 
Dif3ïcult to talk about rape (with peers) 
Dficulty discussing partners relationship with 
his daughter 
Difficulty opening up to others (her) 
Difiïculty saying it the way she wants 
DiBEiculty telling partner how to please 



Discussed - our nrst time @rior) 
Discussed condom use @rior) - when obviously 
progressing to this point 
Discussed condom use (them) 
Discussed everything and anything @rior) 
Discussed everything perceived to be necessary 
@rior) 
Discussed his condom use 
Discussed his condom use (pnor) 
Discussed sex - not in personal contel? 
Discussed STD t e h g  @rior) 
Discussing s a  - weirder than general 
discussions 
Discussion - about nurnber of previous partners 
@rior) 
Discussion - extent is mediated by time with 
them 
Discussion - his sexual history (prior) 
Discussion - important to discuss sexual history 
Discussion (after) - about her sexual past 
Discussion @rior) - about sexual history (can 
influence if she says yesho) 
Discussion about condom use @rior) - most 
important 
Discussion about SHI - allow partner to evduate 
ri* 
Discussion about SHI with fnends 
Discussion as friends 
Discussion as fnends - enough information for 
hirn 
Discussion -desire to use condoms @rior) 
Discussion of pregnancy @rior) 
Discussion of pregnancy @rior) - with every 
partner 
Discussion of STDs @rior) 
Discussion with partner - aware of not spoiling 
the mood 
Discussions - about nurnber of previous partners 
Discussions - about number of previous partners 
@rior) 
Discussions - about previous sexual expenences 
Discussions - as fkiends 
Discussions - BC after 
Discussions - corne wiih time 
Discussions - mediated by perceived risk of 
partner 
Discussions - more dificult to t a k  about sex 
than general issues 
Discussions - more judging after sex 
Discussions - not wanting to get pregnant @rior) 
Discussions - previous pregnancy scares @rior) 
Discussions - previous rel't (prior) 
Discussions - sober @rior) 
Discussions - usually 
Discussions (after) - bad idea 

Discussions (after) - not signincantly more 
e-xtensive 
Discussions (after) - nothing new 
Discussions (prior) - provide valuable insight 
Discussions @rior) - with al1 partners 
Discussions @rior) re: feeling nervous about 
setting p r e w t  Oim 
Discussions (with partner) about having sex 
Discussions about feelings (afler) 
Discussions about getting tested (him) 
Discussions about previous sex partners (hm) 
Discussions about previous sex partners (his) 
Discussions about relationship potential @rior) 
Discussions about risks of pregnancy (after) 
Discussions about SHI - get easier over time 
Discussions about SHI - provide insight on 
partners opinions 
Discussions about SHI (afler) - not more 
cornfortable than prior to sex 
Discussions about STD @rior) perceived to be 
important but not discussed 
Discussions about what happened in each of our 
experiences @rior) 
Discussions- k i n g  on BC pi11 (prior) 
Discussions- detailed discussions after ses 
Discussions re: options if pregnant (prior) 
Discussions take place when there is a concern 
Discussions with rnom - wvould be weird mer) 
Discussions with partner - not a hard thing to 
talk about 
Discussions with partner about STDs- need to 
rnake a consciou effort to ask 
Do not think of SHI - when in the act 
Doctor - asked questions re: contraception 
Dnink - lack of desire to use condom mer) 
Educated about importance of talking to a 
partner 
Educated about se.wal positions 
Educated about STDs 
Education about how to use a condom 
Education ceased in grade nine 
Education focused on condoms 
Emotional discussions - not as s c q  (after) 
Established expectations (of relationship) 
Established fnendship - prior to relationship 
Established friendship - tallced exqensively 
Established ground rules @rior) 
Exceptions to normative e.prience 
E.uperience - about the same Ievel of e q  
Experience - can tell others what works 
Exprience - influence concern 
Experience - leam how to communicate 
Experience - less mer) she feels uncomfortable 
E.uperience - less mm) he feels uncomfortabIe 
Ex-perience - l e s  (him) she feels uncomfortable 
Experience - makes you more responsible 



Exqerience - mediates what is discussed 
Expriene - more mer) makes it difficult to 
discuss semai histories 
E.xperience - more mm) makes it difncuit to 
discuss se?nral histories 
Experience - more knowledgeable so easier to 
talk about it 
Expenence - not a big influence on 
communication skills 
E.uperience - number of partners can intunidate 
Partner 
Experience - you know horv it can be 
E.uperience (her) - know how to handle it 
E-uperience mer) - know rvhat to expect 
E-uperience (her) - rnakes it easier to to a 
m e r  
E.xpenence mer) - practice 
Experience mer,)- influences what partner wants 
to discuss 
E.upenence (him) -malces it easier to îaik to 
W'"=r 
Eqerience- can S o m  peers with no experience 
Experience- he had quite a bit less than her 
E ~ ~ h t i o n  of behaviour 
Estensive general discussion with partner 
Facilitator - lots in common 
Facilitator - similar values 
Facilitator - (he) is easy to talk to 
Facilitator - (he) is relaved 
Facilitator - (he) is very open 
Facilitator - (he) is willing to talk 
Facilitator - (she) is very outgoing 
Facilitator - age 
Facilitator - assertive personality characteristics 
Facilitator - king aware of myseif 
Facilitator - king dnink 
Facilitator - brought up to believe it is her right 
to ask 
Facilitator - comfortable asking questions (about 
a~ything) 
Facilitator - confidence 
Facilitator - discussing ses course material 
Facilitator - discussion of other's experiences 
Facilitator - dnink so more open 
Facilitator - established expectations of rel't 
Facilitator - experience 
Facilitator - exposed to a lot of t h g s  
Facilitator - e-xtensive general taIk 
Facilitator - family upbringing (open about 
s e ~ d i t y )  
Facilitator - feeling comfortable 
Facilitator - feeling comfortable (her) 
Facilitator - feeling comfortable with myseif 
Facilitator - good relationship 
Facilitator - individual responsibility 
Facilitator - knowing partrier well (her) 

Facilitator - less committed relationship 
Facilitator - maturity 
Faciliîator - more cornmitted rel't 
Facilitator - no emotional attachent 
Facilitator - overail parboer characteristics 
Facilitator - partner if knowledgeable about sex 
Facilitator - partner's parents openness about sex 
Facilitator - perceived ability to tell each other 
anything 
Facilitator - perceived knowledge of what she 
was talking about 
Facilitator - perceived need to îaik about it 
Facilitator - perceiving that the partner is 
comfortable a n s w e ~ g  
Facilitator - perception that (he) is cairn 
Facilitator - perception that (he) is relaved 
Facilitator - practice expressing oneself in front 
of an audience 
Facilitator - previous conversations about other 
personal things 
Facilitator - previous e.xperiences (self) gave 
something to tdk  about 
Facilitator - really like him 
Facilitator - seeing something on tv 
Facilitator - self-confidence mer) 
Facilitator - senousness of getting pregnant 
Facilitator - she is very outgoing 
Facilitator - talking as fiiends 
Facilitator - willing to 'speak her min& 
Facilitator - willingness to go after what she 
ivants 
Facilitator- (he) is comfortable 
Facilitator- (he) is okay about talking 
Facilitator- ability to talk to peers about SH 
Facilitator- king educated about SHI 
Facilitator- king in relationship 
Facilitator- comfortable with body and semality 
Facilitator- discussing magazine articles 
Facilitator- encouragement of speaking out (in 
general) 
Facilitator- getting used to verbalizing it 
Facilitator- good communication skills 
Facilitator- knowing he cares about her 
Facilitator- knowing partner won? care 
Facilitator- knowing partner won't get upset 
Facilitator- knowving partner won't take offence 
(hW 
Facilitator- not feeling condemned 
Facilitator- relationship got more serious 
Facilitator- same goals 
Facilitator- talk about esciting experiences first 
Facilitator- trusting partner (her) 
Facilitator- willingness to discuss 
Facilitator-howing he won't embarras her 
Fair # of partners mer) 
Family - very open re: sex (her) 



Farnily upbringing - sex not taboo (hh) 
Famiiy upbringing - e.uplaïns her ability to 
discuss sex 
Family upbringing - e.xplains partners ability to 
discuss sex 
Famiiy upbringing - important factor in 
encouraging development of communication 
skius 
Famiiy upbringing - influences how open you 
are 
Family upbringing - sex taboo (her) 
Family upbringùlg (her) - sex not taboo 
Family u p b ~ g i n g  (peers) - sex not talked about 
Fear of being judges by sexual health educators 
Fear of knowing partners # of previous partners 
Fear of losing partner 
Fear of partner getting defensive re: questions 
about past 
Fear of personal reaction to new partner mer) 
Fear partner will think she is ready to have sex if 
she initiates discussions 
Fear that partner (he) will think questions are 
none of her business 
Feel comfortable - what she knows 
Feeling awkward - pressure to be experienced 
Feeling bad - about not having sex 
Feeling caim- re: discussions with m e r  
Feeling comfortable (tallcing to mom) 
Feeling comfortable (talking to parents) 
Feeling comfortable asking partnef questions 
Feeling confident - in ability to articulate mer) 
Feeling embarrassed - about being so dnink 
mer) 
Feeling embarrassed - about se.wal encounter 
Feeling embarrassed - about SH mer) 
Feeling emotional (re: se.xd issues) 
Feeling hurt mer) 
Feeling invincible re: contracting STD 
Feeling less cornfortable ai3er discussions with 
partner @rior) 
Feeling more comfortable discussing SHI - if 
knowledgeable 
Feeling not emotionally ready (for sex) 
Feeling not proud - about casual sex 
Feeling of attachrnent - influences extent of 
discussion 
Feeling of certainty re: STD status - no test 
Feeiing of closeness - after having sex 
Feeling of concem about not using condoms - 
when relationship starts to go bad 
Feeling of control mer) 
Feeling of fear - telling him about number of 
previous partners 
Feeling of fear (her) - knowing previous # of 
partners 
Feeling of fear mer) - unable to hancile it 

Feeling of hesitance about discussions with 
partner (about potenriaï pregnancy) 
Feeling of independence - 'own person' 
Feeling of relaxing +ver time about the need to 
use condoms 
Feeiing of uncerîainty (partners concern) 
Feeling of uncerîainty (re STDs) 
Feeling of up tighîness 
Feeling of withdrawuig 
Feeling partner didn't care about her Uust sex) 
Feeling pleases - said everytiung she wanted to 
Feeling prepared - to have discussions 
Feeling prepared - to talk to partner (by asking 
his fiends info first) 
Feeling pressured (to have sex) 
Feeling rejected by previous partner mer) 
Feeling relaxed d u e  to increase in 
communication 
Feeling scared - did not discuss SHI with partner 
prior 
Feeling scared (about STD test) 
Feeling scared- about contracting an STD 
Feeling shocked - sex ed pIay 
Feeling stresseci fier)- when period is late 
Feeling surpriseci - partner initiated discussions 
after 
Feeling thrïlled - about partner king easy to talk 
to 
Feeling unable to ask questions because they are 
fiiends 
Feeling uncertain in ability to articulate fier) 
Feeling uncertain in ability to articulate (ber) - 
with new partner 
Feeling uncomfortable - aRer SSD but before 
partners SSD (hh) 
Feeling uncomfortable - due to number of 
partners in high school 
Feeling uncomfortable - talking to older s e . d  
health nurses 
Feeling uncomfortable (talking to partner) 
Feeling uncomfortable (with sex) 
Feeling uncomfortable about discussions (him- 
prior) 
Feeling uncornfortable watching sex with parents 
Feeling understood 
Feeling unprepared to have sex (1" time) 
Feeling upset (about previous partner) 
Feeling upset mer) 
Feeling weary- partner fiom wrong side of the 
tracks 
Feeling weird - talking about SM with new 
partner (hm) 
Feeling worried - about contracting an STD 
Feelings about ses ed - felt Iost 
Feelings about sex ed - other people knew more 
Feelings of k i n g  scared (about STDs) 



Feelings of fear - discussions (prior to sex) 
won? go well 
Feelings of fear and wony about starting a 
s e . d  relationship aiieviated with discussions 
Feelings of relief - discussion went better than 
anticipated 
Fernale - able to admit wanting sex 
Female - asked al1 the questions 
F e d e  - challenge traditional gender roles 
Female - expects herself to request condom use 
with new partner 
Female - initiates male putting condom on 
Female - provides condoms 
Femde - refuse to have sex if partner won't 
Wear condom 
Fernale - responsible for birlh control 
FemaIe - tells partner they are going to use a 
condom 
Female - voIunteers info re: SM 
Female asked sex educator how to talk about 
SHI with a partner 
Fernale- decides ahead of tirne if she is going to 
have sex 
Female educates partner about male physical 
Female initiated discussion prior- his condom 
use 
Femaie initiated discussion re: pregnancy 
Femaie initiates discussion @rior) - sometirnes 
Femaie initiates discussion (throughout) 
Female initiates discussion pnor - his STD 
testing history 
Female initiates discussion prior - male assumai 
that she wouId (personality) 
Female initiates discussions @rior) 
Fernale initiates discussions @rior) -always 
Female- perceived control over sexual 
relationship 
Femaies - carry condoms 
Femaies - not aii challenge the traditional gender 
roles 
Fernales - very assertive 
Females -an go &er what they want 
Femaie-volunteered info to her pamer (he didn't 
a w  
First relationship 
First relationship - always together 
First relationship - contracted STD 
First relationship - discussions after 
First relationship - doubt about ever having 
same feelings 
First relationship - emotionally intense 
First relationship - feeling of not knowing what 
to e.vpect 
First relationship - lack of discussion 
First relationship - lack of independence 
First relationship - only discussed condom use 

Firsî rehtionship - only discussed condom 
usehirth wntrol 
First relationship - quite safe 
Firsî relationship - total devastation when 
relationship ends 
First relationship intimidateci by older partner 
F i  relationship lack of discussion (prior) 
First time - felt veq cornfortable with partner 
First time - lack of concern about STDs 
First time - male provideci condoms 
First time - should be romantic 
First time - wasi't planned 
First time- extensive discussion prior 
First time- felt ready 
First time- girls very concemeci about SHI 
First tirne- guy wants to get exinence over with 
First time- ver- nervous about it 
Foreign nationality fier) 
Foreign nationality (him) 
Friendship - length pnor to relationship 
Friendsliip 'prepares you' 
Frosh week - semal encounter 
Gender ciifferences - reactions to SSD 
Gender ciifferences in initiating discussions - 
possibly women brïng it up first 
Gender ciifferences in what men and women \vil1 
discuss with their partner 
Gender ciifferences- needs to support chiid 
Gender stereotype - guys don? care 
Gender stereotypes - 'bad female wants sex' 
Girls - understand peers history and stories that 
accompany behaviours 
Girls - very judgrnental mer) 
Goal - partner to enjoy ses 
Guest speakers with AIDS - realize it can 
happen to anybody 
Guest speakers with A I D S -  just one tirne is al1 it 
takes 
Guest speakers with AïDS-makes you realize it 
doesn't just affect gays and dmg dealers 
Guys - don? ask as many questions 
Guys - rarely ask questions 
Health uni& - provide fiee condoms 
Health uni& - rely on to provide condoms 
High school - everyone lcnows everyone's 
Partner 
High school- low perceived risk 
High school- no knowledge of peers with STDs 
High school gym class - semal heaith 
High school- peer got pregnant 
HIV test - had one 
HIV test - have not had one 
HIV test - have not had one (her) 
HIV test - negative results 
MV test - partner had one 
HIV test - partner has not had one 



Home - rurai area 
Home - urban area 
Honest - with potential partners 
Importance of love and affection 
Inability to change pst  behaviours 
Increased discussion if there is a perceived risk 
influence of peers (on fear) - have conûacted 
STDs 
Inform partner about semai history - he &es 
decisions re:sex 
Initiated discussions @rior) - her 
Innocent @artner) 
Jewish school - mention& sex in biblical terms 
Jewish school- no discussion of sex 
ffiowledge - generationai differences 
Knowledge - importance of feeling 
Knowledge (evidence of about STDs) 
Knowledge about sex 
Knowledge about STDs - doesn't always 
infïuence risk 
Lack of discussion with partner (about emotions) 
Lack of clarity of discussions mer) 
Lack of concern (using condoms) 
Lack of concern about pregnancy 
Lack of concern about pregnancy - on piil 
Lack of concern about SHI mer) 
Lack of concern about SHI (him) - after 
knowing about her sexuai past 
Lack of concern about STDs 
Lack of concern about STDs mer) 
Lack of concern about STDs- knew partner well 
Lack of concern prior - one night stand 
Lack of concern prior (wasn't thinking about it) 
Lack of concern re: condom use - parbier also 
wanted to use one 
Lack of desire for iong-term relationship (him) 
Lack of desire to acknowledge partners feelings 
(himl 
Lack of desire to continue discussion 
Lack of desire to have sex 
Lack of desire to know (him) about her p s t  
Lack of desire to talk about previous partners 
mm) 
Lack of desire to talk about sex (him to partner) 
Lack of desire to talk about sex (to dad) 
Lack of desire to talk about sex (to mom) 
Lack of desire to talk about sex (with pariner) - 
unless certain sex was going to happen 
Lack of desire to talk about SHI with partner 
Oiim) 
Lack of detailed discussions (with mom) 
Lack of details re: previous sexual e.uperiences 
Cher) 
Lack of discussion - caught up in romance 
Lack of discussion - personal things @rior) 
Lack of discussion - prevents awhardness 

Lack of discussion (general) with partner 
Lack of discussion (with extendeci family) 
Lack of discussion (with fanily) 
Lack of discussion (with mom) 
Lack of discussion (with partna) 
Lack of discussion (with partner) - before sex 
Lack of discussion (with partner) - result in SH 
cOflSequenceS 
Lack of discussion (with partner) - since ses 
Lack of discussion (with parbier) prior - made 
her decide not to have sex 
Lack of discussion about sex (with partner) - 
before sex 
Lack of discussion ever 
Lack of discussion with mom (more imp. family 
concem) 
Lack of discussion with parents 
Lack of discussion with partrier pnor (about 
prwious rel't) 
Lack of discussion with partner - about previous 
relationships (her) 
Lack of discussion with partner (about condom 
use) - fie) just put it on, he is fine 
Lack of discussion with partner @rior) - kind of 
person he was 
Lack of discussion with partner (pnor) - no time 
Lack of discussion with partner @rior) - 
specificaily about their possible se.W 
relationship 
Lack of discussion with partner @rior)- about 
previous condom use 
Lack of discussion with partner @rior)-about 
options if she gets pregnant 
Lack of discussion with partner about SHI 
Lack of discussion with partner about STDs 
(prier) 
Lack of discussion with partner about STDs and 
SHI 
Lack of discussion with partner about STDs and 
SHI @rior) - just don't think about it 
Lack of discussion with partner pnor - about 
condom use 
Lack of discussion with partner prior (about 
emotions) 
Lack of discussion with partner prior (about 
feelings) 
Lack of education about communication 
Lack of education re: STDs (self) 
Lack of education re: what happens if you 
contract an STD 
Lack of education re: SHI 
Lack of education: about STDs e r s )  
Lack of education: things happeneci 
Lack of e.xpenence -- less responsible 
Lack of feeling scared 
Lack of iürther discussion &er ses 



Lack of knowledge about sex (peers) 
Lack of knowledge about STDs mer) 
Lack of knowledge increases risk 
Lack of knowledge re: partners hîstory 
Lack of knowledge re: transmission of STDs 
(=if) 
Lack of need to taik about SHI - protecting 
oneself 
Lack of need to tak about SHI (both virgins) 
Lack of openness about personal health (him) 
Lack of perceived dii3ïculty discussing 
Lack of perceived knowledge 
Lack of perceived ri& re: STDs 
Lack of perceived risk re: STDs - don? sleep 
around 
Lack of perceived risk re: STDs - invincible 
Lack of =.mai dixlosure to partner - about STD 
that he gave her 
Lack of SSD (hhn) - telIs you something about 
him 
Lack of SSD (him) - tells you something about 
his pst 
Lack of wiliingness to initiate conversations 
(men) 
Lack of wony about partner STD status 
Lack of worry about SHI (both) 
Large number of previous sexual partners (him) 
Lied about age (hh) 
Lied about sexual history @amer) 
Likes to drink 
Location of discussion - after being intimate 
(changed to When discussions occurred - after 
k i n g  intimate) 
Location of discussions - alone 
Location of discussions - in bed 
Location of discussions - in person 
Location of discussions - just prior to k ing  
intimate (changed to When discussions o c m e c i  
- just pnor to being intirnate) 
Location of discussions - not doing anythmg 
se& 
Location of discussions - on bed 
Location of discussions - stay in the bedroom 
Location of discussions - while watching a 
movie 
Location of discussions- influences if they occur 
or not 
Location of discussions: on dock at cottage 
Location of discussions: on phone 
Male - not concerned to bring it up with partner 
Maturity - empowering 
Maturity - makes you feel more cornfortable 
Met partner - on intemet 
Met partner - through fiiend 
Monogamous - decreases nsk 
Mother - able to talk to her 

Mother - asked daughter if she used condoms 
Mother - asked her questions mer) 
Mother - asked if there was anything daughter 
needed to know 
Mother - assumes doesn't know 
Mother - concerned about daughter being 'safe' 
Mother - dixussed concerm about having an 
S m  
Mother - educated throughout M e  
Mother - initiated conversations 
Mother - no condemnuig 
Mother - perceived to be open about s e - d t y  
Mother - put daughter on piil 
Mother - tel1 her about most partners 
Mother - unaware daughter is se.waliy active 
(oficially) 
Mother -age appropriate discussions 
Mother- aware daughter is on piii 
Mother +an discuss anything 
Mother- confirmeci that daughter was taught 
what she needed to know 
Mother 4 u g h t e r  told her she is s e d y  active 
Mother 4 s c u s s  details about ses 
Mother -discussed STDs with daughter 
Mother- gender ciifferences in communication to 
children (fem more) 
Motherdepend/rely on sex ed taught at school 
Mothers- endorsement of traditional gender roies 
Motivation - ability to clearly remember before 
îhey had sex 
Motivation - topic is fascinating 
Motivation - ' h y  with parbiers first tirne' 
Motivation to talk to me - agrees with 
importance of talking 
Motivation to talk to me - awareness of 
difEculty recruiting participants 
Motivation to talk to me - desire to help 
Motivation to ta& to me - fiend participated 
Motivation to taik to me - help change opinions 
Motivation to talk to me - important research 
Motivation to tak to me - interested in the topic 
Motivation to talk to me - meet new people 
Motivation to talk to me - people are having ses 
younger 
Motivation to talk to me - published fïndings get 
read 
Motivation to talk to me - valuable 
Motivation to talk to me - wants information to 
get to parents 
Motivation to talk to me- help change education 
No perceived risk - both virgins 
Non -religious 
Number of partners (large)- less of a taboo at 
University 
Number of previous partners - influence 
perceived risk 



Number of previous partners - says a lot about 
m e r  
Number of previous partners- fear knowing will 
make her uncornfortable 
Number of previous partners-he is with me 1 
don' t a r e  
Nurse -ask questions 
One night stand 
One night stand - did not know anything about 
her parmer 
One night stand - if partner has had many not 
perceived as 'reliable' 
One -night stand - no use of suategies because 
you don't reaily care about them 
One night stand - not enough tirne for a lot of 
discussion 
One night stand (peers) - make them feel lower 
about themselves 
One partner (him) shocked at University 
women's sexual e.xperience 
One previous partner 
One previous partner - not concerned about SHI 
mer) 
One previous partner mer) 
One previous partner mm) 
One -way communication (just her) 
Parents - 'can't hurt them' 
Parents - ' raised her to have these discussions' 
Parents - are very open mer) 
Parents - aware daughter is having ses 
Parents - aware daughter is on pill 
Parents - became more open as she aged 
Parents - did not shun her for having sex 
Parents - didn't know how to approach things 
with eldest 
Parents - didn't like some questions 
Parents - e . W t  her to know details about bis 
past 
Parents - never said premarital sex was bad 
Parents - no condernning 
Parents - no sex before maniage 
Parents - not comfortable with daughter and 
sexuality 
Parents - open with sons and daughters 
Parents - stressed that she should know her 
Par mer 
Parents - unaware daughter is dating 
Parents - unaware daughter is having sex 
Parents - very Catholic 
Parents - very strict about religious beliefs re:sex 
Parents - would answer questions 
Parents are comfortable discussing sex 
Parents are very open mm) 
Parents aren't very open mer) 
Parents attitudes towards discussions - perceived 
to influence her 

Parents -go to mom more than dad 
Parents -show their love 
Parents -very affectionate to each other 
Partner - agreed to everything partner requested 
prior to sex 
Partner - asked about being on piil 
Partner - did not ask any questions 
Parbier - did not attend University 
Partner - did not tell her he had an STD 
Partner - didn't know hirn for very long 
Partner - didn't know him very well 
Partner - fiiend of a friend 
Partner - had cancer 
Partner - has a daughter 
Partner - knew she was on piii @rior) 
Partner - known for a while 
Partner - Lied a lot 
Partner - Iives with his parents 
Partner - self-centered 
Partner - very secretive 
Partner characteristics - more experienced (more 
parners) 
Partner characteristics - desire for rel't or not 
Partner characteristics - foreign nationality 
Partner characteristics - influenced discussions 
Partner characteristics - made her less worried 
about having discussions 
Partner characteristics - shy 
Partner Characteristics - used to evaiuate risk 
Partner characteristics - very cornmitted to the 
relationship 
Partner characteristics- quiet 
Parîner doesn't seem to care about health 
Partner initiated discussion when there was a 
concern 
Partner initiated discussions @rior) 
Partner initiated discussions - elicited feelings of 
being able to be honest 
Partner initiated discussions (after) 
Partner initiated discussions (prior) - to evaluate 
if she was gohg to have sex with him 
Partner lack of desire to (to me) 
Partner- not the sensitive type 
Partner STD status- discussion usually happens 
before 
Partner taken rnany virginities - eases mind re: 
STDs 
Partner- will express feelings well 
Partners anticipated response - always a little 
worry 
Partners anticipated response - did not influence 
discussions 
Partners anticipated response - influenced what 
she told him 
Partners anticipated response - knew that he 
would be open 



Partners anticipated response - made her careful 
what she asked 
Partners anticipated response - was not 
concerning to her 
Partners anticipated r~sponse -influenaxi 
discussion 
Partners infIuence on feeling calm 
Parîners influence on feeling relaved 
Partners perceived to be selnsh - didn't want to 
use condoms 
Partners response - used to evaluate if she wants 
t o b e w i t h k  
Past - desire to forget about it 
Past - ïnability to change 
Past - no desire to hea. about it (hers) 
Past -no desire to talk about it (his) 
Peer contracted STD - used condom 
Peer contracted STD - confideci in peer 
Peer contracted STD - doubt partner knew that 
he had it 
Peer contracîed STD - partner was fkiend 
Peer contracted STD - realized 'how easy' it is 
Peer contracted STD- did not tell partner 
Peer contracted STD- don't sleep around 
Peer contracted STD- scary 
Peer contracted STD- surprised 
Peer contracting STD - before University 
Peer contracting STD - huge shock 
Peer educators - feel comfortable with 
Peer educators - won? feel as judged 
Peer educators -more likely to hit home 
Peer educators -more valuable 
Peer -had baby 
Peer influence - 'not going to be Iike that' 
Peer upbringings - nobody talked about it 
Peers - have difficulty discussing SHI with 
Partne= 
Peers - became pregnant 
Peers - chatter about sex 
Peers - contracted STDs in university 
Peers - discuss SM with partner pnor 
Peers - discussions about sex with each other 
Pars  - do not always use condoms 
Pers - do not consistently use contraception 
Peers - do not know anyone with STD 
Peers - do not use condoms 
Peers - don't care about SHI 
Peers - don't think they talk to partners about 
SHI (pnor) 
Peers - fair number of partners 
Peers - feel siliy talking about sex (with friends) 
Peers - feel stupid îalicing about it 
Peers - feel uncomfortable îaiking about sex 
Peers - feel uncomfortable talking to partner 
about SHI 
Peers - influence each other 

P e r s  - influenced by her behaviours 
Peers - lack of experience re: STDs 
Peers - Iack of perceived risk 
Peers - lots of secrets Erom parents 
Peers - many aren't sexually active 
Peers - never use condoms 
Peers - not concemed about contracting STD 
Peers - not going to happen to me 
Peers - one night stands 
Peers - perceive condoms to ruin sex 
Peers - perceive themselves to be at risk 
Peers - perceive themselves to be invincible 
Peers - perceived to be more responsible in 
University 
Peers - perceived to know the a m e r s  
Peers - primary concem is getting pregnant 
Peers - provide advice re: what is appropriate to 
taik about 
Pe r s  - provide advice to each other 
Peers - provide condoms for each other 
Peers - talle about sex with each other 
Peers - talk to partners about SHI before 
Peers - t a  unmths 
Peers - unable to discuss SHI with partner 
Peers - unsure if they ta& to partner about SHI 
before 
Peers - use condoms 
Peers - usually use contraceptives 
Peers (he) - unaware if they have contractai 
amhi%! 
Peers- ask her for advice 
Peers- assume they tak about SHI before 
Peers attitudes towards discussions - influence 
her 
Peers- been raped 
Peers- concerned about SHI 
Pers  contracted STDs 
Peers contracted STDs - able to tell others to 
justw attitude about STDs 
Peers contracted STDs - go through everything 
with her 
Peers contracted STDs - in high school 
Peers contracted STDs - makes you reaiize how 
easy it is 
Peers contracted STDs - she didn't know what to 
do 
Peers contracted STDs - used to facilitate 
discussions with partner 
Peers contracted STDs- didn't want to tell 
Partner 
Peers contracted STDs- don't want to go through 
the same thing 
Peers conmcted STDs- kept it to herself (except 
for one or two people) 
Peers conûacted STDs- partner doesn't h o w  
anyone 



Peers contracthg STDs - 'in my face' 
Peers contracting STDs - able to tell others to 
change behatiours 
Peers conîracîing STDs - becorne more aware 
Peers conîracting STDs - becorne more cautious 
Peers conîracting STDs - close to home 
Peers contracting STDs - desire to talk (to 
m e r )  
Peers conîracting STDs - h y  stories 
Peers contracting STDs - huge influence 
Peers contracting STDs - knowing it can happen 
Peers contracting STDs - lack of concem prior 
to this mer) 
Pe r s  contracting STDs - reuiforce importance 
of k i n g  safe 
Peers cont raç~g STDs -partner cheated on her 
Peers conîracîing STDs -niin& fiends life/rel't 
Peers discuss the ' g d  stufY about ses not the 
scarystuff 
Peers- discussions about sex with each other 
Peers- discussions with long-tenn partnefs 
Peers -do not influence behaviour mer) 
Peers- don't have the skiils to talk to their 
partners before sex 
Peers- doa't talk to partner about SHI before 
Peers- don? think it is necessaxy to use condom 
with new partner 
Peers- emotional support during 
relationship/sexual issues 
Peers getting pregnant - don't really know them 
Per s  getting pregnant - know rnany people with 
kids 
Peers getting pregnant - made them more aware 
of the risk 
Peers getting pregnant - reaiized she wanted 
more out of life 
Peers getting pregnant - work dead end jobs 
Peers getting pregnant -made her aware of lack 
of info 
Peers getting pregnant -see what happens to their 
bodies 
Peers- had abortion 
Peers- ignore symptoms 
Peers- influence behaviour in hi& school 
Peers- influenced by her behaviours 
Peels- lack of knowledge 
Peers- lack of ses education 
Peers -1aughed about parents attempts to taik to 
them about sex 
Peers- lie to their parents about s e x d  issues 
Peers- more concem at university 
Peers- on birth control 
Peers- open up to her about their relationship 
Peers- perceive her to be more sexually active 
uian them 

Peers -positively influence each other to incfea~e 
communication 
Peers- teil each other if the extent of their se.wal 
activity is bad 
Peers- wisure if they discuss SHI prior 
Peers- very wüve 
Peers/fiïends @artners) - &ed about (his) 
number of semal partners 
Peerdçiends (partners) - asked about (hïs) 
semai history pnor to asking hirn 
Perceive girls to be more concerned about SHI 
Perceived abiIity to articulate oneself - good 
Perceived Merence between taikîng about sex 
and se.wal health h issues (serious stu££) 
Perceived difficulty discussing semai health 
issues with previous partners 
Perceived difficulty discussing SM with partner 
(prior) 
Perceived ease of discussing condom use (with 
potential partner) 
Perceived ease tallcing to this partner 
Perceived importance of - kno~ving previous # 
of partners (her) 
Perceived importance of - knowing reIationship 
status of previous partners (her) 
Perceived importance of being able to 
comrnunicate with pariner 
Perceived importance of discussing pregnancy 
before mer) 
Perceived importance of discussing S m  before 
(ber) 
Perceived importance of knowing partners sesual 
history (her) - helps understand how their 
relationship will develop 
Perceived importance of telling him before sex 
Perceived knowledge (peers) - more 
Perceived knowledge (self) - extensive 
Perceived knowledge (self) - somewhat 
Perceived knowledge (selw very little 
Perceived knowledge re: STDs in population 
Perceived rnistake - moving too fast 
Perceived need to jusm discussions 
Perceived risk - associateci with oral sex and 
STDs (her) 
Perceived risk - aware of 
Perceived risk - crosses your mind prior to sex 
Perceived risk - increases as mature 
Perceived risk - of University students 
Perceived Rsk of SM 
Perceived risk prior to STD test 
Perceived self as better - less of a s e x d  past 
Perceived stupidity (re peers behaviours) 
Perception - she is an easy person to talk to 
Perception about sex ed - didn't make sense 
Perception about ses ed - discrepancy on what is 
age appropriate 



Perception about ses ed - I was too immature 
Perception about sex ed - 1 was too young 
Perception about ses ed - very linear 
Perception about sex ed- repetitive 
Perception of risk - influenceci by number of 
partners fie) had 
Perception of sex ed - detaîïed 
Perception of sex ed - lack of detail 
Perception that knovring his sexval history is 
enough 
Perception that nothhg bothers (hirn) 
Perceptions about sex ed - lack of 
Perceptions about sex ed - lack of detaii 
Perceptions about sex ed - less than pers 
Perceptions about sex ed - made it easy to talk 
about 
Perceptions about sex ed - more than fiends 
Personai infiuenceeffects you mer) 
Personal interest in human se.wality 
Personai values - use condoms (with new 
partne0 
Personality characteristics - dificuit to change 
P e m d i t y  characteristics - open about sex (her) 
Personality characteristics - strong personality 
Personality characteristics mer) - assertive 
Phpicals - she has thern regularly 
Plan - they are going to do it 
Planning - can facilitate information out of them 
without k ing  perceived as drilling 
Planning - does not make it easier to talk 
Planning - doesn't usuaily work out 
Planning - don't th& about how to do it 
Planning - go through things step by step 
Planning - helps make it flow 
Planning - how to get on îhe topic 
Planning - initiation of lïrst discussion 
Planning - lack of (spontaneous) after first 
discussion 
Planning - rnakes it easier to know what to say 
Planning - necessary to get objective 
information 
Planning - order of questions 
Planning - perceived to be helpful 
Planning - plan things in head prior mer) 
Planning - sometimes fier) 
Planning - subconsciously 
Planning - takes place when she likes someone 
Planning - think about discussions before mer) 
Planning discussions ensures that they take place 
Planning -how to best tell them 
Positive infiuence on peers 
Positive reaction from partner re: using condoms 
Positive reaction to initiation of discussion 
Pregnancy - discussed options after sex 
Pregnancy - discussed options aiter sex 

Pregnancy - discussed what they wanted to do 
@rior) 
Pregnancy - gender ciifferences associated *th 
it 
Pregnancy - greatest concem 
FVegnancy - men don't quite understand 
Pregnancy - partner wouldn't know what to do 
Pregnancy (fear of) - women deal with daily 
Pregnancy (fear of)- men don't deai with it until 
it happens 
Previous experiences - gave hem something to 
tak about 
Previous relationship - discussed similar things 
Previous relationship - extensive discussions 
Previous relationship - knows everything wanted 
to know about partner @rior) 
Previous relationship - used as cornparison 
Previous reiationships - touchy subject 
Previous se& experiences - her business 
Public school - more sex ed 
Public school - reproductive health 
Question - ask a lot of them mer) 
Questions - feeling okay to ask 
Questions - about previous relationships 
Questions - appropriateness depends on 
relationship status 
Questions - asked after sex (him) 
Questions - asked anonymousIy 
Questions - didn't need to ask many 
Questions - more comfortable k ing  asked over 
time 
Questions - wanted exglanations of behaviow 
Questions - willing to answer 
Questions- e.xpect partner to ansver 
Questions -never heard about before 
Questions- none of her business 
Realize mistalces as soon as she makes hem 
Recently broke up from long term relationship 
Reciprocal SSD - influence discussions that 
occurred prior 
Refiisal to have ses (her) 
Regret not asking parbier of he liad STD test 
Relationship - developed slowly 
Relationship - very open 
Relationship duration - 2-6 months 
Relationship duration - 6- 12 months 
Relationship duration - influences concem 
(longer, less concem) 
Relationship duration - under 2 months 
Relationship status - longer makes you more 
aware of potential relationship problems 
Relationship statu5 - not still dating 
Relationship status - stili dating 
Religious mer) 
Religious upbringing mer) 
Retrospectively - aware of 'crazy thoughts' 



Rhythm methoci - a joke 
Safe sex posters- provide facts 
SD -have not had one mer) 
Self - reflective - attitudes change during our 
discussion 
Self- reflection 
Self- refîective - never realized that before 
Self- reflective - never thought about hi before 
Several recent partners mer) 
Ses - can happen before trust is established 
Sex - doesn't need to be in contedut of 
relationship 
Sex - everywhere in the media 
Sex - not taboo 
Ses - not taboo (in society) 
Sex - perceived to be a big issue mer) 
Sex - taboo 
Sex ed - barrier is lack of maturity 
Sex ed - empowering women 
Sex ed - from doctor about diseases 
Sex ed - guest speakers alfected students (short 
term) 
Sex ed - HS gym class 
Sex ed - HS gym class (only) 
Sex ed - lack of effective teaching 
Sex ed - make people cornfortable taiking in 
front of others 
Sex Ed - taught the same thing every year 
Sex Ed - University sex course 
Sex ed about STDs : from intemet 
Sex ed about STDs: peers who contracted one 
Sex ed- focus on contraceptives 
Sex ed- fi-om partner 
Sex ed- self-educated 
Sex education - discussed STDs veq briefly 
Ses education - empower women to ask 
questions 
Sex education - focus on condoms 
Ses education - from tv 
Ses education - need encouragement to attend 
workshops 
Sex education - unable to remember 
Sex education - age appropriate 
Ses Education - anonymity 
Sex education - at school 
Ses education - better thm not doing it 
Sex education - chose not to attend workshops 
Sex Education - compared to others 
Ses education - desire to know more 
Sex education - detailed re: STDs 
Sex education - disçussed need for pap tests 
Sex education - discussed STDs 
Ses education - discussed STDs very briefly 
(Schod) 
Ses education - first weeks of university 
Ses education - focus on protecting oneself 

Sex education - fbcused on body/reproduction 
Sex edwation - f d  on body/reproduction 
(rniddle school) 
Sex education - grade 6 
Sex education - include how people taik about it 
Sex Education - lack of 
Sex education - lack of at university 
Sex education - lack of detail 
Sex education - lack of effective teaching 
(school) 
Sex education - lack of focus on SHI 
Sex education - lack of f o m  on STDs 
Sex education - lack of visual 
Sex education - Iittle bit of role-playing 
Sex education - rnom 
Sex education - more extensive than 
reproduction 
Sex education - need to scare people about STDs 
Sex education - need to teach different 
conversation strategies 
Sex education - needs to include learning how to 
communicate with a partner 
Sex education - NO discussion about 
communication 
Sex education - no discussion of STDs 
Sex education - no discussion until high school 
Sex education - not from family 
Sex education - nothing about sexual intercourse 
(rniddle school) 
Sex education - pamphlets at doctors 
Sex education - parents 
Sex education - p e r s  
Sex education - peers evriences 
Sex education - p e r s  &are resources 
Ses education - perceived to be exqensive 
Sex education - project on STDs 
Ses education - reading magazines 
Sex Education - religious 
Sex Education - retention of knowledge 
Sex education - separated by gender 
Ses Education - taught abstinence 
Sex Education - taught how to put on a condom 
Ses education - teach women to not be 
submissive to the male penis 
Sex education - told to talk about ses but not 
told how 
Sex education - unable to remember (school) 
Sex education - university sexuality course 
Sex education - USE of humour 
Sex education - use of peer leaders to look up to 
Ses education - use of speakers students can 
relate to in age 
Ses education - when shouldn't they be doing it 
Sex education -AIDS awareness programs 
Sex education -attack emotions 



Sex education a ' t  taüc about it not ready for 
sex 
Sex education -condom day at school 
Sex education discussed s e x -  preferences 
Sex education -grade 7/8 
Sex educaîion -mostIy from internet 
Sex Education- non -religious 
Sex education -net forced to participate in 
discussions 
Sex education- not fiom school 
Sex education -not in depth 
Ses education -open discussion 
Sex education- parents most infiuential 
Sex education -reading books 
Ses education -self-reading 
Sex education -self research 
Sex education -self-taught 
Sex education -çhowed condom but did not 
explah hot to use it 
Sex education -small classes facilitate discussion 
Sex education -start earlier 
Sex education -stopped after grade 9 
Sex Education- tactics 
Sex education -told too young to have sex 
Ses Education- use of games 
Sex education -use of guest speakers 
Sex 4 t e n  comes before love 
SexTUal disclosure - increases over duration of 
relationship 
S e d  health counsellors- talk to them 
Sexual self- disclosure - didn't tell partner 
any thg  mer) 
Sexval self- disclosure - don't want to tell 
partner alWh@ Oie0 
Semal self disclosure -don? want to tell 
stranger personal things 
Sexual self- disclosure - expect of partner but 
not of oneself 
Sexual seif- disclosure - kind of weird 
Semal self- disclosure - rnediated by 
relationship with partner 
Se.wal self- disclosure - no big deai with 
strangers 
S e x d  self- disclosure - partner wouldn't 
Sexual self- disclosure- feeling of uncertaùity 
about partner's reaction 
Sexval self- disclosure- gets easier over tirne 
Semal self- disclosure- nerve racking at fht 
S e . d  self-disclosure - awkvard (her) 
Sexual self-disclosure - cornfortable fier) 
Seamal seIf-disclosure - diflicult 
S e . d  self-disclosure - mcult before sex 
Semai self-disclosure - don't want details 
Sesual self-disdosure - ex3ensive 
Sexual seif-disclosure - extensive so possibly 
Wng 

&.mal seIf-disclosure - fear he will compare her 
Semai Self-Disclosux-e - t h e  
Sexual seIf-disclosure - guys don? discïiss # of 
partne= 
Sexual self-disclosure - lack of comfort mer) 
Sexual selfaiscloswe - mediated by partner's 
attitudes 
Sexual seif-disdosure - never been rejected due 
to number of partners 
Se- self-disclosure - no problem 
S e m  self-disclosue - none of his business 
&.nial self-disclosure - partner afraid SSD 
would prevent her £tom liking him 
Se.wal self-disclosure - partner doesn't know 
detaiis- can't put it conte* 
Se.nial self'sclosure - personal mer) 
Se.- self-disclosure - reveal own then ask 
others 
S e d a  self-disclosure - wouldn't want to know 
about sexual history 
Sexual self-disclosure mm)- exqensive 
Senai self-disclosure- (his) right to know 
Sexual self-disclosure- assume partner doesn't 
want to know because she doesn't 
Sexval self-disclosure antemplate  lying 
Se.& self-disdosure- don't go into detail 
Sexual seif-disclosure -embarrassed mer) 
Sexval self'sclosure- fear he will perceive her 
differently 
Se.wal self-disclosure - f a  partner will no 
longer want to continue relationship 
Se-suai self-disclosure -fear partrier w i U  no 
longer want to have ses 
Semal self-disclosure -fear partner will tiiink 
she is slutty 
Se-Yual selfdsclosure- general not specific 
Semai seK-disclosure- lack of cornfort 
Se.W self-disclosure- makes her feel jealous 
Sexual selfdisclosure- mediated by feelings 
about previous behaviours 
Semal self-disdosure- more difficult to tell 
fnends than partner about SH 
Sexual seIf-disclosure- most M c u l t  thing to 
discuss (her) 
S e . d  self-disclosure- perceived to be important 
(ber) 
STD - did not ask if partner ever had one 
STD history - unaware if he had one (ever) 
STD test - (he) puts it off 
STD test - asked him if he had one (prior) 
STD test - became necessary when condom 
broke 
STD test - doctor made her feel it was 
unnecessary 
STD test - doctor made her feei it wasn't 
important (based on her se.wal history) 



STD test - doctor not supportive 
STD test - does not always include HIV test 
STD test - doubts partner has had one 
STD test - deviates personal conceni 
STD test - feeling more relaxed after 
STD test - fiequently 
STD test - had one 
STD test - had one mer) 
STD test - had one with pap 
STD test - have not had one (that she is aware 
of) 
STD test - have one after every partner mer) 
STD test - insisted partner had one 
STD test - lack of discussion with doctor 
STD test - negative results (her 
STD test - negative resuits (him) 
STD test - pariner had one 
STD test - parbier has not had one 
STD test - partner insisteci 
STD test - positive resuits (her) 
STD test - positive results mm) 
STD test - sense of security (no need to use 
condoms) 
STD test - unsure if part of pap 
STD test - unsure if m e r  had one 
STD test - wvent together 
STD test - wish he had one before sex 
STD test- assumed it was part of pap 
STDs - don't even think about them 
STDs - issue on university campus 
STDs - never discuss in a personal context 
STDs - primary concern 
STDs - rarely discuss them mer) 
Stereotypes about who contracts STDs (her) 
Strategies - make it easier to initiate discussions 
Strategy - be comfortable (ses educators advice) 
Strategy - best time to bring it up 
Strategy - blunt (hcr) 
Strategy - brhg it up in 'joking' way 
Strategy - bring up at the beginning 
Strategy - brought up out of nowhere 
Strategy - comfortable setting 
Strategy - discuss in the context of other's 
experiences 
Strategy - discussing magazine articles 
Strategy - do not use with a one night stand 
Strategy - general relationship taik to specific 
sex talk 
Strategy - give (hïm) leading questions 
Strategy - helps rnake sure that you don't sound 
weird 
Strategy - initiates discussions in a way that 
enhances the mood 
Stmtegy - joking around 
Strategy - just îiuew it in the conversation 
Strategy - make it clear she is not consenting 

Strategy - make it seem like they are telïing a 
aory 
Strategy - make partner comfortable 
Strategy - no grey a m  
Strategy - no time M t  
Strategy - not 'let's sit down and talk about ses' 
Strategy - plan ahead 
Strategy - plan out a conversation 
Strategy - pracîïce in your head 
Strategy - sneak questions into conversations 
Strategy - starts and l ads  into personal 
conversations 
Strategy - subconscious 
Strategy - use an approach that feels comfortable 
Strategy - use seyual innuendos 
Strategy - wait for partner to bring it up 
Strategy - writîng letters 
Strategy -'if he says this then 1 will say.. . ' 
Strategy -discuss something on tv 
Strategy- initiate discussion by talking about 
'esciting' e.uperiences 
Strategy -very direct 
S trategy- very direct mer) 
Strategy- very direct (him) 
S trategy -writing e-mails 
Taboo topics pnor -previous partners 
Taik - extensive 
Takative (female more) 
Talking with peers about ses 
Teacher - influenced attitudes 
Teachers - supportive of difficult break ups 
Thought about perceived risk @rior) 
T h e  - became more open over time 
Tirne - before having sex 
Tirne - between discussions and ses 
T h e  - concem decreases over time spent with 
same partner 
Time - increases ability to 'open up' 
Time - influenced how much she cared about 
sex ed 
Time - influenced the mount of concern 
Time - take time to initiate discussions (her) 
T h e  before having sex (24 hrs or less) 
Time before having sex (a few months) 
T h e  before having sex (couple of days) 
Time before having sex (couple of wveeks) 
T h e  before M n g  sex (over a year) 
Time before sex - influences discussions prior 
Travel - se.wal fling 
Traveling - had sex with partner 
Traveling - met partner 
Trust - partner could be lying about se-Yual 
health 
Trust - what partner tells her 
Trust in partner (after test okay) 
Trust partner - possible SHI implications 



Trust partner - to control himseif 
Trust partner - veer away fiom use of condoms 
Trust partner cornpletely 
Trust pariners self'agnosis 
Two-way communication 
Uncertainty 
Uncertainty re: remembering discussion prior to 
sex 
Uncertahty re: remembering discussions 
Uncertainty re: who initiateci discussions 
Uncornfortable -reveating STD status to partner 
University - HS mindset about perceiveci risk 
need to adjust 
University - more accepting of large number of 
m e n  
Unplanned - lack of condom use 
Unplanned - wasn't expecting it to happen so 
soon 
Unpleasant experience - self -dixlosing 
Unprotected sex 
Unprotected sex - d e r  broke up 
Unprotected sex - to keep hun 
Upfront - about expectations of relationship 
Usually asks partner of he had an STD test 
Virgin (both ) - not a lot to know pnor 
Virgin (girl) - hard to ask partner about p s t  
Virgin (partner) 
Virgin (partner) - not concerned about STDs 
Virgin (self) 
Virgins - haven't been around the block 
When discussions occurred - &er being intimate 
When discussions occurred - just before having 
sex 
When discussions occurred - just before sex 
When discussions occurred - just prior to k ing  
intimate 
When discussions occurred - while king 
intimate 
When discussions oçcurred- afler first time 
Willingness to discuss sexual issues (ha) 
Willingness to discuss se.Yual issues (men) 
Willingness to take the risk 



Appendix J 

DEFINITION OF CATEGORIES 

Education 

Statements identi_%ing how formal (school-based programs) and infonnaf Cfamily, peers arid the media) 
sexualiv education had, or had net, injluenced the participants' attitudes, skills and knowledge. and how 
this reportedly influenced the HRSC that occrrrredprior tu intercourse with a new partner. Eg.: 

Attitudes towards sex ed (re: communication) - would have been heIpful 
Attitudes towards sex ed- lack of details 
Bamier - perceived lack of knowledge re: importance of communicating with partner 
Catholic family upbringing - influences extent of discussion 
Catholic school - don't talk about sex because you shouldn't be having it 
Family u p b ~ g i n g  - important factor in encouraging development of comxnwiication skills 
Family upbringing -uifluences how open you are 
Knowledge of STDs - doesn't always inBuence perceived risk 
Lack of education about communication 
Lack of education re: sexual health issues 
Lack of knowledge about STDs (her) 
Parents - aren't very open 
Parents attitudes towards discussions - perceived to have infiuenced her 
Peers- discussions about sex with each other 
Peers- perceived to know the answers 
Peers- provide advice re: what is appropriate to ta& about 
Ses education - need to teach different conversation strategies 
Ses education - peers e.uperiences 
Sex education - told to talk about sex but not how to 
Sex education - unable to remember 

Responsibilitv for Sexual Health 

Stntements concerning the participants' reports about who takes responsibility for sexual health including 
providing contraception, concern about sexual heafth. ST.1 testing, reproductive health, and how this 
reportedly injluenced the HRSC that occurred prior to intercourse with a new parhrer. E.g. : 

Female - asked ail the question 
Female - provides condoms 
Fernale - responsible for birth conirol 
Female - tells partner they are going to use a condom 
Female educates partner about male physical 
Gender difierences in initiating discussions - possibly women bring it up first 
Guys - don't ask as many questions 
Guys - rarely ask questions 
Lack of willingness to initiate conversations (men) 
Male - not concemed to bring it up with partner 
Partner - agreed to everything partner requested prior to sex 
Partner - did not ask any questions 
Partner - did not tell her he had an STD 
Partner doesn't seem to care about sexual health 
Partner uiitiated discussion when thete was a concem 
Pregnancy (fear of)- men don't deai with it until it happens 
Question - ask a lot of them (her) 



Importance of Feeling Comfortable 

Statements reflecting feeling corn forîable (or uncomfortable) with partners, peers, semal healîh educators, 
parents and s a a l  self-disclosure, and how these feelings reporîedly infuenced the HRSC that occurred 
prior to intercourse with a new partner. E-g.: 

Earrier - don't feel comfortable openhg up 
Barrier - feeling uncomfortable 
Comfort seK-disclosing - increases if she has Iess of a sexual past ?han hirn 
Comfortable talking to doctor (about sex) 
Facilitator - feeling comfortable 
Facilitator- comfortable asking questions 
Feeling cornfortable (talking to parents) 
Feeling comfortable asking partner questions 
Feeling comfortable disçussing semal health issues - if knowledgeable 
Feeling uncomfortable - after SSD but before partners SSD 
Feeling uncomfortable about discussions @rior) 
Feeling uncomfortable talking to older sexual heaith nurse 
Maturity- maka you feel more cornfortable 
Sex ed - make people comfortable talking in fiont of others 
Se.wal self-disclosure - lack of cornfort (her) 
Sexual self-disdosure -embamsed (her) 
Sîrategy - comfortable setting 

Feelings of Fear 

Statements conveying a feeling of fearfulness about the initiation, implications (personal and relational) 
and/or process of discussing sexuai health issues with a partner, and how this reportedly influenced the 
HRSC that occurred prior to intercourse with a new partner. E.g.: 

Barrier - fear of damaging relationship 
Bamier - fear of offending 
Barrier - fear of partner's response 
Barrier- scared of mentioning it 
Barrier- fear of what he will think 
Emotional discussions - not as scary d e r  sex 
Fear of being judged 
Fear of losing partner 
Fear of partner getting defensive re: questions about past 
Fear that partner will think questions are none of her business 
Fear that partner will think she is ready to have sex if she initiates discussions 
Feeling of fear - telling him number of previous parfners 
Feeling of fear- knowing previous number of partners 
Feeling scared - about contracting an STD 
Feeling scared- did not discuss s e x d  health issues with partner prior 
Feelings of fear - discussions @rior to sex) wonTt go well 
Sexual selfdisclosure - fear partner will not longer want to have sex 
Sexual self4sclosure - fear partner will think she is slutty 



Statements highlighting how the participants' assurnptions, with littfe (to no) objective knowledge, about 
things such as a partner 's STl status and sexual history and how this reportediy intuenced the MtSC that 
occurred prïor to intercourse with a new partner. E.g: 

Age- assume older partner knows what he is doing 
Assumption - partner did not have an STD 
Assumption - partner is on piii 
Assumption - used to evaluate partners sexual history 
Asswnption - virgin so no sexual healtli conceins 
Assumption of partner values 
Assumption that (he) didn't have to wony about STDs 
Assumption that partner does not have STD (no previous parbiers) 
Assumption that partner is aware of need to rvear a condom 
Assumption that partner is honest 
Feeling of certain@ re: STD status - no test 
Fernale initiates discussion prior - male assumed îlmt she would (personality) 
Lack of worry about partner STD status 
Monogamous - decreases ri& 
Peers - perceive thernselves to be invincible 
Peers- assume they talk about SM before 
Semai self-disclosure- assume partner doesn't want to know because she doesn't 
STD test- assurned it was part of pap 
Trust - what partner tells her 
Trust partners seif-diagnosis 

Peer Influences 

Statenients related to the reported influence that a peer S attitude, behaviours, experiences, skiffs anaYor 
knowledge had on the H?SC that occurredprior to intercourse with a new partner. E.g.: 

Discussion about SHI with fnends 
Peer educators -more likely to hit home 
Peers - do not use condoms 
Peers - don? care about SHI 
Peers - intluence each other 
Peers - lack of perceiveci risk 
Peers - provide advice to each other 
Peers - talk untniîhs 
Peers attitudes towards discussions - innuence her 
Peers contracted STD - don? want to go through the same tliing 
Peers contracted STD - scary 
Peers contracted STD- realized how easy it is 
Peers contracting STDs - become more aware 
Peers contracting STDs - become more cautious 
Peers contracting STDs - huge inûuence 
Peers contracthg STDs- lack of concern prior to this 
Peers- influence behaviours in high school 
Peers- influence each other 
Peers- perçeived to know the answers 



Statements conveying how personal s m a l  and relationship experience reportedly inJIuenced the HRSC 
that occurred prior to intercourse with new partner. E.g. : 

Bamer - different e.uperience levels 
Experience - influences concern 
Experience - influences what partner tvants to dîscuss 
Experience - is the education 
Experience - knows what to expect 
E'rperience - learn how to communicate 
Experience - l e s  mer) she feels uncomfortable 
Experience - less (him) she feels uncomfortable 
E.uperience - mediates what is discussed 
E.uperience - more (her) makes it difficult to discuss sexual histories 
E.xperience - more (him) d e s  it difficult to discuss selcual histones 
Ezrperience - more knowledgeable so easier to t a k  about it 
Faciiitator - e-upenence 
First relationship - lack of concern about STDs 
First relationship lack of discussion @rior) 
Peers - don't talk to their partners about SHI before sex 
Peers contracted STD - used to facilitate discussion with partner 
Peers contracted STD- increases desire to talk to partner about SHI 
Peers wntracting STDs- become more cautious 
Previous experiences- gave them something to taik about 

Relationshi Cornmitment 

Sîaternents conveying the reported influence of the couple 's relationship development and cornmitnmtt on 
the NRSC that occurred prior to intercourse with a new partner. E-g.: 

Attitudes about discussions - easier d e r  sex 
Attitudes towards condom use - most people don? use them in long-term relationships 
Barrier - acknowledging starting a new relationship mer) 
Banier - discussions at onset don? fit in10 the atmosphere 
Barrier - lack of relationship cornmitment (casual encounters) 
Banier - partners lack of care towards her 
Barrier - uncertainty of personal cornmitment to relationship 
Concern about SHI - not present in long tenn relationships 
Facilitator - king in a relationship 
Facilitator - good relationship 
Facilitator - more committed relationship 
Facilitator - relationship got more serious 
Facilitator -established expectations of relationship 
Feeling uncertain in ability to articulate mer)- with new partner 
Feeling weird - talking about SHI with a new partner 
Lack of desire to tak  about sex (with parbier)- unless certain sex was going to happen 
One night stand - did not know anythmg about partner 
One ~ g h t  stand - not enough time for discussions 
Questions - more cornfortable k i n g  asked over thne 
Time - becarne more open over time 



Persona1 Characteristics 

Staternents refecting the participants' personalily characteristics, behaviours, attitudes andfeelings that 
reportedly influenced (either positntely or negatively) the MtSC that occurred prior fo intercourse with a 
new partner. E-g. : 

Attitudes towards STDs - not going to happen to me 
Barrier - %ex is bad' 
Barrier - don? feel comfortable opening up 
Banier - don? h o w  how to bring it up 
Barrier - lack of selfconfidence 
Barrier - low self-esteem 
Barrier - perceived lack of knowledge 
Banier - shyness 
Bamier - tongue tied 
Facilitator- ability to talk to peers about sexual health issues 
Facilitator- brought up to believe that it is h a  right to ask 
Facilitator- confidence 
Facilitator- good communication skiils 
Faciiitator- outgoing 
Facilitator-maturity 
Feeling confident - in ability to articulate herself 
Feeling embarrassed - about SH (her) 
Feeling unable to ask questions because they are fïïends 
Personality characteristics - open about sex 
Personaiiîy characteristics mer) -assertive 

Partner Influences 

Statements related to the reported influence that a parmer 's attitudes, behaviours, experiences, skills 
anaor knowledge had on the HRSC that occurredprior to intercourse with a new partner. E-g.: 

Barrier - partner didn't know a lot about sex 
Barrier - partner is difficult to talk to in general 
Barrier - partner thinks that it isn't her business 
Barrier - pamer's lack of care for her 
Facilitator - (he) is willing to talk 
Facilitator - overall partner characteristics 
Facilitator - partner if knowledgeable about sex 
Facilitator - perceiving that the partner is comfortable answering 
Feeling partner didn't care about her oust sex) 
Lack of desire to acknowledge partners feelings (hirn) 
Partner - did not ask any questions 
Parbier - not the sensitive type 
Partner characteristics - inthenceci discussions 
Partner characteristics - made her less rvorried about having discussions 
Partner influence on feeling calm 
Partner influence on feeling relaxai 
Partner initiateci discussions - elicited feelings of being able to be honest 
Semai self-disclosure - partner wouldn't 
S e , d  selfdisclosure- mediated by partner's attitudes 



Appendix K 

STORYLINE MEMO 

Health Related Sexual Communication: 

The trickle effect 

Although there are some young women who reported discussing sexual health 

issues with their partners pnor to having sex, many of the participants in my study 

described very little health related sexual communication occumng with their partners 

prior to intercourse. Each participant told a very different story about the extent, content, 

timing etc.. .of these discussions and the factors that influenced the communication 

process. However. underlyine al1 of their stories was their internalized (either ~osit ive or 

negative) perception of  societal n o m s  and attitudes about semalitv. relationships and 

sexual communication that thev learned throueh societal influences such as their families, 

schools. peers and the media. None of the participants specifically addressed the societal 

influences on the communication process but rather it was something interîwined in the 

experiences that they shared with me about their relationships, education (formal and 

informal), experiences, personality characteristics, peers and partners. 

The young wornen shared with me their beliefs about the need to have such 

discussions with a potential partner. OAen they did not perceive that there was a need to 

have such discussions if they were protecting themselves in other ways (such as using the 

pi11 andor  condom). For many, the use of a condom replaced the conversation. This 

illustrated for me either the lack of education that these young women were receiving 

about the importance of health related sexual communication or the lack of understanding 

of the sex education that they are receiving. Through fbrther exploration with my 



participants it became evident to me that the deficiencies are in the sex education 

prograrns themselves and not the young women's understanding of such prograrns. In 

addition to the participants having very little sex education, none of my participants 

reported having any sort of formal training in how to communicate with a partner (what 

to say? how to say it? when to say it?). They were often just told that they should talk to 

their partner. Educators appear to place so much emphasis on teaching the 'birds and the 

bees' that they often forget the interactive context in which sexual relationships occur and 

the skills needed to have discussions with a potential partner. I believe that this lack of 

intenation in sex education proararns is a result of societv's lack of cornfort discussing 

sexual issues and even more so discussinn them with   ou th. Some of the young women 

developed these skills through informa1 education fiom their parents and peers. Young 

women who grew up in environments in which their family and friends were open to and 

welcomed discussions about sex were much more likely to feel confident in their abilities 

to have such discussions with their partner. However, such contextual factors were quite 

rare, which is not surprising due to the negative stigma that is associated with sex in 

peneral and more s~ecificallv the acceotabilitv of talkina about it. Although some of the 

participants were raised in families and schools which fostered very positive attitudes 

towards sexuality and sexual communication, the majority were raised in environments 

with little to no discussion about sexuality related issues. Their experiences highlighted 

for me the need for parents to be aware of the powerfil message that they are sending to 

their children by not talking about sex. This lack of education often resulted in young 

women not feeling cornfortable or confident in their ability to have such discussions with 

their partners. 



Similar to many other aspects of life, these initial educational erperiences helped 

shape the young women's attitudes, values and beliefs about the importance and 

acceptability of having such discussions with a sexual partner. A lack of education 

(from both formal and informal sources) was ofien associated with false assumptions 

about risk, negative feelings about the communication process, feeling uncomfortable 

having such discussions (with partners, peers etc.. .) and a lack of belief about the 

persona1 development of the skills necessary to have such discussions. However, these 

feelings were not unique to those with very Little education but rather were magnified in 

such cases. Even young women with extensive education reported feeling scared, 

nervous and uncomfortable (although not to the same extent) about initiating such 

discussions. It seemed as though these feelings were largely a product of societal attitudes 

towards sexuality and what is perceived to be appropriate fbr Young women to discuss in 

the context of a new relationshi~. 

Regardless of the extent of education, the majority of the young women in my 

study seemed to be taking responsibility for sexual health in their relationships. They 

were ofien responsible for providing the contraception, initiating the discussions, 

ensuring that their partner had an STD test and deciding when sex was going to occur 

within this relationship. There were a few women who reported having partners that 

took some responsibility but this was often in extreme cases such as a male who was still 

a virgin or who was significantty older and usually within the context of a more 

committed relationship. Other than these few exceptions, it seemed (from the women's 

perspectives), that the men did not really seem to case very much about sema1 health 

issues. The participants often stated that their partners only cared if something went 



wrong. There were cases in which the men knew that their partners had numerous 

previous partners and they still did not ask any questions and did not insist on using a 

condom. 1 wonder if this has to do with the emphasis placed on a women's reproductive 

health and the reality that they are the ones that can get pregnant? Young women's 

annual visits to the doctor are also another way that women are screened for sexual health 

problems. On the other hand, men rarely have such screening and 1 repeatedly heard that 

they go to the doctor only when their sexual partner insists that they do. This is fürther 

evidence of the gender differences in responsibility for sexual health. Society places 

more emphasis on ~rotectinn Young women fiom becomin~ Dremant. which results in 

more emphasis beine ~ l a c e d  on how thev can (and should) take responsibilitv for their 

sexual health. It seemed as though this was a circular pattern in which women feel as 

though they should take responsibility for sexual health, and then men begin to assume 

that they will, which fùrther supports the need for women to do so. 

It was not only previous educational experiences but also previous relationship 

and sexual experiences that helped shape the young women's attitudes towards health 

reIated discussions. It seemed as though over time young women seemed to become less 

concemed about asking questions. Many of  them reported having extensive discussions 

with their first partner and then such discussions decreased in fkequency as the number of 

partners increased. This is paradoxical considering that their actual risk most likely 

increased over tirne. However, there were some young women who have learned fiom 

their (and their peers') previous experiences and have increasingly realized the necessity 

of having such discussions with their partners. 1 often wondered what differentiates these 

two groups and 1 tried to explore that within subsequent interviews. 1 believe that the 



explanation for this is as complex as understanding why some people wmmunicate with 

their partners and others do not. It seems as though the young women whose lives have 

been touched (negatively) by STDs and pregnancy (either personally, peers or family) 

seem to have a more realistic perception of the risks and the need to have such 

discussions. Often girls reported that such experiences really are the education and what 

has influenced their behaviours and attitudes. One can easilv see how societal attitudes 

and beliefs influence the experiences that these o u n e  women report havine because of 

the influence that Deers and partners have in sha~inn these expenences and dictating what 

is and is not acceptable and necessarv to discuss within the context of these relationships. 

In addition, partners were perceived to be very influential in many aspects of the 

communication process. The young women often described how they perceived their 

partners' attitudes and behaviours to have influenced the communication process. These 

young men seemed to be either a strong facilitator or a banier to health related 

discussions. Even the most articulate, educated, skilled young women were not able to 

have discussions with those partners that were unwilling to have such discussions. They 

could literally stop the discussion. On the other hand, partners who were openly willing 

and wanting to have these discussions were often able to facilitate such discussions with 

young women who would not otheniise have been able to have such discussions. 

Partners who were perceived to be more committed to the relationship were reported to 

be more willing to have such discussions to please their partners. Partner 

characteristics seemed to strongly influence the potential influence of relationship 

characteristics on the discussions that took place prior to intercourse. Similar to the 

deveio~ment of their persona1 characteristics. their ~artner's attitudes and values towards 



sexuality in general and more specificallv towards sexual communication were 

influenced bv their education and uobrinaing which are in tum influenced bv the societal 

attitudes that guide their educators and Darents. 

Consequently, more extensive discussions seemed to occur over time within more 

committed relationship S. However, 1 was explonng the HRSC that occurred prior to 

intercourse. For my participants, relationship development often infiuenced the 

discussions that took place because sexual relationships often began before a relationship 

was established. Very little (to no) health related sexual communication reportedly 

occurred pnor to intercourse in casual relationships because of the lack of available t h e  

to have such discussions, young women's concerns about being perceived negatively for 

initiating such discussions, and the perception that condom use replaced the need to have 

such discussions. Communication increased as individuals felt more cornfortable with 

their partners and sensed a commitment evolving. Young women were very hesitant to 

have such discussions, which inevitably involved sexual self-disclosure with individuals 

at the onset of a relationship because of the possible negative implications of revealing 

such intimate and personal aspects of one's life. Especiallv for voung women. sexual 

self-disclosure often challenges the -pical stereotvpes that look down upon women with 

extensive sexual experience. 

In addition, many of the participants mentioned their negative feelings of fear re: 

ruining the relationship and how that fear mediated what they did (and did not) discuss 

with a potential partner. It seemed as though the importance of having a sexual partner, 

and possibly a relationship, was more important to these young women than protecting 

their sexual health. 1 spent a lot of time reflecting on why these young women would be 



willing to riçk their health for the sake of maintairing a relationship. However, 1 quickly 

realized that there is a lot of emphasis placed on young women to have and maintain a 

relationship. Society often evaluates a woman's worth bv her abilitv to attract a partner 

of the o ~ ~ o s i t e  sex. Especially during adolescence, when everyone is striving to fit in, 

there seems to be a lot of pressure on young women to maintain a relationship regardless 

of the costs involved. Their desire to feel wanted and loved takes precedence over their 

health. 

As 1 stated in the introduction. it is evident to me that societal attitudes and values 

towards sexualitv and relationships is the common thread within each of the conceptual 

catepnes (education. res~onsibility for sexual health expenence. persona1 

characteristics. partner characteristics. relationship characteristics. assum~tions. negat ive 

feelings and importance of feeling cornfortable). Societal attitudes seem to directly 

influence formal and informal education that seems to have a trickle eflect into other 

aspects of an individual's life. Each cateeon, is influenced bv societal attitudes. some 

more directlv than others. For example, the education that young women get about 

sexuality (both forma1 and informal) is directly related to societal values and what is (and 

is not) perceived acceptable to teach young women. For those young women who 

attended Catholic Schools, the complete lack of discussion about sexuality sent quite a 

strong message to them about sexuality not being something that is appropriate (or 

necessary) to talk about. More indirectly, an individual's cornfort level and negative 

feelings about such discussions are often related to their upbringing, education and 

expenences, which ofken make it very clear that taiking about sex is not something that is 

encouraged. 



Appendix L 

DIAGRAM 

Societal attitudes, values and befiefs about sexuality, relationships and sexuai communication 

Education 1 (formai and informai) 1 

Responsîbility for Importance of feeling FeeIings of Fear Assumptions 
se.wal health comforiable 

I 

l Personai Characteristics I 

These two factors can 
be either a strong 
facilitator or barrier to 
HRSC 

Partner Influences I 

I I Relationshiv Cornmitmenr I 

* Please Note: This is a mode1 that is rneant to represent the substantive theory of 
HRSC. Rather, it was tool used to facilitate the data analysis process. Please refer to 
page 47 for a more detailed description of the use of  diagramming in qualitative data 
analysis. 



Appendix M 

QUESTIONS FOR FOLLOW-UP MEETING WITH PARTICIPANTS 

1) Do you hear your story within the 'story' that 1 have written? What felt 

like it 'fit' and what didn't? 

2) What other comments/concems do you have about the interpretation that 1 

have presented? 

3) Would you agree that societal noms and values influence the health 

related sexual communication process? If so, how do you think they 

influence the process? 

4) When do you think it becomes necessary to have discussions about SHI 

with a partner? 

5) Do you seehear the development of your communication skills within the 

story? 




