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Abstract

The main aim of this thesis was to identify key psychological variables associated with
effective contraceptive use to target within an intervention aimed at improving
contraceptive use amongst adolescents, since rates of pregnancy amongst UK
adolescents remain the highest in Western Europe (Summerfield & Babb, 2004). A
further aim was to implement and evaluate such an intervention.

A qualitative interview study was conducted with 18 adolescents in order to inform the
development of measures for a longitudinal questionnaire study. The questionnaire
study was conducted with 291 adolescents to assess which of 17 predictor variables
were best at discriminating between less effective and more effective contraceptive
users. Analysis identified three variables, from the original 17 predictors, to target
within an intervention, namely self-efficacy, control beliefs and anticipated regret.

Materials for four intervention conditions were developed. One condition focused on
manipulating the similar constructs of self-efficacy and control beliefs, a second
focused on anticipated regret, a third combined the materials from the first two
conditions, and a fourth acted as an information-only control. Baseline measures of
control beliefs, self-efficacy and anticipated regret were taken from 414 adolescents,
alongside measures of stages of change (SOC from the transtheoretical model; TTM;
Prochaska & DiClemente, 1983), the other constructs from the theory of planned
behaviour (TPB, Ajzen, 1988), and a self-report measure of behaviour. One week
later, the intervention was implemented and immediate post-intervention measures of
the psychological variables taken. Four to five weeks post intervention follow-up
measures of the psychological constructs, SOC and behaviour were taken. Analysis of
the data showed that levels of five psychological constructs, including self-efficacy,
anticipated regret and intention to use contraception had significantly increased over
the course of the intervention. Self-reported contraceptive behaviour also showed
significant increases amongst a sub-sample of sexually active participants who had
relatively low intentions to use contraception at the outset of the intervention. This
increases occurred however, regardless of the condition of the intervention.

These findings represent an extremely positive outcome for behavioural change
research and have important wider implications. Since it seems likely that the
questionnaires rather than intervention materials were responsible for observed
changes, the findings demonstrate the difficulty in differentiating between the impact of
actual intervention material and the questionnaires used to measure their
effectiveness. There is also evidence that it may be advantageous to tailor future
interventions to specific sub-groups of populations. Suggestions for future research
are provided and the implications of the findings for pregnancy prevention within the
UK are also addressed.



Synopsis

Rates of pregnancy amongst UK adolescents were the highest in Western
Europe six years ago, and despite some evidence of a decline, the UK rates remain the
highest, with the latest figures suggesting there has been a slight increase in the
numbers of teenagers becoming pregnant (Summerfield & Babb, 2004).

This thesis argues that one reason why the Government’s approach to reducing
teenage pregnancy has not been more successful is because its intervention has not
been theory-driven or based on factors, other than knowledge, that are amenable to
change. Research consistently shows that knowledge is a necessary but not sufficient
factor to ensure health behaviour change (e.g. Richard & van der Pligt, 1991). Itis
therefore argued that research should focus on identifying variables, such as attitudes,
which are amenable to change, and which have been shown to be related to
behaviour, including health behaviours (e.g. Ajzen, 1991).

Within health psychology, a great deal of research has focussed on social
cognitive constructs to predict and understand a diverse range of health behaviours
(e.g. Ajzen, 1991; Armitage & Conner, 2001; Grimley, Prochaska & Prochaska, 1997,
Harrison, Mullen & Green, 1992). Research in the area of sexual health has however
tended to focus solely on condom use and the prevention of HIV and other sexually
transmitted infections (e.g. Albarracin, Johnson et al., 2001), and there has been a
paucity of research applying findings to the development, implementation and
evaluation of interventions (see Rutter & Quine, 2002). The aim of this thesis was

therefore to identify key variables associated with effective contraceptive use that could
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be targeted within an intervention aimed at improving contraceptive use, and to
implement and evaluate such an intervention.

Interviews with 18 teenagers were conducted to develop a greater
understanding of the ways teenagers think and feel about contraceptive use. Findings
from this research, as well as a review of relevant literature, informed the development
of a questionnaire that measured 17 potential predictors of contraceptive use. The
predictors included variables from two key theories that have been used to study
condom use, the theory of planned behaviour (TPB) and the transtheoretical model
(TTM).

A longitudinal questionnaire study was conducted with 291 adolescents to
assess which of the 17 predictor variables were best at discriminating between the
stages of change (SOC) for contraceptive use. Findings suggested that six of the
variables were important for differentiating between the five SOC. However, issues
associated with using the SOC as an outcome measure were identified, culminating in
the decision to develop a one-size-fits-all intervention. Further analysis identified three
variables, from the original 17 predictors, to target within an intervention, namely self-
efficacy (from the TTM), control beliefs (from the TPB) and anticipated regret.

Materials for four intervention conditions were developed based around
evidence from the Elaboration Likelihood Model literature (ELM; Petty & Cacioppo,
1986) and taking into consideration recommendations and examples in the literature
(e.g. Bandura, 1997; Quine, Rutter & Arnold, 2001). One condition focussed on
manipulating the similar constructs of self-efficacy and control beliefs, a second
focussed on anticipated regret, a third combined the materials from the first two
conditions, and a fourth acted as an information-only control. Baseline measures of
control beliefs, self-efficacy and anticipated regret were taken from 414 adolescents,
alongside measures of the other constructs from the TPB, SOC and a self-report
measure of behaviour. One week later, the intervention was implemented and

immediate post-intervention measures of the psychological variables taken. Four to
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five weeks post intervention follow-up measures of the psychological constructs, SOC
and behaviour were taken. Analysis of the data showed that levels of five
psychological constructs, including self-efficacy, anticipated regret and intention to use
contraception had significantly increased over the course of the intervention, but that
this occurred regardless of the condition of the intervention. |

These findings suggest that the questionnaires themselves were responsible for
the significant increases that were observed, and that the condition manipulations did
not have the impact that was expected. The possibilities that either a Hawthorne or
developmental effect were responsible are discussed, and evidence in support of
questionnaires themselves acting as an intervention within the existing literature is
presented in support of this explanation (e.g. Judd & Brauer, 1995; Richard et al.,
1996; 1998). The wider implications of this research for theory-driven intervention
design are discussed, since they demonstrate the difficulty in differentiating between
the impact of actual intervention material and the questionnaires used to measure their
effectiveness, such that researchers can feel cohfident their interventions would work in
isolation. Suggestions for future research are provided and the implications of the

findings for pregnancy prevention within the UK are also addressed.
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Chapter 1

Literature Review

1.1. Introduction

There are currently high rates of adolescent pregnancy within the UK (see section 1.2
on page 2, below). This chapter begins by discussing these high rates, and explains
the British Government’s approach to tackling this issue in recent years. A critique of
the Government’s approach provides a rationale for the need to incorporate theory-

driven research in any approach aimed at reducing numbers of teenage pregnancies.

The review then focuses on the psychological and sociological literature that has
examined adolescent pregnancy (or in terms of the older literature, ‘pregnancy before
marriage’), and contraceptive use, and attempted to explain or predict non-use or
misuse of contraception. Evidence that some psychological, sociological, socio-
economic and demographic variables are generally unamenable to change is provided
within this section and thus a rationale for a focus on other psychological variables is

provided.

Following this, the chapter introduces the predictors of contraceptive use which are
more amenable to change, and that have received attention in the psychological
literature. Models of health behaviour (e.g. the Health Belief Model; HBM,;
Rosenstock, 1966; 1974) that have been developed to explain the interaction of such
variables and their impact on general health-related behaviours, are evaluated, before
models that have attempted to explain contraceptive use specifically are introduced.

1
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Models that have been used to explain contraceptive use are discussed, ranging from
those designed specifically for contraceptive behaviour to those developed in the more
general context of health behaviour and other psychological research. This provides
evidence for the selection of potentially important variables on which to focus research
aiming to improve adolescent contraceptive use. Intervention research that has
focussed on improving contraceptive use is then presented, emphasising the largely
atheoretical nature of such work before focussing on research that has incorporated
some of the theoretical constructs identified as potentially important for the current

thesis.

1.2. Background

In 2001 ninety-six thousand teenagers conceived in England & Wales (Summerfield &
Babb, 2004). Of the 96 000 conceptions, 8 000 were to girls under the age of 16, and
400 were to girls under the age of 14 years. Over 57 000 of these conceptions led to
births (Summerfield & Babb, 2004). These rates of teenage pregnancy, despite some
evidence of decline over recent years (Summerfield & Babb, 2004), remain the highest
in Western Europe, and the latest available figures suggest rates actually increased
again in the following year (Quarterly conceptions for women aged under 18, 2004).
Canada, New Zealand and the United States are the only countries in the developed
world that have higher live-birth rates among 15 to 19 year-old women, and teenage
birth rates within the United Kingdom are twice as high as in Germany, three times as
high as in France and six times as high as in the Netherlands (see Social Exclusion

Unit [SEU] report, 1999).

The impact of such high numbers of teenage pregnancy is far reaching. There are
approximately 38 500 teenage women opting for abortions each year in England and

Wales (Summerfield & Babb, 2004). Those that do carry their pregnancies to term,

2
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and keep their babies, are more likely to drop out of education, become socially
isolated, and live in poverty, than their non-pregnant counterparts (SEU report, 1999).
The daughters of teenage mothers are more likely to become teenage mothers
themselves, and the high risk of poverty, social exclusion and deprivation is argued to

be passed on to the next generation (SEU report, 1999).

The Government, and local health authority agencies dealing with teenage pregnancy,
seem keen to reinforce a link between teenage parenthood and low educational
attainment, poverty, deprivation and low socio-economic status. This is illustrated by an

extract from, A teenage Pregnancy Strategy for Sheffield 2001-2011;

There is ... a clear association between Townsend Deprivation Index and
conception rate, with the four most deprived wards also having the highest
conception rates. Similarly, four of the six most affluent wards are amongst the

seven wards with the lowest conception rates (p10).

However, within Sheffield at least, the pattern of teenage conception rates is not as
straightforward as the above quote suggests. One of the more affluent electoral wards
has a conception rate above that of the Sheffield average of 52.4 per 1000 of the
population, and one of the more deprived wards has a lower than average teenage
conception rate, for Sheffield. There is also evidence that the difference between lower
and higher socio-economic groups, in teenage parenthood rates, is not due to a
difference in conception rates in every case, but a difference in abortion rates. For
example, in 1998 the affluent electoral ward of Hallam in Sheffield saw, amongst those
aged under 18, 33.4 per 1000 of the population, conceive. However, no under 19
births are recorded. This provides support for the notion that young people from higher

socio-economic groups may feel they have more to lose by continuing with a
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pregnancy, and so, more frequently opt for abortion (A teenage pregnancy strategy for

Sheffield, 2001-2011, p10).

Since the publication of the Social Exclusion Unit’s report in 1999, the British
Government has implemented a national strategy that aims to halve the number of
conceptions amongst those aged 18 years of age and younger, by 2010. Local Health
Authorities throughout the United Kingdom have been charged with implementing this
strategy within their areas. In Sheffield', the Teenage Pregnancy Joint Planning
Group, part of the Strategic Health Planning Partnership, has set up two groups to

address the problems associated with teenage pregnancy.

One group addresses sex and relationships education in schools, and leads on
support for teenage parents, including reintegration into education. The other
group is responsible for developing sexual health services, including
contraception and advice.

(A Teenage Pregnancy Strategy for Sheffield 2001-2011, p4).

In Coventry?, the local health authority has also established a dedicated team, or
Partnership Board, to produce and implement a 10-year teenage pregnancy strategy.
Rates of teen pregnancy in Coventry are even higher than in Sheffield, at 59.1 per
1000 of the population (Office for National Statistics), and the aim locally is to reduce

the rates by 55%, by the year 2010 (Coventry Health Authority, 2001).

The National Strategy to reduce teenage conceptions in the United Kingdom sets out
clear descriptions of the perceived causes of high pregnancy rates. These are: low

expectancies, ignorance and mixed messages (SEU report, 1999). However, no

' & 2 Sheffield and Coventry were the two locations for data collection within this thesis.
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information is provided on how these conclusions have been drawn. For example, to
illustrate the cause of teenage pregnancy as being attributable to low expectancies, the

report states;

One reason why the UK has such high teenage pregnancy rates is that there
are more young people who see no prospect of a job and fear they will end up
on benefit one way or another. Put simply, they see no reason not to get
pregnant.

(SEU report, 1999, p7).

The report includes no empirical evidence to support this claim. In fact, in the section
following this statement, the report shows clearly its use of anecdotal evidence. To -

explain mixed messages as a cause of teenage pregnancy the report states;

As one teenager put it to the Unit, it sometimes seems as if sex is compulsory
but contraception is illegal. One part of the adult world bombards teenagers
with sexually explicit messages and an implicit message that sexual activity is
the norm. Another part, including many parents and most public institutions, is
at best embarrassed and at worst silent...

(SEU report, 1999, p7).

- Taken at face value, these causal explanations of unintended teenage conception
appear valid, and are potentially part of a causal model of unintended teenage

pregnancies. However, again, the report lacks evidence to support its assertions.
Critically, despite local strategies detailing plans that will be undertaken to reduce
teenage pregnancy, there is insufficient information regarding how changes to the

factors influencing rates of pregnancy will actually affect the behaviour of young
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people, in terms of increased uptake of efficient contraceptive use and decreased

pregnancy rates.

To further illustrate this point, the strategy’s third statement regarding cause is

ignorance;

Young people lack accurate knowledge about contraception, STIs®, what to
expect in relationships, and what it means to be a parent.

(SEU report, 1999, p7).

To address this issue, the strategy insists that young people need to be provided with
good sex education in schools and other places where they can be reached. While
accurate knowledge and skills about contraception and sex are undoubtedly needed,
research has consistently shown that improving people’s knowledge about the risks
involved in unsafe sexual behaviour does not significantly affect their subsequent
intention to use condoms (e.g. Abraham, Sheeran, Spears & Abrams, 1992; Richard &
van der Pligt, 1991). Sundby, Svanemyr and Maerhe (1999) also found that, despite
contraceptive awareness being very good amongst participants, their consistency of

use of contraceptives varied, and even some consistent users became pregnant.

In order to address the issues surrounding unintended teenage pregnancy further, it is
argued within this thesis that it is essential to carry out theory-driven research.
Understanding the reasons why different methods of contraception are not used, or
used ineffectively or inconsistently, can be achieved by identifying underlying causal
factors. This will assist in the design of intervention(s) rooted in theory, which arguably

will be, a priori, capable of providing effective changes in contraceptive behaviour.
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1.3. The focus of research

This review has detailed the current issue of high rates of teenage pregnancy within the
UK. Whilst a proportion of these pregnancies may be planned, a greater proportion
appear to be unintended and therefore the direct result of either misuse or non-use, of
contraceptives. ’An introduction to the political reaction to this issue, including some
critique of the approach taken to reduce teen pregnancies, has provided a clear

rationale for the need for theory-driven research within this area.

1.3.1. The complexity of contraceptive use

Contraceptive use is a highly complex behaviour. It is inextricably linked to the social
and cultural environment within which a person lives (Romo, Berenson & Segars,
2004), and the complexities of an intimate relationship with a sexual partner (Bennett &
Bozionelos, 2000). During the adolescent years these complexities are likely to be
exacerbated as ‘protracted struggles concerning a multiplicity of questions about their
development as sexual beings,” are engaged in (Shoveller, Johnson, Langille &
Mitchell, 2004, p473). In addition, contraceptives are available in many forms, each

requiring a different set of behaviours and human interactions.

1.3.2. Developmental, sociological and socio-political approaches

"~ The majority of research focussing on contraceptive use, particularly adolescent
contraceptive use, has attempted to explain its non-use and misuse through an
exploration of an extensive selection of variables (e.g. DeLamater & MacCorquodale,
1979; Morrison, 1985; Whitbeck, Conger & Kao, 1993). Within developmental social
psychology, for example, variables explored have tended to represent a particularly
negative and problematic view of adolescent sexuality and contraceptive use (e.g.

Ehrhardt, 1996). Most prominent within developmental research are attempts to

3sTI meaning sexually transmitted infection.
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explain teenage pregnancy in terms of variables such as female promiscuity and its
relationship with absent fathers (e.g. Whitbeck et al., 1993). It is arguably the case that
the utility of such research is limited in that it removes responsibility for conception from
adolescent males, for example, and promotes a negative view of single-parent families.
As such, the correlates and antecedents of adolescent pregnancy require exploration

beyond issues that are perceived to have a negative impact on sexual development.

Research that has come from a more sociological and socio-political arena has tended
to focus on variables such as age and socio-economic status to explain teenage
pregnancy (e.g. Kantner & Zelnik, 1972; Scott-Jones & Turner, 1990; Kaplan, Martin &
Robbins, 1985; Zelnik & Kantner, 1977). Relationships have also been found between
rates of teenage pregnancy and ethnic group (e.g. Bingham, Miller & Adams, 1990;
Murry, 1992), with greater numbers of Black adolescents experiencing unintended
pregnancy than White adolescents. There is however, evidence to suggest this
ethnicity link relates back to socio-economic status, rather than being a function of race
per se (e.g. Hogan & Kitagawa, 1985). Further research provides a convincing
argument for the role that poverty plays in explaining adolescent unintended pregnancy
amongst western cultures (e.g. see particularly Luker, 2000; but also Williams, 1991).
These sources challenge the assumption that pregnancy as a teenager causes, or at
least exacerbates poverty, and argue that most teenagers who conceive are
economically disadvantaged to begin with and delaying childbirth until they are beyond

twenty years old will not change that fact (Luker, 2000).

The sociological and socio-political correlates of teenage pregnancy outlined above are
arguably part of a complex interplay of causal factors that impact upon individuals’

cognitive processes, behaviours and experiences in relation to contraceptive use. Yet,
the sociological constructs outlined do not represent variables that are easily amenable

to change within health promotion and intervention settings. Therefore, where
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sociological variables may be largely unresponsive, at the level of practically
implemented and affordable interventions, psychological variables may offer
parsimonious means of influencing behavioural change amongst populations by
targeting appropriate variables known to have a degree of adaptability (e.g. behavioural

intentions; Ajzen, 1991).

1.4. The focus of psychological research

1.4.1. Demographic factors

Some of the psychological research on adolescent contraceptive use and unplanned
pregnancy has examined relationships with factors that have more often been the
focus of the sociological literature. Variables such as age, gender, race, educational
attainment, religiosity, and socio-economic status have been found to hold significant
correlations with contraceptive use (e.g. DeLamater & MacCorquodale, 1979; Foreit &
Foreit, 1978; Furstenburg, Shea, Allison, et al., 1983; Kantner & Zelnik, 1973).
However, Lowe and Radius (1987) found that background factors such as these
accounted for only 2% of the variance in their measure of contraceptive use, and there
is much evidence to support the notion that these variables are mediated by other
variables such as attitudes about sex and contraception (e.g. DeLamater &
MacCorquodale, 1979; Sheeran, Abraham, Abrams, et al., 1990; Zelnik & Kantner,

1977).

1.4.2. Personality variables

Further psychological research has focussed on the relationship between personality
variables and contraceptive use. Self-esteem and locus of control are two examples of
such variables that have received much attehtion in the literature (e.g. DeLamater &
MacCorquodale, 1979; Morrison, 1985). Locus of control refers to a personality
variable describing the extent to which a person believes given outcomes are due to

their personal input (internal control) versus the impact of external factors, such as

9
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other people or luck (external control; Rotter, 1990). Investigations of locus of control
have generally found a lack of support for a significant relationship with contraceptive
use (e.g. Gold & Berger, 1983). A possible reason for this, it has been argued, may be
that locus of control as a general personality variable is not sufficiently related to
performance of the behaviour in question and that, 'more sexually-specific measures of
efficacy would correlate more highly with contraceptive use' (Sheeran White & Phillips,
1991, p263). Similarly, self-esteem has been found to have little, if any, relationship
with contraceptive use (e.g. DeLamater & MacCorquodale, 1978; Garris, Steckler &
Mcintire, 1976; Hornick, Doran & Crawford, 1979). Those studies which have found
small but significant relationships with self-esteem have focused on female users and
seem to suggest that the relationship may be limited to contraceptive methods that
require a public acknowledgment of use, because of the need to attend a family

planning clinic, for example (e.g. Herold, Goodwin & Lero, 1979; Lundy, 1972).

The tendency to engage in risk-taking behaviour is a further variable that has been
investigated within the literature. Older literature suggests that there is no link between
contraceptive use and general risk-taking behaviour (e.g. Rader, Bekker, Brown &
Richardt, 1978). However, more recent research presents a slightly less conclusive
assessment of the relationship between these two variables. For example, Donohew,
Zimmerman, Cupp, et al. (2000) found strong correlations between sensation seeking,
impulsive decision making and a number of sexual risk-taking behaviours, and Metzler,
Noell and Biglan (1992) found significant relationships between high risk sexual
behaviours and other adolescent problem behaviours. In contrast, there is evidence
that contraceptive non-use does not co-vary with other risk behaviours in adolescence
(Flisher & Chalton, 2001). It may be the case that contraceptive non-use did not co-
vary with other risk behaviours in Fisher and Chalton’s study because it represents a
deliberate choice not to use contraception for some adolescents, or the fact that the

teenager is not concerned about getting pregnant (or getting a girl pregnant), and is

10
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therefore not really considered risky. It may also be the case that the difference
between older and more recent research reflects differences amongst the samples of
adolescents studied. It is possible that participants in the 1970s literature simply
engaged in different kinds of risk-taking behaviour compared with their modern-day

counterparts.

Further research that has focused on the relationship between contraceptive use and
personality variables includes the investigation of sex guilt or sex anxiety and
erotophobia and erotophilia (dispositions to respond in negative and positive ways
respectively to sexual cues). Significant associations between these variables and
contraceptive use versus non-use, and consistency of use have been found in the
literature (e.g. Gerrard, 1982; Herold & McNamee, 1982). In addition, these variables
have tended to be the focus of a sub-set of decision models of contraceptive use (e.g.
Byrne, 1983; Reiss, Banwart & Foreman, 1975; further discussion of this is incluvded in
section 1.6 below). Other variables that have received attention include socialisation,
low levels of which have been found to be related to use of an unreliable contraceptive
method and inconsistent use of any method (e.g. Oskamp & Mindick, 1983). Measures
of conservatism and sex-role traditionality have also been found to correlate negatively
with contraceptive use (DeLamater & MacCorquodale, 1979; Geis & Gerrard, 1984). It
is possible that the importance of these variables is linked to the ability to communicate
with a partner about using contraception, (which is discussed in further detail in section
1.4.3.2 below), and feeling confident enough to purchase contraception or visit the
family planning clinic or general practitioner (GP) to obtain it (refer to discussion of self-

efficacy and perceived behavioural control in section 1.7 below, on page 42).

Variables that have been found to hold positive associations with contraceptive use
include problem solving ability and future orientation (e.g. Harvey, 1976; Steinlauf,

1979), yet intelligence quotient (1Q) scores have not been evidenced as relating either

11
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positively or negatively to contraceptive use (Oskamp, Mindick, Berger & Motta, 1978).
There is however some evidence that state and trait anxiety, as well as specific
measures of sex anxiety, are successful in predicting contraceptive behaviour (e.g.
Brooks & Butcalis, 1976; Janda & O'Grady, 1980; Joesting & Joesting, 1974). Itis
arguably the case that whilst evidence exists of relationships between measurements
of personality variables and contraceptive use, in a similar capacity to background
factors, such relationships may not be directly impacting upon contraceptive behaviour,
but are likely to be mediated by other variables, such as attitude towards contraceptive
methods (see Gold & Berger, 1983; p115). With the possible exception of self-esteem,
it is unlikely that personality variables, any more than demographic variables are
amenable to change within health promotion and intervention settings. As this thesis
aims to develop such an intervention, it is necessary to assess the predictability of

psychological variables that may be more susceptible to change.

1.4.3. Non-cognitive factors amenable to change

Situational variables

Some situational factors have received attention with regard to contraceptive use.
Hacker (1977) found that use of alcohol, drugs and the physical constraints of the
location where sexual intercourse takes place can all negatively impact upon the use of
an effective method of contraception. Drugs and alcohol can have a direct effect on
behaviour in that they may reduce the ability to use contraception, and make the
prospect of not using it seem less serious than it normally would (Hacker, 1977).

Herold and McNamee (1982) found a correlation of .34 between substance use prior to
intercourse and non-use of contraceptives. In addition, the physical constraints of the
location where sex occurs may be important because contraception is not available
(Hacker, 1977). Further research that has focused on location of sexual intercourse
has revealed that living away from the parental home predicts better and more frequent

use of contraception (e.g. Hill, Peplau & Rubin, 1983; Kantner & Zelnik, 1973). This

12
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finding holds for both men and women, but is likely to be mediated by the fact that
young people living away from the parental home may be engaging in more frequent
sex, and have less fear of discovery than their ‘at home’ counterparts (Sheeran et al.,
1991). These situational variables are amenable to change to a greater degree than
most personality and demographic variables and could therefore be considered as

possible targets for intervention.

Intrapersonal and Partner communication variables

Frequency of sexual intercourse is one of the most commonly reported variables in the
earlier literature relating to intrapersonal variables and contraceptive use (e.g.
DeLamater, 1983; DeLamater & MacCorqudale,1978; Foreit & Foreit, 19178; Geis &
Gerrard, 1984; Morrison, 1985). The greater the frequency of sexual intercourse
between partners, the more likely contraception will be used consistently and
effectively. However, it has been argued that such frequent occurrence of sexual
intercourse is strongly associated with use of the contraceptive pill (Morrison, 1985).
Women who are having frequent sex, or who expect to, are more likely to take oral
contraceptives than women who do not expect to be having intercourse often
(Morrison, 1985). Women frequently having sex therefore tend to be better protected
from unplanned pregnancy compared to women having sex less often. These findings
are also asserted in some of the early models of contraceptive use (see specifically

Reiss, Banwart & Foreman, 1975; section 1.6 below, on page 34).

Other research has supported the notion that qualities of a sexual relationship help
predict effective contraceptive use. For example, the length a relationship has lasted
(e.g. Cvetkovich & Grote, 1981; Foreit & Foreit, 1981), the exclusivity of a relationship
(e.g. DeLamater & MacCorquodale, 1978; Herold & McNamee, 1982) and levels of
intimacy in a relationship (e.g. Furstenburg, et al., 1983) are all associated with

consistent use. Additionally, a couple’s ability to discuss contraception has been found

13
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to be positively associated with contraceptive success (e.g. Herold & McNamee, 1982;
Herold & Samson, 1980). The relationship between the ability to discuss contraception
and contraceptive success may however be subsumed by power differentials within a
relationship, where one partner has greater power and influence over the other (e.g.
Cohen & Rose, 1984; Cvetkovich & Grote, 1983; Herold & McNamee, 1982; Whitley &

Schofield, 1986).

The research involving intrapersonal and partner communication variables has
oftentimes been inconclusive. For example, a positive correlation has been found
between frequency of intercourse and contraceptive use (Geis & Gerrard, 1984; Herold
& McNamee, 1982), and this relationship is mediated by partner influence to use
contraception and guilt about intercourse. In addition, whilst some research concludes
that effective contraceptive use increases with the seriousness of relationship (i.e.

“casual’ vs. “steady™

vs. engaged; Sheeran et al., 1991), other findings suggest that
the direction of the relationship depends on methodology and definitions incorporated

within the study (e.g. Morrison, 1985).

Variables such as the ability to effectively communicate with a partner about
contraception, are similar to some of the situational variables outlined, in that they may
be responsive to change through some form of intervention, and may therefore be
candidates for sexual health promotion. Despite this, this thesis argues that cognitive
psychological variables may be more strongly associated with behaviour than
situational and interpersonal factors, and in addition, more directly responsive to

intervention. Further discussion of these cognitive factors therefore follows.

4 Meaning relatively long-term monogamous relationships
14
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1.4.4. Knowledge, attitudes and beliefs; cognitive factors amenable to
change

Knowledge, attitudes and beliefs are variables that are known to be amenable to
change. They are learnt and therefore have the potential to be unlearnt, added to, or
altered in some way. These variables have received attention in relation to their impact
on contraceptive use in literature published over four decades (e.g. Furstenburg,
Gordis, & Markowitz,1969; Jaccard & Davidson, 1972; Lowe & Radius, 1987; Richard

& van der Pligt, 1991).

Accurate knowledge about contraception is, under most circumstances, a necessary
prerequisite of effective and consistent contraceptive use. Past research has
considered lack of knowledge, and inaccurate knowledge amongst adolescents and
young people in relation to contraception. For example, Cvetkovich and Grote (1983)
reported that 10% of their participants did not know that pregnancy was as likely on the
first occasion of intercourse as any other. They also reported that correctly identifying
the period of greatest pregnancy risk during the menstrual cycle was achieved by less
than half of the males and fewer than two thirds of the females (see also Lowe &
Radius, 1987; Rothenberg, 1980; Schofield, 1965). This tendency to report
percentages is reflected in much of the early research into the attitudes and beliefs of
adolescents regarding contraception. Whilst such data is of interest, its use is limited in
that it does little to help establish potential antecedents of behaviour that could be
targeted in interventions. Furstenburg et al. (1969), for example, reported that almost
40% of their participants held negative or mixed beliefs about contraceptives, and
Freeman, Rickels, Huggins et al. (1980) found that around two thirds of teenagers
thought a girl would feel ‘used’ if her partner knew she took contraception. However,
knowledge about contraception, no matter how accurate and plentiful, is widely
accepted to be insufficient in ensuring that contraception is used when pregnancy is

not desired (e.g. Abraham, Sheeran & Orbell, 1998; Richard & van der Pligt, 1991).
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Further research has found evidence that beliefs about side effects, effects on morality
and pleasure gained from sex, and the effectiveness and convenience of a method,
were all significant in distinguishing between women who had positive attitudes
towards oral contraceptives and those with negative attitudes (e.g. Jaccard &
Davidson, 1972; Werner & Middlestadt, 1979). However, the dispute regarding the
attitude-behaviour relationship within social psychology (see 1.5.1 below), affected the
discussion over attitudes toward contraception and whether they could be considered
causal factors of non-use or misuse of contraceptives (e.g. Bauman, 1970; Morrison,
1985), despite some evidence provided by correlational studies (e.g. Herold &

McNamee, 1982).

The development of the literature aimed towards improving contraceptive use has
therefore largely come from literature within social psychology and the emerging field of
health psychology, and specifically social cognition models, where the dispute over the
attitude-behaviour relationship has been addressed in relation to a variety of health-

related behaviours.

1.5. Social cognition models and health psychology

1.5.1. Attitude-behaviour relationship and the principle of compatibility

Fishbein (e.g. 1967) began to address the issue of the seemingly poor predictive
relationship between attitudes and behaviour. The research used Subjective Expected
Utility theory (SEU theory®; Edwards, 1954) and expectancy-value theory® (Peak,
1955), to explain the relationship between beliefs and attitudes. To explain this

relationship further Fishbein added the variable intention, which was thought to mediate

*The SEU model (Edwards, 1954) is an early theory from which many later models of health behaviour
were developed. It purports that people will always choose a course of action that they subjectively feel
will bring them the greatest benefits and the least cost.

Expectancy-value theory follows much the same principles as SEU theory.
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the relationship between attitudes and behaviour (Fishbein, 1967). This theorising later
developed into what became known as the theory of reasoned action (TRA; Fishbein &
Ajzen, 1975) and was later further developed into the theory of planned behaviour
(TPB; Ajzen, 1988; see 1.5.4 below, on page 21). The attitude-behaviour discrepancy
was further explained through what is now known as the principle of compatibility
(Ajzen, 1988; Ajzen & Fishbein, 1977; Fishbein & Ajzen, 1975). This principle posits
that when an attitude and behaviour are being researched, they should be measured at
the same levels of time, context, action and target in order that the accordance
between these factors is maximised. Adherence to this principle, along with the
concurrent inclusion of a measure of intention has to some extent resolved major
discrepancies in the ability of attitudes to predict behaviour (Ajzen, 1988). Some of the

theories that have been developed from this work are examined and evaluated below.

1.5.2. Beliefs, attitudes and other social cognitive variables amenable to
change

Beliefs, attitudes and knowledge have been central to much of the research using
social cognition models to explain and predict health behaviours. According to social
cognition theories, these variables broadly represent the social cognitive factors that
pre-empt behaviour, are learned through socialisation, and have the ability to
distinguish between similar individuals (e.g. see Conner & Norman, 2005). Most
importantly, these variables are also responsive to change, and offer psychologists an
avenue for intervening with, and having a positive impact on health behaviours (Conner
& Norman, 2005). Models utilising these variables, which have been applied to a
variety of health behaviours include the Health Belief Model (HBM; Rosenstock, 1966;
1974), the Theory of Reasoned Action (TRA; Fishbein & Ajzen, 1975), the Theory of

Planned Behaviour (TPB; Ajzen, 1985; 1988; 1991) and the Transtheoretical model’

" The TTM was developed within the field of clinical psychology, rather than social psychology.
17
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(TTM; Prochaska & DiClemente; 1982; 1983). Each of these models is described and

evaluated in relation to its application to health behaviours below.

1.5.3. The Health Belief Model (HBM; Rosenstock, 1966)

The HBM was developed in the United States in the 1950s by public health
researchers looking for ways of identifying targets for health interventions (Abraham &
Sheeran, 2005). They had evidence that demographic and socio-economic variables
were predictive of health behaviour, but were aware that these variables were not
amenable to change (Rosenstock, 1966; 1974). The model they developed purports
that there are two key variables on which the motivation to carry out preventative health
behaviours depend. These are the extent to which an action is believed to be
beneficial in reducing a threat and being in a psychological state of readiness to act.
Each of these variables in turn is dyadic in nature. Being in a psychological state of
readiness to act is dependent on an individual's perceptions of vulnerability to a threat
to their health and their perceptions of the severity of that threat in terms of its effect on
their life. The extent to which an action is believed to be beneficial in reducing a given
threat is dependent upon the perceived benefits gained by the action, weighed against
the perceived costs or barriers involved in performing the action. In addition to these
variables, Rosenstock (1966) believed that, in many cases, an additional variable is
necessary to explain when action will take place. A cue to action, which in the case of
contraceptive use might be a pregnancy scare or the start of a new sexual relationship,
is needed in order to motivate the person who is psychologically ready to act. In later
versions of the model (e.g. Becker, 1977) a sixth variable, health motivation, was also

included, representing an individual’'s motivation to be concerned about health matters.

The HBM is arguably the social cognition model to have received the greatest attention
within the health behaviour literature. The model and its constructs have been used to

study behaviours as diverse as smoking and alcohol use (e.g. Stacy & Lloyd, 1990,
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Werch, 1990) compliance with drug and treatment regimens (e.g. Abraham, Clift &
Grabowski, 1999; Kirsht & Rosenstock, 1977; Hartman & Becker, 1978), breast self-
examination (e.g. Champion, 1984; Millar, 1997), diet and exercise behaviours (e.g.
Langlie, 1977), and dental health behaviours (e.g. Chen & Land, 1986). The HBM
however, has been criticised for two main reasons. The first is that Rosenstock failed
to specify how the variables of the model should be combined in order to influence
behaviour, which has led to different studies using different combinations of variables
making them difficult to compare (Quine, Rutter & Arnold, 2000). In addition, clear
indications as to how the variables should reliably be measured were also neglected by
the author (Champion, 1984). Despite these difficulties with operationalising the
model, quantitative reviews of research applying the HBM to health behaviours have
shown some support for the model’s constructs, in particular the variables of perceived
susceptibility, severity, benefits and barriers. For example, a review involving the
calculation of significance ratios for HBM constructs found that these four constructs
were significantly predictive of behaviour in between 65% and 89% of the studies
examined (Janz & Becker, 1984). Barriers were the most reliable predictor of
behaviour, followed by susceptibility and benefits, with severity still achieving
significance in almost two thirds of cases (Janz & Becker, 1984). A meta-analytic
review of these four constructs of the HBM also found that they significantly predicted
behaviour in both cross-sectional and prospective studies (Harrison, Mullen & Green,
1992). In this case however, the more sophisticated statistical analyses revealed that
the variance in behaviour explained was small, with on average an individual
component accounting for only four percent of the variance in behaviour. Despite
this, the literature that has applied the four main constructs of the HBM to health

behaviour shows support for their predictive abilities.

In relation to the two further constructs of the HBM, cues to action and health

motivation, empirical research has been somewhat limited. In the case of cues to
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action, findings have varied dependent on research areas and the cues themselves
(Shéeran & Abraham, 1996). For example, with regard to smoking cessation, it has
been found that advice from doctors can be a successful cue to action (e.g. Stacy &
Lloyd, 1990) whilst memory of a mass media campaign had no effect on behaviour
(e.g. Mullen, Hersey & lversen, 1987). In addition, knowing someone who has
acquired immune deficiency syndrome (AIDS) or is human immunodeficiency virus
(HIV) positive has not been a successful behavioural change cue for gay men (e.g.
Wolcott, Sulivan & Kiein, 1990), whilst knowing someone who has had a bad
experience of an influenza vaccination is negatively associated with a person’s own
vaccination behaviour (e.g. Aho, 1979). Cues to action holding the strongest
relationship with behaviour have tended to be measures of iliness related symptoms

such as pain (e.g. Kelly, Mamon & Scott, 1987).

Measures of health motivation have also had mixed findings in relation to their ability to
predict health behaviour. There are multivariate studies that have found significant
positive relationships (e.g. Portnoy, 1980) and there are others that have found no
significant association (e.g. Wagner & Curran, 1984). Correlational studies have
generally found statistically significant relationships, but they have tended to be small
(e.g. Champion, 1984). Measures of this variable, as with the other HBM constructs
have varied from study to study, and it is possible that more established constructs
such as health locus of control (e.g. Strickland, 1978) may subsume a measure of
health motivation. Overall, the HBM has provided a useful framework for attempting to
explain and predict important health behaviours. Whilst there has been evidence that
its constructs are predictive of health behaviour on the whole, the relationships have
been small, and it seems likely that other variables may provide a more complete
explanation, and therefore provide a better aid to intervention design than this model

allows.
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1.5.4. The Theory of Reasoned Action (TRA) and the Theory of Planned

Behaviour (TPB)

The Theory of Reasoned Action, proposed by Fishbein (1972) and Fishbein & Ajzen
(1975) was designed to explain behaviours generally, and has been applied to health
behaviour (e.g. Carter, 1990; Manstead, Proffitt & Smart, 1983; Morrison, Baker &
Gilmore, 2000). It was unique in that it accounted specifically for social influence in the
decision making process and the likelihood of a behaviour being carried out according
to a measure of behavioural intention. In subsequent years the TRA received an
additional variable, perceived behavioural control (PBC), and became the Theory of
Planned Behaviour (TPB; Ajzen, 1988; 1991). The TPB proposes that behaviour is
directly related to a person’s intention to perform that behaviour. Intention to perform a
behaviour, such as the intention to use the contraceptive pill or a condom, depends on
a person’s attitude toward that behaviour, subjective norms concerning that behaviour |
and perceived behavioural control over the behaviour. Perceived behavioural control is
also proposed to have a direct impact on behaviour, when it accurately reflects actual
control over behaviour. For example, an individual may perceive that they have little
control over effective condom use if they do not have one available when sex is
imminent, and think that all places where condoms may be obtained are closed. This
perception may accurately reflect actual behavioural control if in fact all the places to
obtain condoms are closed, and thus despite a desire or intention to use a condom,
sex may occur without one. Attitude is explained as a function of a person’s belief
about the outcome of a behaviour, (e.g. “using a condom will stop me getting pregnant
or taking the pill might make me put on weight”), and the evaluation they make of the
outcomes they believe will arise due to that behaviour (e.g. “not getting pregnant is a
good thing or putting on weight is bad”). Subjective norms are explained as a function
of what a person perceives other people or social groups who are important to them
believe about a behaviour, (e.g. “my best friend thinks taking the pill makes you look

‘easy”) and a person’s motivation to comply with the perceived beliefs of those

21



1 Ia'JlGl I T IWIddWIY 1Y\ VIwYY

important to them (e.g. “I want to do what my best friend thinks is appropriate”).
Perceived behavioural control is described as a function of perceived likelihood of
occurrence of a behaviour (e.g. “it is likely that tomorrow | will have sex and need to
use contraception”) and perceived power to facilitate or inhibit a behaviour (e.g. “l am

able to go and buy condoms today”). See Figure 1.1 below.

Belief about
outcome of a
behaviour

Attitude
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Evaluation of
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v
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comply with
normative beliefs
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Figure 1.1 The Theory of Planned Behaviour (Ajzen, 1988)

The TPB, and the model that preceded it, the Theory of Reasoned Action (TRA;
Fishbein & Ajzen, 1975), have received a great deal of attention from social
psychologists interested in predicting and changing health behaviours. Support for the

models has been widespread (e.g. Ajzen, 1991; Ajzen & Fishbein, 2000; Armitage &
22
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Conner, 2000; Conner & Armitage, 1998; Conner & Sparks, 1996; Godin & Kok, 1996).
When applied to a variety of health behaviours, Godin and Kok (1996) meta-analytic
review showed that the TPB was found to explain 41 per cent of the variance, on
average, for intention and 31 per cent of the variance in behaviour. More recently,
Armitage and Conner (2001) in another meta-analytic review of the TPB found that the
model could account for 39 per cent of the variance in intention related to health
behaviours, and 27 per cent for the behaviours themselves. The individual constructs
of attitude, subjective norm and PBC explained between 12 and 24% of the variance in
intention, whilst intention alone explained 22% of the variance in behaviour. PBC
explained on average, an extra 6% of the variance in behaviour over measures of
intention, providing strong evidence that the constructs of the TPB are better predictors
of health behaviour than the constructs of the HBM (see section 1.5.3 above,‘on page
18). Indeed, Armitage and Conner (2000) argue that the TPB provides a superior
model of behavioural prediction compared with the HBM and two further theories, those
being social cognitive theory (SCT; Bandura, 1986) and protection motivation theory
(PMT; Rogers, 1983). In fact, each of these models (HBM, TPB, SCT & PMT) has its
roots in the aforementioned SEU theory (Edwards, 1954; see 1.5.1 above, on page 16)
and to a greater or lesser extent incorporates aspects of knowledge, beliefs and
attitudes in the operationalisation of its variables (see 1.5.2 above, on page 17). For
example, perceived susceptibility and perceived severity from the HBM clearly
represent beliefs, and in the context of health behaviour research these are usually
beliefs about the threat of ill health (e.g. Aho, 1979, caused by smoking, poor diet and
lack of exercise; Stacy & Lloyd, 1990, caused by smoking). Furthermore, perceived
benefits from the HBM represent beliefs about the positive consequences of a
particular action, and as such are closely related to the attitude construct within the
TPB. Perceived barriers also represent beliefs, this time about the ease of performing
a behaviour, which is closely related to the PBC construct of the TPB. PMT and SCT

also contain comparable elements, so there is considerable overlap between these
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competing models (Armitage & Conner, 2000). This overlap, it has been argued, may
explain the apparent superiority of the TPB, since it is possible that the constructs of
the TPB are merely a better representation of the critical social cognitive constructs

that underpin behaviour (Armitage & Conner, 2000).

A major criticism of the TPB relates to the underlying assumption that it is a ‘sufficient’
model of behaviour (Rutter & Quine, 2002, p13). That is, no variables external to the
model should account for additional variance in intentions to perform a behaviour or in
the behaviour itself. However, some researchers have been dissatisfied with the
amount of unexplained variance in intention to perform a behaviour (e.g. Parker,
Manstead & Stradling, 1995; Evans and Norman, 2002). For example, in the case of
Godin and Kok’s (1996) review, 59% of the variance in intention is not explained by the
other constructs of the TPB, suggesting that there are likely to be other variables, not
included in the model that could account for additional variance, over and above error-
variance. Parker et al. (1995) found that the predictive value of the TPB could be
increased significantly when applied to driving violations, by adding measures of
anticipated regret and moral norm. They concluded that personal beliefs about morally
right and wrong behaviours are important to the formation of intentions to perform
antisocial or socially controversial behaviours. Similarly, Terry and O’Leary (1995)
found support for the notion that a separate measure of self-efficacy as well as PBC,
helps the TPB to explain more variance in intention to engage in regular exercise.
Findings by Armitage and Conner (2001) however, suggest that this distinction ought to
be made cautiously, and that self-efficacy has stronger predictive powers than PBC, so

might be usefully used to replace it rather than be included alongside it.

Narrative and meta-analytic review evidence has also supported an extension of the
TPB to include self-identity and moral norms. These variables were shown to predict

independent variance in intention to perform a behaviour over and above the traditional
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constructs of the TPB (Conner & Armitage, 1998). There is also meta-analytic
evidence that self-predictions have a stronger relationship with behaviour than do
intentions, since by their nature self-predictions incorporate a consideration of factors
that will inhibit or facilitate behavioural action (Sheppard, Hartwick & Warshaw, 1988).
Indeed, Conner and Sparks (2005) recommend that from a psychometric point of view,
multiple items that include self-predictions and desire in their measures of intention are

preferable since they are more highly reliable.

Abraham and Sheeran (2003) report three studies showing that anticipated regret not
only predicted intention, as has been shown in other research (e.g., Richard, de Vries
& van der Pligt, 1998), but also moderated the intention behaviour relationship such
that behaviour was most likely when participants had high intentions and high levels of
anticipated regret over failing to perform the behaviour. It would appear that there is a
growing body of evidence supporting the addition of variables to the TPB. Whilst it is
clear from literature detailed above that other variables may well be responsible for a
proportion of the variance in behaviour over and above the standard TPB constructs, it
seems likely that these variables will differ depending on the particular behaviour being
studied. This is because some behaviours may naturally incorporate, for example,
moral aspects, or the potential for regret, to a greater degree than others. Itis
therefore important that research is performed investigating the contribution of
additional variables across a variety of behavioural domains of interest to health

psychologists.

Further criticism of the TPB, and indeed other models rooted in SEU theory (see 1.5.1
above, on page 16), relates to the inability to explain how people change their
behaviour (e.g., Grimley, Prochaska & Prochaska, 1997). The TPB, for example,
states that certain variables, (e.g. attitudes) can be measured to form a prediction of a

person’s intention to perform a behaviour. However, the variance accounted for by the
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TPB regarding intentions compared to behaviour has been shown to be discrepant.

For example, Armitage & Conner (2001) found that 17% more variance in intention can
be explained by attitude, subjective norm and PBC, than intention can explain variance
in behaviour. Intention and PBC together explain a total of 27% of the variance in
behaviour in their meta-analytic review, and similar findings have been reported
elsewhere (e.g., Godin & Kok, 1996; Sheeran & Orbell, 1998). Clearly, the way in
which cognitive decisions to act are actually translated into behaviour are not
completely accounted for by models such as the TPB. Stage models of behaviour
change, it is argued, have to some extent addressed this issue of how people change

their behaviour.

1.5.5. The transtheoretical model (TTM; Prochaska & DiClemente, 1983)
The transtheoretical model of behaviour change (TTM; Prochaska & DiClemente,
1983) is a stage model that has received attention within the health behaviour change
literature. It was originally designed in order to help explain and facilitate the process
by which people achieved smoking cessation (Prochaska & DiClemente, 1982). As
Figure 1.2 below illustrates, The TTM consists of five discrete stages of change (SOC).
When people are not considering performing a given health behaviour, they are said to
be in the precontemplation stage. Those who are considering the health behaviour are
classified as being in the contemplation stage, and those who are preparing to change
their behaviour are said to be in the preparation stage. People who have begun the
behaviour, but for fewer than six months are classified as being in the action stage, and
maintainers are those who have successfully maintained the behaviour change for six
months or more. The TTM allows for people to relapse through stages, and start the
process towards maintenance again at any time. In fact, the model allows for a limitless
number of relapse occurrences before maintenance may be achieved (Velicer,

Prochaska, Fava, et al., 1998).
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Figure 1.2 The Transtheoretical Model (TTM; Prochaska & DiClemente, 1983)

The TTM, in contrast to SEU-based models, is an explicitly temporal model that also includes

a set of affective and cognitive constructs. Sutton (2000a) suggests it is useful to think of the
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SOC, and transition between them, as dependent variables within the model, and the other
constructs, variables assumed to influence the transitions, as independent variables. These
independent variables include processes of change, decisional balance (pros and cons) and
self-efficacy/temptation. The processes of change, of which 10 have been identified in
relation to smoking cessation (Prochaska, Velicer, DiClemente & Fava, 1988) and applied in
other settings (e.g., Rakowski, Ehrich, Goldstein et al., 1998; Sutton, 2001), have been
divided into two classifications: experiential and behavioural. Experiential processes include:
consciousness raising, which involves an individual becoming more aware of the need to
begin performing a health behaviour; self re-evaluation, which involves an individual
assessing how they feel about themselves in relation to not performing the health behaviour;
dramatic relief, involving experiencing and expressing feelings associated with not
performing the health behaviour; environmental re-evaluation, involving consideration of how
not performing the health behaviour in question may affect the health and lives of others; and
social liberation, noticing that social norms conceming health behaviour are changing or
have changed. The five behavioural processes included are: self-liberation, where an
individual chooses to begin performing the health behaviour, and believes in their ability to do
so; counter conditioning, involving finding compromises and strategies for putting the
behaviour into practice; stimulus control, where the individual may start behaving in ways that
increase the likelihood of the health behaviour being performed; reinforcement management,
involving an individual rewarding themselves or being rewarded for performing the health
behaviour; and finally, helping relationships, where the individual has people to talk to and

get feedback from regarding their feelings over beginning to perform the health behaviour.

Overall, there is evidence that during precontemplation, fewer processes are used than in
later stages of the model (e.g. Prochaska et al., 1988; Grimley et al., 1997), and that
experiential processes are used more often in earlier stages whilst behavioural processes

are used more frequently in the later stages (Velicer, Norman, Fava, & Prochaska, 1999).
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Decisional balance is a measure of pros versus cons for performing a health behaviour.
Prochaska, Velicer, Rossi, et al. (1994) examined the relationships between stages of
change and decisional balance across 12 diverse problkem behaviours. They found
that across all 12 behaviours the pros of changing are higher in contemplation than
precontemplation, and that the cons of changing are lower in action than in
contemplation. This, they concluded, provides strong support for pros and cons as an
independent construct of the TTM, as well as support for its generalisability across a

wide variety of behaviours.

The construct of self-efficacy/temptations ‘represents the situation specific confidence
that people have that they can cope with high-risk situations without relapsing to their
unhealthy or high-risk habit' (Velicer et al., 1998, p6). Both self-efficacy and temptation
are reported by Velicer et al. (1998) to have the same structure, the one being the
opposite of the other, and they state that the same set of items can be used to
measure both. Research has shown that self-efficacy tends to be lowest in the
precontemplation stage, and increases in a linear fashion across the stages towards
maintenance (e.g. Velicer, DiClemente, Rossi & Prochaska, 1990; Galavotti, Cabral,

Lansky, et al., 1995).

The TTM (and other stage models, e.g., Health Action Process Approach, HAPA,
Schwarzer, 1992) differs from SEU-based theories such as the TPB and HBM, in that
stage models attempt to describe the process by which change occurs. They
categorise individuals into discrete stages of behavioural change, and attempt to
isolate the particular cognitive variables that are important depending on stage. A
central tenet of the TTM in particular is that it should provide a framework for

intervention design since research utilising the model can potentially show which
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cognitive variables are important in terms of shifting people from different stages closer

to maintenance of the desired behaviour®.

The TTM has been applied to a number of health-related behaviours including exercise
(e.g., Callaghan, Eves, Norman & Chang, 2002; Marcas, Rakowski & Rossi, 1992),
weight control (O’Connell & Velicer, 1988), alcohol treatment (DiClemente & Hughes,
1990), drug rehabilitation (e.g., Abellanas & McLellan, 1993; Belding, Iguchi & Lamb,
1996) and smoking cessation (e.g., DiClemente, Prochaska, Fairhurst et al., 1991).
The majority of such studies have employed cross-sectional designs and have tended
to find that the constructs described above (see section 1.5.5 above, on page 26) as
independent variables within the TTM (e.g., self-efficacy and processes of change)
differ significantly between people in different SOC. Such evidence has traditionally
been taken as support for the model. However, it would be equally valid to suggest
that stage transition causes changes in levels of self-efficacy, for example, as it would

be to argue that changes in self-efficacy cause change in stage.

Sutton (2001) suggests that longitudinal and experimental designs would be better
placed to determine causality within research examining SOC. Another problem within
the literature to date is that studies assessing changes in stage have tended to have
long intervals between measurements (e.g. Aveyard, Cheng, Almond et al., 1999;
Aveyard, Sherratt, Aimond et al., 2001) thereby providing only incomplete
representations within literature concerning stage transitions. Indeed, it is possible,
with gaps of up to a year, that whole cycles of stage transition have been obscured

(Weinstein, Rothman & Sutton, 1998).

8 Some TTM variables are very similar to SEU variables, for example, pros and cons represent
behavioural beliefs about a given health behaviour (e.g. Armitage et al., 2004). This issue is discussed in
section 1.7.5, on page 48 and in the Interim Summary of chapter 4 on page 162.
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Longitudinal research comparing participants that move to the next stage in the
sequence from precontemplation to maintenance has been sparse (Dijkstra, Tromp &
Conijn, 2003; Sutton, 2001). The literature that does exist has mainly focussed on
smoking cessation (e.g., De Vries & Mudde, 1998; Dijkstra et al., 2003; Herzog,
Abrams, Emmons, et al., 1999; Prochaska, DiClemente, Velicer et al., 1985; Velicer et
al., 1999), with the exception of a paper by Armitage, Sheeran, Conner and Arden
(2004), that looked at dietary change. The findings from this research have been
mixed. Only a few studies have used constructs from the TTM to predict stage
transition, and the constructs used have varied between studies. For example, while
Prochaska et al. (1985) used 14 TTM constructs including the 10 processes of change,
Velicer et al. (1999) used only five: pros of smoking, cons of smoking, and three sub-
scales of situational temptations. These papers have also been criticised for their use

of different staging algorithms to measure stages of change (Sutton, 2000b; 2001).

Despite this, some conclusions can be drawn from the literature. Although De Vries
and Mudde (1998) used the attitude-social influence-efficacy model as the framework
for their study, they, like Prochaska et al. (1985) and Velicer et al. (1999), found that
pros and cons of smoking predicted transition from precontemplation, and that pros,
cons and self-efficacy (or temptation, depending on what was measured) predicted
transition from contemplation and preparation. Prochaska et al. (1985) also found that
two of the processes of change were predictive of stage transition from
precontemplation and contemplation, self re-evaluation and self liberation; however, all
three studies failed to find predictors associated with forward transition from action. A
fourth study using 10 TTM constructs, failed to find any to be predictive of forward
stage transition (Herzog et al., 1999). A more recent study by Dijkstra et al. (2003)
found that pros are predictive of forward transition from precontemplation but that no

variables predicted movement from contemplation. Self-efficacy predicted movement
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from preparation to action and low pros of smoking and high levels of self-efficacy

predicted movement from action to maintenance.

The relatively limited evidence that incorporates testing the TTM variables’ ability to
predict stage transitions prospectively suggests there may be some utility in stage-
specific interventions, though this is yet to be evidenced across a broad range of
behavioural domains. One study that has looked at predictors of stage transitions in
the domain of dietary change, focussed on constructs from the TPB rather than the
TTM, and found strong support for intention and PBC in particular, as predictive of both

forward and backward stage transitions (Armitage et al., 2004).

The TTM has clear intuitive appeal and benefits from having roots in psychological
practice since its authors developed the theory from observations made in their
psychotherapy research (Prochaska & DiClemente, 1982; 1983; Prochaska,
DiClemente & Norcross, 1992). However, it has been criticised for problematic
categorisation of individuals into its SOC. For example, Sutton (2000b; 2001) points
out that in an algorithm employed by DiClemente et al. (1991), and in many
subsequent studies, ‘the stages are defined in such a way that smokers® trying to quit
for the first time cannot pass through the preparation stage and some smokers cannot
move directly to the next stage in the sequence’ (p. 176). Furthermore, the model has
been critiqued for its lack of detail in defining the role of social cognitive variables
across the SOC, and how these variables differ from stage to stage (e.g., Armitage &
Conner, 2000; Sutton, 2000a). Whilst the TTM adds a temporal dimension to
explaining behaviour change it fails to express the specific cognitive constructs

involved to the same degree as the TPB.

® The article Sutton was writing focussed on smoking cessation research and the TTM.
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Further recent criticism of the TTM has been that the stages themselves are arbitrary in
their time-length cut-offs of 30 days and 6 months, and may in fact not be qualitatively
different from one another at all, and thus may only represent ‘pseudostages on a
single continuum’ (Sutton, 2000a, p210; see also Weinstein, et al., 1998). If a process
of change, such as the development of assertiveness (a behavioural process),
‘increases linearly across the stages...being the lowest in the precontemplation stage
and the highest in the action or maintenance stage,’ (Grimley et al., 1997 p66), then it
could be argued that the TTM may only represent pseudo stage-like categories,
created by sub-dividing a continuous scale into smaller sections. Sutton (2000a)
argues that a variable needs to depart from linear increases across the stages if stage
specific interventions are to be more effective than global interventions (see also
Armitage & Arden, 2002; Kraft, Sutton & McCreath-Reynolds, 1999). There is no
logical reason to expect different factors or interventions to influence different stage
transitions if the stages are merely equally divided sections of a continuum. This thesis
argues that research that aims to understand and change health behaviours needs not
only to provide answers to questions concerning specific health behaviours, but also
provide evidence to answer questions about the nature of models and theory within the

literature.

1.5.6. Scope for research assessing the TPB and TTM further

Social cognition models, commonly used within health psychology to explain and
predict health behaviours, have been shown to incorporate variables that are more
amenable to change than those used to explain contraceptive use traditionally in
sociological and other (non social-cognition) psychological literature (see section 1.3.2
above, on page 7 to the section on Intrapersonal and Partner communication variables
on page 13). The TPB has been shown to be a better predictor of behaviour than
models such as the HBM, perhaps because it better represents the critical social

cognitive constructs that underpin behaviour (Armitage & Conner, 2000). Despite this,
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the TPB has received criticism for failure to explain enough of the variance in
behaviour, and some have suggested that other variables might be added to the model
(see 1.5.4 above, on page 21). In addition, the TPB fails to explain how people change
their behaviour over time. The TTM includes a temporal dimension that is missing from
the TPB, but in contrast, is limited in terms of expressing the cognitive variables on
which behaviour change depends. The TTM has also received criticism reflecting its
validity as a true stage model (e.g., Sutton, 2001). Given this, there is arguably scope
for research that assesses the ability of TPB constructs and other variables (including
TTM variables) to predict behaviour, by using the SOC from the TTM as an outcome
measure so that linearity of predictive variables can be assessed. However, before
moving on to show how such an approach could usefully be applied to the domain of
adolescent contraceptive use and pregnancy prevention, a review of the literature that

" has applied psychological models to contraceptive use is necessary.

1.6. Early models applied to contraceptive use

1.6.1. Models based on broader theories

Concurrent with the development of models such as the HBM and the TRA was the
development of models designed specifically to explain contraceptive use, also based
in SEU theory. One of the earliest of these was Luker’s (1975) theory. It proposed that
contraception could be viewed as having costs and benefits, both perceived and actual,
and that pregnancy too was assessed in terms of a cost-benefit analysis. One empirical
article has tested Luker's model showing little support for it (Foreit & Foreit, 1981).
However, the way in which the study operationalised Luker's variables has received
subsequent criticism (e.g. Sheeran et al., 1991). Despite this, it is likely, given the way
in which the model is based on SEU theory, that it provides an incomplete explanation
of contraceptive behaviour and it may exclude other variables relating to contraceptive

use and pregnancy prevention.
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Lowe and Radius (1987) used an extension of the HBM specifically to study
contraceptive behaviour, including measures of perceived susceptibility to pregnancy
and seriousness of pregnancy, as well as perceived benefits of contraceptive use and
barriers to contraceptive use. The study also included a number of additional
variables including past experiences, personality variables, peer norms, relationship
status, and substance use prior to intercourse. The findings suggested that perceived
barriers, relationship status, contraceptive use at first sex, and past pregnancies were
the best predictors of effective contraceptive use, suggesting that variables outside of
the HBM were important. However, some of these variables (e.g. past pregnancies
and relationship status) might be considered cues to action, and therefore explain the
findings within the context of the HBM. It is also arguably the case that the authors
provided little in the way of rationale and theoretical reasoning for the inclusion of all
the variables additional to the original structure of the HBM to begin with. Criticism has
also been made of this study, given the failure of Lowe and Radius to define how they
differentiated between effective and ineffective contraceptive use (Sheeran et al.,

1991).

1.6.2. Models that include affective components

Further models designed to explain contraceptive use have developed SEU theory to
include emotional responses to sex. Byrne (1983) proposed the sexual behaviour
sequence. It illustrates the various and specific psychological variables involved in a
decision about contraceptive use, and how they relate to and affect one another. The
model included emotional responses, attitudes, informational responses, expectancies,
imaginative responses, and physiological responses. The inclusion of the impact of
emotional and physiological responses on contraceptive behaviour was an important
development, and these aspects of the model received attention within the subsequent
literature (e.g. Morrison, 1985; Sheeran et al., 1991). Byrne proposed that people who

have a negative emotional response to external sexual stimulation (see Byrne, 1983),
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termed erotophobes, are less likely than people with positive reactions to external
stimuli (erotophiles) to use contraception. When contraception is used it is likely to be
used less effectively by erotophobes than erotophiles. Other research has looked at
this negative affective response to sex, or sex guilt and its relationship with
contraceptive use, and strong support has been found for the hypothesis that
infrequent, ineffective and non-use of contraception is more common in individuals with
high levels of feelings of sex guilt (e.g. Gerrard, 1982, Geis & Gerrard, 1984) than in
those with lower levels. Further research has also found strong correlations between
these emotions and embarrassment about purchasing contraception (Herold &
McNamee, 1982). However, it should be noted that the affective reactions to sex
described within this model represent personality variables that have been discussed
earlier in this Chapter in relation to contraceptive use (see 1.4.2 above, on page 9).
Here it was argued that, though there is evidence that personality variables are related
to contraceptive use, it is likely their relationship is mediated by other variables, such

as attitudes, that may be more amenable to change within an intervention.

Despite this there are a further two theories found in the literature that include
emotional components and are contemporary to Byrne's (1983) model. They further
illustrate the popularity of the notion of sex guilt, fear of sex, and sexual morality as
variables that could explain contraceptive use at the time. Reiss et al. (1975) proposed
and tested a female model of contraceptive use, the central tenet of which was that the
more a woman perceives herself to be a sexually active person the more likely she is to
engage in use of effective contraceptive methods. They specified five important
predictors of this perception and the adoption of a birth control method. They were:
endorsement of sexual choice, self-assurance, early information about sex and
contraception, congruity between premarital sexual standards and behaviour, and the

extent of dyadic commitment. Reiss et al. (1975) found support for the first, second and
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fifth predictors, in the above list. Similarly, DeLamater & MacCorquodale (1978) found

limited support for the first of these predictors.

Herold and McNamee's (1982) model of contraceptive use received somewhat stronger
empirical support, albeit based on findings from their own research. Path analysis
performed on the eight variables they included in their model revealed significant paths
between contraceptive use and having a lifetime partner, partner involvement, and
influence, sex guilt and peer norms (Herold & McNamee, 1982). In addition to sex
guilt, it can be seen that the importance of the partner in use of contraceptive methods
had become a more prevalent inclusion in explanatory models. Indeed, it was being
tested and shown to be a significant predictor in a growing body of research (e.g.,

Herold & McNamee, 1982; Reiss et al., 1975; Whitley, 1990).

1.6.3. Stage models of contraceptive use

As well as models based in SEU theory, other early models of contraceptive use were
developed as stage models. Rains (1971) proposed a stage model where the central
concept was moral ambivalence. It purported that a woman is morally ambivalent
when she does not accept her sexuality and engagement in sexual intercourse, and as
a result, she does not use, or is unlikely to use, an effective contraceptive method.
Rains described a four-stage process to illustrate a sequence that led from virginity,
through a stage of moral ambivalence, to the use of effective contraception. She
claimed that when a woman falls in love, she begins dating one male exclusively, and
she may then accept intercourse as an activity she could be involved in. Finally, she
will be in a position where she considers herself likely to engage in sexual intercourse,
and be most likely to adopt an effective contraceptive method. DelLamater &
Maccorquodale (1978) showed some support for Rains' model, in that contraceptive
use was related to sexual experience and moral ambivalence. However, this finding

was true only for the female participants in their study. No such significant findings
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were found to apply to the males who took part. Clearly, whilst a female oriented
model of contraceptive use holds clear potential in relation to pregnancy prevention,
there is a need to include an explanation of male contraceptive behaviour, and a model

that can achieve both would be the ideal.

A further model (Lindemann, 1974; 1977) suggests three stages, where the woman’s
development moves from a ‘natural’ stage where sex is rare, and usually unplanned,
and therefore unlikely to involve a contraceptive method, through a ‘peer prescription’
stage to an ‘expert’ one. In the second stage a woman seeks advice from peers on
contraception, whilst becoming more sexually active, but still continues to be relatively
ineffective at using contraceptive measures. As the woman reaches ‘expert’ level, she
now views herself as sexually active and seeks professional advice in her plan to use
contraception effectively. Again, this model is female oriented and fails to address

male contraceptive behaviour or male influence on women'’s contraceptive behaviour.

1.6.4. DeLamater’s combination model

DelLamater (1983) combined elements of SEU and stage theories in a further model
attempting to explain contraceptive use. Again, it incorporated ideas of morality and
guilt, termed 'premarital sexual standards' (DeLamater, 1983; p35) alongside
relationship intimacy as predicting frequency of sexual intercourse. Frequency of
sexual intercourse leads to an assessment of the probability of pregnancy and
cost/benefit analysis, which in turn leads to a contraceptive decision. There is a
developmental element to this model also, in that either a positive or negative
experience of using contraceptives can feed back to affect the decision to use
contraceptives and the frequency of intercourse. In this capacity the model represents

contraceptive use as an ongoing and developing process.
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1.6.5. Summary of contraceptive model variables

Table 1.1 below presents a summary of the main variables included in models

designed specifically to explain contraceptive use. Many of the models and papers

included within this section have focussed on sex guilt and feelings about sex before

marriage being morally wrong as predictors of contraceptive use (e.g., Byrne, 1983;

Table 1.1 Summary of variables included in models of contraceptive use

Variable

Reference(s)

Costs of contraception/barriers to
contraceptive use
Benefits of contraceptive use

Costs of pregnancy/perceived severity
of pregnancy

Benefits of pregnancy

5. Perceived susceptibility to pregnancy
6. Past experience of
pregnancy/contraceptive use

7. Personality variables

8. Peer norms/endorsement of sexual
choice

9. Relationship status/level of dyadic
commitment/partner influence/level of
intimacy

10. Attitudes

11. Emotional responses/sex

guilt/morality/accepting self as
sexually active

12. Self-assurance
13. Frequency of intercourse

Luker (1975); Lowe & Radius (1987);
DelLamater (1983).
Luker (1975); Lowe & Radius (1987);
Delamater (1983).
Luker (1975); Lowe & Radius (1987).

Luker (1975).

Lowe & Radius (1987).

Lowe & Radius (1987); DeLamater
(1983).

Lowe & Radius (1987).

Lowe & Radius (1987); Reis et al. (1975);
DelLamater & MacCorquodale (1978);
Herold & McNamee (1982).

Lowe & Radius (1987); Reiss et al.
(1975); Herold & McNamee (1982);
DelLamater (1983); Whitely (1990).

Byrne (1983).

Byrne (1983); Reis et al (1975); Gerrard
(1982); Geis & Gerrard (1984); Rains
(1971); DeLamater (1983); Lindeman
(1974, 1977); Herold & McNamee (1982).
Reiss et al. (1975).

DelLamater (1983).
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Reis et al., 1975). The models have also focussed on this emotional response from the
perspective of women as contraceptive users. Contraceptive use from a male
perspective has often not been considered (e.g., Luker, 1975; Rains, 1971). It
isarguably the case that such focuses within the literature reflect social and cultural
norms at the time the research was conducted. Premarital sex was not widely
accepted in the 1970s (e.g. Luker, 2000) and people’s main concern about the
consequences of unprotected sex was unintended pregnancy (often thought of as an
exclusively female problem; see Luker, 2000). Male influence is alluded to quite
frequently however, with the inclusion of variables that address the dyadic nature of the
sexual relationship, such as level of intimacy between a couple and partner influence

on contraceptive use (e.g., DeLamater, 1983; Lowe & Radius, 1987).

1.6.6. The shift from contraceptive models to broader social-cognitive
models

More recent literature has tended not to focus on specific models of contraceptive use
such as those outlined above (section 1.6 above, on page 34, see Albarracin, Johnson,
Fishbein & Muellerleile, 2001; Godin & Kok, 1996), and the reason for this might be
considered two-fold. Firstly, with the advent of AIDS and the HIV virus in the 1980s,
the focus for contraceptive use research began to shift. Where it had endeavoured to
explain and predict unplanned and premarital pregnancy and female based methods of
contraceptive use, research now more frequently sought to predict condom use, aiming
to help prevent the spread of HIV and other sexually transmitted infections (STI). In
short, contraceptive use, or more specifically, condom use, was now viewed as a

health behaviour that required urgent research.

Secondly, many of the variables identified within contraceptive models can be equally
well explained, subsumed by, or possibly mediated by cognitive variables from generic

models designed to explain and predict health behaviours. For example, variables one
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to five in table 1.1 represent basic constructs from the HBM and the TTM, i.e. pros and
cons from the TTM and perceived benefits/barriers, and perceived
severity/susceptibility from the HBM. Furthermore, as has been argued earlier within
this review, constructs of cost-benefit analysis may be better represented by variables
from the TPB (see section 1.5.4 above, on page 21). The attitude construct from the
TPB, and the beliefs that precede it, are arguably made up of positive and negative
evaluations of the consequences of performing a given contraceptive behaviour (see
Armitage et al., 2004). In a similar capacity, it could be argued that negative emotional
responses to sex and sexual stimuli (variable 11 in table 1.1) might be subsumed by

the attitudinal component of the TPB.

The sixth variable in table 1.1 is past experience of pregnancy and contraceptive use.
The literature has continued to support past behaviour as predictive of future behaviour
(e.g. Norman & Conner, 2005). However, as a variable it is not amenable to change,
and it has been argued that it cannot be considered a causal factor of behaviour in the
same way as cognitive variables as it has no independent, explanatory value (Ajzen,
1981). Personality variables (variable 7 in table 1.1) have been discussed earlier in
this review (see section 1.4.2 above, on page 9) where it was argued that whilst some
personality variables may have significant relationships with contraceptive behaviour,
their lack of potential for change means they lack utility to the psychologist interested in
changing behaviour. Similarly, frequency of sexual intercourse (variable 13 in table
1.1) is unsurprisingly related to contraceptive use. However, this is also a variable that
psychologists cannot realistically expect to impact upon, and theoretically should be
mediated by social cognitive variables in its ability to predict contraceptive use.
Variables eight, 10 and 12 from table 1.1 can be said to correspond with subjective
norm, and self-efficacy from the TPB and TTM respectively, and the final variables (9 in

table 1.1), relationship status/level of dyadic commitment/partner influence/level of
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intimacy can also be considered part of the subjective norm component, specifically in

relation to the beliefs of a sexual partner.

It has been shown that social cognitive variables, particularly those from the TPB and
TTM, can in many cases be considered comparable to variables identified as important
' in predicting contraceptive use. In addition, it has been shown that the TPB and TTM
have been largely successful in the prediction of other health behaviours despite some
important criticisms (see sections 1.5.4 above, on page 21 and 1.5.5 above, on page
26). However, the application of these models to the prediction of contraceptive use
has leant heavily on condom use, and some discrepancies in the findings do exist. In
addition, some overlap between the constructs of the TPB and the TTM has been
identified (e.g. Armitage et al., 2004). Discussion of these findings and a comparison

of the models’ constructs are therefore provided below.

1.7. Comparing the application of the TPB and TTM to

contraceptive use

The use of specific social cognition models to explain and predict health-related
behaviours in general has already received attention within this review (see sections
1.5.3 above, on page 18 to 1.5.5 above, on page 26). Research has been applied to
behaviours such as: breast and testicular self-examination (e.g. Brubacker & Fowler,
1990; Ronis & Harel, 1989), alcohol use (e.g. Schlegel, D'Avernas, Zanna &
DeCourville, 1992; Werch, 1990), smoking (e.g. Pallonen, 1998; Sutton, 1989),
exercise (e.g. Norman & Smith, 1995) and diet (e.g. Povey, Conner, Sparks, et al.,
2000). Research has also investigated sexual behaviour and contraceptive use (e.g.
Morrison, 1985; Whitley, 1990), most particularly condom use, and the prevention of
the spread of HIV and other STis (e.g. Fisher & Fisher, 1992; Berridge & Strong, 1993;

Gerrard & Warner, 1994, see also 1.6.6 above, on page 40).
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1.7.1. Attitude and subjective norm

There has been a great deal of research that has investigated the constructs of the
TPB and their ability to predict condom use. Many studies have supported the
constructs of attitude towards condoms and subjective norms regarding condom use as
significant predictors of intention to use condoms and subsequent condom use (e.g.
Albarracin et al., 2001; Fazekas, Senn & Ledgerwood, 2001; Sheeran, Abraham &
Orbell, 1999; Sutton, McVey & Glanz, 1999). However, whilst the evidence for the
predictive value of attitude is typically undisputed, there is some discrepancy over the
variance in intention and behaviour explained by subjective norm. For example,
although Bennet and Bozionelos (2000) found that 14 out of the 18 studies they
reviewed reported a positive association between subjective norm and intention to use
condoms, the studies revealed discrepancy over the type of referents that were
important in relation to condom use. In addition, Adler, Kegeles, lrwin, and
Wibbelsman (1990) found that subjective norm was not a significant predictor of
intentions to use condoms (see also Basen-Engquist & Parcel, 1992; Richard & van
der Pligt, 1991). A possible explanation for such a discrepancy in the literature could
be that the distinction made between subjective norm and attitude, as separate
components of the TRA and TPB, is incorrect (Trafimow, 2000). Miniard and Cohen
(1981), for example, argue that behavioural and normative beliefs (which are part of the
multiplicative combination that form attitudes and subjective norms) are not qualitatively
different from one another. For instance, the normative belief that, 'My best ffiend
thinks | should use contraception every time | have sex,' is very similar to the
behavioural belief, 'Having sex without contraception would make my best friend
disapprove of me.' If behavioural and normative beliefs are not truly distinguishable
from each other, then there is little justification for distinguishing between attitude and
subjective norm. Further evidence of this comes from high levels of correlation
between the two constructs (Trafimow, 2000) suggesting that they are essentially

measures of the same thing. Evidence also shows that strengths of the rélationships
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between attitude, subjective norm and the variables that they are supposed to predict

change according to the order in which they are measured (Budd, 1987).

Despite the discrepancies regarding subjective norm'’s ability to predict intentions to
use condoms reported in some research, and the evidence to suggest that people may
vary individually in the extent to which they are under attitudinal or normative control
(e.g. Bandawe & Foster, 1996; Finlay, Trafimow & Jones, 1997), there is still extensive
support for the ability of a combination of attitude and subjective norm to predict
intention to use contraception (e.g. Albarracin et al., 2001; Godin & Kok, 1996). As
such it is felt that there is a need to assess whether these variables are equally usefu‘l
in research that looks at general contraceptive use, and whether they might be useful
in distinguishing between SOC: specifically, whether they show departures from
linearity across stages that might support the development of interventions tailored to

specific stages.

1.7.2. Perceived behavioural control (PBC)

As with debate relating to subjective norm (see 1.7.1 above, on page 43), there is
discrepancy over PBC as a reliable predictor of condom use. Evidence to support the
construct has been found (e.g. Von Haeften & Kenski, 2001; Lugoe & Rise, 1999), but
there is also evidence to suggest that PBC is not such a reliable predictor. For
example Sutton et al. (1999) found that measures of perceived control and perceived
ease (or difficulty) of condom use did not significantly improve predictions of intention
to use condoms over and above attitudes and subjective norms. The reason for this
finding may be partially explained by the fact that subsequent research has shown that
asking people to rate condom use on scales of ease/difficulty can be considered a
measure of attitude rather than (or in addition to) a measure of perceived control
(Leach, Hennessy & Fishbein, 2001). This was true of the whole sample, but most

particularly males rating condom use with their main sex partners. It led the authors to
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suggest a cautious approach to the use of ease/difficulty items in the measurement of
perceived control (Leach et al., 2001). Similarly, Bennett and Bozionelos (2000)
reported that PBC was not found to be a significant predictor across the 18 studies they

reviewed looking at the utility of the TPB in predicting condom use.

Some researchers have argued that PBC can be usefully divided into two further
categories (e.g. Abraham, White & Scott, 2002; Armitage & Conner, 1999a; Armitage,
Conner, Loach & Willetts, 1999). The first subdivision of the construct can be
considered synonymous with Bandura's (1986) concept of self-efficacy that is regarded
as a measure of a person’s perceived confidence in their ability to carry out a
behaviour (Armitage & Conner, 1999a; Armitage et al., 1999). This includes a feeling
of having the necessary skills and ability to carry out an action such as using a condom
(perceived internal facilitators or inhibitors of successful performance of a behaviour).
The second subdivision has been labelled perceived control over behaviour (PCB) and
relates to judgements of control over external facilitators or inhibitors of behaviour.
Interestingly, whilst Bennett and Bozionelos (2000) did not find support for PBC in
predicting intentions, they did report that a separate measure of self-efficacy for
condom use predicted intentions to use condoms. This evidence that self-efficacy
predicts intentions (but not necessarily behaviour), and that PBC does not predict
intentions, is a critical finding in terms of supporting a dual perceived control construct,
since PCB should have a direct influence on behaviour and override self-efficacy when
perceptions of external inhibitors are representative of actual external inhibitors of

behaviour.

It is the case that researchers in other areas of health behaviour have found that
measures of self-efficacy predict intentions but not behaviours, while perceived control
measures are predictive of behaviour and not intentions (e.g. Armitage & Conner,

1999a; Terry & O'Leary, 1995). Furthermore, within condom use research, other
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authors have supported a distinction between PBC and self-efficacy (e.g. Godin,
Gagnon, Lambert & Conner, 2005). It is therefore argued that research relating to
general contraceptive use could usefully extend the literature by including both internal
and external items in self-efficacy or PBC measures, and ascertaining whether there is

evidence for two separate constructs in this behavioural domain.

1.7.3. Self-efficacy

A measure of self-efficacy has also been proposed as part of the transtheoretical
model of behaviour change (Prochaska & DiClemente, 1983). Here however, the
construct is proposed as an integration of self-efficacy (Bandura, 1986) and Shiffman's
(1986) relapse and maintenance model of coping. It is operationalised within the TTM
as a cyclical variable that is made up of confidence in performing a healthy behaviour
(e.g. using a condom) and temptation to perform the relevant opposing unhealthy
behaviour (e.g. not using a condom; Velicer et al., 1990). Confidence is proposed to
be lower in precontemplation, and increase across the SOC, whilst temptation is
proposed to be higher in precontemplation and decrease through to maintenance,
where it is at its lowest. Temptation though, even in maintenance, represents the best

predictor of relapse to an earlier stage (Redding & Rossi, 1999).

1.7.4. Comparing PBC and self-efficacy
Where the TTM has been applied to condom use, research has supported the
construct of self-efficacy as a strong predictor of SOC (e.g. Galavotti, et al., 1995;
Goldman & Harlow, 1993; Lauby, Semaan, Cohen, et al., 1998). However, there is a
difference between the TPB construct of self-efficacy/PBC and the TTM's self-efficacy
in terms of their measurement. Grimley et al., 1997; p69 state:
...when examining condom use adoption, the measure of self-efficacy assesses
the degree of situational pull that might exist that could induce an individual to

choose to have intercourse without the use of condoms. Some example items
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include: "How confident are you that you would use a condom... When you have

been using alcohol or other drugs? When you're already using another method

of birth control?”
Contrastingly, with standardised formats for assessing control beliefs, the precursors of
PBC include asking participants to assess how likely or unlikely a particular factor is to
inhibit or facilitate a behaviour such as condom use (this could be an internal or
external factor), and then how powerful the participant perceives the factor to be in
inhibiting or facilitating the behaviour. Several paired items are combined
multiplicatively to derive an overall score. Overall PBC can be measured with
statements that enquire about things like how much control a person feels they have
over performing a given behaviour, or how much they think there are factors that may

inhibit performance of a behaviour (see Conner & Sparks, 2005).

Differences in measurement of the PBC and self-efficacy constructs would be
acceptable if there was strong evidence that they were measuring very different
cognitive variables, but available evidence would appear to suggest the opposite. In
fact, Armitage et al. (2004) argue that PBC from the TPB, subsumes self-efficacy from
the TTM, and Ajzen (1998) who added PBC to the TRA states that he did so, ‘'when the
work of Bandura and his associates made it clear that this construct was needed to
deal with determinants of human behaviour that are not under complete volitional
control' (p.737). Ajzen clearly argues that PBC is synonymous with self-efficacy (see
Ajzen, 1991). The current thesis argues that whilst there is evidence that PBC and
self-efficacy are conceptually synonymous constructs, measurement of them within
traditional TTM and TPB research has differed to such an extent that it would be useful
to assess both forms of the construct separately, to ascertain the ability of both to

distinguish between the SOC for contraceptive use.
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1.7.5. Decisional balance

A second construct of the TTM is decisional balance (pros or advantages weighed
against cons or disadvantages of a behaviour). As with the self-efficacy construct of
the TTM, there has been support for the increasing of perceived pros from the
precontemplation to maintenance stages, and the reverse effect for cons when applied
to condom use (e.g. Galavotti et al., 1995; Grimley, Riley, Prochaska, et al., 1992;
Prochaska, Harlow, Redding, et al., 1990). Grimley at al. (1997) assert that the pattern
of pros and cons across the stages of change has immediate implications for
intervention design. For example, they suggest that the large increase in pros from
precontemplation to contemplation means that interventions designed to target
precontemplators should focus on increasing the perceived pros or advantages of
condom use. They thén argue that to move contemplators into preparation,
perceptions of cons need to be decreased. Such an assertion implies that perceived
pros and cons can predict movement along the stages of change, yet the limited
research that has used progressive methods to predict stage transitions suggests that
this is not so (e.g. De Vries & Mudde, 1998; Herzog et al., 1999; Velicer et al.,1999). In
some cases this has applied to self-efficacy as well. Armitage et al. (2004) suggest
that a possible explanation for longitudinal analyses failing to support TTM variables as
predictive of behaviour change may be that the model fails to account for other
cognitive variables such as subjective norm that have been shown (in some cases) to
account for variance in behaviour over and above attitude (Trafimow & Finlayv, 1996).
This is critical given that pros and cons or decisional balance can be re-conceptualised
as a measure of attitude (Armitage et al., 2004). However, longitudinal analyses that
have addressed the prediction of transition through the stages of change have only
examined smoking (e.g. De Vries & Mudde, 1998), exercise (Courneya, Plotnikoff, Hotz
& Birkett, 2001), and more recently, reducing fat intake (Armitage et al., 2004). This

thesis argues for the application of longitudinal designs to the investigation of
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contraceptive use and safer sex behaviours in order to assess how well the constructs

of models such as the TPB and TTM can predict actual change in behaviour.

1.7.6. Processes of change

A final construct of the TTM is processes of change (of which 11 have been posited in
relation to condom use; Grimley et al., 1997). They have received somewhat less
attention in the literature than decisional balance and self-efficacy, particularly in
relation to condom use. This is possibly because as a construct, the processes of
change are unique to the TTM, and unlike decisional balance and self-efficacy, have
less in common with constructs of other models of behaviour change that attract
attention from researchers. Despite this, research that does exist supports the notion
that experiential processes are characteristic of earlier stages of change whilst
individuals in the later stages use more of the behavioural processes in order to
maintain behaviour change. Overall, there is support for a linear increase in use of the
processes across the stages (e.g. Bowen, Williams, McCoy & McCoy, 2001; Grimley et
al., 1992; Grimley at al., 1997; Noar, Morokoff & Redding, 2001; Timpson, Pollak,
Bowen et al., 2001) and specific support for processes of change as a predictor of
condom use (Noar et al., 2001). Caution should be exercised in accepting the
predictive nature of the processes though, since findings have come from cross-

sectional studies, and further longitudinal analyses are required.

1.7.7. Intention

Intention is an explicit construct of the TPB that mediates attitude, subjective norm and
perceived behavioural control in their impact on behaviour (Ajzen, 1991). It ié also an
implicit construct of the TTM represented by an individual's progression from
precontemplation through contemplation to preparation (Bowen et al., 2001). As an
explicit construct of the TPB however, measures of intention to perform a behaviour,

such as condom use, have received extensive support as a significant predictor of
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behaviour (e.g. Bennett & Bozionelos, 2000; Fazekas et al., 2001; Sheeran et al.,
1999; Sutton et al., 1999). Despite this, there is concern amongst researchers for the
apparent intention-behaviour gap (e.g. Bennet & Bozionelos, 2000) represented by the
difference in variance percentage explained in intention compared with behaviour (e.g.
see Armitage & Conner, 2001; Godin & Kok, 1996). Research has shown that
personality variables do not appear to offer an explanation (Norman, Sheeran & Orbell,
2003) and standard TPB variables cannot reliably explain why some people act on their
intentions whilst others do not (Fishbein, Hennessy, Yzer & Douglas, 2003). Clearly
further examination of this issue is required across a variety of health behaviours'if
intervention design is to be as effective as possible. Developing an understanding of
the intention-behaviour gap is likely to be particularly salient in relation to complex
behaviours such as contraceptive use. In the current thesis, assessing whether
intention can distinguish between the SOC will provide some evidence regarding the

relationship between intentions and behaviours for general contraceptive use.

1.7.8. Variables that potentially increase predictive ability of the TPB

As discussed previously, the shortcomings of the TPB (in explaining the variance in
behaviour accounted for by intention) have frequently been addressed by the
investigation of the impact of other variables (see 1.5.4 above, on page 21). Several
researchers have argued for the addition of moral norm as a variable (e.g. Abraham &
Sheeran, 2003; Parker et al., 1995; Richard & van der Pligt, 1991). This refersto a
person's perception of the moral correctness or incorrectness of peﬁorhing a
behaviour, and Beck and Ajzen (1991) have argued that behaviours that can be viewed
as involving a moral or ethical aspect ought to be influenced by moral norm. Research
has supported moral norm (sometimes called personal norm) as predictive of
behaviours such as committing driving violations (e.g. Parker et al., 1995) and blood
donation (e.g. Armitage & Conner, 2001), and there is also evidence to suggest that

such findings extend to condom use. The research is still relatively limited, but
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amongst a sample of drug users, van Empelen, Kok, Jansen and Hoebe (2001) found
that a positive measure of moral norm added to the predictive value of TPB constructs
for condom use with casual sex partners. Similarly Godin, Maticka-Tindale, Adrien, et
al., (1996) suggested that the addition of moral norm in an application to condom use
would maximise the predictive and explanatory value of the TPB. This finding was also
supported in a meta-analytic review of the application of the TPB to condom use
(Godin & Kok, 1996), and has been supported more recently in research looking at

condom use amongst single heterosexual adults (Godin et al., 2005).

A further variable cited as useful in improving the predictive value of the TPB is
anticipated regret (e.g. Abraham & Sheeran, 2003; Parker, Stradling & Manstead,
1996; Rapaport & Orbell, 2000; Sheeran & Orbell, 1999). Several studies report that
anticipated regret is a significant, independent predictor of condom use (e.g. Buunk,
Bakker, Siero, et al., 1998; Bakker, Bunk & Manstead, 1997; Richard et al., 1998). [t
has been suggested that the variance explained by anticipated regret could be
accounted for by including it in a selection of outcome belief measures (e.g. ‘If 1 don’t
use contraception every time | have sex | will regret it’). In such a case it would be
considered to be subsumed by the attitude variable within the TPB (Norman & Conner,
1996a). Despite this, evidence suggesting that it contributes a significant proportion of
variance in intention to use condoms over and above the core constructs of the TPB
(e.g. Van Empelen et al., 2001) confirms that this construct is likely to be potentially
important in relation to contraceptive use, whether it is included as a separate construct

within research or incorporated within outcome belief measures.

One further addition to the TPB considered here is self-identity (e.g. Eagly & Chaiken,
1993). The idea here is that a person who perceives themselves to be an effective
user of contraception is likely to use methods of contraception effectively and

consistently. Recent research has found support for the predictive validity of self-
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identity in food choice (e.g. Armitage & Conner, 1999a; 1999b), household recycling
(e.g. Terry, Hogg & White, 1999) and cannabis use (e.g. Conner & McMillan, 1999).
One study has suggested that self-identity does not predict intentions to use condoms,
with the same study finding relating to moral norm as a predictor (Conner & Flesch,
2001). Conner and Flesch (2001) however, looked at the impact of the variables when
alcohol consumption and lack of availability of condoms were an issue. It could be the
case that self-identity becomes important when these factors are not an issue.
Furthermore, research by Conner and Armitage (1998) found that self-identity added
1% of variance to intention. Though this is a small addition, it is argued here that
further research is warranted into the relationship between moral norm, anticipated
regret and self-identity with contraceptive use. If intervention designs based on social
cognitive theories of behaviour change are to be successful, then they need to explore
as many avenues for potentially achieving the greatest levels of behaviour change as

possible.

1.7.9. Summary of social-cognitive variables identified

Table 1.2 below summarises variables amenable to change, taken from social
cognition models and related research, which have been found to predict condom use.
It is argued that discrepancies within the literature relating to these variables provide a
strengthened rationale for including them in research aiming to identify the strongest

predictors of general contraceptive use.

Research has examined the antecedents of condom use (e.g. Ajzen, 1991; Galavotti et
al., 1995, Godin & Kok, 1996; Sheeran & Taylor, 1999), and enhancing the efficacy of
condom use is likely to be beneficial to the prevention of unplanned pregnancy.
However, other methods of contraception, such as the contraceptive pill, are more

effective at preventing pregnancy than the condom. For example, failure rates for first
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Table 1.2 Summary of variables identified as amenable to change and appropriate for

inclusion within research aiming to find the strongest predictors of contraceptive use

Variable Reference(s)
1. Intention/self predictions Ajzen (1991); Sheppard et al. (1988);
(TPB/extension of TPB) Conner & Sparks (1996).

2. Attitude (TPB)

3. Subjective Norm (TPB)

4. Perceived behavioural control (PBC)
(TPB)

Pros (TTM)

Cons (TTM)

Processes of change (TTM)
Self-efficacy (TTM)

Moral norm (extension of TPB)

10. Self-identity (extension of TPB)

© © N o o

11. Anticipated regret (extension of TPB)

Fazekas et al. (2001); Sheeran et al.
(1999).

Conner & Armitage (1998); Adler et al
(1990).

Haeften & Kinski (2001); Lugoe & Rise
(1999).

Galavotti et al. (1995).

Prochaska et al. (1990).

Grimley et al. (1997).

Lauby et al. (1998).

Van Empelen et al. (2001).

Conner & Flesch (2001); Armitage &
Conner (1999a; 1999b).

Richard et al. (1998).

year pill use are between 0.1 and four percent compared to a two to 15 percent failure

rate for the condom (Guillebaud, 1999). Despite these statistics, research has not

focussed on pregnancy prevention and the effective and consistent use of all methods

of contraception. This is arguably an area for research that now requires attention,

given the issue of high teenage conception rates in the United Kingdom (e.g.

Summerfield & Babb, 2004). Whilst this thesis does not focus on STI prevention per

se, increasing condom use can only ever be viewed as a positive outcome, as condom

use is, to some degree, effective in mitigating both the transmission of STis and

unplanned pregnancy (e.g. Guillebaud, 1999).
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1.8. Health intervention research

1.8.1. Calls within the literature for theory-driven sexual health
interventions

Bowen (1996) reported that with regard to the spread of HIV, early educational and
public health campaigns were only successful in reducing infection spread through
shared needles. HIV continued to be spread through unsafe sex. In addition, Kelly
and Murphy (1992) reported concern that intervention research aimed at increasing
community-wide safer sex behaviours and decreasing rates of HIV infection was not
grounded in psychological theory, and called for an increased uptake of theory-driven
intervention research in this area. Their concerns were not unfounded, since reviews
of early sexual health intervention studies revealed that they were largely ineffective in
changing peoples' sexual behaviour (e.g. Fisher & Fisher, 1992; Oakley, Fullerton,
Holland et al., 1995), and the rates of behaviour change that were reported tended to
be small (McCusker, Stoddard, Zapka, et al., 1992). The reasons for this appear to be
connected to a lack of intervention research being, 'based on formal
conceptualisations' of theory (Fisher & Fisher, 1992, p463). The limited selection of
early safer sex intervention research that did report effective behaviour change is
consistently based in some form of social cognitive theory (e.g. Bryan, Aiken & West,
1996; Kalichman, Carey & Johnson, 1996; Jemmott, Jemmott & Fong, 1992; vKirby,

Short, Collins et al., 1994; Walter & Vaughan, 1993).

1.8.2. Evaluations of atheoretical sexual health interventions

Recent research evaluating sexual health interventions has applied various designs to
the issue. Some research has focussed on developing interventions simply to suit the
needs of the population in question or the kind of person administering interventions,
rather than being theory-driven. For example, a study with a British sample of nearly

9000 adolescents compared peer-led sex education with standard teacher-led classes
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in 29 secondary schools (Stephenson, Strange, Forrest et al., 2004). The interventions
were not based around a specific theory, but were developed by a team of health-
promotion practitioners with experience of delivering peer-led sexual health
programmes in schools. Three, one hour-long sessions were developed that covered
relationships, STls and contraception. They involved participatory activities, but these
mainly centred on interesting ways to disseminate information. The control group
continued with their usual sex and relationships education (SRE) lessons led by their
teachers. Findings suggested that whilst participants reported greater satisfaction with
the peer-led sessions, on the whole they had little impact on contraceptive use. Since
the literature has tended to show that increasing knowledge of contraception alone is
not sufficient to change behaviour (e.g. Richard & Van der Pligt, 1991), it is likely that
this intervention’s focus on information dissemination is largely responsible for the

limitations of the findings.

Lou, Wang, Shen and Gao (2004) examined the effects of a community-based
intervention programme on the contraceptive use of unmarried youths in Shanghai.
The intervention itself was not based on a specific theory but attempted to affect
contraceptive use via three main activities. The first activity was building awareness
across the community with dissemination of educational materials that included
brochures, pamphlets and books, instructional videos, lectures and group activities. A
second activity was the provision of counselling involving a full-time young female
counsellor, and much advertisement of this resource, and the third was access to
contraceptive services was enhanced compared to a control group community who
received standard provisions. The findings of this study were that, after controlling for
demographic factors, the intervention group were 15 times more likely to use
contraception than the control group. Whilst no specific theory was integrated within
the intervention design, this health program was implemented on a massive scale, with

the entire 15-24 year-old unmarried populations of two towns in Shanghai being
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targeted (one for intervention and one for control). It is arguably the case that with an
intervention of such a large scale, impacts may have been made indirectly on social
cognitive variables such as self-efficacy for contraceptive use and attitudes regarding
contraceptive use. However, without a theoretical basis to the intervention
implementation, and the measurement of variables that have been shown to be
important in behaviour change, it is not possible to ascertain exactly why the
intervention worked. This thesis argues that while it is possible for atheoretical
interventions to have beneficial and positive results, they lack the ability to provide
detailed information about exactly why and how they work or do not work. This is a
substantial issue when oné considers the financial cost incurred through implementing
a community-wide intervention such as the one reported by Lou et al. (2004). It may
be that only certain aspects of it were important for effecting behavioural change. Itis
therefore important to isolate the specific factors effecting change so that successes

can be repeated in a cost-effective manner.

In contrast to this, a study of Zambian adolescents incorporated an intervention that
aimed to provide basic sexual health information alongside attempts to increase
participants’ perception of risk of contracting STls and develop their positive normative
beliefs regarding abstinence and condom use (Agha & Van Rossem, 2004). Thus,
some theory was integral to the intervention design. Findings amongst the intervention
condition compared with the control were promising, with development of positive
normative beliefs that were sustained over a six-month period. Interestingly, normative
beliefs regarding condom use took longer to develop than those about abstinence.
Intentions to use condoms were increased in the short-term and the intervention
successfully reduced sexual activity with multiple partners. There was however, no
change in condom use, and no difference in risk perceptions were found between the
intervention and control groups. These mixed findings may in part be explained by the
limited theory applied to design and evaluation of the intervention. Though they make
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use of normative beliefs and perceived risk, no mention is made of the TPB or theory
incorporating perceived risk such as the HBM or PMT. ltis likely that this study could
have been improved at the design stage by incorporating other variables known to be

causally related to contraceptive and other health-related behaviours.

1.8.3. Evaluations of theory-driven health interventions

Whilst theory-driven research focusing on explaining and predicting health behaviours,
including sexual health behaviours and contraceptive use, has been extensive, there
has been relatively little research that has applied the theory to intervention design,
implementation and evaluation (Rutter & Quine, 2002). Studies into health behaviour
change that have focused on intervention design and evaluation have included
attempts to: reduce fat intake (e.g. Armitage & Conner, 2002), change drivers’ attitudes
to speeding (e.g. Parker, 2002), increase breastfeeding intention (e.g. Humphreys,
Thompson & Miner, 1998), reduce smoking and increase smoking cessation (e.g.
Quinlan & McCaul, 2000; Aveyard et al., 1999; Pallonen, 1998) and increase cycle
helmet use in school-age cyclists (Quine, Rutter & Arnold, 2001; 2002). Encouragingly,

the majority of these studies have met with some success.

Armitage and Conner (2002) for example, implemented a randomised-cohtrolled
intervention study with three conditions. Participants were either in an information-only
control condition, an attitude-change condition or a self-efficacy enhancement
condition. Baseline measures were taken and three months later the interventions
were implemented. At baseline plus-five months, the post-intervention follow-up
measures were taken. It was found that the interventions had a significant effect on
TPB variables, and despite the fact that there was no evidence to suggest that the
theory-driven conditions were more effective than the control condition in achieving

this, both the attitude change and self-efficacy enhancement conditions had a
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significantly improved attitude towards eating a low-fat diet. The theory-driven
conditions also significantly reduced total fat intake by five-month follow-up. It was also
the case however, that all three conditions of the intervention lead to reduced intake of
saturated fat. When initial fat intake was controlled for, differences in TPB variables
and reductions in fat intake were not attributable to condition of intervention. Overall it
would seem that providing any of the interventions was enough to produce a 1 per cent
reduction in dietary calories obtained from fat. Despite the disappointing findings in
relation to theory-driven interventions Armitage and Conner report:
If one considers that even a 1 per cent reduction in dietary calories derived
from fat could result in 10 000 lives saved in the US alone, the present
intervention may have an important impact on morbidity and mortality when
applied at the population level (Armitage & Conner, 2002, p99).
In addition, the intervention materials used within their study were limited in that they
required participants to simply read leaflets. They had no control over the amount of
engagement participants had with the materials provided. It is also arguably the case
that the amount of time allowed to elapse between intervention implementation and
follow-up was too long. It is possible that during a five-month period factors may have
had an impact on the TPB variables, and on fat intake, that was not measured by the

researchers.

Parker (2002) aimed to change drivers’ attitudes to speeding in an attempt to reduce
their likelihood of speeding and thus reduce the numbers of, or at least lessen the
effects of, road accidents. This study used specially created videos that attempted to
change either behavioural beliefs (attitude), control beliefs (PBC), normative beliefs
(subjective norm) or anticipated regret. A neutral control video was also produced.
Findings suggested that the behavioural and control belief videos were not effective in
terms of changing attitudes to speeding, and the PBC video appeared to have the

unfortunate effect of providing participants with, ‘a ready-made justification for
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speeding’ (Parker, 2002, p149). However, both the normative belief and anticipated
regret videos produced positive changes, with viewers of the normative video re-
evaluating the wishes of friends and partners, and more general negative attitudes
towards speeding being expressed by the anticipated regret viewers. Changes in
behavioural intentions of participants (i.e. reducing likelihood of speeding) were not
achieved by this intervention, but measures were only taken immediately after the
interventions had been implemented. It is possible that changes in intention (and
subsequent behaviour) may take longer to occur, because the persuasive effect of the
message received during intervention implementation may occur over time (see Allen &

Stiff, 1989).

Quine, Rutter and Arnold (2002) report a further TPB-based intervention study that
aimed to increasg cycle helmet use amongst school-age cyclists. In addition, it
addressed some of the issues raised by the criticisms of Armitage and Conner’s, and
Parker’s studies given above. The materials used by Quine et al. were reading tasks
similar to those in Armitage and Conner’s (2002) study, but they encouraged cognitive
involvement because they required participants to tick boxes to indicate responses to
the messages (Quine, Rutter & Arnold, 2001; see 5.4 below for further discussion of
factors that increase the likelihood of changing beliefs). In addition, Quine et al. (2002)
took immediate post-intervention measures and measures at five-month follow-up, so
that short and long term changes in variables and behaviour could be assessed. The
findings of their study suggested that participants in the intervention condition had more
positive behavioural, normative, and to a lesser extent, PBC beliefs compared to the
control condition. The intervention group also had greater intentions to wear a cycle
helmet. Five months after the intervention these differences were still evident and the
intervention group revealed a 25% increase in cycle helmet use, compared to no

increase in the control group. It is arguably the case, therefore, that interventions
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based in social cognition theories have the potential to aid psychologists in producing

successful health-related behavioural change.

1.8.4. Evaluation of volitional health interventions

Interventions such as those outlined in section 1.8.3 above, on page 57 can be
described as motivational, because of their focus on social cognitive variables
theorised to precede intention in many of the social cognition models that have been
applied to health behaviours. Where such interventions have been effective in terms of
behaviour change, it is purported to be because they have manipulated social cognitive
variables related to people’s motivations to change their behaviour; they have
succeeded in increasing intentions, which in turn have led to behavioural change. In
contrast, some researchers have chosen to ifnplement interventions that attempt to not
only manipulate motivational constructs with the aim of increasing intentions, but also
address specifically the translation of intention into action. Interventions that focus on

this latter aspect of behaviour change can be described as volitional.

This distinction between motivational and volitional interventions relates to the work of
Heckhausen (1991) and Gollwitzer (1993) who posited the existence of these two
distinct processes in goal attainment. The motivational process, where a decision to
act is made, depends on traditional expectancy-value constructs, whilst the volitional
process involves making specific plans about the intended goal and how it will be
achieved. Gollwitzer (1993) developed the notion of implementation intentions, which
describe goal specific plans to perform behaviour x at time y in place z. Making such
specific pre-decisions about when, where and how a goal or intention will be achieved,
it is argued, allows the behaviour to develop a level of automaticity, such that
environmental cues act to enhance memory to perform the intended behaviour

(Gollwitzer & Schaal, 1998; Sheeran, Milne, Webb & Gollwitzer, 2005). Research has
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shown that people sometimes form implementation intentions spontaneously (e.g.
Gollwitzer & Brandstatter, 1997) and when they do they succeed in translating
intentions into actions more frequently than those who have not formed implementation

intentions (Orbell & Sheeran, 2000).

Studies that have incorporated volitional interventions, in the form of implementation
intentions alongside motivational approaches, include two that focus on increasing
exercise behaviour amongst participants (Milne, Orbell & Sheeran 2002; Prestwich,
Lawton & Conner, 2003). Milne et al. (2002) compared findings from a control group
and a group who received a protection motivation theory (PMT) motivational
intervention only, as well as a group who received both the PMT intervention and were
asked to form an implementation intention about when and where they would exercise
in the next week. Similarly, Prestwich et al. (2003) compared a combined motivational
and volitional intervention group with a control group and two other intervention groups
who received only one of either the motivational or volitional interventions each. In
both of these studies intervention conditions out-performed control conditions, and
combined intervention groups incorporating both motivational and volitional approaches
to behaviour change showed greater improvements compared to either approach in
isolation. Such findings suggest that volitional interventions have potential for
augmenting motivational approaches to interventions based on traditional social

cognitive variables.

Other research has applied implementation intention interventions to a wider selection
of health behaviours and looked at the utility of this approach alone in relation to
increasing participant engagement. For exémple, Orbell, Hodgkins and Sheeran
(1997) compared a control and intervention condition to look at effects of

implementation intentions on women'’s breast self-examination (BSE) behaviour. Of
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women who had high intentions to perform BSE, 100% of the intervention group
succeeded in carrying out the behaviour compared to just 53% of the similarly
motivated control group. A further study looking at vitamin C supplement use in
undergraduates also found that forming implementation intentions significantly
increased daily adherence to the pills provided compared to a control group (Sheeran
& Orbell, 1999a). Critically, this study also incorporated a check that the improvement
in health behaviour was not due to the intervention changing motivational factors and
increasing intentions. Comparable behavioural differences between experimental and
control groups in this study appear to be solely due to the implementation intentions
aiding the translation of intention into action (Sheeran & Orbell, 1999a). Findings such

as these again provide support for this volitional approach to behaviour change.

As illustrated above, there is some clear evidence in support of implementation
intentions and their ability to help increase the uptake of certain health behaviours.
Despite this, a further study by Sheeran & Orbell (2000), Has revealed a limitation of
the implementation intention intervention approach. Sheeran and Orbell (2000)
focused on the uptake of cervical screening, a program to enhance early detection and
treatment of cervical cancer. In line with the findings of earlier studies, significantly
more women from the implementation intention intervention group (92%) attended for
cervical screening than did women from the control group (69%), despite both groups
having strong intentions to attend. However, what this research also illustrated was the
need to adapt the implementation intention approach for a more complex behaviour.
Whereas behaviours such as taking a vitamin pill, engaging in exercise and performing
BSE can be planned specifically and easily in advance, as the authors point out,
attending for a cervical smear test firstly involves making an appointment to attend
(Sheeran & Orbell, 2000). The implementation intentions that participants were
required to make were therefore in relation to making the appointment rather than the

health behaviour itself.
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The issue highlighted above relating to behaviour complexity was not ultimately
problematic in Sheeran & Orbell's (2000) study, in that forming an implementation
intention to make an appointment led to a high proportion of participants doing so
compared to controls, and then, having invested the time and effort to arrange an
appointment, this seemed to ensure that participants kept it. However, when applying
the principles of implementation intentions to contraceptive use however, the
behavioural requirements become yet more complex, and the employment of
implementation intentions for such varied and complex behaviours could be
problematic for an intervention designed to be used efficiently within school
environments. Whilst it can be argued that implementation intentions could be applied
easily to contraceptive pill use in the way Sheeran and Orbell (1999a) applied them
tovitamin C supplement use, theintervention the current thesis aims to develop needs
to be suitabnle for adminstartion within schools settings. A pill use implementation
intention intervention could potentially exclude those who prefer to use condoms, and
there woud be ethical implications surrounding a blanket approach to forming such
implementation intentions amongst those not currently engaging in sex and in relation
to preventing them from STls. This thesis is primarily concerned with the ideal of
unintended pregnancy prevention, for which a variety of contraceptive methods are
considered to be effective, which means that the specific behaviour required in an
intervention study may differ for participants dependent on their preferred method. This
makes specifying a single contraceptive behaviour more complex than the examples
noted above. The major issue in terms of applying implementation intentions to
contraceptive use is that most people are unlikely to know exactly when and where
they are next likely to engage in sexual intercourse, so forming an implementation
intention about when, where and what specific form of contraception will be used is an
unrealistic aspiration. The alternative approach of identifying contraceptive pill users

amongst a school population, to target them specifically, would also not be viable from
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The costs of developing, implementing and evaluating an eclectic, theory-driven study
such as the SHARE programme are likely to be high. Therefore, this thesis argues that
there is merit in developing a more cost-effective, theoretically-driven intervention study
that focuses on fewer cognitive predictors of contraceptive behaviour at a time. There
is a large amount of research supporting cognitive variables as predictors of intentions
to use condoms and actual condom use (see section 1.7 above, on page 42), and
there is research that suggests safer sex interventions based in social cognition
theories tend to be more effective than those that are not. Future research that aims to
design effective interventions for increasing general contraceptive use, and decreasing
pregnancy rates should therefore employ social cognition models and related theory to
move forward. By examining fewer variables, it will be possible to determine which
variables in isolation can be manipulated to affect cognition and behaviour. This in turn,
may assist the development of larger-scale interventions aimed at population level

behaviour change.

1.9. Summary

It has been established that rates of pregnancy amongst the adolescent population
within the UK are high, and it is important that measures be taken in order to address
this issue. Government strategies have been implemented nation-wide in response to
concern about the rates of teenage pregnancy. However, it is argued that there is little
evidence these strategies are working, and it is likely that this is because the most
important causes of teenage pregnancy that are responsive to intervention are not
being targeted. It is argued that interventions aimed at increasing effective
contraceptive use and decreasing pregnancy rates should be grounded in theory-

driven research.

Some of the literature concerning contraceptive use, particularly older psychological

and sociological literature, has illustrated the complex nature of contraceptive use and
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shown the varied naturé of early attempts to predict and explain behaviour of this kind.
However, it has been argued that the variables targeted were often not amenable to
change and therefore limited in terms of aiding the future development of successful
interventions. Research within health psychology, utilising social cognition and stage
models to predict health behaviours, has developed a body of knowledge regarding the
psychological variables associated with health behaviours that are the most responsive

to change.

Models such as the HBM, TPB and TTM have been successfully applied to health
behaviours, and support has been found for the predictive ability of the constructs that
comprise these models. On the whole, however, the constructs of the TPB are more
strongly supported as variables that explain the greatest proportion of variance in
behaviour. Despite this, the TPB has been criticised for its failure to explain énough of
the variance in behaviour and its lack of ability to explain how behaviour changes over
time. Itis felt that the TTM compensates for this to some extent because it provides a
temporal dimension for behaviour change. Yet, the TTM has received criticism for
representing a ‘pseudo’ stage model, and an integrated approach has been proposed
as a way forward. As applied to contraceptive behaviour, particularly condom use, the
TTM and the TPB have received strong support for their variables’ association with

behaviour, although there are some discrepancies.

Social cognition models designed specifically to be applied to contraceptive use have
their roots in the same underlying theories as the TPB and the TTM, and it has been
argued that these theories have not received as much attention as the TPB and TTM
for two reasons. Firstly, specific models of contraceptive use have not provided
explanations of behaviour that supersede the utility of the TTM and TPB, and secondly,

the advent of HIV and AIDS meant that the study of contraceptive behaviour became
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part of the agenda for health psychologists interested in helping to prevent the spread

of these (and other) STis.

A review of some of the extant intervention literature was provided which argued for the
value of theory-driven intervention research, and introduced the notion of motivational
versus volitional approaches to behaviour change. Whilst it was accepted that there is
strong evidence for the inclusion of volitional approaches in interventions designed to
change behaviour, it was argued that because of the difficulties inheritant in applying
this approach to general contraceptive use, the current thesis would be likely to adopt a

more motivational approach.

In summary, this thesis argues that there is a need for research to investigate which
social cognitive variables best predict contraceptive behaviour. The review has shown
that it is likely that these variables will be derived from the TPB, TTM and others
suggested by the literature to usefully extend the TPB. There is also scope for this to
be done by using the stages of change from the TTM as an outcome measure, so that
linearity of variables across the stages can be assessed, providing further evidence to
add to the debate about whether the TTM represents a true stage model or not. There
is particular need to conduct this research with a focus on adolescent general
contraceptive use and pregnancy prevention, given the high rates of adolescent
pregnancy in the UK, and the fact that the literature has focused primarily on condom
use in recent years, and the prevention of the spread of STls such as HIV. Therefore,
this thesis aims to develop, implement and evaluate an intervention based on findings

from such research.

The following chapter sets out the aims and objectives for the remainder of this thesis.
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Chapter 2

Aims and Objectives

2.1. Aims

The principal aim of this thesis is to apply behaviour change theory to adolescent
contraceptive use and pregnancy prevention, to enable the development of a theory-
driven intervention designed to improve the contraceptive use of adolescents. In
particular, the transtheoretical model (TTM; Prochaska & DiClemente, 1983) and the
theory of planned behaviour (TPB; Ajzen, 1991), with their distinct approaches to

behaviour change are the focus for the development of such an intervention.

Models of health behaviour have been applied to a wide variety of behaviours, and
attempts have been made to predict and change health behaviour (e.g. Armitage &
Conner, 2002; Parker, 2002). However, whilst there has been a strong focus on
condom use and safer sex behaviour in relation to the prevention of and the spread of
STIs and HIV (e.g., Abraham, Wight & Scott, 2002), general contraceptive use, and the
prevention of unintended pregnancy, has seldom been the prime target of such

research (see Chapter 1).

Qualitative research can often generate ideas for further study, and provide a basis for
investigating relatively novel research areas. Given that general contraceptive use as
a health behaviour requires further research, and the fact that qualitative literature is
particularly lacking in this area, this thesis aims to enhance the literature by initially

using a qualitative approach to develop a better understanding of British adolescents’
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contraceptive experiences. This is particularly important given the impact of social and
cultural norms on sexual and contraceptive practices, suggesting that much of the
earlier literature that did investigate contraception and pregnancy prevention is now
outdated. In addition, there is a precedent for using interviews and qualitative methods
to elicit salient beliefs from populations of interest in relation to given health behaviours,
and to use this data in the development of questionnaires (e.g. Armitage & Conner,

2002).

Chapter 3 investigates the feelings, thoughts, beliefs and experiences of adolescents’
use of contraception, in order to establish firstly whether variables not prevalent in the
quantitative literature reviewed in Chapter 1 could be identified, and secondly, to elicit
salient beliefs relating to constructs within the literature. Findings identify a number of
factors established within the literature as important in relation to adolescent
contraceptive use, along with some others less well recognised as being related to
contraceptive behaviour. A number of salient beliefs are also identified. The data
gained from Chapter 3 were therefore used in conjunction with the broader literature to
inform the development of a questionnaire to measure constructs from the TPB, TTM

and the additional psychological variables identified.

Chapter 4 describes the development of this questionnaire and its use within a
longitudinal investigation of the variables that best discriminate between stages of
change for contraceptive use. Chapter 4 identifies the variables that could best be
used within an intervention to improve the efficacy of contraceptive use, and to do this,
those variables that predicted stage membership (behaviour) in terms of both cross-
sectional and longitudinal designs are identified. Chapter 4 also aims to assess
whether variables external to the TPB could predict stage membership, and whether
there is any evidence for true stage categories (see 1.5.4 above, on page 21 and 1.5.5

above, on page 26).
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Analysis of the data from Chapter 4 provides evidence of a set of variables capable of
distinguishing the stages of change from one another in a linear fashion. This supports
the argument that the core construct of the TTM may represent pseudo-stages rather
than discrete categories. Chapter 4 discusses the variables identified in relation to the
literature and their potential for being targeted within an intervention. Chapter 4 also
discusses the idea that the stages of change are not an appropriate outcome measure
for virgins within the sample. Thus, an argument is made for further analysis of the

data incorporating more appropriate outcome measures than SOC.

Chapter 5 describes such analysis of the questionnaire data providing a more elegant
solution concerning the variables that are the most appropriate for targeting within an
intervention. The chapter concludes that self-efficacy, perceived behavioural control
and anticipated regret are the most appropriate variables to target within an
intervention aimed at increasing intention to use contraceptives and use of
contraceptives amongst adolescents. Following this, discussion of some of the
persuasive communication literature is engaged in, in order to justify decisions made in
the development of intervention materials based around the chosen variables. The

format, presentation and content of these materials are described in detail.

Chapter 6 goes on to describe the implementation of this intervention study aimed at
increasing levels of anticipated regret and/or self-efficacy and perceived control
(dependent on condition) amongst participants. It was hypothesised that increases in
levels of these variables may lead to an improvement in contraceptive effectiveness
amongst sexually active adolescents, and an improvement in intention to use
contraception at onset of sexual intercourse amongst virgins. The findings of this study
are presented and discussed, and a final Chapter (Chapter 7), synthesises the findings

from each of the studies conducted, and discusses them in relation to the existing body
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of theory and research findings, and in relation to the implications for the prevention of

unintended pregnancy amongst adolescents in the UK.

In summary, this thesis aims to develop and evaluate an intervention designed to
improve adolescent contraceptive use, through theory-driven investigation of the most
effective predictors of contraceptive use. Additionally this thesis aims to assess the
implications of its findings in relation to criticisms of both the TTM and TPB. Figure 2.1
below illustrates the order and relationship between Chapters 3 to 7, demonstrating the

impact of each chapter on subsequent Chapters.

2.2. Objectives

e Assess key variables for targeting in an intervention
e Which variables are best at discriminating between stages of change for
contraceptive use?
¢ Which variables should be targeted in an intervention designed to improve
contraceptive use?

e How effective is an intervention targeted at identified variables?

¢ Identify evidence surrounding issues of criticism of TPB & TTM from data
¢ Does the TTM represent a pseudo-stage model?
¢ Are the stages of change useful as an outcome measure of contraceptive use?

¢ Are there variables external to the TPB that can predict contraceptive use?
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Chapter 3
Exploring adolescents’ experiences of

contraceptive use: A qualitative analysis

3.1. Introduction

Chapter 1 of this thesis reviewed quantitative literature concerned with using social
cognition and stage theories to explain and predict health behaviours. Specific
attention has been given to the application of such research to condom and other
contraceptive use, concluding with a review of the application of theory to intervention
design. Whilst there is a wide body of evidence supporting the utility of models such
as the theory of planned behaviour (TPB), and the transtheoretical model (TTM) in’ |
predicting and helping to change contraceptive behaviour, findings are far from
conclusive. This is particularly the case for research focussing on pregnancy

prevention and general contraceptive use amongst the UK’s adolescent population.

Chapter 2 then set out the aims and plans for this thesis on a chapter-by-chapter basis.
Here, it was suggested that before the main quantitative aims of this thesis can be
addressed (in Chapter 4 onwards), there is a need to understand more of the
underlying reasons why contraception is either not used, or used ineffectively or

inconsistently by young people.
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3.2. Exploring contraceptive experience

One way a greater understanding can be achieved, is through exploration of young
people’s experiences of, and beliefs and feelings about contraception. A literature
search for research investigating people’s experiences, feelings and beliefs regarding
contraception revealed a paucity of findings. It was also apparent that research
exploring the experience of contraceptive use has been mainly quantitative, involving
the collection of questionnaire and survey data (e.g. Cowley & Farley, 2001; Oddens,
1999; Virjo, Kirkkola, Isokoski & Mattila, 1999). For example, in Odden’s (1999) study,
satisfaction with a variety of methods of contraception was investigated in terms of both
physical and psychological effects among a sample of over 1400 women. This showed
that the oral contraceptive pill and sterilisation were regarded far more positively than
condoms, intrauterine devices and natural methods (e.g. rhythm or withdrawal method)
of family planning. Similarly, Virjo et al. (1999) conducted research that investigated
the knowledge sources of contraceptive methods for men and women, aimed at
informing health professionals of the most effective ways to disseminate contraceptive
information and advice. Research such as that mentioned above is important, as it
aims to understand where there may be problems regarding the knowledge associated

with obtaining and using contraception which may have otherwise remained concealed.

However, there is a lack of research that gathers this kind of information from
teenagers and young adults. Oddens’ (1999) study looked at women aged between 20
and 49 years of age, and Virjo et al. (1999) used a sample of 18 to 50 year old men
and women, where two thirds of the respondents were aged 30 years or over.
Furthermore, whilst such studies are of great importance within sexual health research,
a deeper understanding of contraceptive experiences could be gained through well-
conducted qualitative research. Qualitative methods can be particularly useful when
research deals with a relatively novel area, and ‘where issues are complex and

dilemmatic’ (Smith, Michie, Stephenson & Quarell, 2002, p133). Arguably, research

74



hadh i dea adh SIS MMV W W INW WM W I PN W W WL I MWW M M T W e

that investigates the contraceptive experiences of teenagers, particularly in relation to

pregnancy prevention, would fit such a description.

3.3. Qualitative research

Where examples of qualitative research that have explored contraceptive use,
pregnancy and sex exist, they cover a diverse range of issues, experiences and
cultural groups. Roberts (1999) for example, focussed on attitudes towards condoms
amongst a group of 20 women in Darwin, Australia. It was found that negative
attitudes regarding condoms related to the necessity of having to be prepared for the
possibility of sex occurring in order to use them, feelings that condoms were a
nuisance, and having to be careful about using condoms properly. Positive attitudes
were related solely to the lack of mess created when condoms were used. The study
also revealed that the female participants felt that using a condom with a male partner

suggested that they did not trust him, or that they themselves had been unfaithful.

A further two studies have examined condom use in relation to the use of other
contraceptive methods. Roye and Seals (2001) studied an ethnically diverse sample of
39 women aged between 15 and 21 years. Using the Health Belief Model (HBM; Janz
& Becker, 1984) as a framework for interviewing, it was found that use of a hormonal
contraceptive, perceived trust in a partner and a negative perception of condoms as
‘irritating’ (Roye & Seals, 2001, p84) were all barriers to condom use. Facilitators of
condom use included fear of pregnancy and ST infection, lack of trust in a partner,
partner discussion and easy access to condoms. Similarly, Woodsong and Koo (1999)
looked at a sample of African-American men and women aged between 18 and 39
years, and found that despite the belief by participants that condoms should always be
used, regardless of whether other contraceptive methods were being used
concurrently, issues of distrust and faithfulness between partners meant that condoms

were often not used (Woodsong & Koo, 1999).
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There are further examples of research that explore the use of condoms alongside
natural methods of contraception (e.g. Wiebe, Janssen, Henderson & Fung, 2004) and
research that explores experiences of hormonal contraception (e.g. Gilliam, Warden,
Goldstein & Tapia, 2004). Wiebe et al. (2004) and Gilliam et al. (2004) highlight some
of the problems experienced by Chinese women in Canada and Latina women in the
US respectively, in relation to different methods of contraceptive use, but each of these

fails to encompass experience of all methods within a single study.

Only one study has been identified that looked at beliefs and feelings toward
contraceptive use generally, including condom and hormonal contraceptive use.
Peremans, Hermann, Avonts et al. (2000) found that contraceptive knowledge
amongst 26 17-year-old Belgian females was often incorrect, and that they held
concerns about the safety of the contraceptive pill, including false beliefs regarding its
contents and side-effects. Participants were also worried about the effectiveness of

condoms as a method of pregnancy prevention (Peremans et al., 2000).

Of the qualitative research that focuses on pregnancy, contraception and STls, there is
little that takes into account the experiences of adolescents. Of the research detailed
above, only one article includes a sample made up entirely of people aged 19 years or
younger (Peremans et al., 2000). In addition, there is little research that includes male
participants. Of the studies reviewed here, only one included male as well as female
participants (Woodsong & Koo, 1999). This thesis argues that it is crucial to include
males in contraceptive use research, since sexual behaviour and in some cases,
contraceptive use (e.g. condom use), requires the co-operation of both partners.
Indeed, even when the female alone can be responsible for her contraception (e.g. with
pill use), it is likely that her behaviour is affected by social and cultural norms in which

males play an important part (Romo et al., 2004).
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There is also a scarcfty of qualitative research that looks specifically at beliefs and
feelings about contraceptive methods, and only one that considers the views of
teenagers in respect of this (Peremans et al., 2000). Even then, contraceptive
behaviour is not a focus of the study. Finally, as evidenced by studies reviewed here,
there is a lack of research that explores contraceptive experiences and beliefs amongst
British samples. It is possible that there are beliefs and specific experiences of
contraceptive use that are unique to British adolescents, because of social and cultural
differences between Britain and other countries where qualitative research in this area
has been carried out (e.g. Skouby, 2004). It is therefore important to expand research,

to include British samples.

In relation to the broader aims of this thesis, to identify variables to focus on within an
intervention aiming to increase effective contraceptive use, conducting qualitative
research identifying important beliefs of British adolescents in relation to contraceptive
use is an important part of the process. It is standard procedure to conduct pilot
studies in quantitative social cognitive research that collect salient beliefs that can be
used in the development of questionnaire items relevant to the population of interest

(e.g. Ajzen & Fishbein, 1980; Armitage & Conner, 2002).

3.4. Aims of the study

The aims of this Chapter are therefore twofold. Firstly, the study aims to contribute to
the body of qualitative research investigating experiences of contraception, as well as
beliefs and feelings about contraception amongst young British people. Secondly, it
aims to inform the development of a questionnaire that will address quantitative issues
set out within Chapter 1. To achieve this, males and females aged between 16 and 18
years of age will be interviewed about their use of contraceptive methods, as well as

their feelings and beliefs concerning contraception.
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3.5. Method

3.5.1. Interviewees

Eighteen interviewees, 12 females and six males were included in the study. They
were recruited from a sixth from college in a town in the north of England, and a Youth
Centre in a city in the north of England. In each location contact for recruitment was
made through work-related acquaintances of the researcher. On arrival at each
location requests for participation were made in person to groups of potential
volunteers. All of those that volunteered to participate were between 16 and 18 years
of age. The names of interviewees and people they talked about have been changed

in order to maintain their anonymity.

Sixteen of the interviewees had gained standard English school quéliﬁcations expected
by the age of 16 years, and were currently studying for advanced level qualifications
normally expected to be achieved by age 18 at a college for 16 to 19 year olds. Two
had dropped out of school and were attempting to gain qualifications through the help
of a local Youth Centre. The college students were all white, and lived with at least one
of their biological parents, who were either skilled or professional workers. The two
participants from the Youth Centre, also white, lived with at least one of their biological

parents. These parents were either unemployed or working in a manual job.

None of the interviewees had children, none were currently pregnant nor were they the
male partner of a currently pregnant female. None reported having had a pregnancy
terminated in the past. Eleven of the interviewees stated that they were single at the
time of interview and the remaining seven said that they were currently in a
heterosexual relationship with someone they referred to as a boyfriend or girlfriend.

None of the participants were married.
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3.5.2. Design / Materials

This was a qualitative study, conducted using a semi-structured interview technique.
The questions asked of participants covered four basic topics concerning
contraception: experiences of using contraception, experiences of obtaining
contraception, experiences of contraception not working and thoughts on teenage
pregnancy. Under these sub-headings, a series of related topics and questions were
constructed by the researcher. These were discussed with a further researcher who
agreed with the appropriateness of the items as a guide for semi-structured
interviewing (please see appendix 1, page 1l). This list was used purely to guide the
structure of the interview, with the talk of each interviewee leading the discussion as far
as possible. Participants were provided with an interview information sheet before
interviews began, and two consent forms were signed by each of the participants and
the researcher. One copy was retained for project records and one was kept by the
participant (please refer to appendix 2, page IV and appendix 3, page VIl for these
materials). Each interview was tape-recorded. A research proposal was submitted to
the ethics committee for the School of Social Science and Law at Sheffield Hallam

University, and approved, before data collection began.

The qualitative methodology chosen for the present study was an adaptation of
Interpretative Phenomenological Analysis (IPA; Smith, 1995; 1996). The theoretical
underpinnings of IPA come from phenomenology, which is concerned with personal
perception rather than objective reality, and symbolic interactionism, which argues that
meanings associated with any topic about which people talk are socially constructed
(see Smith, 1996). The focus of IPA is therefore the individual's perception of an event
or object, and the meaning that they ascribe to that event or object, but with the
understanding that the talk of the individual is influenced by the presence of the
researcher, and that, in order to analyse data, the talk is subject to further interpretation

(see Smith, Flowers & Osborn, 1997 for a detailed explanation of IPA).
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It was felt that IPA was an appropriate method for approaching the data because the
aim was to gain an understanding of the participants’ experiences and beliefs
concerning contraception, and the meanings they attached to those experiences and
beliefs. Smith (1995; 1996) originally developed this approach to analysing qualitative
data to complement the epistemological underpinnings of quantitative social cognitive
research. Both IPA and traditional social cognition theories hold that a person’s beliefs
(or social cognitions) can be accessed and represented through verbal reports. Smith
argues that;
While employing different methods...the shared commitment to mind and
cognitions allows for the possibility of quantitative and qualitative (IPA)
researchers usefully having dialogue with each other and quantitative and
qualitative studies informing each other (Smith, 1996, p264).
Adaptation of the approach was however deemed necessary, given that the topic under
investigation, namely contraception and contraceptive behaviour, is governed by a set
of rules dictated by the medical profession. That is to say, there is an objectively
correct way to use contraception if pregnancy prevention is desired, and the incorrect
use of such contraception may result in pregnancy. If was felt that for this study to
address the issue of teenage pregnancy and ineffective contraceptive use, the beliefs
and experiences of participants needed to be represented and made sense of not only
within the context of the researcher’s interpretations, but also against the backdrop of

the rules that govern effective contraceptive behaviour (e.g. see Guillebaud, 1999).

The study focused on the shared experience of 18 participants with regard to
contraceptive use. A case study approach is commonly used with IPA involving fewer
participants than the current study (e.g. Robson, 2002), but the aim was to interpret key
themes amongst participants, illustrating some of their common experiences (a

technique used by Kay & Kingston, 2002).
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3.5.3. Procedure

The data was collected during one visit to a Youth Centre and three visits to a College
for 16 to 19 year-olds. The researcher spent time on a one-to-one basis with each
potential volunteer, telling them about the research and what parﬁcipation would
involve. To assist this process, the interview participant information sheet was given to
each potential volunteer and, once they had read this and agreed to take part, they
were asked to complete two of the participant consent forms. Participants were also
asked to consent to the interview being recorded on audiotape, and this was a
necessary requirement for participation in the study. Interviews lasted between 25 and
45 minutes, resulting in approximately ten hours of interview material. At the
conclusion of each interview, the researcher answered any further questions from
interviewees regarding the research and their involvement, and thanked them for

participating.

3.6. Analysis / Discussion

The interviews were transcribed verbatim, and an adapted version of IPA (Smith, 1995)
as outlined above, applied to the data. Please refer to appendix 4, page X for a

description of the analytic procedure and an example of analysed transcript. Four main
themes emerged from the analysis, which in some cases are illustrated by subordinate

themes'®.

3.6.1. Negativity relating to knowledge of contraception
A primary theme to emerge from analysis of the text was that whilst the participants did

not display a lack of knowledge or ignorance regarding use of contraceptive methods

10 Within the transcript extracts, words presented in italics and within curved brackets are added by the author for
clarification purposes. In addition, a comma represents a pause in speech of one second or less, whilst two or three
dots in mid-speech stand for two or three second pauses. Where three dots appear at the beginning or end of an
extract of speech, this indicates that the extract has been taken or cut mid-speech.
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per se (cf. SEU report, 1999) there appeared to be distinct negativity relating to the

knowledge they did have. This point is illustrated through two subordinate themes.

Others’ contraceptive use: The importance of anecdotal evidence
Many of the participants expressed concern about the effects of hormonal
contraceptives. Although participants reported that they had for example, spoken to
doctors or nurses, or read literature on the benefits and possible side effects of taking
hormonal contraceptives, weighting given to anecdotal evidence from friends or
relatives was very influential upon their views. One of the participants talked about
having looked into alternative methods of contraception to the condom. He spoke of
the experiences of a female friend of his:

Extract 1

Dave: ..ur, because, there’s loads of side effects, with, the injection, ur, because

one of me friends ‘ad it, and she ‘ad ‘er period non-stop for, er four weeks.

Interviewer: Oh, can’t have been much fun.

Dave: No not really, so we decided to leave that after we found out that...

(Dave, 17)

Dave and his girlfriend felt that this possible outcome of the hormonal injection was not
worth the risk. A further participant had heard about negative effects of the
contraceptive pill:

Extract 2

..my friend she went on the pill for a bit, she said she didn't like it, she said, she

thought she put weight on.. (Sue, 18)

As a result it seems, Sue felt concerned about using oral contraception (OC). These
reports of others’ experiences seemed crucial to the participants’ understandings of

contraception, to the extent that these experiences influenced their own contraceptive
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choices. Although the experiences that friends report may be true, they cannot
necessarily be said to be representative of the typical experience of taking hormonal
contraception within the wider population of users. Participants listening to negative
anecdotal advice, and using it to determine the decisions they made for themselves
appear to display a lack of trust in medical advice, preferring instead to base decisions

for themselves on what they have heard from acquaintances.

Concerns expressed by participants about the side effects of hormonal contraceptives
are not shared by health professionals regarding modern methods (e.g. Grimes, 1992;
Guillebaud, 1999). Despite this, there is further evidence that young people are
concerned about the side effects of hormonal contraceptives. Guendelman, Denny,
Mauldon and Chetkovich (2000) found in their sample of low-income women from
Latino and non-Latino backgrounds that fear of side effects and long-term illness was
prompting them to stop using or avoid hormonal contraceptives. There is also
evidence that ‘rumors’ (sic; Guendelman et al., 2000, p237), or anecdotal evidence
concerning contraceptive methods are more likely to affect women's decisions than

medical opinion (Guendelman et al., 2000; see also Gilliam et al., 2004).

Participants’ own experiences of contraception
It was common for participants to report negative feelings regarding a method of
contraception that they had used themselves, and some confusion was sometimes
evident concerning the facts involved. Jon’s girlfriend had decided that she wanted to
stop taking the pill because of weight concerns:
Extract 3
| said she could come off it whenever she wanted, if she thought she was
putting on weight or anything like that, an’ | know you're supposed to come off it

after using it for five years, you're supposed to have a rest, for a year, but | can’t
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remember why, it gives, gives you sommat, some form of cancer or something,

| can’t remember... (Jon, 18)

Jon is conscious that there may be risks associated with OC use, but he is very unclear
as to the details of these risks, and the correct precautions for lowering them. Jon is in
fact mistaken in his belief that women have to cease taking OC after five years of use.
It is better to use the pill continuously for the length of time pregnancy prevention is
required, than to stop and start use during that time (Guillebaud, 1999). In addition,
OC has been shown in some research to reduce the risk of some forms of cancer
(Guillebaud, 1999). However, Jon’s beliefs about harmful side-effects of hormonal
methods have been evidenced before in terms of their impact on contraceptive
behaviour (e.g. Clark, 2001). Indeed, even highly educated women from a private
university in New England in the US have underestimated some of the health benefits
of OC use (Tessler & Peipert, 1997). The findings of the present study suggest that
such beliefs may also be relevant in terms of their impact on the behaviour of British

samples.

A female participant talked about her dissatisfaction with condoms:
Extract 4
Yeah, | know it's wrong, but they’re, horrible.., | think, | dunno, if some, they
come in like, like, bit tight round the bottom and stuff like that so, it makes
everything awkward, and they are, they’re just a bit, sometimes they're easy
and then sometimes | don’t know, sometimes they're just difficult, ‘cos it's a lot

of messin’ about... We usually end up givin’ up with ‘em... (Liz, 17)

Liz seems to be frustrated by condoms and their apparent inconsistency in ease of use.

This has made her feel negatively about using them, and she has formed a dislike for
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them as a method of contraception. A further participant talked about disliking
condoms and lacking confidence in them: |
Extract 5
It's not that they're difficult, it's that they're right like, they’re just disgusting to
touch and, they're not very, | don't think they’re safe, an’ they come off, and
they split, an’ then, there’s no point, I'd rather be more safe in my mind by using

something that’s more effective. (Sue, 18)

Although both Sue and Liz know how to use condoms, they have experienced difficulty
in getting them to work effectively, and safely. Research on condom use amongst
adolescents has consistently shown that even those who use condoms are not doing
so consistently. For example, Grimley and Lee (1997) reported that amongst their
sample of 97 female adolescents who had engaged in vaginal sex within the last six
months, 66% were using condoms but not always effectively (i.e. not consistently on
every occasion of sexual intercourse). Quirk, Rhodes and Stimson (1998) further
researched the inconsistency and ineffectiveness of condom use when they carried out
research into the occurrence of unsafe sex, where attempts to use condoms are made
at the time of intercourse. They identified three forms of what they refer to as 'unsafe
protected sex' (Quirk et al., 1998, p105). These are condoms being used for
ejaculation only, condom failure (splitting or breaking), and condoms being introduced
after some penetration has occurred. Thus, experiences with condoms, and beliefs
about them, such as those described by the participants in the present study could lead
to adolescents abandoning the use of condoms either altogether or during sex on some
occasions, whether they are using another form of contraception or not. In the words

of Liz, ‘...we usually end up givin’ up with ‘em...’ (extract 4).
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3.6.2. Oral contraception (OC) and its impact on the female body

The dual purpose pill

Specific meanings associated with the contraceptive pill included expectations of it
achieving more than just pregnancy prevention and thinking of it as having a dual

purpose. Users expected the pill to have additional effects upon the female body;
Extract 6

...l expected a lot 0’ changes, but it just made the period pains go away, an’
erm, ..that were it really, it sort of, | used to get really stressed out as well, an’

but that went away as well... (Laura, 17)
Extract 7

...well she, she went on the pill when we started gettin’ to know each other,
because it helped with her periods and stuff like that, yeah it made them less

heavy and stuff... (Jon, 18)
Extract 8

I mean, it is contraception in certain.. circumstances, but it's more for like skin
and stuff...I've had two brands, (of the pill) depending on what | need it for, like

urm, but I'm on one for about a year now, since, Jack... (Ellie, 17)

Where OC has positive non-contraceptive effects, interviewees accepted the use of it
without queétion, yet when OC was reported to cause negative non-contraceptive
effects in relation to the menstrual cycle, reactions varied. One participant reported the
following experience of OC but still claimed she preferred it to condoms as it had

regulated her periods:
Extract 9

I didn’t go on you know, contraception, | went on (the pill) to regulate my
periods....the first pill that | went on was fine up to about three years, and then it
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started, it wasn't as effective, so, | started missing periods which started to
worry me, ‘cos | wasn't using condoms at that time, so, went three months
without havin’ a period, | had two pregnancy tests at that point, and they both
came out negative, but | still wasn’t comin’ on... so | went onto a higher pill, you
know, a more stronger pill, and that just made my period pains worse, | ended

up in hospital with them... (Amy, 18)

However, another report of negative experiences of OC resulted in termination of its

use:
Extract 10
Dave: ...the pill started to go dodgy after a bit so she decided to stop that.

Int: Right, so it's just condoms at the minute, okay. What went wrong with the

contraceptive pill then?

Dave: Er, it were just makin’ ‘er ‘ave really bad stomach aches, and like

irregular periods... (Dave, 17)

When OC seemed to create problems there was evidence that the different meanings
or beliefé attached to OC in such circumstances were related to differing behavioural
responses. Dave described his girlfriend's pill as going 'dodgy’, whilst Amy said her pill
'wasn't as effective'. Although Dave is not responsible directly for the actions of his
girlfriend in ceasing to take the pill, it is feasible that he and his girlfriend conferred over
the problems they were having with contraception, and that his interpretation in some
way reflects hers. Amy seemed to believe that her OC simply stopped working in the
way it had done previously and therefore changed her brand of pill, but continued to
use hormonal contraception. In contrast, Dave believed there was something ‘dodgy’
about his girlfriend's pill and said that she stopped taking it. This difference in verbal

reports about hormonal contraception not being satisfactory can be said to represent
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differences in cognitions about hormonal contraception, and thus is likely to explain the

different behavioural responses reported.

Mistrust of the pill

The texts provided evidence that some women may mistrust the contraceptive pill,
believing it to be unnatural, dangerous and associated with weight gain. Some talk
about mistrust of the pill was also identified, suggesting that participants believed it to

be linked to health risks:
Extract 11
Anna: ...l wouldn’t want to put, | wouldn’t want to use the pill...
Int: You wouldn't...?

Anna: No, the idea of just like putting a toxin in my body is... just puts me off...

(Anna, 17)
Extract 12

I'd go on the pill, but it's just knowing the right one to go on. There’s just all
different ones, and there’s like, there’s all the history of pills, like they bring the
pills out, and the pill is fine, an’ then a few years later, like, taking them back off,

so, you're wary of them ‘cos you don’t know what'’s in them really... (Cara, 17)

These health fears are clearly preventing future use of the pill for these participants and
yet these fears are confused. Research suggests that fearing health-related side-
effects of the pill is significantly negatively related to likelihood of using the pill when
teenagers become sexually active (Moore , Adler & Kegeles,1996). A more specific

fear was weight gain:
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Extract 13

...we've used the pill, and then, um, my girlfriend decided she wanted to lose
weight, um because there’s a sort of misconception that the pill makes you gain

weight, so she came off the pill, and we started using condoms. (Jon, 18)
Extract 14

...people say that it makes you put on weight, um, and | think, | did read
through the instructions, and | can’t remember seeing that, | think it said it may,

it might make you put on weight... (Jon, 18)

Guillebaud (1999) suggests that the pill is often mistakenly believed to be the cause of
weight gain, with any effects that occur varying from woman to woman. Research has
shown that in the first year of pill use, weight gain of more than two kilos, occurs in only
20-25 % of women, whilst up to 20 % actually lose more than two kilos (Guillebaud,
1999). In other cases, significant weight gain may be caused by metabolic disturbance
due to the hormones in the pill. Prescription of the progesterone only pill (POP) as an
alternative to the combined (progesterone and oestrogen) oral contraceptive could
reduce the disturbance, and facilitate the loss of any excess weight gained (Guillebaud,

1999).

Lloyd, Taylor, Lin, et al., (2000) reported after an eight year longitudinal study on
teenage girls, where an experimental and control group were used, that there was no
evidence to suggest that the oral contraceptive pill caused weight gain amongst
teenage users. In addition, a review (Gupta, 2000) showed that overall, there was no
evidence that the OC causes weight gain. Nevertheless, it remains the case that
weight gain is one of the most commonly reported unwanted side effects of OC use

(Brunhubber & Kirchengast, 2002). It is of no surprise that this is of particular concern
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to an adolescent sample where issues of weight concern are particularly high (Kaltiala-

Heino et al., 2003).

3.6.3. Efficacy of future plans: ‘...they didn’t caré... !

Central to participants’ talk in relation to teenage pregnancy was a notion of ‘them and
us’. Some of the participants consistently spoke of themselves in terms of having plans
for the future, often involving university, and they spoke confidently about these plans.
It seemed that they had no reason to believe they were not going to achieve their
educational and/or occupational goals. In contrast, when they spoke about people they
had been to school with, who had become pregnant, they talked about people who
were not interested in education, and people who did not have plans for the future. For
them, there was a ‘certain type’ of person who got pregnant. When asked if she knew

anyone similar in age to herself, who had had a baby, Kate’s response was:
Extract 15

Yeah, loads, people from my old school, an’ it were people who you'd expect to,
‘ave had kids, ‘cos they're just, they’re ...yeah (laughs) they were like that ...

(Kate, 17)

A little later, when asked how she thought they felt about getting pregnant, she said:
Extract 16

...they should have been bothered, | would have been right bothered, ‘cos it
were people who weren’t planning on goin’ to college, they didn’t want to do
owt, they were just going to leave school, and get a job, and they just, it didn’t

bother ‘em at all, they didn't care... (Kate, 17)

90



Dt it St NG WMV IWWVWWIINN WANMWI W TVYWY VT ViAo Y

- There was further talk of ‘the sort of people’ who would get pregnant, who were

reportedly uninterested in getting any further education:
Extract 17

I know, people that used to go to the same school as me, and we see them, you
know, walking round with um, prams and kids, like, a couple of girls up my road,
top of my road they’d both, both ‘ad kids recently, but you can tell, you can tell
by, the sort of people that they are, they are going to...(have children young)

(Adam, 18)

Adam later said, when asked why he thought they were likely to get pregnant

compared to girls who were not likely to get pregnant:
Extract 18

| dunno, they weren’t bothered at school, they weren’t bothered about anything
so, they've not got any plans to what they’re gonna do, so why not have a kid,

that might have been their plan, | don’t know... (Adam, 18)

Many of the participants mentioned their future plans in relation to having children.

Jane’s talk was quite typical of the general view of having children and achieving future

plans:
Extract 19

...I've got my heart set on, like goin’ to uni and things like that, then, so it's more
like, | want to do that, first, and | know | wouldn’t be able to do it, if I've got

kids... (Jane, 17)

The above extracts illustrate the way in which participants perceived differences

between ‘them’ (teenagers who have had babies) and ‘us’, and the likely difference that
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having (arguably achievable) plans for the future would make on the lack of desire to
become pregnant. It is generally widely accepted that young people who attain higher
levels of education are less likely to have a baby as a teenager, compared to their
counterparts with fewer years in education (e.g. Kirby, 2002). A possible explanation
for this might be that for those who continue full-time education post compulsory school
age, a certain level of status (and later, arguably greater financial independence) is
achieved through attaining a higher level of education. In contrast, it could be argued
that those who leave school earlier, or even those still at school, not aiming to continue
with education or training may view becoming a parent as an alternative way of
achieving status as an adult. This is not to say that such teenagers make conscious
decisions to become pregnant, but rather, have less of a vested interest in avoiding
pregnancy than those aiming to go on to further education. If they do become pregnant
they may feel less pressure to have the pregnancy terminated, and more inclined to
take on the role of parent (Mellanby, Pearson & Tripp, 1997; Smith, 1993). Such an
argument would be supported by the work of Arai (2004), who found that many of the
young women in her study (who had had babies as teenagers), ‘did not like school,

were not academically bright and actually wanted to be mothers’ (Arai, 2004, p213).

3.6.4. Patterns of risk-taking behaviour

Many of the participants talked about being careful with their use of contraceptives.
For instance, it was common for some of them to have used the contraceptive pill and

condoms simultaneously. One of the female participants said:
Extract 20

I've never missed a pill, but a condom’s split before, but | was on the pill, so we
didn’t worry about it too much, an’ | went for't mornin’ after pill, just to be,

certain, certain (both laugh). (Kate, 17)
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Dual method use was often described as occurring at the beginning of a relationship,
when fear of an unwanted pregnancy was a new experience, since many were in their
first sexual relationship. In all instances where this was described, the participant was
now using only one method, the one that had been preferred of the two. Existing
research has shown that it is common for condom use as well as a hormonal
contraceptive to be more consistent when with a casual or new partner (e.g. Roye &
Seals, 2001; Gold, Skinner, Grant & Plummer, 1991) than with a partner who is
considered long-term. Furthermore, Woodsong and Koo (1999) discovered that distrust
is associated with condom use, and so in more long-term relationships there is a
tendency to stop using condoms and rely solely on hormonal contraceptives. For the
purposes of pregnancy prevention, this behaviour is satisfactory and effective, and for
those participants in the current study who were in monogamous first sexual
relationships, it is also relatively safe in terms of STl risk. Though, of course, for the
majority of sexually active people, condom use should also be promoted to protect

against STI transmission.

Situational factors

Despite an overall group account of fairly consistent and effective use of contraception,
taking risks with contraception was talked about by many of the participants. One of
the male participants who used condoms as a main method of contraception talked
about occasions when he had failed to use one. When asked why he had not used a

condom he said:

Extract 21

Um,...Lack of them, really, being the main thing, ‘cos you can't really run
downstairs naked, an’ ask yer friends for any, it's just not appropriate, uh, | did
that once (Int: Laughs) didn’t, didn’t, go down very well, | er, | ‘ad time to throw
on some boxers and go downstairs, through the middle of a crowded room, and

ask for some condoms...so the awkwardness of trying to find condoms was a
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factor, and er, it were really, drugs and alcohol, affecting, what yer thinking
about. So you weren't thinking, well | weren’t thinking at the time, shit, in nine

months, | could ‘ave a kid. | was thinking, hey I'm gonna get laid. (Joe, 17)

Here, Joe shows that he perceives the combination of not having a condom, the effects
of drugs and alcoho! and the fact that he was thinking not about preventing pregnancy
or disease but about having sex, to have been the reasons why a condom was not

used on some occasions.

Whilst understandings of safer-sex behaviour have been greatly improved by the work
of researchers investigating social cognition models of behaviour (e.g. Abraham, Wight
& Scott, 2002; Hardeman, Pierro & Manetti, 1997), other researchers have focused
upon the situational and interpersonal influences on sexual behaviour that arguably,
social cognition models do not account for (e.g. de Visser & Smith, 2001; Wilkinson,
Holahan & Drane-Edmundson, 2002). There is a need for further research to take
situational factors into account when measuring social cognitive variables, since it is
perhaps the case that where situational factors affect real as well as perceived
behavioural control, they may explain why sometimes both sexual partners intend to

use contraceptives properly, but fail to do so.

Communication issues
Other participants talked about risk-taking in connection with lack of communication
with their sexual partner. When asked whether he had experienced using a condom
that had broken or come off during intercourse, a male participant said the following:
Extract 22
Yeah, but nothin’ come of it...basically, yeah..um, an’ | panicked, so | didn’t tell

my girlfriend... (Adam, 18)
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Although Adam and his partner had attempted to use contraception, it failed, and
because Adam did not disclose this fact to his partner, he initiated contraceptive risk
that could have been avoided, and that his female partner, it would seem, had no
control over. Guillebaud (1999) reports that 13.2% of condom breakage instances are
never revealed to the female partner concerned. Another male participant within the
current study talked about how his partner had caused a contraceptive risk by failing to

communicate with him about contraception:

Extract 23

...she forgot to take it, (the pill) and one day, you're supposed to keep taking it,
for about a week, and she didn't tell me she’d not taken it, um, told me after
we'd ‘ad sex, and so we, um, went for the morning-after pill afterwards... (Jon,

18)

Although, under these circumstances, the couple were able to seek emergency
contraception (i.e. morning-after pill), the extract further illustrates the ways in which

lack of partner communication can cause unnecessary risk-taking.

There is a growing body of literature that reports on the importance of social and
interpersonal factors that influence safe sex behaviour (e.g. Afifi, 1999; Coleman &
Ingham, 1999; de Visser & Smith, 2001). De Visser and Smith (2001) in particular,
draw attention to the idea that traditional models of health behaviour (e.g. TPB; Ajzen,
1991) may be limited when it comes to explaining condom use, because variables such
as attitudes and beliefs (Armitage & Conner, 2001) may fail to account for behaviour
that is influenced by the characteristics of a sexual encounter, which involves
cooperation between two people. Wilkinson et al. (2002) found that not only are
individuals more likely to practice safer sex if they perceive that their partner wants to,

but that traditional variables of health behaviour models, such as self-efficacy
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(Transtheoretical Model; TTM; Prochaska & DiClemente, 1983) subjective norms and
attitudes (TPB; Ajzen, 1991) are mediated by an individual's perception of their

partner's desire to use contraceptives. It is argued that future research may do well to
incorporate measures of ability to co-operate and communicate within social cognitive

measures in order to address this issue.

Withdrawal use
In the absence of any recommended method of contraception use of the withdrawal
method of contraception is always better than nothing, since tests have shown that
some men do not release any sperm in their pre-ejaculate semen (Guillebaud, 1999).
However, the withdrawal method, or coitus interruptus, is not a reliable form of
contraception. Some participants in the current study talked about consistent use of
the withdrawal method by either themselves, or people that they knew. Sue talked
about acquaintances having sex without using a recommended method of
contraception:
Extract 24
..they always like think that they’re not gonna, get pregnant, d’y’know what |
mean, they’re in denial about it, an’ | don’t think they see it as an issue, ‘cos
they’ve done it for so long, and they’ve not become pregnant that, they don'’t

think they will.. (Sue, 18)

Sue seems to believe that her friends have grown confident in their use of the
withdrawal method, having not become pregnant so far. She seems to view this quite
negatively. Interestingly, Sue later talks about her own risk-taking behaviour, where
she had missed a pill and still had sex. She explains how that made her feel:

Extract 25

I'd worry for ages, and then I'd stop worrying and come on my period..(laughs)

(Sue, 18)
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Sue seems to take the view that her friends’ risk-taking is more serious than her own.
Whilst she expresses concern about the idea that female friends she knows are taking
a risk that is likely to end in pregnancy eventually, her own risk-taking behaviour is
laughed off. Another participant talked about her experience of sole use of the

withdrawal method:

Extract 26

Well it was like, probably, six months or something, but it were like we weren’t
doin’ it very regularly, it was at the start of everythin’, so we didn’t do it that
much, like that, so, so it were like over a long period of time but it weren't like it

were every night, or, even every week... (Liz, 17)

When asked about possible pregnancy during that time she said:
Extract 27
Yeah, that's most of the time, when | were just worried, it weren't like, | didn’t
think about it too much. ‘Cos | didn’t miss any periods or anything, but like the
day after, I'd think oh what if, do you know what | mean, ‘cos it, it is a bit
disgusting but it, it can seep out can't it, before e’ actually ejaculates, so..it, it

used to worry me. (Liz, 17)

Not having missed any periods, or being given any real concern about possible
pregnancy seems to indicate that Liz and her boyfriend received reinforcement to
continue using the withdrawal method over a period of six months, despite knowing
they were taking a risk. Liz seems to be justifying the risk being taken in extract 26, by
saying that they were not having sex frequently. Arguably, each time withdrawal was
used and pregnancy avoided, a positive personal bias over use of the withdrawal

method was reinforced.
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Despite risk-taking by use of the withdrawal method alone being reported by
participants, the overall opinion of this method appeared to be negative. One of the
female participants who had used the method alone for a period of six months before
starting to take the pill said: |

Extract 28

...it's not very good doin’ that (withdrawal method) ‘cos you're worried all't time,

so, it's just not worth doin’ it...it was, it’s like, oh, well, we'll do it for a bit

(laughs) but it's not, | don't like it. (Liz, 17)

The limited research that has been carried out into the use of withdrawal as a method
of contraception indicates that it remains popular, third only to OC and condom use
(e.g. Everett, Warren, Santelli, et al., 2000). Additionally, Moore, Adler and Kegeles,
(1996) found that pill use was negatively associated with the intention to use
withdrawal, which they conclude means some adolescents may view withdrawal as a
valid alternative to the contraceptive pill. It could certainly be the case that teenagers
and young people view the withdrawal method as a way of reducing the likelihood of
pregnancy, in a similar capacity to the pill. Withdrawal may also be viewed as
favourable compared to the pill, because it does not involve many of the beliefs that the
young people have talked about in association with the pill. For instance, withdrawal
does not involve taking a manufactured drug, and therefore is likely to be favourable to

someone who fears that the pill is poisonous in some way.

3.7. Summary of findings

None of the participants in the present study desired pregnancy, and most wanted
pregnancy prevention for many years to come. All participants reported having used
contraception, or intending to do so when they became sexually active, yet there were

many examples of risk-taking behaviour. Participants talked about three main types of
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contraception in this study, namely: condoms, hormonal contraceptives (in particular
the oral contraceptive pill), and the withdrawal method. During analysis, four main
themes emerged which represented the shared experience, thoughts and beliefs of the
participants in relation to contraception. Broadly, these themes represented: negativity
relating to participants’ experience and knowledge of contraception gained through
anecdotal evidence from others and their own experiences; perceptions of OC as being
useful in a dual capacity in terms of its impact on the female body, but also being
mistrusted for its impact on the female body; the importance of future plans in relation
to the desire to postpone pregnancy; and the impact of situational and communication
factors and personal biases regarding withdrawal, as validations of contraceptive risk-

taking.

These themes, it is argued, are a valid representation of the meanings this particular
group of adolescents ascribed to their experiences and thoughts relating to
contraceptive use, interpreted against medical understandings of appropriate ways to
use contraception effectively. This analysis provides information with direct
implications for the promotion of effective and consistent contraceptive use amongst
British adolescents. For example, evidence that young people are listening to the
information and rumours regarding contraception that they receive from friends and
peers, and evidence that this information is on many occasions negative, and
sometimes false, suggests that there may be effective gains from intervening with
respect to the transfer of knowledge between young people. It could also be argued
that there is a need to gain an understanding of where false beliefs regarding the
nature of contraception exist amongst youth sub-groups'', in order that false beliefs
can be tackled and have their possible impact on contraceptive behaviour diminished.
Hormonal methods of contraception appeared to be thought of most consistently as

associated with negative outcomes, despite the reality of them being the most effective

" Youth sub-group meaning sub-groups of teenagers divided by class, and/or sub-sections of popular culture.
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in terms of preventing unwanted pregnancy, so it can be seen that these latter negative
beliefs may require specific attention within an intervention aimed at improving the

effective use of contraception amongst British teenagers.

3.8. Implications for the development of a questionnaire

Analysis of the talk of participants from this study has also provided a rich account of
information on which to base the development of a questionnaire that measures the
social cognitive predictors of effective adolescent contraceptive use. There are two
ways in which the findings support such a development. Firstly, participants exhibit
within their speech direct examples of variables already identified within the literature
as being associated with contraceptive use (e.g. in extract 1 Dave exhibits an example
of his outcome belief (from the TPB) that the hormonal injection will cause side-effects
that are not pleasant). The fact that the spontaneous talk of adolescents includes such
examples provides support for their relevance to adolescents’ contraceptive behaviour.
Secondly, specific beliefs elicited from the interview transcripts can be used to develop
specific questionnaire items that are salient to adolescents in relation to their use of
contraception. An explanation of how these qualitative findings translate to the

development of a questionnaire is provided below.

3.8.1. Variables identified for inclusion in the questionnaire

Constructs of the TPB have been found within the literature to be predictive of
contraceptive use. In particular there is evidence for their ability to predict condom use
(e.g. Bennet & Bozionelos, 2000; see section 1.7). The talk of participants within the
current qualitative study also suggests that these constructs may be relevant to the

contraceptive use of adolescents.
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Outcome beliefs

Outcome beliefs, that precede attitude as a component of the TPB, were particularly
prominent amongst the talk of participants in relation to the pill and other hormonal
methods of contraception. Specific examples of this are that participants talked about
the pill and the hormonal injection causing weight gain, the pill causing cancer, and the
pill being toxic. Participants also spoke of the pill reducing period-related problems
such as period pains and heavy menstruation (e.g. see extracts 1-3, 6,7,11). These all
represent beliefs about the outcome of using the pill, and thus beliefs theorised to be
important in the formation of attitudes towards an object (e.g. Ajzen, 1991). Itis
therefore argued that there is strong support for inclusion of an attitude measure within
the questionnaire, and that many of the specific outcome beliefs (e.g. pill causes weight
gain) mentioned in relation to contraception should be used in the construction of

questionnaire items.

Normative and control beliefs and self-efficacy

The relevance of normative and control beliefs (that precede subjective norm and PBC
in the TPB) to adolescents’ contraceptive use was also evidenced within the
participants’ talk. In respect of normative beliefs, this was most notable in relation to
the consistent talk of the experiences of others. Important others’ reports about the
outcome of the use of a particular method (most notably those of their peers), are cited
by participants as examples of reasons why they should or should not use a particular
method, providing evidence that others’ views influence their behaviour (e.g. extract 1).
Because of this it is reasoned that a measure of subjective norm should be included
within the proposed questionnaire. Similarly, examples of the importance of control
beliefs are most notably present in talk about the use of condoms. Participants believe
them to be difficult to use (e.g. extract 4) and perceive that certain factors have
inhibited their use of condoms (e.g. extract 21). Because of the similarities between

the PBC and self-efficacy constructs reported in the literature (see section 1.7.4), it is
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argued that evidence for the relevance of control beliefs within adolescents’ talk of
contraception provides some support for inclusion of both PBC as outlined within the
TPB and self-efficacy as outlined within the TTM, within a questionnaire. Again,
specific control items (e.g. lack of a condom) and the referent groups mentioned (e.g.
peers) are suggested as useful target constructs for item generation within the

questionnaire development detailed in Chapter 4.

Optimistic bias

The validations provided by participants in relation to their own use of the withdrawal
method, compared with their talk about others’ use of the withdrawal method, suggests
there may be an element of optimistic bias within participants’ understandings of this
contraceptive risk (see Weinstein, 1980; Weinstein & Klein, 1996). It seems likely that
because participants know withdrawal to be an unreliable method of preventing
pregnancy, they view the risk of other people becoming pregnant using this method as
quite high. In contrast, examples of talk pertaining to their own use of withdrawal seem
to represent a less serious account of this action as a major contraceptive risk (e.g. see
extracts 24-27). There is some evidence within the literature that indicates that
optimistic bias is linked to sexual risk taking in adolescents (e.g. Chapin, 2001), but
further research is needed to see if the findings can be replicated amongst groups
other than African American teenagers considered to be highly at risk for unintended
pregnancy and STls. Therefore, the inclusion of a measure of optimistic bias or

unrealistic optimism may be a valuable addition to questionnaire development.

Future aspirations and prototype similarity

The theme that identified the importance of future aspirations amongst participants as
part of their thinking as to why they wished to postpone pregnancy supports two further
variables for inclusion within the questionnaire. Firstly, it is felt that a measure of future

aspirations may be strongly related to effective contraceptive use, and should therefore
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be included within the questionnaire, despite there being no literature that specifically
includes or cites this as a variable related to effective contraceptive use. Secondly, it is
argued that because the talk of the participants so clearly represented the idea of
‘them’ and ‘us’ in relation to teenagers who get pregnant and have children, there is
evidence that prototype similarity may be relevant in relation to postponing pregnancy,
and therefore, effective contraceptive use. Literature that h‘as looked at prototype
similarity suggests that there is evidence that the degree to which a teenage boy or
girls perceives themselves to be similar to the average teenage girl who gets pregnant,
or boy who gets a girl pregnant predicts risky sexual behaviour (see Gibbons, Gerrard
& Boney McCoy, 1995; Thornton, Gibbons & Gerrard, 2002). Therefore it was decided
a measure of prototype similarity should be included within the proposed questionnaire

to examine its relationship with effective contraceptive use.

3.9. Methodological critique

There are a number of methodological issues within the research presented in this
Chapter that could be addressed in future work. Firstly, limiting participation to 16, 17
and 18 year-olds could be criticised, and the reason for this occurring was twofold:
practical constraints in relation to obtaining appropriate ethical approval to discuss
contraception with teenagers meant that obtaining participants under the age of 16 was
not possible; and the locations from which participants were recruited meant that the
maximum age of participants recruited was 18 years of age. However, this criteria
rendered the selection of participants by age rather arbitrary, and future research would

likely benefit from gathering data from a wider age-range of adolescents.

In addition to this, the majority of the participants recruited were fairly well-educated.
Given the fact that high levels of teenage pregnancy are associated with young women
from poorer, and less well-educated backgrounds (e.g. Kirby, 2002), it may be said that

findings based on the current sample are limited in their applicability to British
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teenagers who most typically become pregnant. In concordance with this, it is
suggested that research including more teenagers from lower socio-economic groups
with lower levels of education, would be an important future direction for this area.
However, it is also argued that the findings of the current study highlight problems
associated with adolescent contraceptive use (e.g. negative and false beliefs) that are
prevalent amongst generally effective contraceptive users who have no desire to
become pregnant. Research and intervention development aiming to decrease rates of

teenage pregnancy should aim to do this amongst all groups within society.

Lastly, it was asserted in the introduction of this Chapter (see section 3.3 above, on
page 75) that it is important to include male participants in contraceptive use research.
This particular study included six males and 12 females. The difference in numbers
was due to fewer males volunteering compared with females. However, the findings
show support for the importance of the inclusion of males in such research, since they
clearly had important views, beliefs and experiences that they were keen to express.
Their verbal reports appear to represent cognitions that are highly likely to affect both
positively and negatively, their own contraceptive use and potentially the contraceptive

use of their sexual partners.

3.10. Summary and conclusions

The present study aimed to provide a greater understanding of a sample of British
adolescents’ experiences and understandings of contraceptive use through
interpretation of their expressed perceptions and beliefs. The findings have added to
the relatively small body of qualitative literature that currently exists in this area. They
have shown that the young people who took part in this research hold many negative
and sometimes false beliefs about hormonal methods of contraception (particularly the
contraceptive pill) and condoms. These beliefs often seemed to be gained at least in

part from anecdotal evidence obtained from the reports of the experiences of other
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Chapter 4
Identifying variables for targeting in an

intervention: Part |

4.1. Summary

The first Chapter of this thesis reviewed key variables and models of health behaviour
that have been applied to research investigating contraceptive use (see section 1.4
above, on page 9 onwards). It was argued that there is a relative lack of research
within health psychology that focuses on the general contraceptive use of adolescents.
In particular, it was argued that there is a paucity of literature aimed at the design,
implementation and evaluation of interventions to improve adolescent cpntraceptive
use (see section 1.8 above, on page 54). It was shown that both the transtheoretical
model of behaviour change (TTM; Prochaska & DiClemente, 1983) and the theory of
planned behaviour (TPB; Ajzen, 1991) have been widely and oftentimes successfully
applied to a variety of health behaviours (e.g. TPB; Ajzen & Fishbein, 2000; Conner &
Armitage, 1998;TTM; Prochaska et al., 1994; Velicer et al, 1999). Where application of
these models has been made to condom use and attempts to predict and change
sexual behaviour, the models have also received support (e.g. Albarracin et al., 2001;
Sutton et al., 1999; Galavotti et al., 1995; Lauby et al., 1998; see section 1.7 above, on
page 42). However, Chapter 1 also argued that little research has extended the
investigation of these models to help predict and change general contraceptive use,

particularly amongst the British adolescent population (see section 1.8 above, on page
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54). It was therefore proposed that there was scope for conducting research aimed at
identifying the most effective cognitive predictors of contraceptive use amongst
adolescents in order that these predictors could be targeted within an intervention
study. In addition, Chapter 1 explained that both the TPB and the TTM have received
criticism in the literature (see sections 1.5.4 above, on page 21 and 1.5.5 above, on
page 26). The TPB has been criticised for explaining too little of the variance in
intention and behaviour, and the TTM has been criticised for representing a ‘pseudo’
stage model. It was therefore argued that research aimed at identifying the most
effective predictors of contraceptive use amongst adolescents, should also assess the
extent to which variables external to the TPB may be useful, and whether the
relationship between important predictors of contraceptive use and SOC is linear, thus

examining the ‘pseudo’ stage model critique.

Chapter 3 reported the findings from analysis of adolescent participants' interview
transcripts. This initial study has provided useful insights into the understandings,
beliefs and experiences of young people that will help to construct meaningful
questionnaire items, as well as support for a number of psychological variables already
prominent within the literature relating to condom and other contraceptive use. These
variables include outcome beliefs that precede the attitude component of the TPB (see
Outcome beliefs on page 101), normative beliefs that precede the subjective norm
component of the TPB, and beliefs regarding control and self-efficacy over use of
contraceptive methods (see Normative and control beliefs and self-efficacy on page
101), and evidence relating to unrealistic optimism (Weinstein, 1980; 1982; see
Optimistic bias on page 102) and prototype theory (Gibbons et al., 1995; see Future
aspirations and prototype similarity on page 102). In addition, analysis suggested that
future aspirations of adolescents could be important in the prediction of adolescent

contraceptive use (see Future aspirations and prototype similarity on page 102).
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The current Chapter will deal with the development and subsequent findings of a

questionnaire study designed to identify the variables most appropriate for targeting in

an intervention.

4.2. Introduction

4.2.1. Additional variables identified in the literature

Findings from the qualitative study would suggest that there are variables in addition to
traditional TPB constructs that could be important in relation to understanding and
predicting contraceptive'behaviour. This finding supports the view also held within the
literature, that whilst constructs such as those from the TTM and TPB predict behaviour
and behaviour change, they arguably explain relatively little of the variance in
behaviour, and therefore other variables may be important also (e.g. see Abraham &
Sheeran, 2004; Beck & Ajzen, 1991; Evans & Norman, 2002; Parker, 2002; Richard,
de Vries & van der Pligt, 1998). These variables are likely to include: anticipated regret,
moral norms, self predictions and self-identity as valid additions to the TPB, due to
improved explained variance where some health behaviours are concerned (see

sections 1.5.4 above, on page 21 and 1.7 above, on page 42).

4.2.2. Rationale

In order to develop a psychological intervention to improve adolescent contrabeptive
use, it is necessary to identify the variables most strongly associated with differences in
effectiveness of contraceptive behaviour, so that these variables may be targeted. The
TTM provides a measure of behaviour as its central tenet (the stages of change; SOC),
which is useful for distinguishing between relatively poor and more effective
contraceptive users. In addition, using the SOC from the TTM as a behavioural
outcome measure would help to ascertain whether variables associated with
differences in SOC are linear or not, thus providing evidence that may support or refute
claims the TTM is a pseudo stage model (Sutton, 2000a). If evidence were found that
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supported the notion of qualitatively different SOC, then it is likely that any intervention
based on these findings would need to apply tailored interventions to participants
dependent on their stage categorisation. However, if evidence were found that
supported the pseudo stage model claims of Sutton (2000a), then a subsequent

intervention may need to take on a more TPB-based intervention approach of one-size-

fits-all.

The TTM and the TPB have been identified as useful, but not perfect, predictors of
condom (and occasionally other forms of contraceptive) use (e.g. Ajzen & Fishbein,
2000; Velicer et al., 1999). Therefore, the constructs of these two models provide a
number of the variables that need to be assessed in relation to differences in
contraceptive behaviour. This thesis has also identified other variables associated with
differences in effectiveness of contraceptive use, for example: moral norms, anticipated
regret, self identity, self-predictions, optimistic bias, prototype similarity and future
aspirations. Table 4.1 below provides a summary of all the variables to be measured in

the questionnaire study alongside justifications for their inclusion.

4.2.3. Aims of the present study

This study aims to determine the psychological variable(s) that could usefully be
targeted in an intervention designed to improve contraceptive use in adolescents. To
achieve this, the variables that show the most discriminating power between the five
stages of change for contraceptive use amongst an adolescent sample will be
determined via a cross-sectional design. Secondly, a longitudinal design will be
employed to determine which of the constructs vary for participants who move between
the SOC between an initial wave of data collection and a subsequent wave of data
collection at four-month follow-up. Finally, this study aims to add weight to debates
within the literature concerning the ability of variables outside of the TPB to be

important in the prediction of behaviour, and whether or not the TTM should be
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considered a pseudo stage model. Evidence found relating to the critique of the TTM

is likely to inform the style of intervention designed, because it has been argued within

the literature that variables should depart from linearity across the SOC in order to

support not only the notion of qualitatively different stages, but also the assertion that

interventions need to be tailored to a person’s SOC (Sutton, 2000a).

Table 4.1 Summary of variables to be measured within the questionnaire study and

justifications for their measurement

Variable

Justification for inclusion

Experiential processes of change
Behavioural processes of change
Pros of contraceptive use

Cons of contraceptive use
Self-efficacy

Intention

Attitude

Subjective norm

Perceived behavioural control (PBC)

Optimistic bias

Moral norm

Anticipated regret
Self identity

Prototype similarity

Willingness to take a risk

Future aspirations
Self predictions

From TTM (e.g. see Prochaska &
DiClemente, 1983; Grimley et al., 1997).
From TTM (see as above).

From TTM (see as above).

From TTM (see as above).

From TTM (see as above)

From qualitative study (see section 3.7).
From TPB (e.g. see Ajzen, 1991; Conner
& Sparks, 1996).

From TPB (see as above)

From qualitative study (see section 3.7).
From TPB (see as above)

From qualitative study (see section 3.7).

From TPB (see as above)

From qualitative study (see section 3.7).
From literature (e.g. see Weinstein &
Klein, 1996)

From qualitative study (see section 3.7).
From literature (e.g. see Conner &
McMillan, 1999; Evans & Norman, 2002).
From literature (e.g. see Parker, 2002)
From literature (e.g. see Evans & Norman,
2002). ‘

From literature (e.g. see Gibbons et al.,
1995; Thornton et al., 2002)

From qualitative study (see section 3.7).
From literature (part of prototype theory,
e.g. see Gibbons et al., 1995; Thornton et
al., 2002).

From qualitative study (see section 3.7).
From literature (e.g. see Fishbein &
Stasson, 1990; Norman & Smith, 1995).
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4.3. Method

4.3.1. Development of the questionnaire

TTM measure development
The first stage of questionnaire development involved designing an algorithm for
measuring SOC from the TTM as a behavioural outcome, and developing items with
which to measure the other TTM variables. This was critical since, although the TTM is
an established model, unlike the TPB no standardised ways of measuring its constructs
had at the time this research was conducted, been developed. In addition, although
other TTM research has classified people into stage of change by asking them to self-
categorise, it was felt that such a simple measure would not accurately gauge SOC for
contraceptive use, due to issues of social desirability. Therefore a more complex
measure designed to elicit a greater accuracy of categorisation was developed.
Separate versions were produced for males and females so that questions and
instructions did not have to be worded to make sense to both genders within the same
questionnaire. For a copy of this first questionnaire please see appendix 5a on page XI
which contains the male version as an example. Operationalisation of the constructs is
explained in full below (see Section 1 of the questionnaire; general information, on

page 114 to Measuring Psychological Constructs, on page 120).

Pilot study 1

An initial pilot study was conducted on these newly developed TTM measures. It
involved 55 participants, aged between 15 and 19 years. The purpose of this first pilot
was twofold. Firstly, it was used to assess whether the SOC algorithm (see 4.3.2
below, on 'page 112 to Section 7 of the questionnaire; further indicators of less than
effective contraceptive use on page 118) worked in practice, that is to say, the pilot
would determine whether it was possible to place participants into one of the SOC
decisively. Secondly, the study allowed for the assessment of the method of

measuring the other constructs of the TTM (see Measuring psychological variables on
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page 120). Overall the measures were deemed satisfactory, and participants found the

questionnaire straightforward to complete.

Pilot study 2

A second pilot study was conducted on this complete version of the questionnaire,
involving 200 participants aged between 14 and 19 years. Feedback received from
participants and teaching staff in participating schools regarding this pilot suggested
that it was too long for participants to complete in a reasonable amount of time, and
that some items were perhaps inappropriate. For example, one of the belief items on
the questionnaire asked participants how likely they thought the contraceptive pill
would be to cause cancer, since this was a belief that had been expressed by
participants in the qualitative study (see Chapter 3). Some teaching staff thought that
this item might be upsetting to teenagers who had experience of cancer in the family.
In response to such concerns, items were removed, including those deemed
inappropriate, so that the questionnaire was shorter and less time consuming for
participants to complete. A detailed description of changes made to the questionnaire,

and a rationale for each change is provided in appendix 6 on page LXXIII.

4.3.2. The final questionnaire

A female example copy of the final version of the questionnaire used in this study can
be found in appendix 7 on page LXXVI. Sections 1 to 7 measured basic demographic
data and operationalised the algorithm for determining contraceptive use based on the
TTM'’s SOC measure. Section 1 of the questionnaire; general information on page 114
through to Section 7 of the questionnaire; further indicators of less than effective
contraceptive use, on page 118 provide detail about sections 1 to 7 of the
questionnaire and figure 4.1 beiow shows a flow diagram illustrating the staging

algorithm sections on the questionnaire that participants were asked to complete.
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Figure 4.1 Flow diagram illustrating how participants were asked to decide which

sections of the questionnaire to complete

Section 1
Completed by everyone

'

Are you using contraception at the moment?

NO YES
Complete
Section 2 Complete
Section 3

| '

Establishes whether
the participant is in What is your main method of contraception?
precontemplation, :
contemplation or ¢ ¢ ¢
preparation for
contraceptive use Barrier Pill - Doctor
method - Complete depend-ent
Complete Section 5 — Complete
Section 4 Section 6

v v !

Establishes whether the participant is in action or
maintenance for contraceptive use.

‘, v l

Section 7 - Have you had sex with a member of the opposite sex during the last 6 months?

! I

NO YES
Go to Section 8 and Complete this section
complete all sections and then go to
from then onwards Section 8 and
complete from then
onwards
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Section 1 of the questionnaire; general information

Demographic data included: age, relationship status (including whether or not the
individual was currently engaged in a same sex relationship), whether or not the
participant had willingly engaged in sexual intercourse with a member of the

opposite sex, and whether or not they had willingly engaged in sexual relations with a
member of the same sex. Participants were asked how frequently sexual intercourse
occurred, whether they had any religious beliefs that affected their use of

contraception, and which contraceptive methods were currently being used, if any.

Section 2 of the questionnaire; non-contraception users

Anyone who was not currently using contraception was required to complete section 2.
The questions that followed firstly asked whether they had ever used contraception, or
if they had considered using it, including which method, and if it was not used, why.
This was to establish if a previously sexually active or currently sexually active
individual had ever used contraception. The questions then went on to ask whether the
individual was considering using contraception at some point in the next six months,
and, if so, which method(s) they were considering and why. If the participant answered
that they were considering using contraception at some point in the next six months
they were then required to indicate whether they were considering using contraception
within the next month. These questions were designed to assess whether someone
who was not currently using contraception was either in: precontemplation from the
SOC, and therefore not considering using contraception in the next 6 months;
contemplation, and therefore considering starting to use contraception effectively in the
next six months; or preparation and considering starting to use contraception effectively
in the next month. The final question asked whether the participant had performed any
of a set of listed behaviours in preparation for using contraception. Once non-

contraception users have completed the questions relevant to them within Section 2
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they were asked to turn immediately to Section 7 and continue answering the

questionnaire from there.

Section 3 of the questionnaire; all contraceptive users

Participants who were contraception users were asked to miss out Section 2 and fill in
Section 3 instead. Here, they were asked what they regarded as their main method of
contraception, and for how long they had been using it. These questions were
important in assessing whether a participant was in the maintenance stage, since the
TTM states that an individual can only achieve this if they have been consistently
performing a specific health behaviour for six months or more. Anyone who has been
performing the behaviour for fewer than six months must be within the action stage
(see Prochaska & DiClemente, 1983; Prochaska et al., 1992). In addition to this,
participants were then asked if they ever used other methods of contraception, as this
has implications for their contraceptive effectiveness (and SOC category). If a
participant made a mistake with their main method of contraception, but a secondary
contraceptive method was used, then they could still be classified as an effective

contraceptive user (i.e. maintainer).

Section 4 of the questionnaire; barrier method users

The questionnaire then asked contraception users to answer either Section 4 or
Section 5 or Section 6. People who used a barrier method of contraception as their
main method were asked to complete Section 4 (this included those who use condoms,
femidoms, the diaphragm/cap, the rhythm method, persona, withdrawal and/or
spermicide). They were asked if they used their main method of contraception properly
on the last occasion they had sex, and if it worked properly as far as they knew. If it
had not worked properly for some reason, they were asked what had gone wrong, and
what they had done about it. Following this, participants were asked about

contraceptive failures during the last six months (since this is the time span for
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qualifying for maintenance rather than action). If participants had had any
contraceptive failures during the last six months for which they had not sought effective
emergency contraception then they could only be considered as preparation or action
in the SOC. It was decided that one single failure during the last 6 months would allow
the individual to qualify for action, where as more than one failure would mean that they
must be considered as preparers (See figure 4.2 on page 119 below for 'Definitions of
Stages of Change' for general contraceptive use). This was so that otherwise effective
contraceptive users did not get categorised as preparers because of one slip-up, and
for this reason participants were also asked whether anything had gone wrong with
their contraception more than once. They were also asked what they had done about
it, and if they have always used emergency contraception if they thought something

had gone wrong with their contraception.

Section 5 of the questionnaire; pill users

People whose main method of contraception was the contraceptive pill (or their
girlfriend's contraceptive pill in the case of male participants) were asked to complete
Section 5. They were first asked if the pill was taken as a method of preventing
pregnancy. This was to establish whether the pill was taken as a method of
contraception or purely for other medical reasons (e.g. treatment of problematic
menstruation or skin conditions). Participants were then asked to specify any reasons
other than pregnancy prevention for which the pill was used. Following this,
participants were asked to answer 'yes' or 'no' to the question, 'Have you missed a pill
or taken a pill more than twelve hours late at any time over the last 6 months?'.
Participants were then asked if there had been an occasion during the last six months
when they had sex not realising they had forgotten to take a pill, and what they had
done about it when they realised. Finally, they were asked if they have had sex in the
last six months knowing they had missed a pill, not using another contraceptive

method, and what they had done about it afterwards. These questions were designed
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to allow the researcher to assess whether pill users should be considered preparers,
actors or maintainers for contraceptive use. Maintainers were those who had
consistently used the pill correctly for six months or more. Those who had missed a
pill, but afterwards had either not had sex, or had sex using condoms (or other effective
methods) were also classed as maintainers. If emergency contraception was always
used after an incidence of unprotected sex, then those participants were considered
maintainers as well. Again, a concession of one mistake in 6 months meant that
participants were put in action, but more than one mistake meant that they had to be
classified as preparers. If pill use had been consistent for fewer than six months then

the participant was placed in action.

Section 6 of the questionnaire; doctor dependent method users

People who stated that their main method of contraception was a doctor-controlled
method (i.e. I[UD/Coil, hormonal implants or injections) were asked to complete Section
6. Because of the nature of these methods, (i.e. that a medical doctor or other health
practitioner has a major role in the control of their effectiveness) participants were
asked if they have experienced any problems with their method, and if so, to explain
briefly what the problem was and how it was dealt with. On the male version of the
questionnaire, participants are asked to report this information to the best of their
knowledge regarding their girlfriend's experiences. Very few participants completed
this section, but those who did were classified as maintainers if they had been using
the method for six months or more without problems and as actors if they had been
using this method for less than six months. Any problems experienced with the method
had to be considered on a case by case basis to decide whether it made a difference to

their effectiveness as contraceptive users.
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Section 7 of the questionnaire; further indicators of less than effective
contraceptive use

All participants who had been sexually active within the last six months were required
to complete Section 7 of the questionnaire. Females were asked questions about their
own experiences and males were asked questions relating to their girlfriend's
experiences. ltems ask about missed and/or late periods experienced and concern for
possible pregnancy during the last 6 months. They also established whether or not
participants had experienced an unplanned pregnancy in the last six months, an
unplanned baby in the last six months, a terminated pregnancy in the last six months or
a miscarriage of an unplanned pregnancy in the last six months. This section was not
central to placing a participant within one of the SOC categories, but provided a
broader perspective of participants' experiences and behaviour over the last six
months, sometimes strengthening a case for a specific categorisation. So, for
example, where a male participant may not have been clear about whether emergency
contraception had been used by his female sexual partner after every occasion of
unprotected sex, but he knew she had been concerned about a possible unplanned
pregnancy, this section strengthened the case for placing him in preparation for

contraceptive use rather than action.
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Measuring psychological variables

Throughout these sections of the questionnaire, some items were reversed to help
ensure that participants read each question before responding, rather than circling or
ticking the same response throughout. Seven-point Likert-type scales were used to

record responses to all questionnaire items.

Constructs of the TTM

Processes of change

Eleven items measured processes of change for contraceptive use (see section 8 of
questionnaire), and these were adapted from example items relating to condom use,
reported by Grimley et al. (1997). Five of these are held to be experiential and six are

purported to be behavioural (see table 4.2 below for example items).

Table 4.2 Example items for processes of change

Measurement type Example item Scale used
Experiential processes of  Over the last six months | 1’strongly agree’ to
change have become increasingly 7 ‘strongly disagree’
aware of my risk of getting
pregnant
Behavioural processes of ~ Over the last six months | 1’strongly agree’ to
change have rewarded myself for 7 ‘strongly disagree’

engaging in safer sex

The mean of the experiential items and the mean of the behavioural items provided a
composite measure for each variable. Reliability was satisfactory'? for experiential
proceéses (a =.71), though less so for behavioural processes (a = .64). Analysis
showed that removal of items would not have increased reliability, so principle
components analysis (PCA) with varimax rotation was conducted on all the items that
made up the processes. Varimax rotation was chosen because it is a good general
approach that simplifies the interpretation of factors (Field, 2000). However, because

processes of change are purported to be either experiential or behavioural in nature,
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the items were forced into a two-factor solution. A loading criterion of 0.45 or above
was used to identify items loading on factors, as this is considered to produce a fair
measure of a factor (Comrey & Lee, 1992 cited in Tabachnik & Fidell, 2001). All
behavioural processes of change items loaded onto factor 2 and all experiential items
except one, loaded onto factor 1, supporting the notion that two distinct types of
processes exist. The one item that ~did not load onto either factor refers to ‘other
people’ unlike all other POC measures that relate to the self. This may explain its
failure to load. However, given that the experiential items had satisfactory levels of
reliability to begin with, and PCA confirms that all remaining items can be distinguished
as two separate factors, the POC measures were deemed satisfactory (for rotated

factor matrix refer to appendix 8, page CXIl).

Pros and Cons

Twelve items measured pros and cons (or decisional balance) for contraceptive use.
These were adapted from Grimley et al. (1997). Six items assessed the importance of
various advantages of decisions to use contraception and six items assessed the

importance of various disadvantages on decisions to use contraception (see table 4.3

below for example items).

Table 4.3 Example items for pros and cons of contraceptive use

Measurement type Example item Scale used
Pros of contraceptive use  How important in your 1 ‘very important’ to 7
decision to use ‘very unimportant’

contraception is protection
from unwanted

pregnancy?
Cons of contraceptive use  How important in your 1 ‘very important’ to 7
decision to use ‘very unimportant’

contraception is a
decrease in sexual
pleasure because of a
method?

12 Giles (2002) suggests that reliability levels of this152iz1e are acceptable.
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Pros and cons were treated as separate variables with a mean score for each of the six
items providing a composite score for each. Reliability was satisfactory for cons (a =
.71), but less so for pros (a = .62). Again, removal of items from the scale would not
have improved reliability, so PCA was conducted. Varimax rotation with a loading
criterion of 0.45 and a forced 2 factor solution split the items into pros and cons with
one exception. ltem number six from the pros of contraceptive use (importance of
having easier periods/girifriend having easier periods) loaded onto function 1 with the
six cons of contraception. This may be responsible for the lower reliability of the pros
scale, and the loading could be explained by males in the sample not seeing personal
advantage in their female sexual partner(s) experiencing easier periods. Thus,
because the reliability levels for pros were comparable to and indeed higher than some
of those reported in other related literature (e.g. Van Empelen et al., 2001) it was
decided that these measures of pros and cons were acceptable for data analysis.

Please refer to appendix 8, page CXI! for the rotated factor matrix.
Self-efficacy
Self-efficacy was assessed by seven items using the format adapted from Grimley et

al. (1997; see table 4.4 below for example items).

Table 4.4 Example items for self-efficacy

Measurement type Example item Scale used
Self-efficacy How confident are you that 1 ‘very confident’ to 7 ‘very
you will use a unconfident’

contraceptive method
effectively every time you

have sex?
Self-efficacy How confident are you that 1 ‘very confident’ to 7 ‘very
you will use a unconfident’

contraceptive method
effectively if you have
been drinking or taking
drugs?
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A mean of all seven items comprised the score for self-efficacy. Reliability for this

construct was satisfactory (a = .83).

Constructs of the TPB

Intention (and self-predictions)

Conner and Norman (1996) suggest that for intention, multiple item measures are more
appropriate than a single item, and that measures should commonly assess not only
intentions or plans, but also desire and self-prediction or self-expectation. For these
reasons, section 12 contained an item that measured intention, an item that measured
desire and one that measured self-predictions. These items asked about intention to
use contraception on every occasion of sex (see table 4.5 below for an example item).

The mean of these items provided a composite measure of intention (a = .93).

Table 4.5 Example item for intention

Measurement type Example item Scale used

Intention | intend to use a method of 1 ‘strongly agree’ to 7
contraception effectively ‘strongly disagree’
every time | have sex

Attitudes

Section 13 of the questionnaire measured behavioural beliefs, the precursors to
attitudes, regarding contraception. It was decided that only the preceding beliefs, and
not overall attitude, should be measured within the questionnaire. The reason for this
was twofold. Firstly, there was a need to keep the questionnaire as short as possible,
and secondly, should this component of the TPB be found to be important in
distinguishing between SOC, then it would be the beliefs that would be considered the
most appropriate targets for intervention. Ajzen (1991) asserted that it is ‘beliefs that
are considered to be the prevailing determinants of a person’s intentions and actions’
(p189) concluding that, ‘It is at the level of beliefs that we can learn about the unique

factors that induce one person to engage in the behavior of interest and to prompt
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another to follow a different course of action.’ (sic; Ajzen, 1991; pp206-207). Thus,
there was a greater need to establish the relationship between beliefs and SOC
compared to attitude and SOC. In addition, because of the nature of different methods
of contraception, it was decided that questions should relate to a selection of specific
methods. Questions 1 to 12 related to the pill, hormonal implants and hormonal
injections. Questions 13 to 32 related to condoms and femidoms and questions 33 to
40 related to the withdrawal method. These three major contraceptive types were
chosen because they broadly represent the types of method that the vast majority of
adolescents are familiar with, and are likely to use or consider using (Birth control and
protection: A series of national surveys of teens about sex, 2004). The pill, the condom
and withdrawal were also the three types of contraceptives mentioned consistently by

participants in the qualitative study.

Consistent with Conner and Norman (1996), the precursors to attitudes as identified in
the TPB were measured using paired items consisting of the strength of a behavioural
belief multiplied by the outcome evaluation of that belief (e.g. 'Taking the pill/hormonal
implants/hormonal injections could be poisonous', scored 1 ‘very likely' to 7 ‘very
unlikely’, multiplied by, 'having a poisonous substance in your body would be...', scored
1 ‘very good’ to 7 ‘very bad'). Many of the behavioural belief items used in this section
of the questionnaire were taken from the specific beliefs expressed by participants
during the qualitative study. A mean of the multiplied pairs provided a composite score
for behavioural beliefs. However, unacceptably low reliability scores for multiplicative
belief items relating to the pill, condom and withdrawal led to exploratory factor analysis
being conducted on these items. As before, principal components analysis was used
with a varimax rotation and a factor loading criterion of 0.45. Five factors with
eigenvalues greater than one were identified. Six paired items loaded onto factor 1
which broadly represented negative beliefs regarding the withdrawal method and

positive beliefs about the condom with some emphasis on protection from STis. Five
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items loaded onto factor 2, representing positive beliefs about the pill and pregnancy

prevention. Four items loaded onto function 3, representing negative beliefs about

condoms. Three items loaded onto function 4 that appear to represent withdrawal

being better than condoms, and two items loaded onto factor 5, representing negative

beliefs about the pill. Refer to appendix 8, page CXI! for the rotated component matrix.

Reliability analyses were conducted on each of these factors. Reliability was

satisfactory for each of factors 1 (a =.79), 2 (a = .8) and 3 (a =.72). However, factors

4 (a =.35) and 5 (a = .31) did not achieve satisfactory levels of reliability. For this

reason, only factors 1, 2 and 3, hereafter named ‘negativity toward withdrawal and

positivity toward condoms and ST prevention’, ‘positivity toward the pill and pregnancy

prevention’, and ‘negativity toward condoms’ respectively, were included in further

analysis. These new variables replaced multiplicative paired belief items for the pill,

condoms, and withdrawal in the analysis. See table 4.6 below for example items from

each new variable.

Table 4.6 Example behavioural belief items for factors 1, 2 and 3

Measurement type

Example item

Scale used

Factor 1 — negativity
toward withdrawal and
positivity toward condoms
and STI prevention

Factor 2 — positivity toward
the pill and pregnancy
prevention

Factor 3 - negativity
toward condoms

‘Using a condom /
femidom would make sex
feel safer’ multiplied by
‘Feeling that sex is safe
is...’

‘Taking the pill / hormonal
implants / hormonal
injections / would be an
easy way to prevent
pregnancy’ multiplied by
‘Contraception being easy
is ...

‘Using a condom or a
femidom can interrupt the
flow of sex’ multiplied by
‘Interrupting the flow is...’

1 ‘very likely’ to 7 ‘very
unlikely’ multiplied by 1
‘very good’ to 7 ‘very bad’

1 ‘very likely’ to 7 ‘very
unlikely’ multiplied by 1
‘very good’ to 7 ‘very bad’

1 ‘very likely’ to 7 ‘very
unlikely’ multiplied by 1
‘very good’ to 7 ‘very bad’
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Subjective norms

Subjective norm was measured using five sets of multiplicative paired items. Again,
Conner and Norman (1996) suggest that normative beliefs can usefully be assessed by
multiplying a belief score relating to a specific referent group, by the participants'
motivation to comply with that referent (e.g. ", scored). For the same reasons as were
given in relation to the attitude component of the TPB, only beliefs, and not overall
subjective norm was measured. Referent groups included in items were: friends,

boyfriend/girlfriends, parents and doctor/health workers.

Table 4.7 Example of a normative belief item

Measurement type Example item Scale used

Normative beliefs ‘My friends think that | 1 ‘strongly agree’ to 7
should use contraception  ‘strongly disagree’,
every time | have sex’ multiplied by, 1 ‘not at all

multiplied by ‘With regard to 7 ‘very much’
to contraception, how

much do you want to do

what your friends think you

should?’

Unfortunately these items did not achieve satisfactory reliability (a = .58), and it is
thought that this may be due in part to the difference in impact of the varying referent
groups asked about for different participants. It is not unusual for problems regarding
measurement of subjective norm to be reported within the literature (e.g. see Armitage
& Conner, 2001), and other measures with equally low reliability have been used in the
existing literature (e.g. van Empelen et al., 2001) so the measure was therefore
retained for analysis. For some discussion of subjective norms and measurement

please refer to section Normative and behavioural beliefs on page 156

Perceived behavioural control (PBC)

Section 15 measured PBC. A paired item format was again used to measure control
beliefs and the power that the participant thinks this has over their behaviour (see

Conner & Norman, 1996). As with the attitude and subjective norm components of the
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TPB only beliefs were measured, not overall PBC. Both external and internal control
items were used. The external items measured were: the effect of drugs or alcohol; the
context in which sex occurs; the availability of contraception; and the willingness of a
girlfriend or boyfriend to use contraception. Internal items included: participants’
knowledge of contraception; levels of arousal; skill or competence in contraceptive use;
ability to discuss contraception with a boyfriend or girifriend; and confidence within a

sexual situation. See table 4.8 below for example items.

Table 4.8 Example external and internal control belief items

Measurement type Example item Scale used

External control beliefs ‘How often is your use of 1 ‘never’ to 7 ‘always’,
contraception affected by = multiplied by 1 ‘much
you taking drugs or less likely’ to 7 ‘much

alcohol?' multiplied by, 'lf more likely’
| have used drugs or

alcohol before having sex,

it makes my contraceptive

. use...

Internal control beliefs How often does your 1 ‘never’ to 7 ‘always’,
excitement or level of multiplied by 1 ‘much
arousal during a sexual less likely’ to 7 ‘much
experience affect your use more likely’
of contraception?’

multiplied by ‘My
excitement or level of
arousal during a sexual
experience makes my
contraceptive use...’

The mean of these multiplicative items provided a reliable composite measure of

control beliefs (a = .74).

Other psychological constructs

Anticipated regret

Section 16 contained items designed to measure anticipated regret. The section
contained two parts, with five items related to worry and regret following failure to use
contraception, and an assessment of a person’s favourability toward pregnancy and

abortion (see table 4.9 below for example items from the first section).
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Table 4.9 Example items for anticipated regret

Measurement type Example item Scale used

Anticipated regret If you had sex and did not 1 ‘not at all’to 7 ‘very
use your chosen method much’
of contraception, how
much do you think you
would regret it the next
day?
Anticipated regret How much do you like the 1 ‘not at all’ to 7 ‘very
idea of being pregnantat  much’
this stage of your life?

The second part of this section asked participants to think about a sexual experience
they had had in the past where they had a) used contraception properly and b) not
used contraception. [f they had not experienced either one or both of these scenarios,
they were asked to imagine the experience. They were then asked to fill in a set of four
semantic differential scales to represent how they would or did feel after having sex
when contraception was used properly, and the same was required in response to
being asked how they would or did feel after having sex when contraception was not
used properly (e.g. 1 ‘unhappy’ to 7 ‘happy’, 1 ‘not worried’ to 7 ‘worried’). All items
from both sections were summed and a mean score provided a reliable composite

measure (a = .83).

Unrealistic optimism (Optimistic bias)

Section 17 incorporated a measure of optimistic bias. It incorporated two standardised
ways of measuring optimism; a comparative risk estimate and a numeric risk estimate
(e.g. see Sutton, 1999). The comparative estimate used two items to measure
participants' perceptions of the likelihood of the average teenage girl having an
unplanned pregnancy, and then, the likelihood that they themselves would experience
or cause an unplanned pregnancy as a teenager. The difference between the scores
represents a measure of individual optimism (Sutton, 1999). See table 4.10 below for

the wording and scales used in measuring these items.
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Table 4.10 Wording of comparative risk measure for unrealistic optimism

Measurement type Example item Scale used
Average teenage How likely is it that the 1 ‘very unlikely’ to 7 ‘very
likelihood average teenage girl will likely’
have an unplanned
pregnancy?
Own likelihood How likely is it that you will 1 ‘very unlikely’ to 7 ‘very
have an unplanned likely’

pregnancy as a teenager?

The second standardised measure, a numeric estimate, involved asking participants to
express the number of teenagers they believed got pregnant every year in England,
expressed as a number out of 100 (Sutton, 1999). After some consideration, it was
decided that the difference between the two comparative estimate scores would be
used in analysis, to assess whether level of individual optimism distinguished between
the SOC for contraceptive use, since the numeric estimate did not relate to perceptions

of personal risk.

Moral norms and self identity

Moral norms were assessed by two items. These were adapted from standardised
ways of measuring core TPB constructs (see Conner & Norman, 1996). A mean of the
two scores provided a reliable composite measure (a =.70). Self-identity was also
measured using two items. Because the reliability of the two items in this case was not
high (a = .56), only one item (the one given in the example below) was used as a

measure of self-identity in further analysis. See table 4.11 below for example items.

Table 4.11 Example itmes for moral norm and self-identity

Measurement type Example item Scale used

Moral norm | think that it would be very 1’strongly agree’ to 7
wrong for me to have sex  ‘strongly disagree’
without using

contraception

Self-identity | consider myself to be 1'strongly agree’ to 7
someone who practices ‘strongly disagree’
safe sex
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Prototype similarity and willingness to take risk

Similarity to ther prototypical teenager who gets pregnant or causes a girl to become
pregnant was measured using eight items. These measures followed a format used by
Gibbons et al. (1995) to measure prototype perception. Participants were required to
rate the prototypical teenager on seven adjectives such as 'intelligent' and 'popular’
from 1 ‘not at all’ to 7 ‘very much’. Reliability of the composite mean score was not
ideal (a = .55), but this was likely to be due to the difference in meaning between the
adjectives (e.g. a prototypical teenager could be both intelligent — a positive
assessment, and confused — a negative assessment). A single measure of how similar
to the prototype participants perceived themselves to be was also taken (1 ‘not at all’ to
7 ‘very much’) and the mean composite of the adjective ratings multiplied by the

similarity measure was used in analysis.

Willingness to take risk in relation to contraceptive use was measured using two items
that asked participants to judge the likelihood that they would a) not have sex and b) go
ahead and have sex anyway, in the absence of contraception when their
boyfriend/girlfriend wanted to have sex with them. The measure was adapted from

Gibbons et al. (1995), and reliability was satisfactory (a =.79).

Future aspirations

This measure was included in the original version of the questionnaire but was
removed after piloting. This was due to a need to reduce the length of the
questionnaire after pilot study 2 (see 4.3 above, on page 111), and it was felt that this
measure was least critical to analysis, since it had not received support in the extant

literature. Please refer to appendix 6, page LXXIII for further detail.
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4.4. Method for the main study

4.4.1. Participants

Participants were recruited by writing to a large selection of local schools and colleges
to ask for their participation. Those that responded positively were contacted by the
researcher by telephone so that arrangements for data collection could begin. Four
hundred and twenty-five participants from five local secondary schools, a local sixth
form college and the university where the research was being conducted took part in
an initial round of data collection. Of the returned questionnaires, 103 did not contain
enough responses to be included in the sample’®, 30 participants were excluded due to
age (maximum age for inclusion in the study was 19 years) and 2 reported that they
were homosexual, and were excluded from analysis. Therefore, the study included
291 participants. Details of participants are provided in table 4.2 below. The
discrepancy between numbers of males and females represents the fact that although
roughly equal numbers of males and females were initially sampled, more males
returned incomplete questionnaires than females. Large attrition rates between time
1 and time 2 were due to four schools withdrawing from the research at time 2 because
of restrictions on their time. Whilst the time 1 and time 2 participants clearly differed in
terms of age and virginity status, t-tests revealed that there were no significant
differences between the time 1 scores of those participants who were lost from the
study at time 2 and those who remained (all ts between -2.48 & 1.98, df=289, all ps

between .84 & .005 with Bonferonni correction placing significant a = .003).
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Table 4.12 Demographic data for participants who took part in Time 1 and Time 2 data

collection

Time 1 Time 2
Total number of participants 291 51
Number of males 91 8
Number of females 200 47
Age range 14-19 years 17-20 years
Mean and (SD) of age 17.1 (1.60) years 18.5 (0.67) years
Number of virgins 111 8
Number of non-virgins 180 43
Number whose main method is 76 9
the condom
Number whose main method is 93 36
the pill
Number whose main method is 7 0
hormonal injections/implants
Number who used ‘other’ method 1 1
of contraception
Number not using contraception 114 5

Table 4.3 below provides demographic information relating to the schools and Sixth

Form College whose students took part in data collection for this study. This

information was taken from publicly available Ofsted reports, and was therefore not

available for the university whose students took part. However, the participating

university is known for engaging in widening participation strategies for recruiting

students and therefore includes students from a wide variety of socio-economic

backgrounds.

'3 Criteria used for exclusion were less than half of questionnaire items completed.
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Table 4.13 Demographic data relating to the schools and Sixth Form College whose

students took part
Educational institution Description of school demographics

School 1 Pupils were aged between 11 and 16 years and
the number of pupils eligible for free school
meals was average (around 15%) compared to
national figures. The majority of pupils were
white.

School 2 Pupils were aged between 11 and 16 years with

a high proportion coming from areas of high
unemployment and social deprivation. The
majority of pupils were white.

School 3 Pupils were aged between 11 and 16 years and
the number of pupils eligible for free school
meals was average (14%). The majority of
pupils were white.

School 4 Pupils were aged between 11 and 18 years and
most pupils were white and from affluent homes.
A small proportion of pupils were eligible for free
school meals.

School 5 Pupils were aged between 11 and 18 years and
although most were white, a significant number
of pupils from Black and Asian backgrounds
attend the school. A below average proportion of
pupils were eligible for free school meals (8.5%).

Sixth form college Students were aged between 16 and 19 years
and most lived in the town where the college was
situated. This town has pockets of high
economic and social deprivation, and students at
the college came from a variety of socio-
economic backgrounds. Most students were
white.

4.4.2. Design

This study utilised a questionnaire design to measure a set of 17 psychological
predictor variables and a grouping variable. The grouping variable was behaviour, split
into five categories of contraceptive behaviour in accordance with the SOC of the TTM
(Prochaska & DiClemente, 1983). The predictor variables were: experiential processes
of change; behavioural processes of change; pros of contraceptive use; cons of
contraceptive use; self efficacy; intentions to use contraception; normative beliefs

relating to contraceptive use; control beliefs relating to contraceptive use; anticipated
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regret; optimistic bias; moral norms; self-identity; prototype similarity; willingness to
take a risk; negativity to withdrawal and positivity towards condoms and STI protection;

positivity toward pill and pregnancy prevention; and negativity towards condoms.

4.4.3. Measures and materials

The questionnaire
The development of the questionnaire provided to participants has been outlined above
(see section 4.3 above, on page 111). A female example copy of the final version can
be found in appendix 7 on page LXXVI. The male version was identical except for
gendered wording. The questionnaires were presented to males on yellow paper, and
to females on blue paper. The different colours made it easy to distinguish between
male and female versions of the questionnaires. In addition, so that questionnaires
could remain anonymous, yet still be matched up over the two time points of the study,
participants were required to complete a code on the front of the questionnaire. This
consisted of the day and month of their birth, and the first three letters of their mother’s
maiden name. So for a child born on the 6™ of March, whose mother’s maiden name
was Brown, the code recorded would have been 06/03 BRO. Readability statistics in
MS Word showed the questionnaires to have a Flesch reading ease score of 68.5, and
a Flesch-Kincaid grade level of 7.4 (Flesch-Kincaid grade formula and reading ease
formula). These statistics suggest that the average 13 year-old should be able to read

the questionnaire (Flesch-Kincaid grade formula and reading ease formula).
Participant information sheets

Participants received an information sheet before they completed the questionnaire

(see appendix 9, page CXV).
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Consent forms
Two types of consent form were produced for use in this study. The first was an in loco
parentis consent form for completion by a Head Teacher or other member of staff with
appropriate authority (see appendix 10 page CXViIll). The second type of consent form
was produced for schools that did not wish to give consent on behalf of their pupils and
wished instead to inform parents of their plans to take part in the research, thereby

asking for individual parental/guardian permission (see appendix 11 on page CXX).

Instructions for teachers administering the questionnaire

A set of instructions for teachers was also produced for this study. This was provided
to teachers who had requested that they administer the questionnaires in school time
without the assistance of the researcher. It provided detailed information allowing for
correct administration and collection of the questionnaires, maintaining participant

anonymity and confidentiality (see appendix 12 page CXII).

4.5. Ethics

This study was conducted in accordance with the BPS code of ethics, and a proposal
for the research was submitted to the Ethics Committee of the School of Social Science
and Law at Sheffield Hallam University. Ethical approval was obtained from the

committee before data collection began.

4.6. Procedure

4.6.1. Time 1

Questionnaires completed by students at the sixth form college and by the
undergraduate students were administered by the researcher. Fully briefed teachers
administered questionnaires to the school pupils. All data collection took place at the
educational establishments to which participants belonged, in classroom settings,

where participants were required to sit a reasonable distance from one another so that
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privacy could be maintained. Data was collected from 20-30 participants in each
session. Participant information sheets were provided for participants to read and a
brief verbal description of the study was given. The voluntary nature of the study and

issues of confidentiality and anonymity were emphasised to participants.

Participants were then given the opportunity to ask questions before they began and
the opportunity to withdraw was provided via the suggestion that any participant who
did not wish to complete the questionnaire could spend the time on other quiet work,
returning an envelope at the end of the session containing blank materials.
Questionnaires were completed by participants under examination conditions, and
queries were addressed during this time by a teacher/researcher if a participant raised
their hand. The researcher/teacher carried a blank copy of the questionnaire on each
occasion that a participant raised their hand, so that looking at a participant’s

questionnaire containing responses was not necessary.

Once each participant had completed the questionnaire they were required to seal it
inside the envelope they had been given, and remain silent until the entire group had
finished. Participants took between 25 and 40 minutes to complete the questionnaire.
When all questionnaires were collected, participants were given a short debrief, which |
involved providing further detail regarding the nature of the research project and what
would now happen to the data that had been collected. Any further questions from

participants were answered, and they were thanked for their time and participation.

4.6.2. Time 2

A second round of data of data collection was administered to participants at a four-
month follow-up. The procedure followed was identical to time 1. It was not possible to
engage with all participants from time 1 due to practical constraints such as

examination pressure on pupils and school staff. Of the five educational institutions

136



~ laPtUl o I\JUlllllyll lv VAl TWiIiWww T lalaclllls HE G I VLTI e 8 T 8

eligible to take part in time 2 collection, only 1 agreed to continue their participation,

yielding a matched sample of n=51.

4.7. Results

4.7.1. Classification across the stages of change

Of the 291 participants who completed an initial questionnaire containing sufficient
responses to be included in the data analysis, 111 (38.1%) reported that they were
virgins. A total of 89 (30.6%) participants were classified as belonging to
precontemplation, 26 (14.8%) were considered to be in contemplation and 26 (8.9%)
were in preparation. A further 59 (20.3%) were classified as being in action, and the
remaining 74 (25.4%) were considered to be in maintenance for effective contraceptive

use.

4.7.2. Missing Value Analysis (MVA)

Missing Value Analysis was carried out on the data to assess the percentage of items
missing on each variable, and whether this level of missing data was statistically
significant. Analysis revealed that self-identity, prototype similarity and willingness to
take a risk, had more than 5% of data points missing (see Tabachnik & Fidell, 2001,
p551). Separate variance t-tests showed that there was a significant relationship
between missingness on those three variables and some of the other variables on the
questionnaire. However, consultation of the Missing Patterns table' suggested that
most of the missing data occurred on items that appeared at the end of the
questionnaire (i.e. self identity, prototype theory and willingness to take a risk) and
other missing data corresponded with participants missing out a whole two sides of
questions indicating they may have accidentally turned over two pages at once.

Therefore, although data was not missing at random, it was highly unlikely that data
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was missing because of the questionnaire items per se, but rather because of their
position in the questionnaire and the possibility of associated boredom effects, or
through genuine mistakes. From the 291, a total of 37 participants' data would be lost
from analysis if the missing values were not replaced, so it was decided that missing
data should be replaced by group means (i.e. the mean score for the variable on which
an item is missing dependent on the group of the participant) in line with suggestions

made by Tabachnik and Fidell (2001).

4.7.3. Descriptive statistics

Table 4.4 shows the means and standard deviations for participanté’ scores on each of
the predictor variables measured, by stage of change for contraceptive use. The mean
values for two constructs of the TTM appear to show a fairly consistent progressive
decrease in scores (a low score indicates a more positive response to items) from
precontemplation to maintenance; behavioural processes and self-efficacy. The three
variables where this does not appear to be the case are pros, where the mean score
appears to be very similar across the stages of change, experiential processes, where
reports of their use increase between precontemplation and preparation and then
decrease again across action and maintenance, and cons where mean scores fluctuate

somewhat across the stages.

For variables of the TPB, intention, positivity to pill and pregnancy prevention, control
beliefs and normative beliefs appear to show a consistent reduction in mean scores
across the stages of change from precontemplation to maintenance. For positivity to
pill and pregnancy prevention, preparation and action have very similar scores, with
action being higher than preparation but other than that, the decrease appears very

distinct. Negativity towards withdrawal and positivity towards condoms and STI

" The Missing Patterns table is part of the output produced by SPSS MVA. It shows all cases with
missing values and on which variables they are missing data. See appendix 13 page CXXV.
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protection, and negativity towards condoms show some fluctuation across the stages.
Control beliefs and normative beliefs are slightly different in that their mean scores
increase between precontemplation and contemplation, and then decrease in

preparation through to maintenance.

Amongst the other variables, anticipated regret appears to be the only one whose
mean score consistently decreases across the stages from precontemplation to
maintenance. Although the typical pattern for these other variables is that maintainers
show lower mean scores (and therefore more positive responses towards
contraception) than precontemplators, there also tends to be fluctuation across the

stages for optimistic bias, moral norm, self-identity, prototype similarity and willingness

to take risk.
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